Decision making and dental implant treatments
in Saudi Arabia

Thesis submitted as a fulfilment of requirements for the Degree of Doctor of
Philosophy in Dental Public Health

By:

Abdullah Ali H Alzahrani

Academic Unit of Dental Public Health - Department of Oral Health and Development
School of Clinical Dentistry
The University of Sheffield

February 2016



"HEY&'()*+),)%-. !

| would like to express my gratitud®e the Saudi Ministry of Education and in particular
Al-Baha University forfunding this study anénabling me to take ughis opportunity to
complete this PhD degree at the University of Sheffield.

This projectwould not have been possible without the sggfges and guidance provided

by ProfessorBarry Gibson and Professor lan Brook, whavereally supportedme both
academically and personally. They hgwevidedgreat thoughts, time, and energy to my
thesis | have no doubt to say that their patience, motivation, enthusiasm, and immense
knowledge are significant and helpfully gratitude for their kindness, support and
guidance cannot be expressed in words.

| am truly indebted and thankful to all of the pders, doctors;olleaguescourse ce
ordinators, and administrators in tAeademic Unitof Dental Public Healththe PAPOR
group memberand the faculty of Clinical Dentistry at the University of Sheffield, who
showed great support, and provided a stetabudying environment and much help while 1
was doingmy project.

| am obliged toall of my family members whamot only supported mespiritually and
morally, but also regularlgnotivated me throughouloingthis project

I1



"[.-01#- !

Background: Little is known about dentist-patient interactions when engaging in decisions to
have dental implants. Indeed, the process by which patients are selected for implant therapies is
poorly understood. Although different models of decision making have been used to examine
the decisions made in medical consultations these have yet to be explored in relation to the
decisions to have dental implants. Likewise the role of power in the decision making process
has never been explored in any depth. The aim of this study was to explore the decision making

process associated with providing patients with dental implants.

Methods: This study involved a cross-sectional ethnographic study using participant
observation of dental consultations and follow-up semi-structured interviews of dentists and
patients. Convenience sampling was used to select a wide range of consultations. Data were
analysed using the framework method, inductive thematic analysis and typology strategy of

analysing qualitative data.

Results: Three dentists and thirty-two patients contributed in this study. No implant
consultation involved a full shared decision making. Elderly patients ‘above 55 years’ with
lower education levels tended to experience more paternalistic and interpretative decision
making in their consultations. It was also found that power operated in the consultations through

the use of authority, influence, manipulation, coercion and hidden decisions in the consultations.

Conclusions and clinical implications: Improving the quality of healthcare and cutting
undesirable outcomes are central advantages of shared decision making. Respecting patients’
autonomy, facilitating discussion on treatment options and gaining a better understanding and
evaluation of patients’ preferences, needs and values are critical if the desire is to employ shared
decision making in implant consultations. Reducing the misuse of power is also important. This
might be achieved by a range of factors including increasing patients’ awareness, encouraging
patients’ participation their consultations and focussing training on dentist interaction skills

amongst other things.

Keywords: SDM, power, implantationdecision makinggethics, ethnographypatientdentist

interaction cultural influences, patient autononajinical authority
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The use of dental implants has expanded greatly in the last two decades. For example, from
2009 to 2013, the number of dental implants and oral surgeries that were performed at the Saudi
Ministry of Health hospitals increased by 22% and to ~204,000 implant surgeries (Saudi
Ministry of Health, 2013, p213). Current results from several European countries including
Italy, Germany, Spain and France reveal that more than one million implants were inserted
(Jokstad, 2009, p77). Similarly in the United States, from 2000 to 2005, a fivefold growth in
dental implants was identified. More than one million dental implants are placed annually in the

United States and this figure is expected to increase by 14% annually in the following years

(Misch, 2008, p8).

This increase in the number of the implants placed over recent years highlights the importance
of exploring not only the advantages and disadvantages of this technology but how practitioners
and patients are arriving at decisions to have implants. This is particularly important if we take
into consideration that the answer is not straight forward. Several models of decision-making
have been found to be employed within medical consultations. These include the paternalistic,
informed and shared decision making models (Wirtz et al., 2006). This thesis is about how
decisions to have dental implants are made including what approach dentists might be adopting

to undertake implant therapy with their patients in Saudi Arabia.

The subsequent sections of this review will start by providing a brief background of the
kingdom of Saudi Arabia where the current study was conducted. Then the advantages,
disadvantages and empirical evidence available in relation to dental implant treatments will be
explored. Following this the approaches to decision making, patient-doctor communications,

and power within medical consultations will also be introduced.

OVWV!I7 1#$+0& BBHED*6!"01/61
The kingdom of Saudi Arabia is the largest part of the Arabian Peninsula and the Middle East

countries. Its borders shared with Oman, Iraq, Qatar, Bahrain, the United Arab Emirates,
Kuwait, Yemen and Jordan (Bowen, 2014, p 2-6). According to the latest census of the Saudi
Ministry of Health, the Saudi population is about 30 million citizens. Table 1 below describes
and compares demographic, health, and mortality key indicators of the kingdom of Saudi Arabia
with other developed countries including the United Kingdom and the United States of America

(Saudi Ministry of Health, 2013, p 13-15, World Health Oragnisation, 2012, p 52-94).



I"H#$96&&Y%)*+,"-./0

1&.%"$2.&"34&)*,2"$/25& 6 BBRI2*, 7&*8&9":4/&;,"#[" 1&<=&"34&<8;

Indicator (both sexes male and | Saudi Arabia | United Kingdom | United States of
female) America
Annual population growth rate 2.7 0.65 0.75
Total fertility rate 2.81 1.90 2.10
Life expectancy at birth (years) 75 79 80
Health Indicator Rate Per 1000 population
Dentists 0.42 24 0.62
Nurses 5.15 10.13 9.82
Pharmacists 0.73 0.66 0.89
All Hospital Beds 2.16 33 30
Mortality Indicator Rate Per 1000 population
Crude birth rate 23.8 12.2 13.9
Crude death rate 3.8 9.1 8.1
Infants mortality rate 8.0 50 7.0
Under 5 mortality rate 9.0 5.0 8.0
Maternal mortality rate 1.4 1.9 21

Islam and Arab traditions are the cultural background that forms the behaviours and attitudes of
the Saudis. All Saudis are Muslims and believe on one God that is ‘Allah’. All Muslims such as
Saudis revere ‘Allah’ who is honourable by his omnipotence, creatorship, and holiness. Saudis
as Muslims originate their morals, ethics, values, conceptions, standards, legislature and laws
from ‘Allah’ alone (Bjerke and Al-Meer, 1993). Accordingly, Islam considerably shapes Saudi

culture and health care.

Saudis as Muslims believe in predetermination and the incidence of illness to the will of Allah.
They do not commonly see disease as a form of punishment, however they commonly see it as a
reparation of their iniquities or immoralities (McKennis, 1999). Moreover, Saudis are extremely
encouraged to visit the sick. They commonly travel long distances to visit their sick relatives

who have admitted for quite minor surgeries. It is not surprising if the patient’s room is



accumulated with a lot of family members, friends, relative and neighbours that may cause
enough delay with delivering proper health care. However, Saudi patients may considered
discharging the visitors from their rooms by the nurses or physicians as disrespectful and
embarrassing behaviours (al-Shahri, 2002). It can be concluded that Islam and Arab traditions
form the Saudi culture and health. This consequently may or may not have influences on the

decision making process about the implant therapy in Saudi Arabia.
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This section focuses on the advantages and disadvantages of dental implants as reported in the
literature. This involves considering aspects of oral health related to quality of life, the survival
of implants, patient satisfaction, social factors, contraindications, complications related to
implants and finally the aesthetic evaluation of this technology. The section begins with a
discussion of the main advantages of dental implants and then move on to describe the

disadvantages of dental implants before drawing some preliminary conclusions.
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Dental implants are designed to facilitate replacement of teeth and can replace other dental
technologies that may fail to achieve patients expectations and needs including removable
partial dentures and conventional complete dentures (Henry, 2005). Three key advantages of
implants are commonly cited in the literature. These include improving patient’s oral health
related quality of life OHrQoL, the survival of implants when compared with other dental
treatments and finally, patient satisfaction and experience. In what follows each of these

advantages will be discussed.
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A common theme in the literature on dental implants is the claim that implants improve oral

health related quality of life (OHrQoL)(Cibirka et al., 1997). In a cohort study of 26 individuals
who had been treated with implants, Cibirka et al (1997) maintained that individual comfort,
mastication and speech show a significant improvement when treated with implants in
comparison to individuals who had been treated with conventional complete dentures. The
follow-up period for this study was restricted to one year and so there are no data on the long-
term OHrQoL of the implants. Despite this, other work has demonstrated an improvement in
OHrQoL of up to six years for patients who had been treated with implants. This included

improvements in speech and mastication (Leung and Cheung, 2003).

In an observational trial of 60 edentulous individuals it has been found that over-denture
prostheses (implant supported dentures) provided considerable improvement in OHrQoL in

comparison to conventional complete dentures (Heydecke et al., 2003). However, this study



only involved a follow up of 6-months, which may be a bit short for reliability. Nevertheless, an
improvement in OHrQoL among patients who had received implant-supported dentures in
comparison to conventional complete dentures was shown (Naito et al., 2006). In conclusion
there are few reports in the literature that explore the link between OHrQoL and implant
therapy, that which has found patients who had been treated with implants reported OHrQoL

especially related to improved speech and mastication.
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One of the key claims about the advantages of dental implants is that the treatment is long

lasting compared to conventional care. This advantage is seen through the survival of different
dental implant treatments in the long term. These include implant supported fixed dental
prosthesis with cantilever, single implant crown and implant bridge. In a systematic review of
the evidence a 94% survival rate after five years has been recorded for a dental implant
supported fixed prosthesis with cantilever extension (Aglietta et al., 2009). The quality of the
evidence presented here was good as no limitations about the process of conducting this review
could be identified. While a well-designed 10-year prospective cohort study has reported the
survival rate of implants on single crown and bridge after 10 years of insertion at 90 and 94%
respectively (Bragger et al., 2005). Other work has indicated that the survival rate of over-
dentures supported by dental implants was about 97% after five to six years of insertion
(Makkonen et al., 1997). This 5-year prospective study did not however report on any
randomisation or sample size calculation, and as such the quality of the evidence in this instance
can be questioned. Nonetheless, despite variations in the strength of evidence in previous
studies, the survival rate of different dental implant prostheses after 5 to 10 years has been
consistently reported at above 94% of those placed. This figure becomes more significant when

we compare alternative dental treatments.

Bragger et al. (2005) pointed out that the survival rate of conventional crowns and bridges was
68% after 10 years. They maintained that loss of retention and fractures of the porcelain were
the main causes behind the high failure rate of fixed partial dentures. Additionally, Della Bona
and Kelly (2010) recorded a survival rate of about 53% for porcelain veneers after 10 years. The
authors maintained that different factors influenced the low survival rate of the veneer
prostheses including de-bonding and tooth preparation. While Vermeulen et al. (1996) observed
a low survival rate for removable partial dentures of 20% after ten years of insertion. There is
also some evidence that complete dentures have survival rates of between 80% and 70% on
mandible and maxilla after five years of insertion respectively (Dorner et al., 2010).
Accordingly it seems that other dental treatments do not have the same survival rates as dental

implants. These findings are summarised in Table 2 below.
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Type of dental treatment Survival Duration
rate of survival
in years

1- Dental Implants

Dental implant supported fixed prosthesis with cantilever 94 % 5
extension (Aglietta et al., 2009).

Single crowns supported by dental implant (Bragger et al., 2005). 90 % 10
Bridges supported by dental implant (Bragger et al., 2005). 94 % 10
Over-dentures supported by dental implant (Makkonen et al., 97 % 5
1997).

‘ 2- Other Dental treatments

Crowns and bridges on fixed partial denture (Bragger et al., 68 % 10
2005).

Porcelain veneers (Della Bona and Kelly, 2010). 53% 10
Removable partial dentures (Vermeulen et al., 1996). 20% 10
Complete denture-mandible (Dorner et al., 2010). 80% 5
Complete denture-maxilla (Dorner et al., 2010). 70 % 5

It can be concluded that the survival rates of dental implants appears to be consistently higher
than other dental treatments at five and ten years. However, the survival rate of implants is often
used as a marker for success of care this can give a false impression as success is not only
measured by the implant not falling out but also by the functional support provided by the
implant and aesthetics of the prosthesis. The all or none criteria (presence or absence of an
implant) will also mean that many implants that may be failing will be counted as a success.
Disappearance of pain associated with implants under horizontal or vertical forces is a good
example of robust functional support related to the survival of this therapy. Evidence has also
demonstrated that the pain associated with implant is not commonly reported unless the implant
is mobile and surrounded with inflamed tissue or the implant invades on a nerve (Misch et al.,
2008). A further example of a good functional support related to the implant survival is the lack
of implant mobility. This though does not mean the real disappearance of the implant clinical
movement. Whilst a successful implant may move by 75 um, and it still shows as zero clinical
mobility (Winkler et al., 2001, Misch et al., 2008). Nevertheless, Smith and Zarb (1989)

developed specific criteria for the success of implants. These include: absence of peri-implant



radiolucency when evaluated on an undistorted radiograph, and vertical bone loss is less than
0.2 mm annually after the first year of implant insertion. An important aspect also is
disappearance of pain, mobility, discomfort, or infection in relation to the implant. Lastly
implant design does not preclude placement of a crown or prosthesis with an appearance that is
satisfactory to the patient and dentist (Smith and Zarb, 1989). Therefore, the powerful
functional support of implants including disappearance of pain and lack of clinical mobility
alongside with the longer survival duration of implants compared to other dental therapies
would be considered as key advantages of this technology. The next section will explore patient

satisfaction and experience of dental implants.
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The literature is somewhat limited to a few studies on patient satisfaction and experiences with

dental implants. However, convenience and comfort when eating are among the main reasons
for replacing missing teeth. In this respect patients who had dental implant treatment were
considerably more satisfied with this technology in terms of convenience and comfort with
eating in comparison to patients who had treated with conventional complete dentures (deBruyn
et al., 1997). In contrast, patients who had other treatments, such as removable partial dentures,
report suffering from dentures sliding, and difficulties with eating (Kranjcic et al., 2012, Bae et

al., 2000).

Dental implants have been designed to improve speech difficulties in comparison to other
treatments including complete dentures or removable partial dentures (Kaptein et al., 1998). For
example, Kaptein et al. (1998) measured patient satisfaction associated with complete and
removable dentures after one year of placing implants. They concluded that dental implants had
improved speech issues in comparison to complete dentures and removable dentures in the
studied population. They found that 97% of the patients who had implants were extremely

pleased with the speech aspect of the treatment.

In addition to patient comfort some researchers have evaluated overall patient satisfaction with
dental implants. A ten-year prospective cohort study of 104 patients who had 214 implants
indicated that 92% of the sample were highly satisfied with the treatment received in both
functional and aesthetic aspects (Pjetursson et al., 2005). The authors however concluded that
the cost of the treatment and bleeding of the gingiva or mucosa when brushing were the main
sources of dissatisfaction (Pjetursson et al., 2005). Moreover, Vermylen et al. (2003) in a small
pilot study maintained that patients who had implants were highly satisfied with results
achieved after surgery. Though this study was a small pilot not a lot can be inferred from it.
Nevertheless Gurgel et al. (2015) conducted an observational study to evaluate the patient

satisfaction about the implant therapy among 147 participants. They found that 91% of patients



who had implants were satisfied with the treatment received. Taking into account the rarity of
the literature that measured patient satisfaction with implants and the previous evidence
presented, it can be concluded that patients who treated with implants were highly satisfied with
comfort when eating, speech and generally highly pleased with the treatment received.
However, cost of the treatment and bleeding of mucosa were considered to be the main sources

of dissatisfaction.

In summary dental implants have been found to improve the patients OHrQoL. The survival of
implants appears to not only be significantly longer than other treatments, but also implant has
been shown to provide robust functional support such as disappearance of pain and lack of
clinical mobility. It has also been shown that the overall level of patient satisfaction and
experience with implants is good. These seem to be the main advantages of the technology. It
should be noted however that the majority of studies in this section were cohort studies and
randomised control trials. Consequently the quality of the evidence presented seems to be

moderate to good.
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Dental implants, like any other restorative dental treatment, have some disadvantages. This
section will explore and review the disadvantages of dental implants in four sections. The first
section will deal with social factors related to the disadvantages of implants. Contraindications
associated with the implants disadvantages will be explored in the second section. The third
section will explore the complications in relation to implant therapy. The last section will

discuss the aesthetic disadvantages associated with implant care.
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This section will describe how social factors influenced the disadvantages of implants through

evaluating three social aspects. These: 1) age and gender, 2) smoking, and 3) cost and social
class. This section seeks to provide an overview of the social factors associated with

disadvantages of implants.

Age and gender

Jang et al. (2011) indicated that a patient’s age and gender strongly affected the survival of
dental implants. They pointed out that as patients get older they suffered more failures of
implants so, for example, elderly patients above 79 years recorded higher failure rates than
other, middle-aged patients. The authors maintained that the reason underlying the increased
failure of dental implants among those elderly patients was bone resorption, as bone density
reduced with increasing age. In other words, more failures of implants are seen in older patients.

In addition, there was evidence that a patient’s gender was shown to be associated with implant



failure. The findings of this study revealed that men were more exposed to failure of implants
than women, with rates of 6.4% and 4.6% respectively (Jang et al., 2011). Moy et al. (2005)
conducted a cohort study to investigate patients’ age and gender factors associated with implant
failure. They strongly maintained that implant failure rates were elevated as individuals got
older. For example, individuals aged 60 and above were more exposed to implant failure than
those in middle age. Interestingly, this study revealed that there was no significant relation
between an individual’s gender and implant failure (Moy et al., 2005). Meanwhile, Wagenberg
and Froum (2006) argue that a patient’s gender is strongly related to the failure of dental
implants and maintained that males were nearly two times more exposed to implant failure than
females. From these different studies, it can be concluded that implants may not be an
appropriate therapy for every patient. It seems that age and gender can determine the suitability
of patients for implant therapy and this might indeed become a major disadvantage of this

technology as more patients are treated.

Smoking

There is evidence of a strong association between smoking and the failure of dental implants.
Vervaeke et al. (2012) evaluated pre-implant bone loss and the survival of implants among
smokers and non-smokers. They concluded that patients who smoke had a considerably lower
implant survival rate and more bone loss, especially on maxilla arches, than non-smoking
patients. This study showed that non-smokers were 2.5 times less exposed to implant loss than
smokers. Moreover, Roos-Jansaker et al. (2006) maintained that patients who smoke
experienced considerably greater bone loss, periodontitis, peri-implantitis and mucositis than
non-smokers. All of these issues affected the survival of implants. In other work Koldsland et
al. (2009) also conducted a cross-sectional study to evaluate factors associated with implant
failure. The sample of this study was 109 individuals who had 372 dental implants between
1990 and 2005. The study concluded that patients who smoke recorded ~15% failure rates,
whilst failure was observed in only 2% of non-smokers. While giving a very positive result
there are few details about the method of sampling and selection of participations in this study,
it may thus not have adequately eliminated bias in the findings. Hence, the results of the study
may not be representative of the studied population and this might lower the validity of the
results. Despite weaknesses in some studies many clinicians do advise patients that smoking is

a risk factor.

Costs and Social class

The high cost and affordability of implant therapy has been considered a major disadvantage

(Makkonen et al., 1997, Bragger et al., 2005). The cost of implant therapy is high and hence it is



not affordable nor accessible to every patient (MacEntee and Walton, 1998, Barrowman et al.,
2010). As an example, the estimated cost of restoring a missing single tooth with implants
(Straumann system excluding crown) has been shown to be about £2000 (Lunt and Carrera,
2010). While the cost of restoring all missing teeth with a conventional complete denture in
Canada has been estimated at $892 (Ca), which is equivalent to about £575 (Kawai et al., 2010).
Therefore, it is evident that the relatively high cost of implants in comparison to other dental
treatments is a major disadvantage of this technology (Muller et al., 2012). Though this issue of

high cost of the implant therapy is rarely explored in the literature.

The high cost is not only the disadvantage of implants, but also the affordability of implants
among different socioeconomic layers of the community is an additional problem. This can hide
a number of further problems. For example, Narby et al. (2011) pointed out that the income of
Swedish individuals may be a major influence in their desire to undertake implant therapy. They
maintained that individuals with high income demonstrated a greater desire for implants than
those in lower incomes. No data however reported on the blinding of participants or examiners
in this study. A further study in Nigeria patients who had implants were mainly considered to be
from upper social classes (Akeredolu et al., 2010). Nevertheless the shortage of the literature
that measured the association of different social classes with dental implants would be regarded
as a key difficulty in confirming this relationship. However, with regards to the former
evidence, it can be concluded that people in lower socioeconomic status will more often than

not miss out on the chance to be treated with implants.
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This section explores the contraindications associated with the disadvantages of implants

including: 1) bone density and quality, reactions to metals and width of gingiva, 2) trauma and

history of periodontal diseases, and finally 3) medications related to early implant’s failure.

1) Bone density and quality, reactions to metals and width of the giagiv

An exploration of the literature reveals that, implant success is significantly affected by bone
density and quality. Esposito et al. (1998) reviewed the relationship between bone quality, bone
density and the loss of implants. The sample of this study included 2,812 implants. The authors
concluded that about 225 implants had failed. Of these failed implants, 47% constituted an early
implant loss resulting from poor bone quality. However, 53% of the failed implants were caused
by bone density in the patient’s mouth. Other dental researchers likewise, Lauc et al. (2000)
concurred that bone quantity, density and quality obtainable at the site of the implant can be

regarded as a significant factor in the success of the implant.
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In addition to problems related to bone density and quality there are also problems associated
with allergic reactions to the metals in implants. Dental implants have been manufactured and
introduced to individuals with different types of metals such as titanium, chromium, nickel and
others. Some of these metals were associated with implant failure among patients allergic to
metals (Egusa et al., 2008, Krecisz et al., 2006). Evidence has demonstrated that nickel and
chromium were the most sensitized metals related to orthopaedic implant loss (Krecisz et al.,
2006). However, Egusa et al. (2008) maintained that employing titanium in dental implants may
induce an allergic reaction. In brief, in patients who are allergic to metals it may not be

advisable to undertake implant therapy as the possibility of implant loss is increased.

Another factor associated with a patient’s suitability to have implants is the width of the
gingiva. Baqain et al. (2012a) studied risk factors related to early loss of implants among 169
individuals who had 399 implants over a four-year period. It was found that a patient with
gingival width of less than two millimetres at the site of insertion were five times more exposed
to failure of an implant than a patient with a wider gingiva (Baqain et al., 2012a). The weakness
of this study, however, was that no information was provided regarding the blinding of the
clinicians and this may have introduced bias in the study’s findings. Because the clinicians’
decisions may be influenced by the truth that the study design was employed and thus improper
outcomes of the study may guide clinical procedures. Moreover, Bouri et al. (2008) maintained
that patients with gingival width of less than 2 mm were more exposed to implant
complications, and hence the implant failure rate might also be increased. While the methods of
selecting participants and sample size calculations in this cross-sectional study have not been
reported, this might reduce the worth of the evidence presented. Taken into consideration the
quality of the evidence, dental implant length, location and width of gingiva have all been
related to the failure of this therapy. Dental implants therefore are not suitable for every

individual because patients do not always have the same medical conditions.

2) Trauma and history of dental diseases

Another contraindication related to the disadvantage of dental implants is that they are not
appropriate to be used with patients who have suffered from trauma and a history of dental
diseases such as periodontal disease and infectious disease. Montes et al. (2007) studied
retrospectively the causes associated with failure of implants during the period from 1996 to
2006. The study sample was 3,587 individuals who had implants. They concluded that the loss
of implants recorded was 3.5%, and from this failure rate about 18% referred to trauma and
other iatrogenic conditions such as contamination and surgical procedures. Moreover, Piattelli et
al. (2003) maintained that not only was trauma significantly related to implant failure, but so

also were periodontal diseases. Karoussis et al. (2003) pointed out that individuals with a
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history of periodontal disease were more exposed to implant loss than other individuals.
Additionally, Stanford (2010) systematically reviewed the relationship between periodontitis
and implants. The author pointed out that implant failure rates were lower among individuals
with non-periodontal disease than patients with periodontitis. However there is no clear
information about the methodology of this study, which might make the quality of the evidence
lower than expected. Accordingly there is no way to evaluate the quality of this evidence or to
establish the generalizability of the sample, amongst other things. Nevertheless it can be
reasonable to think that trauma and periodontal diseases are considerably related to the implant

failure.

3) Medications associated with early failure of dental implants

Dental researchers have explored the relationships between medications and how these relate to
the failure of implants (Goss et al., 2010, Shibuya et al., 2012). Two medications will exemplify
this approach; these were oral bisphosphonate and steroids. Goss et al. (2010) conducted a
retrospective cohort study to evaluate the relationship between bisphosphonates and
osteonecrosis with a study sample of 16000 individuals. The study revealed seven individuals
taking bisphosphonates with concomitant dental implants and all of those patients had implant
failures. They concluded that despite the rarity of patients exposed to bisphosphonates and
implant therapy, there was a negative association between bisphosphonates and implant therapy.
This was mainly manifest through loss of the implant’s integration. In another study, the
association between osteonecrosis and bisphosphonate has been confirmed (Lo et al., 2010).
The quality of both previous evidences was shown to be good and no limitations could be
identified. Furthermore, the use of steroids has also revealed to be linked to osteonecrosis and
failed implants (Shibuya et al., 2012). Accordingly ignoring the relationship between
medications (oral bisphosphonate and steroids) associated with implant failure would be a risky
thing to do. Dentists should pay sufficient attention when planning implant treatment and take

into account their patient’s medical history to avoid such as risk factors.

To sum up, it can be broadly concluded that there is a substantial list of contraindications that
can result in failure of the implant care. These include, bone density and quality, reactions to
metals, width of gingiva, trauma and history of periodontal diseases, and finally medications
related to early implant’s failure. However, there are a number of further complications related

to disadvantages of dental implants, these will be explained next.
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This section explores the complications associated with the disadvantages of dental implants.

Theses include: 1) risk of injuring the inferior alveolar nerve in posterior mandible, and 2) risk

of failure in relation to length, width and location of the implant (upper or lower jaw).
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1) Risk of injuring the inferior alveolar nerve in posterior mandible

Injuring the inferior alveolar nerve (IAN) in mandibles during implant surgery is recognised as
a common complication that should be with adequate planning preventable (Greenstein and
Tarnow, 2006). Evidence has demonstrated that rehabilitation of an IAN injury is based on
several factors including: injury timing, injury type, neurosensory disturbances and intra-
operative findings (Kushnerev and Yates, 2015). IAN injury results in serious complications for
affected patients. These complications result in disturbance of nerve function that can included
pain loss of feeling or abnormal sensation (spontaneous or evoked) in the IAN distribution all of
which affect eating and patients social interactions (Renton, 2010, Alhassani and AlGhamdi,
2010, Greenstein and Tarnow, 2006). The reported prevalence of the IAN injury associated with
implants placed in the posterior mandible varies from O up to 40 per cent (Khawaja and Renton,
2009). The authors however concluded that a quick referral of the patient to oral specialists and
early elimination of implants (18 hours- 36 hours) after nerve injury was shown to be valuable
as patient’s who had their implant’s removed promptly after IAN injury were more likely to
achieve full recovery of sensation (Khawaja and Renton, 2009). Yet the rarity of the cases

included in this study (only four cases) may not be representative of the wider population.

2) Risk of failure in relation to locationlength and widthof implants

Cooper (2012) studied factors related to implant stability among 316 individuals who had 1,090
implants over a 10-year period. He concluded that implants in the maxilla were more associated
with early loss of stability of the implant compared to implants placed in the mandible. The
study demonstrated that implants of less than 15 millimetres in length were more associated
with failure than longer implants (Cooper, 2012). In other words, the length and location of the
implant was related to loss of stability. However the main limitation of this evidence is the
degree of missing data concerning the sample size. It is unlikely that the sample was

representative of the whole population.

Similarly in the United States, Quesada-Garcia et al. (2012) pointed out that the site of implant
placement in the patient’s mouth played a key role in failure. They maintained that implants
inserted in maxillary arches were more associated with loss of stability and failure (P<0.006).
Additionally, the length of the implant was regarded as a significant factor related to failure.
Telleman et al. (2011) systematically reviewed the length of implants and failure rate among
partially edentulous individuals from 1980 to 2009 through EMBASE and Medline. The study
concluded that implants of less than 10 millimetres were associated with failure of implants
when compared with longer implants. It should be made clear that the difference in the length of

implants reported in the two previous studies (15 mm and 10 mm) was related to the different
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systems used. Here the evidence is relatively good quality since the reviewers were blinded and
the data presented was clearly explained. In short the length of an implant and its location

influenced its failure.

Risk of implant failure has not only been associated with its location and length, but also with
its width. Evidence has demonstrated that short and narrow implants were more exposed to
early loss of stability and thus failure of the treatment would increase (Olate et al., 2010,
Karthik et al., 2013, Baqain et al., 2012b). However, implant width exceeding ~4.0 mm is
described as an optimal diameter in the posterior mandibles (Li et al., 2011, Shenoy, 2012).
Accordingly, the width of the implant seems to be the critical aspect related to the failure of
implant therapy. In this respect dentists should pay sufficient attention to avoid such risk factors

during dental treatment planning.

The Marginal Bone Resorption (MBR) at the site of the implant also plays a significant role in
the stability, survival and the aesthetics of implants. This could be explained through exploring
the association of using improper hardware and improper clinical technique in relation to
implant failure. Improper hardware and inadequate clinical techniques had affected the MBR.
Inappropriate insertion depth of the implant and using unsuitable implant design (type, shape
and length of implant) would increase the MBR and hence poor aesthetic and loss of stability
would be the main outcome (Ostman et al., 2007). However, the quality of this evidence can be
questioned because of the period of assessing the success or failure of the implants. In most
cases this was only evaluated over one-year, while only in one case it was conducted over 5-
years. Nonetheless it was confirmed that the wrong insertion depth of implants was significantly
related to poor aesthetic outcome and the failure of the implant (Baelum and Ellegaard, 2004).
Furthermore,Vandeweghe et al. (2012) indicated that the type of the implant and its design was
associated with the implant’s survival and aesthetic. They carried out a randomised control trail
with a study sample of 59 individuals who had 111 implants and concluded that a 0.6 mm
thread pitch of parallel-walled implants was more effective than 1.00 mm thread pitch of
tapered implants (p < 0.01). Though the evidence presented here cannot prove if it is the
implant’s shape (tapered or parallel-walled) or the thread pitch design that was responsible for
the high success rates, nonetheless improper hardware and clinical technique such as insertion
depth, choosing the appropriate shape and design have been associated with increasing the

MBR and the failure of implants.

To sum up, there are two key complications associated with failure of dental implants. These
include, the risk of injuring the inferior alveolar nerve (IAN), and the location, length and width

of the implant. When planning implant therapy, dentists should carefully consider avoiding such
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as risk factors, which can result in serious complications and thus failure of the implant care.

Though, there are a number of additional ‘aesthetic disadvantages’, these will be described next.
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Dental implants have high survival rate, good functional characteristics and patients are mostly

satisfied with this technology (Aglietta et al., 2009, Pjetursson et al., 2008, Kovacic et al., 2010,
Pjetursson et al., 2005), the aesthetic results of implant care are not always ideal and can be a
disadvantage of care compared to other methods of replacing missing teeth. Associated risk
factors with aesthetic aspect of implants will be explored in the following sections. These
included: 1) soft tissues related to aesthetic aspect of implants and 2) association of treatment

planning with implant’s aesthetic disadvantage.

1) Soft tissues related to aesthetic aspectiehtalimplants

Many researchers have evaluated the association between the conditions and topography of the
peri-implant soft tissues and implant aesthetics. Chang et al. (1999) conducted a comparative
observational study among 20 patients who had implants. They compared implant supported
single crown replacement with the natural tooth replacement. They concluded that the relation
between the peri-implant soft tissues and the final aesthetic result achieved with implant
supported crowns could be a disadvantage of this treatment. The authors found that the soft
tissues around implants revealed a greater frequency of bleeding on probing and mucositis. The
study concluded that implants had a reduced bucco-lingual width of gingiva and a reduced
height of the papilla which affected the aesthetic of crowns supported by implants (Chang et al.,
1999). However, no data was reported about the method of sampling and blinding of the
observers, which could moderate the quality of the evidence presented. Moreover, Meijndert et
al. (2007) conducted a randomized controlled clinical trail in a sample of 93 individuals to
evaluate the relationship between the aesthetics of single tooth supported implant crowns in
anterior maxilla and peri-implant mucositis. They concluded poor aesthetic cases in 35 of the
placed implants. Evidence has also demonstrated that soft tissues loss in the anterior zone of
maxilla was a key disadvantage of implant care especially in cases of immediate implantation
after extracting the tooth (Kan et al., 2003, De Rouck et al., 2008). It can thus be concluded that
clinicians should pay adequate consideration to this aesthetic disadvantage of soft tissues when

planning the implant therapy.

2) Association of treatment planning with implantOs aesthetic disadvantage

Several factors should be considered in order to achieve an optimised level of aesthetic in
implants including following recommended guidelines, knowledge about various techniques

and concepts of dental implant and suitable treatment planning (Tischler, 2004, Leblebicioglu et
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al., 2007, Rodriguez and Rosenstiel, 2012). Treatment planning, is generally deemed a crucial
factor that affects the aesthetic appearance and stability of implants. Two main variables will
exemplify the association between aesthetic disadvantage and treatment planning. These include
aesthetic factors associated with patients at high risk of implant failure and the relationship
between radiographs and the aesthetic disadvantage of implants (Yun et al., 2011, Rasmusson et

al., 2001).

Patients at high risk of implant failure such as those who smoke and patients with poor oral
hygiene were more exposed to marginal bone resorption (MBR). Thus, aesthetic disadvantage
and failure of implants would be increased among those groups of patients. Lindquist et al.
(1996) conducted a 15-year prospective clinical study to evaluate the MBR among 47
individuals who had 273 implants. They concluded that patient’s with modest oral hygiene
habits and smokers had substantially more MBR level when compared with patients who had
good oral hygiene and non-smokers. Moreover, the association between smoking and increasing
the level of MBR has been confirmed (Penarrocha et al., 2004). Consequently, wrong treatment
planning in high-risk cases is a key problem associated with the aesthetic outcome and survival

of implants.

At pre-surgical treatment planning, choosing inappropriate radiographic views for imaging
implant sites was related to the aesthetic and functional failure of therapy. It was the dentist’s
responsibility to consider the various types of radiographs, patient’s medical history and pre-
surgical clinical examination (Lecomber et al., 2001). For example, it was evident that using a
cone beam computed tomography (CT) scan, a technology providing 3D imaging, before the
implant was placed, especially among those patients at high risk was beneficial in the pre-
operative assessment of the site. Using proper radiographs of implants was shown to improve
dentist’s knowledge of particular anatomical cases and hence improve the diagnosis of the case
presented. Accordingly this positively influenced the aesthetic and functional success of the
implant (Guerrero et al., 2006, White, 2008). However, the CT scan would only be specified for
anatomically challenging cases. This was because of the relatively higher dose of radiation from
a reformatted CT scan compared to conventional 2D imaging (Lecomber et al., 2001).
Therefore, taking into consideration the side effects of radiation dose, choosing suitable
radiographs at the pre-surgical treatment planning stage, such as using CT scans for certain

cases positively influenced the success of implant aesthetics and function.
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The advantages of implants were reported in relation to improving patient’s oral health related
quality of life and also their functional oral health, especially mastication and speech. In
addition the survival rate of implants when compared with other dental treatments is another
significant advantage along with the high proportion of reported satisfaction with this

technology.

On the other hand, the disadvantages of implants are significant and ought not to be ignored.
These relate to the social factors related to the disadvantages and risk factors of implant failure.
Here the patient’s gender, age, smoking habits, cost and social class present significant
disadvantages. Secondly, contraindications are also related to the disadvantages of implants.
This illustrates factors that have affected implants through evaluating associations of width of
the gingiva, bone density and quality, patient’s allergy to metal, trauma and history of
periodontal diseases, and medications related to early implant failure. Complications that are
related to disadvantages of implants including injury of inferior alveolar nerve (IAN) and the

relationship of length and location of the implant to the failure of the implant care.

Lastly, this section has outlined aesthetic disadvantages related to implants through assessing
different factors. These include soft tissues and the demand to good treatment planning. These
various aspects associated with advantages and disadvantages of implants might play a key role
in determining whether implants would be a suitable treatment or not. Nonetheless, it seems to
be that this depends mainly on the patients’ medical conditions and their choices alongside with
the dentists’ competence and optimised clinical experience (John et al., 2007). However, in my
view, I would maintain that the disadvantages of implants would outweigh the advantages for
the following reasons: firstly despite the fact that implants have been revealed to provide an
improvement in the patient’s OHrQoL and patients were mostly satisfied with this technology,
implants have also been shown to not be suitable for every patient who might demand to have
an implant. Secondly, taking into account the high cost of implants compared with other dental
treatments, it is likely that implants might only be obtainable for high socioeconomic groups
within society. Consequently poor people might not be treated with implants, as they have not
been able to afford it. Lastly, the problem of the aesthetic look of implants may be an issue
because some patients who have been treated with implants may be more worried about the

aesthetics of the treatment rather than its function.

Although there are key advantages and disadvantages to the use of implants, it should be clear
by now that having the technology placed in someone’s mouth is by no means a simple
decision. There is obviously a range of different factors to consider when assessing the

appropriateness of the technology. Not only this, but, these factors may or may not feature
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during the dentist-patient encounter once the decision to either go with implants or not will be
taken. For example, when assessing the suitability of the implant therapy aspects such as how
dentists make their decisions about whether undertaking implant therapy is suitable or not, and
how patients are involved in the decision making process concerning their implant therapy,
seem to be significant aspects that should be measured. This is particularly so when we pay
attention to the existence of several medical decision making models employed within medical
consultations. These include: paternalistic, informed, shared decision making models and
others (Braddock et al., 1999, Elwyn et al., 2012). Hence, we are not sure which of these
decision making models is employed within implant consultations and we do not know how
patients who are interested in having implants are engaged in their treatment decisions.
Therefore, this highlights the demand to explore the range of research that has been undertaken

on decision making in relation to implants. This will be described in the following section.
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This section aims to review the range of studies that have been conducted on decision making in
relation to dental implants. A literature search was conducted employing the Web of
Knowledge, MEDLINE via OvidSP and MEDLINE via PubMED databases. The search terms
employed were ‘decision making’ and ‘dental implant’. Following this, the study inclusion and
exclusion criteria were established. Two basic inclusion criteria were created to identify studies
relevant to the aim of the review. Firstly, studies had to be published between 1950 and
December 2015. Secondly, studies also had to be based on humans, which include randomised
and nonrandomised control trials, case report studies, case-control studies, systematic reviews
and cohort studies. The exclusion criteria included studies carried out on animals, studies that
were not written in English, studies focussed on purely clinical decisions of dental implants
such as clinical indications and contraindications of using dental implants. For example, patients
who were treated with bisphosphonate were not recommended for treatment with dental
implants because of the evidence that the bisphosphonate causes osteonecrosis. Thus, the failure
rate of implants in this case would be high (Lo et al., 2010). Another example, studies that
focused on the role of radiography on making good clinical decisions about implants (Lecomber

et al., 2001). These kinds of studies were excluded from the review.

Based on the former proposed inclusion and exclusion criteria, the reviewer established a
quality evaluation technique that included three main stages. Firstly, an Endnote reference
library was created to import all relevant articles that were identified from dissimilar search
databases. All of these articles were quickly examined and duplicated articles were deleted. In
the second stage, the title and the abstract of each article obtained were assessed. If it was
considered as a related article through the application of the inclusion and exclusion criteria
papers were either included or excluded. The last stage of the evaluation technique was the
assessment of the full-text of the articles identified as relevant articles in the second stage
through complete reading of these articles. Figure 1 describes the process of searching the

literature and identifying the relevant articles.
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Web of Knowledge MEDLINE via PubMed MEDLINE via OvidSP

90 Studies 66 Studies 71 Studies

227 StudiesIncluded
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Deleting Duplicated Studies

!

50 Studies Included

!

Titles and Abstracts Evaluation
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17 Studies Included

|

Full-text Evaluation

177 Studies Excluded

v

33 Studies Excluded

v

6 Studies Excluded

v

11 Studies Included
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The findings of the review originally showed 227 articles. MEDLINE via PubMED identified
66 articles, Web of knowledge recognised 90 articles, and MEDLINE via the OvidSP
documented 71 studies. The majority of the studies recognised were duplicated among these
three databases. Using the Endnote library that was established earlier for the purpose of this
review, and by eliminating the duplicated studies, 177 studies were omitted at this stage leaving
50 studies to be included. Then, a title and abstract evaluation technique was carried out to
assess the relevance of each included article by applying the former proposed inclusion and
exclusion criteria. A further 33 articles were excluded at this stage, while only 17 articles were
included. Following this, reading all these 17 articles in full, this resulted in excluding six
studies and only 11 studies were included. Please see Table 3, which identifies these 11 relevant

studies and the purpose of each study included in the review.
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Author & date

Journal

Type of study

1) Studies focussed on preserving natural tooth versus extraction and replacing with

Purpose of the study

dental implant

1 John, V.et al. (2007)

Australian Dental Journal

Discussion

To make a comparison between 1) endodontic and prosthodontic
rehabilitations and 2) extraction and inserting implant using the exis
evidences in the literature.

2 Tsesis, l.et al. (2010)

Refuat Hapeh

A literature eview

To review thditerature on preserving natural teeth or extraction and
replacing with implants.

3 | Cosyn, Jetal. (2012)

Clinical Periodontal

Questionnaire

To explore aspects related to the decision to make implant therapy
tooth extraction.

2) Studieson patient and dentist related factors in decision makingne project funded by research councils

4 | Exley, C.et al. (2009)

BMC Health Research

Protocol

To explore how understandings of need and consequent decisions
implant therapy are facilitated bygychological consideration and with
emphasis on the financial perspective.

5 Field, J. C. et al. (2009)

British Dental Journal

Questionnaire

To examine primary care practitioner contribution in providing impla
overdenture.

6 | Exley, C.etal. (2012)

BMC Health Research

Qualitative nterview

To examine factors related to individuals with GDPs when making
decisions on whether to pay or not for an expensive dental implant
therapy.

7 Vernassa, Cet al. (2015)

Community & Oral
Epidemiology

Qualitative nterview

To study how dentist involved in the decision making process about
high-cost implant therapy.
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Table 3 (continued)

3) Factors influencing the patientsO decisions to go for implantation or-ieplantation

8 Mardinger, O. et al. Periodontal Journal Retro-Cohort To examine factors that can influence decisions to restore failed dental
(2008) implant.

9 Koele & Hoogstr (1999) Prosthetic Dentistry Questionnaire To evaluate dentists and patients’ psychological factors of
appropriateness for dental implants

10 | Nerby, B.etal. (2012) International Journal of Grounded theory To explain what factors influenced individuals’ need for implant, to

Prosthodontics describe how individuals obtained implant information and to observe

variations of patient experience in their OHQOL.

11 | Kashbour et al. (2015) Journal of Dentistry A literature review To summarise the findings of previous qualitative research related to

patients’ experience of implants at several stages.

22




It can be clearly seen that the eleven studies included in the review each had different aims and
interests (see Table 3). In order to facilitate interpreting the results of these studies, it would be
possible to categorise them into three main sections. These are: 1) studies focused on
contradictions around preserving natural teeth versus extraction and replacing with implants, 2)
studies on patient and dentist related factors in decision making, and 3) factors influencing the
patients’ decisions to go for implantation or re-implantation. These sections will be explained

next in detail.

1) Preserving natural tooth versus extraction and replacing with dental implant:

The first study was undertaken by John et al. (2007) who discussed existing evidence
concerning rehabilitation of a natural tooth with endodontic therapy versus removing the tooth
and replacing it with a dental implant. The authors found that planning suitable dental therapy
requires careful thought that should be conducted around four basic features. These are:
elements associated with the patient, elements related to the dentist, tooth related elements and
dental implant related elements. A patient’s elements involved the ability to pay the cost of
therapy and good oral health status. While dentist related factors included proper competence
and optimised clinical experience. Moreover, the tooth related factors involved assessment of
the patient’s occlusion and evaluating endodontic and periodontal status. Whereas, the implant
aspects involved factors such as the site of the placement (upper or lower), the aesthetics of the
tissue, bone quantity and quality. The study concluded that proper maintenance and follow up
protocols were required, as both teeth treated with endodontic therapy or implant therapy were

shown to be at risk of complications (John et al., 2007)

The second study was similarly focussed on the dilemma of preserving natural teeth or
removing and inserting dental implants (Tsesis et al., 2010). This study was conducted as a
literature review of the existing evidence around making good decisions on implant therapies
and endodontic treatments. The study findings revealed that the process of planning dental
therapy should combine several aspects including prosthodontics, aesthetic and periodontal
aspects. Moreover, the significance of suitable interactions between endodontist and
prosthodontist to minimise possible risks of dental therapies failure was emphasised. It was
concluded that deciding on proper dental treatments required consideration of all of these

treatment-planning aspects.

The last study aimed to examine elements related to the decision to undergo single implant
therapies (Cosyn et al., 2012). The authors employed questionnaires designed for dentists to
measure treatment decisions and several dentist and patient associated factors. The study sample

was 100 dentists who were selected randomly. The study findings revealed that, with regards to
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fixed partial dentures, a dental implant was more prevalent when a female clinician removed the
tooth and among those individuals with intact adjacent teeth. However, concerning removable
partial dentures, implant therapy was more prevalent among patients who were more educated,
with sufficient bone at the implant insertion site and limited missing teeth. Additionally, it was
emphasised that implant treatment was clearly associated with the dentist’s experience (Cosyn

etal.,2012).

Nonetheless, the only criticism that can be highlighted around the former three studies was the
fact that there is no study that has evaluated the social aspect of the dentists’ decisions, as the
focus of the studies was on the clinical aspect of the decision making process. For example,
factors such as the patients’ values and preferences, financial aspects related to implant
treatments, and how patients and dentists interacted in making the treatment decisions may be
considered as key factors that may affect the dentists’ decisions. However, these social factors

were poorly investigated in the literature (Grembowski et al., 1988).

2) Studies on patient and dentist related factors in decision making:

This section describes the four studies that were conducted in one project funded by the
Research Councils. The project aimed to explore how understandings of need and consequent
decisions concerning implant therapy are facilitated by psychological and social considerations,
with an emphasis on the financial perspective in which such dual decisions are made (Exley et
al., 2009). The project was carried out through three main stages: 1) a designed questionnaire
was employed to collect data concerning all GDPs and to frame a sampling for stages two and
three. 2) individual qualitative interviews were conducted with GDPs to evaluate their
experience of discussing treatment decisions and needs for patients. And 3) sixty patients who
had been offered implant over-dentures were involved in interviews to evaluate their experience

and views of discussing treatment decisions and clinical needs (Exley et al., 2009).

The first stage of the project aimed to examine primary care practitioner contributions in
providing implant over-dentures (Field et al., 2009). This stage was conducted through posting
designed questionnaires to the providers of primary dental care. The study findings revealed a
74% response rate (217 from 322 questionnaires). 90% of the dentists would consider an
implant over-denture as a treatment option through discussing this option with the patients. It
was also interestingly concluded that male dentists were more likely to enable provision of

implant over-denture treatment within primary care than female dentists (Field et al., 2009).

The second stage of the project was carried out through 27 qualitative interviews among
individuals who considered paying for implant therapies (Exley et al., 2012). The findings of

this study showed that paying for private implant therapies was not a simple decision and that
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the choice was usually based on the cost of the therapy. However, decisions were shown to be
affected by the following aspects: 1) apparent position of the implant therapy as either aesthetic
or functional, 2) how patients determine their healthcare needs for implants, and 3) possible
effects of patients’ expenditure on themselves and others. It was found that some patients who
declined their implant therapy maintained that implants were a luxury and cosmetic therapy;
while removable dentures that are available through standard dental care can treat them.
However, other patients who decided to go with implants argued that the therapy is a functional
need that could prevent their suffering from dentures sliding. This clearly illustrates how
functional or aesthetic aspects of the implant therapy may influence a patient’s decision, and
how patients value their implants needs from the aesthetic and functional aspects of this
technology. Nevertheless some patients maintained that spending money on implants might be a
selfish behaviour. Especially when they thought about what other purposes this amount of
money could be used for. Those patients indicated that their money is family money, and that
they should establish ‘priorities’ for how they should spend it without affecting other family
members. This obviously illustrates how the implant decisions may be affected by possible
effects of patients’ expenditure on themselves and their families (Exley et al., 2012). Therefore,
it can be concluded that implant therapy is not an easy decision. Several aspects may influence
the patients’ decisions to whether to go for this therapy or not. These included the financial,

aesthetic, functional aspects associated with the implants.

The third stage of this project was carried out through interviewing sixty patients who had been
offered implant over-dentures. The study concluded that dentist decision making was shown to
be based on commercial factors, legal and professional obligations, and patients motivations to
have implants and their ability to pay (Vernazza et al., 2015). Aspects including the patient's
oral hygiene, the patient’s appearance and demographic details such as socioeconomic status
were associated with dentists’ decisions to offer implants. Nonetheless, this project has
examined how individuals were offered implant therapies with an emphasis on the financial
aspect of the treatment and has not examined how individuals were involved in the process of

decision making about implant therapy.

3) Factors influencing the patiats® decisions to go for implantation orireplantation:

Mardinger et al. (2008) conducted a retrospective cohort study on 194 individuals over a six-
year period to examine elements that can influence patients’ decisions to restore failed implants.
They found that several key factors that can influence a patient’s decisions for declining re-
implant. These included: fear of another treatment failure (32 patients), anxiety of discomfort

and pain (35 patients), extra cost of the treatment (53 patients) (Mardinger et al., 2008).
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Koele andHoogstraten (1999conducteda quantitative study that used questiaires among

30 Dutch dentist$o evaluate dentists and patients® psychological factors of appropriateness for
implants.They concludedhat the factors affecting dentistsO decision® twith implans were,

to some extent, individuals® socioeconomic statustteeid personal appearance. Though,
individualsO desires, and individuals with good oral hygiene status, were shown to be the most

significant individual aspects that could infhee the dentists® decision tdf@omplantation

Another study carried ouby Narby et al. (201Raimed to explain what factors influenced
individualsO need for implant therapy, to describe how individuals who seek mwii@med
medical information about their therapies and finally to observe the variations of patientsQ
experience in theiOHrQa.. The study was carried out as a qualitative stusing grounded

theory methodology The study concludedhat individuals who were treated wiimplans
showed significant improvement in thédHrQaL. In addition dental anxiety and the cost of
therapy were observed as significant factors in the process of the decision making before
undergoing the therapy. Nethelessthe suggestions and thoughts of dentists were key aspects

for patients to undergo implant therafiNarby et al., 201

The last study in the review concerning decision making in relation to implants was the
literature review conductedy Kashbour et al. (20351t aimed to summarise the qualitative
researcttonductecn patients® experience in relation to implant therapystlilgshowedthat

most of qualitativereseach on patient®©experience with implastinvolved samples of elderly
people who hadvider tooth loss, andocussedon evaluatingpatientsexperiences before and
after having the implantsrather than on the therapy period itsdlhe shortageof qualitative

research on patientsO experience with impleas also emphasiséashbour et al., 2015

It can bebroadlyconcluded that only1 studies were shown to be relevant to the purpose of the
review. Interestingly, there is no study in the literature that has aimed to research how
individuals who seek to have implaifterapyare involved in the treatment decisions. Rather
most work has focussed on the factors influencing decisions. However, the majority of studies
have centred on the clinical aspect of the implants and have also highlighted some of the clinical
factors assoeted with dentistsO decisions for suggesting impldiile, very few studies have
investigated the social andyzhological aspects of implargsch as improvement in patientsO
OHrQaL, high cost of the treatment, pain and dental anxiety. Nonetheless atfeeno studies

that have examined decision making within implant consultations. Additionally, there is
evidence suggesting that individuals have different values and preferences with regard to the
decision making roles, and these may not always be \szhiduring dental consultations
(Chapple et al., 2003 Therefore, this highlights the need to explore the decision making

approach in some detaithis will be described in the following section.
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To Gnake up oneOs mianay be the best expression that explains the t@de€d® and this
normally includes making a choi¢®'Sullivan, 2019 According toO'Sullivan (201, decision
making caressentiallybe outlined as the process of making a choice once thgoeis amount

of identification of desire or a need to choose. Decision making has been defirieed ast Or
process of deciding something especially with a group of p&dqMerriamWebster, 2005,
p437. It has also been dedioed as e thought process of selecting a logical choice from
available option® (Dignen, 200). Furthermore, decision making was defined as selecting
between alternativeéThompson and Dowding, 2002t is noticeable that the four previous
definitions of the decisiomakingapproactshared some key words or OcharacteristicsO such as
OprocessO, Ochoice or selectionO and Ooptions or needsO. However, it is surprisingly challeng
to define decision making without including a specific theory that illustrates how a decision is
made(Zeleny, 198). In this study, it can be mead clear that diecimaking will be defined as

a process of selecting accessible options that suit individuals® needs or desires.

The approachto decisioamaking seems to becomplex. This complexity comes fronme
interchangeable uses of thagpproach according to diffent thoughts that were employed to
address itAs stated inZeleny (198) viewpoint, there are two main approaches to decision
making. These are theutcomeoriented approach and th@rocessoriented approach. The
outcomeoriented approach is centred on the decisionOs outcome and its precistiopred
Expressly it is focused on questioning when and what instead of how. For instance, if one can
precisely predict the outcome of the decision process, then one visibly recognises the decision
process. Normative decision analysis is a good exampglasohpproach. Thprocessoriented
approach, on the other hand, tergetedboth prescriptive and normative features. In other
words, this approach is significantly focused on how the decision is made. For example, if one
recognises the decision process, one can precisely predict the outcome. H@@ukiyan

(2010 maintaired that decision making isprincipally linked to other approachaacluding
approaches to power, ethics and siskle indicated that the combination between decision
making and these three approaches provides a comprehensive contsixtdfong decision
making. Trese three combined approaches to decisiaking will bedescribedn the next few

paragraphs.

The first approaclinked to decisioamaking is power. The term OpowerQ definedrasability
to act or produce an effédt or €apacity for being acted uponr aindergoing an effe
(MerriamWebster, 2005, p1238The importance of linking power to the decisimaking

approach comes from thmoint that social workers require to have an effective approach to
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empowering service usersThis means embracing a natur@ confront at all levels of
communicationinvolving language employed to define difficulties, desires and making proper
decisions (Smith, 2008. Moreover, O'Sullivan (2019 maintained that the capability to
determine or influence a decision tends to be unfairly distributddeen stakeholds. The

author indicated that, forexample, during facto-face encounters stakeholders take their
resources and capacities, and these could be unequal. However, it is to be expected that nc
person is totally powerful or totally powerless. Thus, the ingomé of power isot only

centred on understanding the processes of determining what course of actionhottals® on

why and howmedical decisions aremade Therefore, it can béroadly concluded that
approaches that ugmwer are associated with thprocess of decisiemaking and hence may

influence success in making thght decision.

The second linked approach to decisinaking is ethics. Ethics has been definedaabrénch

of philosophy dealing with what is morally right and what is wronbehbef that something is
very importan® (Merriam-Webster, 2005, p684Moreover, theimplication of ethics in the
decision making approach comfrom the theory of competence. In this respect while there are
competent individua who are able to make their decisions, thameon the other handome
individuals who are incompetent tonake a decision for themselveach as those who have
mental difficulties or even ordinary people who are not able to decide what is good or bad fo
themselvegBuchanan and Brock, 1989Accordingly the role of ethics in making a proper
decision ischiefly centred on balancing twsignificant factors. Firgoromoting and protecting

the personOs wdlking. And secondregpecting and considering the personOs-céelice.
Nonetheless, beside these two previous factors, it is alawiavoid two sorts of faults.hEse
arethefailure to safeguard the wdbleing of an incompetent individual, and lacking respect for
the chace of a competent individugPhil and Vincent Icheku, 2011 Though the fact that
understanding ethics is a legal requirement in making a decisifields such asocial work
education medicine, dentistryand the nurseryt nonethelessonfirms the importance of the
relationship between ethics and decisinaking. For example, in the UK, the establishment of
the General Dental Council (GDChe Nuréng & Midwifery Council (NMC), the General
Social Care Concil (GSCC) and the Quality Assurance Agency (QAA) has had a significant
role in preserving the health and wb#ing of the communityPhil and Vincent Icheku, 2011
Council, 200%. Hence, to a great extent, it can be concluded that making a proper decision
would not only be based on the personOs understanding and awareness of the factors tha
influenced the success of the decisibnt also avoiding the faults thaffectedthe decision.
Additionally, a personOs knowledge about eth@mms to ba significant aspet in making a
suitable decision. This clearly highligithe significance of the relationship between ethics and

decisionmaking.
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The lastjoined approach to decisiemaking combines decision making with the concept and
idea ofrisk. The term OriskO in the decision making appreeigfinatesfrom the situation

where the result is uncertain when the decision is made. Since the result is uncertain, there is
continually an opportunity to assess the degree to which an unwanted resuk wiltdined,
perhaps some loss or harm. This loss or harm is occasionally signified agTay$&0 2010).

The approach of riskhas been used differently in association with the decisiaking
approach For example, usingrk assessmentO in decisiomaking explained as the process of
evaluding all possible risks befe making a particular decision. AWe the use of ther@dk
managementO in decisiomaking describedas the process of controlling obtainable risks after

the decision has been ma@ain and Carson, 2008These different uses of OriskO in decision
making may indicate the demand to underline the importance of linking the approach of OriskO
to decisioamaking. In this respect,great emphasis could be placed on determining and
understanding why people choose to take or not to take risks are significantly associated with
the evaluation of the process of the decisimaking (Slovic, 2000. For instanceto understand

why smokes decideo take the risk of smoking, it seems essential tordre the process of the
smokesO decisionmaking. With regards to the various decisinaking models, the
examination may vary according to the decision making model employed. However, different
factors may be includetd examine this process. These inclusiecial and behavioural factr
socioeconomic status, income, job, employment and educational level. Hence, understanding
why someone does or does not take a risk seems to be associated with evaluation of the proces
of his or her decisiomaking. Therefore it can be concluded thati€kO is associated with the
process of the decisiemaking and onsequentlyit seems to be worthwhile to combirieis

approach with decision making.

To sum up, it can be generally concluded thedearchers have different thoughts about
decisionmaking aproaches, which have led to making this approach more complex. Other
approaches such as power, ethics and risks have been shown to be significantly associated witl
decisioamaking. The theories of competence, uncertainty of outcome and social

communicatiorhave also been shown to be related to the decision making approach.

Through exploring the literature, there is a very large body of literature on degiaking.
However, not all of this literature is relevant to this studihat follows is a review ofhe
industrial perspective, the management perspective, the social perspective and the medical
perspective. Thesalissimilar perspectives have shown different models, processes and
strategies of decision making. This indicates that these different modsisnat be used

interchangeably. It wathen essential to narrow the review of the literature to those areas of
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decision making that might be relevant to this stuZiynsequently, only the medicahd social

perspectives associated with the decisitakingapproactwere recognised and reviewed.

The nextsection ofthis review will start by exploring thenedical approacks to decision
making whilst specificallyexploring the relationships between patidnttor communications
and decision makingnd explicitlythe shared decision making modEhe section willexplore

the association between power and the decision making process.
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Medical decision makings defined as e ability to make judgments and choose between two

or more alternativesO (Mosby, 2013, p492 This section will provide an explanation of all
accessiblamedical decision making models in the literature in terms of their definitions, the
processes of the models and the criticisms of these mdéels.key models of medical
decision making that have beeammonlyexploredand discusseth the literature These are

1) Paternalistic decision making, 2) Interpretative decision making, 3) Informed decision
making, and 4) shared decision mak{&pM) (Laine and Davidoff, 1998 harles et al., 1999

Table 4 comparesthe four models of medical decisiomaking. Following exploring these
models in thesubsequengections, a brief discussion concerning the differences and drawbacks

of these models will be provided, along with a summary.

Table 4 Comparing the four medical decision making models

Type of medical Main decider in the Assessing patientOs| Agreement between
decision making | decision making process | preferences, values both doctor and
model and needs patient

Doctor Patient

Paternalistic

Interpretative ’

Informed " ! ! "

Shared ! ! ! !

I"#'$"1"%.8'6,.4)*8)(%2'3)(.4%&'()*)+,%2./),0%2+3'4%%
The paternalistic decision making model outlined through the role of a doctor who is the main

decider in the process of decision makifigne doctor selects the treatment for the patient
according to the probabilities of the effectiveness of the treatment after assessing the patient
condition In this model, therés little or nocontribution from the patient in the decision making

proces§Emanuel and Emanuel, 1998&ince doctors are the authorised decision makers in this
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model, the process of thmaternalisticmodel is consequently controlled and managed by the

doctors.

There is some evidence that using plaernalisticmodel has influenced the unsuitable use of
medcations among elderly patien(Shaffer, 1992 The author conducted a qualitative study
using semistructured interviews to evaluate an association between the usepaftéhealistic
model of decision makingnd the unsuitable use of medicati¥iet the quality ¢ the evidene
presented could be challengédhis is mainlybecause therare no sample size calculaticsausd
there is noindication about randomisation or blinding of the staff. This may have had a
significant effect on thetudythrough the possibilityf increasing bias of the findingBespite

the fact thathe paternalistiecnodel was used over centuri@¥irtz et al., 2008, there have been

seweral criticisms raised about it

¥ The paternaktic model has been regardediaappr@riatefor use in medical practice.
This is mainly becausét does notconsiderthe patientOs legal and ethical rigiRhil
and Vincent Icheku, 2031This can be clearly seen throutjie completaneglectof the
patientOs right to choose between accessible treatment options.

¥ The doctorsin this model, have notconsideredhe role of powethatis centred on
understanding the processes of determiningtwbarse of action to takés a result
this modeltends to neglecthe patientOs perspectiire relation to their treatment
decisionsA consequence of this the probability of increasing undesired outcomes.

¥ This model also disregards addressing pdssitsks of the treatment for the patients.
This may increase the possibility of unwanted resulifth respect to implant
treatmentghis is potentially very significantt has been found thatjuring the inferior
alveolar nerve (IAN) in the mandiblen be aproblem in implant surgergMisch and
Resnik, 201 If a patient had an implant in his/her mandibular arch and his/her IAN
nerve was injured during the surgery, but the risk of injuring the IAN nerve had not
been previously introduced to the patienfoloe the surgery was commendbdis would

lead toanundesirable outcome.
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The interpretative decision making model can be described as similargatéraalistionodel

Although there is a key difference between both moiutethatthe doctorin the interpretative

model considershe preferences and values of the patieHtwever the doctor still, in the
interpretative modelhas the final decision and the patient does not make any significant
contribution to the decision making proc€®éirtz et al., 2005 Neverthelesstheinterpretative

model has two assumptions: 1) the doctors need to make the medical decisions as they have th

duties to act in the best interest of the patieanhd 2) patients are not able to make decisions
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due to their disease, an absence of required knowledge and a lack of inforfBatamuel and

Emanuel, 199R Several criticismdave been made

¥ Theinterpretativemodel takes into account the preferences and valudwegiatients.
Yet the patients have not substantially contributed to the decision making process
becausehe doctor is still the main decider in this modehusthe patientOs rights to
choose and decide which treatment option to undergo seem to bg tliisadigarded
(Bremberg andNilstun, 2000.

¥ The doctorOs resporilitg, in this model,to make the final decision about the patientOs
treatment may involve completely ignoring two associated aspects of the decision
making process: power and ethitdence the decision made may aply increase the
possibility of undesired results, buhay also increase the possibility of patient
dissatisfaction(HolmesRovner et al., 1996 For instance, bleeding of the gingiva or
mucosa when brushing was the main source sdatisfactiorafter patientshad been
treated withdentalimplant (Pjetursson et al., 20D5lf this information has not been
discussed with the patients before theylertakehe implanttherapyand those patients
suffer from mucosa bleeding after the surgeryytingay be dissatisfied with the
outcome of the treatments they have received. This scenario addresses how the
possibility of unwelcome outcome and the possibility of patient dissatisfaction may be

increased in thinterpretativemodel.

1.5.2.3. Informed Medical Decision Making Model
The informed decision making model can be explained as follows: after doctors provide

information about risks, benefits and other treatment choices, the patients make decisions on
their own regarding which treatment tondert&e. This means that patients are the main
deciders in this model, but only after they have received all of the necessary information about
the benefits, risks and other treatment cho{&sanuel andEmanuel, 1992Wirtz et al., 2005
Thusthis model assumes that patients are able to and should decide which treatment option to

receive.

Theinformed model of decision makirig, to some extent, similar to informed consent, as the
patients have the power to make the final decision in both situations. However, there are two
differences between theformedmodel and informed consent: firgt the informed modelthe
doctors introduce all of the accessible treatment choices and tkeatpatubsequently make

their own decision regarding which treatmenutalertake In contrast, informed consent does

not require the patient to choose one treatment from a variety of obtainable treatment options.
Mostly, patients provide authorisation ©®mning one treatment choice, whilst they are

informed about others. Secoddsimilarly to theinformed model, informed consent is a form
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of authorising legal permission for which definite standards and conditions require to be met
before the péentOs peission is effective. This includes, for exampliée patientOs
understanding of thetreatment information and the patientOs competerfEedan and

Beauchamp, 198&manuel and Emanuel, 1992onti et al., 2018
Severakriticisms have been addressed towardsrfeemedmodelincluding

¥ The amount of théreatmentinformation has been provided by doctors in itifermed
model may not be sufficient to intensely suppbe patientOs decisi@idibbard et al.,
1997. The demand to provide an adequate amourh@ftreatmeninformation to the
patientperhaps aignificant factor that needs to be considered in this model. Too much
information or poor information may influence the decision made. For example, the
relationship between smoking and the failure of dental implants has been confirmed
(Baig and Rajan, 2007In respect tdhis relationship anthe informedmodel,take the
example ofpatiens who smoke and whdavedecided tchaveimplanttherapy If they
havenot been informed of the negative link between implants and smoking leégre
havethe implans andtheirimplant subsequently failo integrate with the surrounding
bone, the patient mayohbe satisfied with the treatment receivétiis isbecausenot
only they did not know about the correlation between simgkand the failure of
implants. Butalso they have not been informed about this link befotteey had the
surgery. Thus, the patient may argue thatthiéy had known that smoking was
associated with the failure of implanihey would not have undergone this treatment.
This example illustrates how poor information regarding the treatment may influence
the patientOs decision in theermedmodel.

¥ How the treatmentinformation is interpreted by the patient may be another critical
aspect of theinformed model (Kozielecki, 198]). This can be explained through
whether the patients have fully understabédir treatmentnformation disclosedr not.
Hencethe method of communicatiobetween doctors and patients thay include

possible benefits antbmplications of the treatmentay affect the decisions made.

"#"$'%"&'()*+,&-+./0/12&3)4/25&31,+6&38 &
This section willnow provide an overviewof the shared decision makinghodel (SDM).

However, due to the great tendency of researchezmfiloy the ®M in clinical practice over
recent year{Thorne et al., 201,3Rockenbauch and Schildmann, 20¥4n Stavesn, 2011
Frosch and Kaplan, 199€oulter et al., 201)] a further section in this study will examine the

SDM in more detai(Seel.5.4. Examining the shared decision making model (SDM)).
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The DM model has been outlined as the involvement of at least two participants (patient and
doctor) in the process of treatment decision making. They shared information and treatment
options and then both agree on the treatment decigtomsch and Kaplan, 1999Thus this

model has assumed that patients are not essentially able to make decisions on their own;
consequentlyit is the doctorOs responsibility to support and advise the patientOs decision by
outlining and discussing the values and preferences of the tgatied then approving the
decision mad€éRockenbauch and Schildmann, 2DITherefore the duty and responsibility of

the decision made are sharedvestn the patient and dactin the M model

The M model has been developed to replace other medical decision making models, such as
the paternalisticinterpretativeandinformedmodels. This is obviousazause the key purpose of

the DM model is to assist patients to have a functional role in the decision making process
involved in their treatmentgEdwards and Elwyn, 2009Expressly the BM model aims to

enable patients to be actively involved in their treatment deciskhes.patientsO role in this
model is to transfer the preferences antles that are formed by their understanding of the
treatment choices and social environment. This includes aspects such as building good
interactions with their doctors, addressing their health issues, priorities and preferences, looking
for supportive inbrmation and making joint treatment decisions with their do¢smEs$%&'()#

below describes the SDM modé€oulter et al., 2011 Moreover,there have beesignificant
alterations in practice and attitudes ineetyears with respect to the SDM modeieTGeneral
Medical Council (GMC) in the UK, for examplsubstituted its 1998 booklet entitled O8epk
patientsO consent: the ethical considerations® to OConsent: patients and doctors making decisi
together® in 200&eneral MedicalCouncil, 2008 Edwards and Elwyn, 2009This change

from Oseeking patients® consentO to Omaking decisions togetherQ obeitsislymessive

change in the BM model through involving patients in their treatment decisions.

Shared Decision

l Making (SDM)
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Figure 2 Shared decision making Model (SDM) (Alzahrani A, 2016)
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Indeed, patients’ engagement in health research and treatment decisions is being broadened. The
scale of power has been reformed by enabling shared duties, responsibilities, risks and
uncertainties about treatment decisions between both patients and doctors (Adams and Drake,
20006). Patients’ engagement may be seen to be one of the main superior features of the SDM
model when it is compared to other medical decision making models. This engagement of
patients in the process of decision making is universally appreciated (Adams and Drake, 2006).
‘Patients engagement’ defined as a method of ensuring that medical decisions have been made
based on doctors’ knowledge of treatment choices combined with patients’ personal knowledge
of their preferences and the values associated with the implications of dissimilar treatment
choices (Charles et al., 1997). Moreover, involving patients in their treatment decisions not only
provides the advantage of doctors showing patients more respect. But also it is valuable to
patients’ wellbeing and health. However, in order to enable patients’ engagement in their
treatment decisions, it is evident that doctors must be sufficiently competent and improved
essential resources such as decision aids are required (Edwards and Elwyn, 2009, O'Connor et
al., 1999). Accordingly, patients’ engagement in their treatment decisions would improve
patients’ wellbeing and health with more respect being shown to patients by doctors. This can

be highlighted as a significant benefit that is only accessible in the SDM model.

Employing the SDM model in clinical practice has revealed a range of advantages. These
include: developing a patient’s self-esteem, improving the quality of healthcare, increasing the
satisfaction of both doctor and patient, increasing a patient’s confidence, improving regard for
an individual’s needs, reducing a patient’s anxiety and developing a patient’s ability to
deliberate about their health problems in more positive interactions with their doctor (Crawford
et al., 2002, Thornton et al., 2003). These key advantages of the SDM model have led to
massive support from healthcare policy makers and researchers for the implementation of this
model. On the other hand, recently, the employing of other decision making models, such as the
paternalistic and the interpretative models, have received less attention in healthcare services
(Coulter et al., 2006). Nonetheless, to implement the SDM model and obtain its optimal
benefits, emphasis has been made in the literature to the demand to develop interaction skills
between both patients and doctors through conducting several educational programmes. For
example, educational programmes such as tools for reviewing evidence, improving broad
interactions and possible training techniques for increasing patients’ knowledge have been
conducted to achieve the best benefits from implementing the SDM model (Edwards and
Elwyn, 2009). Therefore, it is often claimed that the SDM model has the potential to improve
health outcomes and increase patients’ and doctors’ satisfaction with the decisions made

through the key advantages of this model mentioned formerly.

35



The suitability of employing the SDM model with patients at the planning stage of dental
implant care is highlighted. The reason for this is largely as a result of the key advantages of the
SDM model that have been discussed previously. Additionally, making the decision to either
go with implant therapy or not is a complex decision that should be taken with care from both
patient and dentist perspectives. This decision involves evaluating a range of different factors
and aspects related to the appropriateness of the technology such as medical, social,
psychological and economical aspects in relation to dental implants. Thus, the demand to share
medical and personal information, making shared decision between both patient and doctor may
improve the outcomes of the implant therapy by for example, reducing blame between the
dentist and patient for the decision made if the implant failed. Nonetheless, because there are no
studies on the SDM model in relation to dental implants in the literature, it may be a challenge

to confirm the suitability of the SDM model in dental implants treatments.
It should be pointed out that the SDM model has been criticised for the following reasons:

* The SDM is based on establishing a good relationship between the patient and doctor,
which allows them to share the information properly, and the patient is supported with
regard to considering his/her views and preferences throughout the decision making
process (Elwyn et al., 2012). However, this good relationship between may not always
exist. Hence, achieving a good decision may be affected by how the process of SDM is
conducted and how the doctor and patient communicate.

* It has been shown that the SDM cannot be used in patients with persistent and severe
mental disease (Adams and Drake, 2006). In this respect, the SDM model may not be
used for all individuals, especially those with mental diseases. Nonetheless, researchers
have just begun to explore the relationship between mental disease and the possibility of

implementing SDM model (Adams et al., 2007, Drake et al., 2010).

1.5.2.5. Medical decision making models - differences and drawbacks
This section introduces the main differences and drawbacks that have been raised around the

four previous decision making models. It will start by addressing the main differences between

the models, followed by which the basic drawbacks of those medical models will be introduced.

The four former decision making models have been shown to vary in their understanding of two
main aspects: 1) the suitable scope of the patient’s independence in the process of decision
making, and 2) the doctor’s duties and responsibilities associated with these decisions.
Regarding the patient’s independence considered in the decision making process, although some
medical models work with ‘deeper’ thoughts of independence, other models are inclined to

show superficial thoughts of independence. For instance, the SDM model proposes that
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decisionindependence is based on an atmosphere of interaction and delibkedtiveen health

care professional and patie(Emanuel and Emanuel, 199&/hile the interpretative and
informed modeldend to reveal a binary image, where independence is either absent or present
(Fedan and Beauchamp, 198&nning, 2008 Additionally, with respecto doctorOs duties and
responsibilities,the M model has clearly greater emphasis on the doctorOs duty and
responsibility to involvepatientOs preferences, thoughédyes, and to consider how these may
be employed to make the treatment decidiBrosch and Kaplan, 1999In contrast, other
models likeinformed interpretativeand paternalistichave excused the doctor from those duties
and responsibilitiegShaffer, 1992Emanuel and Emanuel, 1992n other words, in all medical
models exceptBM, the process of decision making is frequently with either the patremith
doctor, which highlights that deliberation does not need to be perfornidtds process
subsequentlyloes not require communication or shared opinions. Therefore, the final decision

can be made outside the doepatient encounter.

These medical models have two basic drawbabkeeglecting the formation of a choice set for
decision makingand 2) disregard of the nature of how the communication between patient and
doctor led to the final decisiolVith respect to the first drawbadkere is sufficient evidence to
suggest that about 43% of individuals were offered one or more treatmerg<hairing their
consultationgWirtz et al., 2005 While only about 10% of the individuals were proposed other
treatment choice¢Braddock et al., 1999%Gattellari et al., 2002 Additionally, doctors have

been shown to spend only a small amount of timieoducing treatment choices during their
primary care consultation$Elwyn et al., 2008 This accordingly highlights two main
consequences: A) not all medical models represent the various treatment choices proposed tc
the patientand B) the decision making process is commonly disregamtdedethelessthe

various treatment choices that may be accessible to individuals are influenced by several factors.
These includedoctorsO responsibilities and duties, doctors® understandings of the individualsC
preferences and values, policies and guidelines, articalenformation about the treatment
choices(Whitney, 2003. It can be concluded thaieglecting the formation of a choice set for
decision making in clinical practice is a basic drawback that is shared by all of the medical

models.

The second drawback tfiesemodels is the nature of the communication between the patient
and doctor, andhe fact that how this progresses to the final decision is commonly disregarded
(Charavel et al.,, 2001 The lack of detailed justification of how patients and doctors
communicate with regard to the attOs beliefs, preferencasedsand values is considered to

be a shared drawback of all former medical models. For example, there is etidggsuggests

that the process dhe paientdoctorcommunicationduring the consultatiandoes not always
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explain the options in depth (Charavel et al., 2001). It is frequently described as a “negotiation”
or “mutual discussion” without any clarification of how this communication progressed (Elwyn
et al., 2003). However, in the last few years, “option scale” has been established to empower
the evaluation of the process of contribution and communication. For example, features such as
the doctor investigating the patient’s beliefs and concerns (ideas and fears) about how the
problem is to be controlled and treated have all evolved (Elwyn et al., 2003). Nonetheless, the
“option scale” does not capture the full process of deliberation and communication between the
patient and the doctor (Wirtz et al., 2006). Therefore, it can be concluded that the nature of the
communication between the patient and doctor and how this progressed to the final decision is
commonly disregarded among all of the former medical decision making models. This may be

highlighted as a main drawback of these models.

To broadly sum up, four medical decision making models have been explored and discussed:
paternalistic, interpretative, informed and shared decision making models. Different
assumptions and critiques around these models have also been introduced. Two main
differences have been shown for these medical models: the suitable scope of the patient’s
independence in the process of the decision making and the doctor’s duties and responsibilities
associated with the decision. All of these models have been found to share two basic drawbacks:
they neglect the formation of a choice set for decision making and they disregard how the
communication between the patient and doctor progressed to the final decision. Accordingly the
need to explore the patient-doctor communications and decision making in more detail may be

highlighted. This will be described in the following section.
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The fact that some of the medical decision making models explained earlier have developed
from broader concepts of patient-doctor communications and involve aspects irrelevant to the
process of decision making has been acknowledged in the literature (Wirtz et al., 2006). For
example, the SDM model has developed from the concept of patient-centred medicine (PCM).
The concept of PCM explains the methods where the doctor practices medicine as a whole
profession, not limiting to decision making. The PCM foundation has established from the
theory that the integration of a patients’ personal experience of an illness into medical practice
is a crucial component of blameless medicine. Only two components out of six of the
communication of the PCM process are associated with decision making between patient and
doctor: 1) investigating the illness and patient’s disease experience, and 2) establishing common
ground concerning management (Strouse, 1996, Laine and Davidoff, 1996). These two
components propose that the SDM or the interpretative models of decision making are

employed according to the patient’s preference.
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Similarly, an additional broader concept, that some of the medical decision making models,
such as SDM, have developed from is the concept of concordance. The concept of concordance
defined as an agreement reached following a discussion between doctor and patient, which
respects the patient’s preferences and beliefs in deciding whether, how and when medications
are to be taken (Royal Pharmaceutical Society of Great Britain et al., 1997). This concept
endorses an entire approach of patient-doctor communications instead of merely an approach to
decision making regarding the treatment of the patient. This concept has also shared an idea that
is similar to that of the PCM concept, where that patient’s experience of disease must be
combined into the patient’s care strategy. Nonetheless, because of the various developments,
amendments and interpretations that have been made to the concept of the concordance, it has
become gradually more challenging to recognise its main components. Consequently,
comparing the concept of concordance to other medical decision making models such as SDM

is difficult (Royal Pharmaceutical Society of Great Britain et al., 1997, Wirtz et al., 2000).

Communication between the patient and doctor is a key factor in the decision making process.
This interaction supports patient involvement, influences patient satisfaction and enables a
superior health status to be achieved (Stewart, 1995). Moreover, typical medical decision
making consultations are evidence-based and patient-centred. During these consultations, most
patients have consented to doctors’ suggestions as they feel that the doctor has the decision
making authority (Mendick et al., 2010). In this respect the discussion between the patient and
doctor about treatment choices requires uncertain information that is centred on possibilities and
may not be significant for the individual to be outlined. Patients are incapable of realising
uncertainties otherwise and cannot properly participate in the process of decision making unless
they are provided with the precise information. Additionally, influential interaction skills are a
key aspect of patients’ involvement in treatment decisions (Street and Millay, 2001). However,
there is evidence suggests that some patients may not have the desire to participate in the
process of decision making. This is related to different patients’ social factors. For example,
increased illness severity, lower educational levels, moderate income, and lower occupation
levels of patients have all been shown to be related to patients having a preference of less

contribution in the treatment decision making process (Waitzkin, 1985, Ende et al., 1990).

The majority of the studies that have been performed on the area of patient-doctor
communications have focussed on interaction skills, such as the patient-doctor relationship and
level of understanding. These are significant aspects of care and are patient-centred (Silverman
et al., 2005). However, they are not crucial components of the shared decision making model
(Singh et al., 2010). This highlights the need to explore and examine shared decision making in

more detail.
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1.5.4. Examining the shared decision making model (SDM)
Further b the previous section of the shared decision makinghich theSDM model was

introduced and critiqued, thisection will describe how theD®/1 can be observed and
examined.The dissimilar techiques of conceptualising theD®! were revealed in varying
meaurements.This accordinglymade evaluatinghe structures of BM a challenge. Few
systems are currently establishecek@mmine the whole process of thBN because the model
is quite new(Kriston et al., 201). However, tiserving consultationkrough employing coding
systemscan be regarded as the most effextiechnique of examining thdd$1. This is mainly
because it permits access to the natural process that occurs in consy&iteetsand Millay
2001, Dierckx et al., 2018 Neverthelessit shaild be emphasisedhat there is no particular
coding system that has been employedxamine the BM within dental implant consultations.
While most of the coding sgfems that have evaluated thBNs were established in cancer

consultations.

A review of the literdaure concerning observing and examining the presence of Div i8
medical consultationsevealsthat there are seveiey coding system¢hathave been designed
These areStreetOs technique of evaluating patient perception in medical consultations, Roter
Interaction Analysis System (RIASEuimond & colleagues Decision Support Analysis Tool
(DAST), Rochester Participatory Analysis Decision Making Scale (RRA&REision Anaysis
System for Oncology (DA®), Singh and Colleagues Coding Systamd finally Details of
Essential Elements and Participations in Shared Decision Making (SE®P (Street and
Millay, 2001, Roter and Larson, 200%uimond et al., 20Q3Shields et al., 20Q55ingh et al.,

2010 Brown et al., 2011Clayman et al., 20)2Table 5 belowdescribes these coding scales in

some details.

It should be made cledhat these coding systemdiffer in terms of their medical applicability
for examining the BM and their relevance to dental implant settingecordingly this
highlights the need tdiscussthe applicability and validity of these seven coding systems in

relation to dental implant settings. This will ilroduced througbut the rest of this section
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Codng scale system

Description

Elements and Participations
in Shared Decision Making
(DEEP-SDM)

1 | Street’s technique of ‘ Street’s technique is based on dividing expressions of both patients and doctors into elements that are then coded. Elements
evaluating patient include patients’ behaviours in terms of asking questions, explicating concerns and providing confident answers, and doctor
perception in medical behaviour includes using helpful advice and partnership-building (Street and Millay, 2001).
consultations

2 | Roter Interaction Analysis | The RIAS tool was established to code the interactions of doctors and patients during the consultations. It is commonly used
System (RIAS) without the employment of a transcript, straightforwardly from audiotapes of the medical exchange (Roter and Larson, 2002).

3 | Guimond & colleagues The DAST tool was designed to measure doctors’ use of decision support and associated interaction skills in medical
Decision Support Analysis | consultations. It includes four elements of interaction skills and six elements of decision support skills (Guimond et al., 2003).
Tool (DAST)

4 | Rochester Participatory The RPAD system is mainly dependent on the emphasis on doctor’s behaviour that supports patient involvement. The RPAD
Analysis Decision Making | tool includes a 9-element scale in which coders determine how sufficiently a doctor demonstrated a specific behaviour, such as
Scale (RPAD) deliberating uncertainty and clarifying agreement (Shields et al., 2005).

5 | Singh and Colleagues This system was established as an oncology-specific system for SDM. It includes 20-elements and six themes. However, it is
Coding System purported that this coding system requires additional confirmation and validation (Singh et al., 2010).

6 | Decision Analysis System | The DAS-O technique was established to assess the SDM in breast cancer medical encounters. It is a reliable system that
for Oncology (DAS-O) includes two subscales: producing the SDM context and providing well-defined information. It merely identifies doctor

behaviour and does not consider patients’ behaviour (Brown et al., 2011).
7 | Details of Essential The DEEP-SDM tool was designed to measure the SDM in breast cancer consultations. It includes 10- elements for measuring

SDM. It also provides perfect information about employing each of those elements. It focuses on patients’ perspectives regarding

)

the decision of their treatments. However, it does not provide much information in respect of the doctors
the SDM (Clayman et al., 2012).

role in the process of
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Although Street’s technique comprises measuring patients’ involvement, it is not like the SDM
model and eliminates the real nature of decision making communication. The main purpose of
Street’s system is to examine the scope of frequently asked questions by patients and deal with
concerns during their medical consultations (Street and Millay, 2001). Though it neglects the
key aspect of the SDM model that is how patients are really engaged in their treatment
decisions. For example, aspects including how patients address their health problems, needs,
preferences and values, and how the decisions concerning their treatments are made, seem to be
completely ignored in Street’s tool (Street and Millay, 2001). Accordingly it is doubtful that this
technique could be employed to evaluate the real nature of decision making communication.
Therefore, it may not be possible for this technique to be used in this study because it does not
focus on the real nature of decision making communication. In addition, the RPAD system may
also not be applicable to this study. This is because it merely focuses on the physician’s
behaviour that supports patient participation and neglects the assessment of the patient’s
behaviour. It also aims to examine aspects such as whether physicians deliberate about
uncertainty and provide sufficient information related to the patients’ health problems or not
(Shields et al., 2005). Consequently, it may be apparent that the RPAD system does not examine
the aspect related to patients’ contributions in the decision making process, such as considering
patients’ views and preferences and involving patients in their treatment decisions. Therefore,
both Street’s and RPAD systems do not seem to be applicable to this study because they do not
focus on the real nature of the SDM model and the approach centred on ‘patients engagement’

in treatment decisions, which is a key aspect of the SDM model.

The RIAS coding scale does not concentrate on the themes of the SDM model, yet it aims to
assess aspects employed to activate patient centeredness such as patients’ responses to doctors’
emotions (social and positive chats) and doctors’ ability to gather data from patients, that is,
about how and where patients feel the pain (Roter and Larson, 2002). While the DAST system
has been developed to measure doctors’ use of decision support and associated interaction skills
in medical consultations (Guimond et al., 2003). This system not only focuses on examining
elements for assessing doctors’ interaction skills, such as providing information and answering
patients’ questions. But also evaluating elements for assessing doctors’ decision support skills,
such as discussing the involvement of others, that is, family members, in the decision making
process and evaluating the treatment information that the patients have about their health
(Guimond et al., 2003). Nonetheless, these two systems (RIAS and DAST) do not assess
patients’ involvement in the decision making process concerning their treatment. For instance,
aspects including investigating patients’ needs, preferences, and expectations from the proposed

treatments are absent in these systems. Hence, it would not be possible to capture the whole
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nature of the SDM process by employing these two systems. Therefore these two systems seem
to be not applicable to this study because they do not focus on the process involved in the SDM

and how patients are really involved in the treatment decisions.

The DAS-O coding scale has been developed for use in cancer consultations, particularly breast
cancer consultations. It has good content validity and great inter-rater reliability (Brown et al.,
2011). Once again though the DAS-O scale does not evaluate patients’ behaviour, but rather
focuses mainly on the doctors’ behaviour. This system consists of two subscales: first producing
the SDM context that includes aspects such as checking patients’ preferable decision making
styles and examining patients’ understanding and knowledge. Second providing well-defined
information such as sufficient information about the cancer, risks involved with the treatment
and any possible complications. These subscales clearly focus on examining the ability of the
doctor to demonstrate specific skills. However, how patients contribute in the decision making
process, including factors such as patients’ needs and values and agreements between both
patients and doctors over the decisions made, is neglected (Brown et al., 2011). Therefore, using

the DAS-O system does not seem to be correct in the context of this study.

Singh et al.’s (2010) coding scale has also been developed for use in oncology consultations.
Although this system focuses on the impact of doctors on patients’ outcomes, it doesn’t evaluate
patients’ behaviours. For example, this system examines aspects related to the doctors’
contributions during medical encounters, such as presenting and critiquing research evidence,
reviewing patients’ social circumstances and medical histories, suggesting multiple possible
treatment options, addressing the benefits and side effects associated with treatment options
and, finally, providing an option for patients to postpone any treatment decisions to the next
consultation. On the contrary, the DEEP-SDM technique for examining the SDM model focuses
on patients’ perspectives and neglects, to some extent, an evaluation of the doctors’ role in the
process of the SDM model (Clayman et al., 2012). For instance, the DEEP-SDM tool
emphasises examining aspects related to the patients, such as patients’ outcome expectations,
understandings, needs, self-efficacy, preferences, values and most significantly the risk
associated with the treatment option. These aspects obviously reflect the patients’ real
contributions in the decision making process. Please see Table 6 and Table 7 below describe the

elements and the differences of both Singh and colleagues and the DEEP-SDM coding systems.
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Table 6 Elements of DEEP-SDM and Singh and colleagues coding systems

Singh and Colleagues Coding Scheme Element{ DEEP-SDM Coding Scheme Elements

Theme 1: Establishing a problem: Rationale for option

1. Reason for consultatiozstablished Definition of the option

2. History reviewed

ARy _ Process of thprocedure
3. Social circumstances reviewed

Risks/con%
Benefits/pros

PatientOs sedffficacy*
PatientOs preferences and valu

Theme 2: Doctorpatient relationship

4. Interruptions
5. Rapport building

Patient®s outcomes expectatior
PatientOs understanding

Theme 3: Research evidence:

© ey =N e O s @ N =

6. Evidence presented

7. Quality of research discussed
8. Research reagent to the patient 10. Plan for followup*
9. Physician appiiaal of the data

confirmed

(Clayman et al., 2012)
Theme 4: Patient grspective

10. PatientOs asked how much information t
wanted

11. PatientOs asked for decision making
preference

12. Physician ensured patient® understandir

13. PatientOs view enquired upon

Theme 5: Decision making:

14. Treatment optiopresented

15. Multiple option presented

16. Treatment process described

17. Side effects discussed

18. Possible benefits discussed

19. PatientOs values in decision considered

Theme 6: Time issues
20. Option given to defer treatment decision

(Singh et al., 2010)

* Although these aspects seem to be important and represent the patients real contributions in the decision making

process. They are not considered in the Singh and colleagues coding system.



Table 7 Differences between Singh and Colleagues and the DEEP-SDM tools

Singh and Colleagues Coding Scheme Elements

DEEP-SDM Coding Scheme Elements

1) It focuses on the impact of doctors on patients’
outcomes and it neglects to evaluate the patients’
behaviour. For example, it examines aspects related
to the doctors’ contributions during medical
encounters, such as presenting and critiquing
research evidence, reviewing patients’ social
circumstances and medical histories, suggesting
multiple possible treatment options, addressing the
benefits associated with treatment options and
providing an option for patients to postpone any
treatment decisions to the next consultation.

1) It focuses on patients’ perspectives and
neglects, to some extent, an evaluation of
the doctors’ role in the process of the
SDM model. For instance, it emphasises
on examining aspects related to the
patients, such as patients’ outcome
expectations, understanding, needs, self-
efficacy, preferences and values.

2) It
possible risks of the treatment discussed or

includes evaluation of whether

not.
2) It focuses on doctor-patient interactions, rather
than decisional support in general. 3) It focuses on the contribution of
participant e.g. Noting who initiated the
3) It provided a great emphasis on discussion of | segments (doctor or patient).
evidence and on individualising treatment options

to the patient’s clinical and social situation. 4) It describes the temporal features of

decision making such as the plan of the

(Singh et al, 2010) | follow up.

(Clayman et al., 2012)

Accordingly, because Singh and colleagues’ system focuses on doctors’ perspectives and the
DEEP-SDM system focuses on patients’ perspectives, it may be possible to combine and
modify these systems into a single framework. This may result in an appropriate system that
enables examining more comprehensively decision making communication between patients
and dentists in dental implant consultations. Combining these two systems into a single
framework will make it possible to evaluate both patients’ and dentists’ contributions in the
decision making process about implant therapy. This can be achieved by including all aspects
related to the dentists’ contributions using Singh and colleagues’ system, such as presenting and
critiquing research evidence, reviewing patients’ social circumstances and medical histories,
suggesting multiple treatment options and addressing the benefits associated with treatment
options, which will be employed in this study to evaluate doctors’ contributions in the decision
making process concerning the implant therapy. Similarly, all aspects related to patients’
contributions using the DEEP-SDM system, such as patients’ preferences, values, needs,
understandings, expectations, and most importantly risks related to treatment options would be
explored to enable the evaluation of patients’ contributions to their implant decisions. Thus

establishing this combined framework will provide strength in terms of capturing the total
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contribution of both patients andentistsin the implant consultationslt will also limit the
evaluation of one aggt of medical encounters (patients@esttists@ontributions), as most of
the tools have been doing. Therefore, it might be suggested tisapassible to establish a
dental implantspecfic framework toexaminethe M model that would be mainly bad®n
combining and modifying the DEEBDM and Singh and colleagueystems Please see
Appendix 1 describes the proposed technique (coding framedXaminingthe shared decision

making(SDM) in theimplants consultations.

In summary, observational tooleave been shown to beffedive technique for examining

SDM asthey permit access to the natural process occurring in medical consultations. There are
seven dferent coding scales for emaning M, which have been described above. The
applicability of thesesystemsfor examining the BM model in implant consultains has
already been discussett. has been suggested thaitablishing a dental implaispecific
framework based on a combinationtbé DEERSDM and Singh and colleagusgstens might

be possible, enabling the true natwfeSDM between both patients ad@éntistsin consultations

to be capturedThereremains howevean important dimension to deasi making that has

been largely absent in the debatastbeing the role of powelhe next section will describe the

association between power and decision making approaches.

I"#"#'$%& () $*+,$-(/0/&+$1*2/+3

One subject that is frequently ignored in the literature on decision making is the problem and
subject of power. This approach is complex it involves considering the dynamic nature of social
communications, which is subject to several alterations frometteets of exercising power
(Karnieli-Miller and Eisikovits, 2009 Lukes, 200%. In other words, how power has been
exercised in the decision making process may have a significant influence on the decisions

made.

It should be obvious that medical reality does cmistantly follow theoretical decision making
modelsand that these models have been developed as a critical lens through which to explore
medical decision making Gathering data from medical encounters delivers a greater
understanding of how needs, attits and preferences are translated to particular behaviour in
everyday medical practicéKarnieli-Miller et al., 2007. Moreover, the importance of the
approach opowerand itsinfluencein relation to the decisiemaking process has already been
explained in {.5.1. Decision making - An introduction). It comes to conclusion thakploring

the role of power in the decision making procissa significant consideration in this research.
Nonetheless, it seems important to provide an overview of the approach to power in relation to

decisionmaking.

46



According toLukes (200%, there are thredimensiondo the understanding power these aitee
onedimensional view of power, the tadimensional view of power, and the thhdienensional
view of power. These views of power will be explored in the following paragraphs in terms of

their definitions, focus and criticisms.

The onedimensional viewof power developed by American political scientists, such as Robert
Dahl and Nelson Polsby (1961, 1968). It has been defined tAusa®power over B to the
extent that he can get B to do something that B would not otherw@®Ddbl, 2005, p.1%

This view of power focuses on five aspects:béhaviour, decision making, key issues,
observable overt conflict, and subjective interests seen as policy preferences revealed by
political participant® (Lukes, 2005, p.29 Although the onedimensional view of power has

paid sufficient atntion to focusing on decisions; howevthas been criticised faneglecting

the focus on nordecisions(Bachrach and Baratz, 197Mon-decisions defined asi€xisions

that result in suppression of latent challenge to the values and interests of the decisiorOmakers
(Bachrach and Baratz, 19/M0ukes, 2005, p.22 A further critiqueof thatthis view of power

fails to take into consideration the fact that power may be opei@mzhfine decisions to quite

safe issuegBachrach and Baratz, 19/@or example, it would not be possible for this view of
power to evaluatavhether the dentist made the decision to go for other dental treatsuehts
removable dentureto avoid the complications of the implatiterapy or not. This mainly
becausehis view of powerdoes not consider the hidden values and interests of the dentists or

patientsthatmay influence the decision whether to go with imptherapyor not

The two dimensional view of power explained asg@alified critique of the behavioural fasu

of the onedimensional view of powér(Lukes, 2005, p.25 The author justified that he
mentioned the term qualified ihis definition because he thought that i©still assumed that
nondecision making is a form of decision makir(gukes, 2005, p.25 He claimedthat this

view of power involves e means in which decisions are banned from being made in potential
issues over which there is roticeable conflict of personal interests seen as embodied in
express policy preferences and udiitical grievance® (Lukes, 2005, p.26 Additionally,
Schattschneider and Adamany (19®8inted out that &l forms of political organisation have

a bias in favour of the exploitation of some kinds of conflict and suppression of others, because
organisation is thenobilisation of bias. Some issues are organised into politics, while other are
organised oud. It can be clearly seen that this two dimensional view of power emphasises
several aspectiicluding Qlecision making and netecision makingbehaviour, issues ral
potential issues, observable overt or covert conflict, and subjective interests seen as a policy
preferences or grievanceglukes, 2005, p.29 However, this view has been criticised through

considering power as an approach that can operate in covert ways and can be noticed througt
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collective directions over which no definite persors l@ntrol or through the actions and
selectivity of an organisation where no definite person has a whole oversight but presents bias
(Crenson, 1971 In other words, power can operate where we are excluded from the political
process. For example, within implant consultations, patients may notice the power of the dentist
which is based on conwing the patient to go for implants, as an example, and patients have no
control over changing the decision base of different possibilities. These inclymgients may

lack information about the treatment or may be because they believe that the detesi®
reasonable in relation to his/her own value and interest. The two dimensional view of power has
also been criticised through the fact that it is dependent on observable conflict, and thus it
ignores manipulation and authority concefhtskes, 2003 For example, a dentist can exercise
power over the patient by shaping his/her interests, without knowing from the patientOs
perspective. This may highlight the fact that power and decision making are associated with
many concepts, such as concepts of doercinfluence, authority and manipulation. These

concepts will be described next.

The concept ofcoercion described as Asecures BOs compliance through deprivation when
there is a conflict over values or a specific ac@ghukes, 2005, p.21 For example, a dentist

may securahe patientOs cortignce to go along with implanighen thepatient, in fact, is not
interested in going for implant therapy but he/she complies because he/she has no power to
contradict the dentistOs decisiorhisST may be because of a lack of knowledge about the
treatment. On the other hand, the concepinfifierce explained as makes B change their
action without reverting to any form of overt implicit thr@étukes, 2005, p.21 Forinstance

a dentist may make the patient change his/her decision to go along with implant therapy without
an overt threat, such as convincing the patient to go for an implant because of the high success
rate and veral advantagesf the therapy without indicating the disadvantages of implants,
such as the aesthetic disadvantage a similar situation involves authority. Authority can be
outlined as B complies because he believes that AQs idea is reasonable onredatis/her

own value or because its content is legitimate or reasonable or arrived at through legitimate
mean®(Alford and Friedland, 1985For instance, the patient complies with going for implant
therapy because he/shelieves that the dentistOs suggestion of going for an implant is the best
available treatment option, or the dentistOs mentioned thalsageantages of implant, whjle

for example, the patientOs does not recognise that the dentist have not intrbduced t
disadvantages of implartherapy Lastly, the manipulation concept identified according to
Lukes (2005, p.2las Qerhaps a sufmoncept of force whereby compliance happens even
though complier does not recognise the nature of what has been demanded of hi@. dtdrer
instance, the patient complies with thentistOs dedi® to go forimplans even though the

patient does not understand the nature of what is being asked of him or her, maybe because of :
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lack of knowledge or lack of supported information. Hence, from the description of these
previous concepts and examplésseems obvious that these four concepts are significantly
related to power and decision makiagd may also influence the decision made in different
ways. This suggests that exploring the concepts of coercion, influence, authority and
manipulation in rkation to power and decision making abthue implant therapynay be worth
considering in some depth. Additionally tkey aspects of thevo dimensional view of power,
Odecision making and ndecision makingbehaviour, issues and potential issues, ofadde

overt or covert conflict, and subjective interests seen as a policy preferences or grievancesC
would be essential to evaluate the role of power in the decision making processthgthin

implant consultatios

The last view of power is the three dinseanal view that described as &critique of the
behavioural focus of the two dimensional view of p@veThis view focuses ordégision
making and control over the political agenda (not necessarily through decisions), issues and
potential issues, observigb (overt or covert) and latent conflict, and subjective and real
interest® (Lukes, 206, p.2§. However, the three dimensional view of power is challenging
because it is difficult to determine where power is operating. Secondly, this view depends on
establishing a counter factual which can be a challenge to estéhlisbs, 2005, p.27 For
example, how do we establish that the dentist has managed to get thetpadi@rsomething

that is against their real interests? This is really hard to show.

To sum up, the importance of linking power to decision making comes from the fact that the
approach of decision makirig a complex approach that involves a dynaprioces of social
communicationwhich is subjected to alteration of the internal and external effects of exercising
power. The various dimensional viewsf power have been described in terms of their
definitions, focuses and limitations. Nevertheless, four &egcepts- coercion, influence,
authority and manipulation have shown a significant association with power and decision
making approaches. It is argued that in this study, employingrleandtwo dimensional

views of powerbeside the four previous cagts may be a suitable framework for exploring the

role of power in the decision making process witi@implant consultations. The next section
explores the literature on the role of power in the decision making process and seeks to establist

how existhg approaches have sought to analyse this particular concept.

"#"$'%&' () *+*+,%-./%012/%13%415/0%*+%-./%6/7*8*1+%)(9%4-,%4017/88%
The role of power in the decision making process within medical consultations has rarely been
explored in the literature. There are only a few studies have focused on this relationship
(Karnieli-Miller and Eisikovits, 200Q For example McDonald et al. (201Rinvestigate the

effect of power dynamics on cooperation between health specialistsdiabetes. The author
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employed semstructured interviews that were audiotaped, transcribed and analysed by a
thematic analysis approach. The interview guide for the patients was established to explore the
patientsO satisfaction with and experiencehef health specialised coordination, while the
interview guide for the doctors was proposed to explore their collaborations with outside
organisations and health practitioners. The study concluded that relationships between
organisations remained probletica Power dynamics have influenced the choice made by the
doctor about whether to cooperate, to what level and with whom, which have also affected the

patientsO satisfaction and experience of healthcare s¢Mi@enald et al., 2012

Moreover, Pearce andRobinson (198y employed the social power scale (SPI) designed by
(Spekman, 1979to examine the role of social power in decision making. The SPI scale
involves 15 items denoting the base of social power, such asgkt his competence because

he is more experienced than I, or following his advice results in a better de¢RearCe and
Robinson, 1987 Spekman, 1979 The response rates were based on a-gniat scale.
However, this sale has limited choices and employs closed questions that can only be rated
from one to five(Pearce and Robinson, 198Thus, participants may have other comments or
choices that are not available in the scale and, therefore, it is not possible to measure these

choices or comments.

Callon et al. (198pestablished an ethnographic approach for examining power in the decision
making processThe approeh was aligned to perspectivebat purpose to investigate how
communications of interests are really established and replicated through sensible strategies anc
unwitting practices formed by the individuals themsel{@egg, 1989, P. 203According to

Callon et al. (198pinterests act asténporality stabilised outcoraeof previous processes of
enrolment, which may intentionally produced or mayCnadn this respect,Otemporality
stabilised outcomesO might be practices usually encountered in their stability and reality, which
no individual essentially Ointended® in mgvant way.While OEnrolment® of others to
individualOs ideas is a tactic in which construction of individualOs own and others preferences
may have a strategic role. CallonOs method has been named as Osociology of enrolment®

Osociology of translati®nreferring to the techniques by which these results are interpreted.

CallonOs approach to power involves four key aspects. These are: problematization,
interdl ssement, enrolmeiind mobilisation (seEigure3). Problematization includes the agents®
attempts to make others join their agency by placing their soltgitre others troubles in front

of them. For example, if the dentist said to theégma O | know you were suffering from denture
sliding, but this will be completely disappeared if you go with implant therapyO. So, the dentist
here tiesto make the patient join his interest by placing a implant therapy as solution for the

patientOs tuble about the denture sliding. While, the ihtésement can be explained as the
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technique of ‘enrolling’ or ‘interesting’ another agent to one’s own agency. For instance, if the
dentist said to the patient “I was at a dental implant conference last month, and there was an
interesting new technique in placing an implant and (he explained the procedure of this
technique”, the patient then said “I would go with this new technique, if you provide it”. Here,
the patient has been enrolled to the dentist’s interest, which is the new technique in placing
implant. The third aspect of the Callon’s approach is enrolment. It has been described as the
purpose of agencies to establish incorporation and alliance between involvement and the
meaning that they have sought to fix. For example, if the dentist said to the patient “ I can see
how it is difficult to eat on the left side as you do not have any upper teeth, but implant would
sort this out, would like to go for it”. So, the dentist establishes alliance between involving the
patient in implant decision and showing understanding of the patient’s suffering from eating in
the left side. This is enrolment. Lastly, mobilisation signifies the range of systems that agencies
employ to confirm the demonstrations of preferences, which other joined agencies develop, are
indeed themselves fixed, throughout undercutting or betraying their demonstrations (Callon et
al., 1986, Clegg, 1989). For instance, if the dentist said to the patient “ there are several dental
treatment options to treat your condition, including removable denture, fixed bridge and implant
therapy, but I think the implant would be the most suitable”. So, the dentist introduces several
treatment options, but obviously he was interested in implant and he mobilised the patient’s

decision to go with implant therapy by stating that it is the most suitable.

1) (2)
Problematization Interessement

3) (4)

Enrolment Mobilisation

Figure 3 Callon's approach of power (Alzahrani A, 2016)

One of the problems associated with examining power in the decision making process is the fact
that power mainly depends on theoretical position of how power is defined and how it is
operationalized (Lukes, 1974, P. 31). For example, the Ethno-methodological school sees power
in terms of the reproduction of practical rationality as it appears within the immediate setting. In

contrast, the Annales School of History tends to realise less immediate perspectives of practical
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rationality with extended, cyclical, slow and continuing changes. Nonetheless, broadly, a
suitable framework of power should permits mapping a reasonable naf@idgy, 1989, P.
212). For this reason, it became portant to determine an exact definition of power and to

descibe how it will be operationaled in this study.

Power will be considered in this study according to the definition of David Lockwood (1973),
power must not merely signify the capability tewgnise individualOs end in a conflict position
versus the preferences of others, but also involves the capability to stop opposition occurring in
the first encounte(Scott and Marshall, 2005, P.520n other words, power involves decision
making and nosecision making (hidden decision to the interests of the decision makers), and

also it involves overt and covert conflicts.

Moreover, operationalism &skey part of ethnographthatis defined as dermining particular
methods and terms of measuremeéndicating that some individuals say this and others say
something else might not be a problem. However, it is most important to establisheatimomn
between theory and facend then understandingettfacts, which needs superior specificity
(Fetterman, 2010, P.32So for example, in this study, i important to establish a connection

in the relationship between theory (decision making about dental implant) and facts such as
(authority of dentist to go for implant therapy) and then understand and clearly interpret the
findings. There are severalasons may be behind why dentists are interested to go for implant
therapies? These involve aspects such as cost benefits, dentistOs strong thoughts about tt
success of implants, patient suitability to implants and so on. Establishing this relationship
betveen theory (decision making) and fact (dentistOs authority), understanding reasons and
aspects associated with this relationship and then reporting the findings is the key task of this

study.

In-order to evaluate the role of power in the decision makimgress, it was important to
identify the epistemological foundation of the selected techniGeetz and LeCompte, 1984,

P.19. There is evidence suggested that interviewing and observing participants (as components
of an ethnography approl), are useful methods in natural settirffgelto and Pelto, 1978,
P.113. This is becausdhe ethnographic approach (including interviewing and observing
participants) is based on understanding human behaviour and thought that involves (values,
attitudes and interests) of participafetterman, 2010, P.2Thus, since we are interested in
understanding how power affects the treatment decismmeether to go for implants or not,
employing ethnographic approach (including observing and interviewing participants) to
evaluate both dentist and patient understandings, attitudes, values, interests and hidden
decisions within implant consolations & suitable approachAccordingly semistructured

interviews could be designed that would permit access to the natural process of tbe role
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power in the decision making. This will also provide the participants (dentists and patients) of
this study to have more chances to comment and express their opinions about the decision made
or any other related issues to the consultations. It would correspondingly be possible to develop
a proposed coding frame for analysing the data obtained from the interviews. This will be

explained next.

Two semi-structured interviews were developed for the purpose of this study. One for the
patients that aims not only to evaluate the patients’ subjective perceptions of the implant
decisions made. But also how the dentist’s power may affect the decisions made. While the
second interview targeting the dentists and aiming to evaluate to what extent dentists use their
power to influence the decisions made. Both interviews involve evaluating aspects such as:
decision, non-decision, coercion, influence, authority, and manipulation ($%%&'()*# and
$%%&'()*# ). Additionally, for the purpose of analysing the obtainable data from these

interviews, a specific coding scheme was also developed ($%%&'()*#).

I"#"$%6&" ()*&+,

The increased use of dental implants over recent years highlights the importance of exploring
the advantages and disadvantages of this technology. Although dental implants were described
as improving patients’ satisfaction, experience and oral health related quality of life; this
therapy has also been shown several social limitations, contraindications, complications and
aesthetical disadvantages. These include the relationship of the implants’ failure with the
patient’s gender, age, smoking habits, cost and social class. Not only these aspects but also
contraindications related to disadvantages of this therapy such as the association of the width of
the gingiva, bone density and quality, trauma, history of periodontal diseases. Further
complications related to disadvantages of implant care are also highlighted including injury of
the inferior alveolar nerve (IAN) and the relationship of implant failure with its length and
location. While the aesthetic disadvantages of implants include soft tissues and the demand to
diagnose good planning and treatment. These various advantages and disadvantages of implants
might play a key role in making any decisions regarding whether implants would be a suitable
treatment or not complex. Accordingly a review of the literature on the decision making process
with respect to dental implants was conducted. This review revealed that, interestingly, there are
no studies in the literature that have examined how patients and dentists are involved in the
implant decisions, it then became necessary to explore approaches to examining decision

making in medical encounters.

The review uncovered four key medical decision making models: the paternalistic,

interpretative, informed and shared decision making models. Different assumptions have been
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made about and critiques of these models were also introdttmeever, the increased
emphasis oremploying shared decision making (SDM) in the consolatich® toits key
advantagesuch as developing a patientOs-estéem, improving the quality of healthcare,
increasing the satisfaction of both doctor and patient, increasing a patientOs confidence, anc
reducing a patientOs anxjejyided this study to explore and examihis modein more detail.

It comes tothis conclusion thano singlecoding schemdnas been developed @mploy the

SDM model fully in research on shared desisimaking in medical encounterswas therefore
suggested that further research lookinghéd scheme would be warranted. One possible way
forward was to suggest a synthesis of combining the BEBM and Singh and colleagues®
systemsinto a single framework. Doing so, it is claimed, would enable the evaluation of both
patientsO ardkntists@ontributions in the decision making process. Neverthetbese is one

factor missing from the exisig decision making models in the literatuardthat is problems
associated with power and the influences @ tin the decision made. Few coding system

have been developed to evaluate the role of power in the decision making prgoass ishe

SPI scale. However, the limitations of these systems centred on employing closed questions anc
having limited choices which may prevent participants from riteag their views precisely, it

was claimed that developing a sestriuctured interviews for both patient and dentist that was
based on the approach of power and related concepts such coercion, influence, authority anc
manipulation would be possible andable evaluating the role of power in the decision making

process within implant consolations.

In conclusion, gen the concerns raised abootany complexities to decisiorend power
relationshipsconcerning dental implants and the lack of systematicares®n the decision

making processt wasthereforefelt that a study into these processes was justified.

"#"$%&'($)*+$,-./01&2K

Aim: This study explores the decision making process associated with providing patients with
dental implants.

Objectives:

1) To study and describe the dentist contributions in the deaisaking process in the dental
implant consultations.

2) To describe patient contributions to the decision reached in the consultations.

3) To evaluate if shared decistomaking occurs in caultations about dental implants.

4) To examine the role of power in consultations about dental implants.
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Chapter two: Methods

2.1.1"#"'$%&' (#")*+(

This project was conducted one of themedical centrgin the Kingdom of Saudi Arabia. A

dental implant specialist sees patients within six weeks maximum of their referral by a GP.
During the initial consultation, which typically lasts 15 to 20 minutes, the dentist reviews the
patientOs medical history. Thene thatient is referred for radiographic scans and another
appointment is arranged to discuss them and possible treatment available. When the patient
comes for the second consultation and if the patient is interested in implant therapy, they will be
asked tosign a consent form. It is often highlighted that all potential dental treatments are

provided free of charge.

- (HS%& (/O H)* 1+ ($+2(3") 12# (

This study seeks to explore the decision making process associated with dental iniplants.
study proposeso: first observe the participants (dentist and patient) through evaluating their
contributions (behaviours) to the decision making process, which involves aspects including
their, thoughts, needs, preferences, expectations in relation to the decisiametamplants
(Appendix 1). Secondinterviewing those participants to examine the role of power in the
decision making process through evaluating characteristics of the interaction such as the hidden
decision of decisn makers, the presence of coercion, manipulatioiiyence and authority
(Appendix 8). Accordingly, this study started by exploring implant consultations through
examining their Saudi patients() understanding, needs, preferences, attitudes, values ani
expectations in relation tonplant therapy(Goetz and LeCompte, 1984This was achieved
through observing as well as audiotape recording of the consultations and by also making notes
that provided insights into the daily lives of Saudi individuals that participated in the study
(James, 1980, p.D2 After the consultations, both the dentists and patients were interviewed to

evaluate the role of power associated with the decision made to have implant therapies.

- 4. (516X T*) " H($+2(&'S77"¢,"#(

One of the challenges of this study was selecting an appropriate coding system for evaluating
the process of decision making. Several systems have been developed to assess the process
decision making in medical consultations, like StreetOs coding BiAIS, DAST, RPAD,
DAS-O, Singh and colleagues coding system and, finally, the B&E¥D tool (Street and
Millay, 2001, Roter and Larson, 2002, Guimond et al., 2003, Shields et al., 2005, Singh et al.,
2010, Brown et al., 2011, Clayman et al., 2012). Howeaenumber of these systems are not
applicable to the dental implant setting and others liisadvantageéseeChapter one under

the section 1.5.4. Examining the shared decision making model (SDM)). It was felt that

establishing a dental implaspecific framework based on the combinatiorthef DEERPSDM
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and Singh and colleaguesystems(Singh et al., 201,0Clayman et al., 20)2for examining
shared decision making was ideal; enabling the capture of the true nature of shared decision
making between both patients and dentists duttiegmplant consultations. This lsea@use of
the focus of thesawo systems on the real contributions of bdtie dentist and patient.
Appendix 1 describes the proposed framework for this research, including all the variables and

aspects explored.

Choosing the proper research approach for exploring the role of power in decision making
processes was quite a challendowever, observing and interviewingparticipants (as
components of an ethnography approach) are useful methods in natural ggtghgsand

Pelto, 1978, p113 This is becaus¢he ethnographic approachatincludes interviewing and
observing participants, is based on understanding human behaviour and thought involving the
values, attitudes and interests of participaistterman, 2010, p2Nevertheless, as stated
previously, analysing power in the decision making process depends on the theoretical position
of how power is defined and how itaperationalizedLukes, 1974, p3]l Carrying outa semi
structured interview and establishing a specific framework based ororthkeand two
dimensional view of power - and he concepts of influence, authority, coercion and
manipulation- would make it possible, however, and permit the evaluation of the role of power
in the decision making proces3ee $%%&'()*#, $%%&'()*#, $%%&'()*#, and (section.! .+.#
1¥01)")'2#348&#56 7 &#68#%69&5#) #34&#(&:);)6'#10<)'2#%F6r&m0re information.

Translating the contributions of both patients dedtists in the decision process with regard to
implant therapies from Arabic to English was difficult, especially if taking into account the fact
that it may not be possible to find a third party to verify the translation and confirm its accuracy.
Howeve, Regmi et al. (2010suggested a translation technique that can improve the accuracy
of the context translate@ee=)2>5&8% below). This technjjue consists of fivatagesthe first

stage ighe purpose of the context or relevamdeere | determined the context of the text being
translated to enhance its relevancy to my rese&mtward translatiorwas thenmplemented

Herel started bytranslating the research toolsch as topic guides and consémimsand then
translated the transcribed consultations and interviBaskward translatiowasthe nextstage

and wasconductedthrough revising and comparing the translated texts with ttadié\ text

The fourth stagénvolved evaluating the interpreted senses in the target and source languages
throughthe uses oEnglish dictionaries to improve the meaning where possitdstly, re-
considering the full processf the translatiorto obtainan accurate interpretatiohis was
carried outthrough revising the whole context to improve accuracy of the interpretation where
possible(Esposito, 2001Regmi et al., 2010 Therefore, this translation technique was utilised

in this study to improve the translation of the content of the consultations and ensure accuracy.
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Video recording was considered an alternative technique to audiotape recording in this study,
particularly when paying attention to the advantages of video recording, like enabling a study of
unspoken meaning in clinics and body language of the participdotsever, employing a

video recording technique may lead participants to feel less relaxed and more exposed, causinc
a change in their behaviours more so than with the audiotape recording teqfiigoeas et

al., 2011, p.301 Not only this, but the nature of Saudi individuals, partiduleemales, would
disallow them from agreeing to be video recorded because of cultural and religious reasons that
would interfere with video recording. It was for these reasons that audio recording was used in

the current study.

!II#II$%&I&()*+$(")_(*+&I$
This study was a crossectional ethnographic project that employed two qualitative methods.

These were: 1) participant observation of dental implant consultations; and 23tasrhired

interviews of both patients and dentists.

I"#"."$/()01*1,(20%$-3'&)401-2%
Participant observation as part of ethnography includes identifying the participant®s point of

view in relation to his/her life and recognising his/her vision of his/her wadddhes, 1980, p)3
The participant observer has two key roles: 1) to be involved in actions suitable to the condition;
and 2) to observe the actions, participants and physical side of the condition that is being

observed(James, 180, p.53. Moreover, the observer must keep detailed notes of both
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observations and subjective feelings that will help him/her to analyse his/her data more
accuratelyRobert, 1972, p.15

The advantages of the participant observation research technique (as a part of an ethnograph

approach) are as follows:

- This technique is employed to detect thoughts, attitudes, values, norms andrélte sha
sense of observed participarftSreswell, 2012 As these are significant aspects that
may impact the decision making process within dental implant consultations involving
Saudi individuals, evaluating these aspects may be considered an advantage.

- Participant observation facilitates recognition of the richness of senses that are related to
a participantOs behaviour. So, the observer detects what occurs in the consultation
instead of merely depending completely on interviédasmes, 1980, p)8 It was for
this reason that both participant obsematand interviewing were used as to provide

more strength to this study.

While the key disadvantage of employing the observation method is centred on the fact that
participants may modify their interactions and behaviours because of the attendance of the
obsever. This intrusionhoweverbecomes practically unnoticeable over time. Subsequently, it
would not dramatically modify the way that the participant interacts or bel{@a@=tz and
LeCompte, 1984, p 54

"#'"$%& (B +,-.+-,&/$01+&,2(&F
Semistructured interviews tend to realise the basics of a society from an insider viewpoint.

Questions are more expected to follow the participantOs perception of reality versus the
researcherOs own percept{@etterman, 2010, p.32For this purpose, the questions of the
interviews were developed according to the participantOs perceptionghabdetision made
concerning their implant therapies. For example, the questions the interviews were based on
cover seven key features associated with the decision making process and the role of power in
implant consultations. These are: decisions,-@easions, authority, influence, manipulation
coercion and any further comments related to the consultatidtighese aspects propose to
examine the participantOs perception of reality in relation to the pelatibnships andhe
decision making processssociated with dental implant therapies $#6&'()*#, $%%&'()*#

,» and$%%&'()*#).

The advantages of sefsiructured interviews (as part of an ethnography approach) include:

- Semistructured interview permit collecting extensive datarfrcontributors to a study

(in this case, dentists and patients).
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- It enables exploration of the understanding of several participants who may be invited
to impart dissimilar experiencéBetterman, 2010, p.38For instance, the participants
in this study were from different agegendersand had varying levels of educatiand
socioeconomic status herdore, evaluating these qualities in relation to the decision

made about the implant therapies was of interest.

One of the disadvantages of sestructured interviews is that they are time consuming for both
the participant and the researcher. Additionally, they offer only a short view at a specific period
because after a year, for example, a participantOs expsriemy have altered through
changing effects, meaning repeating the interview may result in dissimilafStdtansul et al.,
1999, p.152 Nevertheless,a justification for choosing those two particular qualitative
ethnographic approachespésifically, observationsaand semistructured interviewswill be

explained in the next section.

2.5. Methodological underpinnings
From a perspective of a philosophical continuum between OpositivistO and OinterpretivistO, it ca

be distinguished that a gdosist (realist) believes that reality occurs Oout thereO and it is
measurable, stable and observable. Knowledge obtained within the exploration of this reality is
marked OscientificO and involves the formation of OlawsO. Positivism identifies thaddeowle

is Orelative rather than absolut@dn, 1999. It is most likely that quantitative research
(experimental) undertakes a positivist (realist) stance. On the other hand, interpretative research
assumes that reality is socially constructed. In other words, there is no particular observable
reality. Howeve, there are several realties or explanations of a particular event. Hence,
researchers do not OfindO knowledge. They create it. Qualitative research, commonly,

undertakes an interpretative or (constructive) stélieariam, 2014, P 42).

Qualitative research is defined as a form of analysis that explores information from behaviours
and languages of participants in natural settifi@sabtree and Miller, 19991t is used to
recognise expressive data that could not be examined by quantitative research, such as values
beliefs, motivations and feelings, which all underlie behaviours. It is also employed to deliver
the required context to understand quantitative outcomes aadnige significant variables for

future medical researdBerkwits and Inui, 1998 There are several advantages of carrying out
gualitative research, like providing rich explanations of complicated phenomena, establishing
primary evaluations to develop theories and examine hypotheses, and offering great
opportunities to those whose injpns are rarely explored. Even so, the greatest qualitative

research is rigorous and systematic that seeks to minimise error af8dfeer, 199
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One of the most robust technical qualitative research methods is ethnography. Ethnography is a
“a semi-structured way of learning about people and their culture” (Ventres and Frankel, 1996).
Ethnographers focus on the social communications between individuals and/or some members
of the group to examine events, life cycles and cultural themes (Fetterman, 2010, p.4).
Similarly, in the work presented here, the focus was on the participant contributions (both
patient and dentist) to the decision making process associated with dental implants, to explore
and understand the decision making process and examining if shared decision making occurs
during implant consultation and the role of power in the decision making process. It was
therefore apt that this study made use of participant observation and interviews as components

of a basic ethnographic approach.

I"#"'$%&" ()*+$,-.$./0$'0108' 8%

I"#"3"$402'-).50*.6$2,10*.6$&*7$0./)31
The dental assistants identified adult Saudi individuals who were considering undertaking

implant therapy and were eligible for participation in this research. Those identified were invited
to take part in the study. Individuals who agreed to participate were provided with a patient
information sheet designed particularly for the purpose of carrying out the research. Those who
had read the information sheet and supplied full written consent were included. Additionally, the
dentists and dental assistants who had agreed to be involved in this project were asked to sign a

consent form (Appendix 2, Appendix 3, Appendix 4, and Appendix 5).

Ethical considerations had been given a great deal of attention here. The patient information
sheet places a clear emphasis on the confidentiality of the data obtained, anonymity of the results
and rights of the participants to withdraw from the study at any time without any reason
(Appendix 2). Moreover, the patient, dentist and dental assistant informed consent sheets were
also designed to make sure that participants understood all matters pertaining to this research and
to protect participants and researcher’s rights with respect to any issue that may arise (Appendix

3, Appendix 4, and Appendix 5).

Three approvals were obtained before conducting this study. The first approval had been
obtained from the medical centre where this study was conducted with reference number:
19-1-680-04-2 (in Arabic). Approval was also obtained from the University of Sheffield
Research Ethics Committee for secondary approval with application number: 74 (Appendix
10). The last approval was acquired from the researcher’s sponsor that is the Saudi

Embassy in London with reference number: 7370978 (in Arabic).
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The data was collected from dental implant clinics belonging to one of the medical centres in

Riyadh — Saudi Arabia. The process of collecting the data was as follows: dental assistant, who
had signed a consent form designed for the study, identified from the target population of the
study and invited any eligible patients to take part. If the patients had agreed to participate, they
were asked to read the research information sheet and were given a chance to pose any questions
relevant to the research. They were then asked to sign the patient consent form. The dentists were
also asked to sign the dentist consent form. After obtaining all required consent, the researcher
audiotaped the implant consultation and made notes of any features related to the decision
making process. At this stage, the researcher was examining elements of the consultation that
involved shared decisions making (Appendix 1). At the end of the consultation, the researcher
asked the patient for a suitable date and time to be interviewed by telephone. Next, patient
interviews were conducted as arranged using the proposed patient’s topic guide for the study and
the researcher made notes of any details related to the interview (Appendix 6). The dentists were
interviewed immediately after the consultation using the proposed dentist’s topic guide where the
researcher audiotaped the interview and made notes of any factors related to the interview
(Appendix 7). During both sets of interviews, the researcher was specifically reviewing any
qualities that involved the possible effects of power in the decision made about the implants
(Appendix 8), which would have included decision, hidden decision, influence, authority,

manipulation and coercion.

"#"."$/&01*,-2$
Convenience sampling in qualitative studies has been described as securing data from

individuals or settings for a reason of convenience. This sampling method has the advantages of
ease of recruitment, usually favourable response rate, and smooth control of participants and
follow-up (Bowling, 2014, p266). Evidence has also demonstrated that convenience sampling is
commonly used for investigating complex research phenomena (Barbour, 2001). Likewise,
because no study in the literature have explored the decision making process in relation to
implant therapy among Saudi patients (the aim of the current study) which may highlight the
challenge of designing a study to explore the real nature of the decision making process in the
implant consultations (see Chapter one under the sections 1.5.4. Examining the shared
decision making model (SDM) and 1.5.6. Examining the role of power in the decision
making process), and with respect to the complexities of providing dental implants (Chang et
al., 1999, Bragger et al., 2005, Meijndert et al., 2007, Ostman et al., 2007), it was therefore

thought to be appropriate to employ convenience sampling in this study.

In qualitative studies, deciding a suitable sample size is a difficult matter (Sandelowski, 1995b).

However, while this study used participant observation and interviewing as components of a
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qualitative ethnographic approach, there was evidence suggesting that 30 to 50 observations or
interviews would be an appropriate sample size (Morse, 1994). Moreover, existing research
examining the process of shared decision making in medical consultations suggests a range of
sample sizes between 34 to 76 patients are appropriate for surveying the nature of shared
decision making between both patients and doctors (Guimond et al., 2003, Singh et al., 2010,
Brown et al., 2011, Scholl et al., 2011). Taking this range into account, and the need for
extensive in-depth description of the data, it was proposed that observing 40 implant
consultations and then interviewing the relevant dentists and patients would be befitting of the

study objectives.

"#'$"%&'(")*+,%-.//0(@
This section explains the materials that were used and developed for the purpose of this study:

1) Patient’s information sheet.
2) Patient, dentist, and dental assistant consent forms.
3) Patient and dentist semi-structured interviews.
4) Two coding schemes for data analysis purpose.
All these materials are described in more details in the following sections.

"#'$"%"&'()*+,)&*,-./0()*.,&12++) B&
Patient information sheets provided an introduction to the study, its potential impacts, and what

the research included that would be provided to patients. It was developed to ensure that

patients understood all matters associated with this study before they participated (Appendix 2).

M#'$1" &' ()*+,)3&4+,)*1)3&(,4&4+,)(5&(11*1)(,)&6. &L &
All consent forms (patient, dentist, and dental assistant) were drafted to comply with the

University of Sheffield Ethics guidelines, the medical centre ethics guidelines, and the Saudi
Ministry of Higher Education ethics guidelines (Appendix 3, Appendix 4, and Appendix 5).
All participants (dentist, patient, and dental assistant) signed the appropriate consent form

before they participated in this study.

M#'$"7"&'()*+,)1&(,4&4+,)*1)1&1810/96)9/+4&* ) +/*+; R
The patient and dentist semi-structured interviews were developed based on the one and two

dimensionally views of power and associated concepts as mentioned previously in the section
(1.5.6. Examining the role of power in the decision making process). The objective of the

interviews was to assess the role of power in the decision making process during implant
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consultations ($%%&'()*# and $%%&'()*#). Both patient and dentist interviews can be divided

into the following sections:

¥

Intr oduction: introduced the project to the participant describing the aim of the
project, the length of the interview, the process of the interview, the emphasis on
confidentiality and the anonymity of the data. Also featured welcoming and thanking
the participant for his/her involvement in this study.

Decision: evaluated the participant’s satisfaction on the decision made and explained
the reason behind the participant’s satisfaction or dissatisfaction about his/her implant
decision.

Non-decision: assessed the hidden decision behind the decision maker’s rationale.
This included characteristics that may have affected the decision, such as describing
the process of surgery, the option to defer the treatment decision and providing
sufficient information about the implant therapy.

Coercion: examined the presence of the concept of coercion in the decision through
evaluating joint agreement between dentist and patient and the reason behind joint
agreement existence or absence, whether alternative dental treatment options were
introduced or not and properly explaining the reason.

Influence: reviewed the presence of influence in the decision made about implant
therapy through seeing whether there were any disagreements over the patient’s
preferences, values, needs with explaining how and why this happened.

Authority: examined the concept of authority through investigating the reason
behind the patient’s compliance with decision made by the dentist about his/her
implant therapy. For example, the dentists’ mentioned the several advantages of
implant, while, for example, the patients did not recognise that the dentist did not
mention the disadvantages of implant treatment.

Manipulation: looked at the presence of manipulation in the decision made about the
implant therapy through evaluating reasons behind, for instance, the patient’s
compliance with the dentist’s decision to go through with a dental implant even
though the patient does not understand the nature of what is being asked of him or
her, perhaps because of a lack of knowledge or lack of information.

Conclusion: provided the participants with space to add any other comments or
issues related to the consultations or the decision made that they may want to talk

about and not had been discussed during the interview.
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Two coding schemes were developed for data analysis. More details will be provided in the data

analysis section below.

1. Coding scheme for observing implant consultations and examining finesence of
shared decision making.
2. Coding scheme for evaluating the role of power in the decision making process

associated with implant therapies.

It should be noted that all the material Oresearch tools® mentioned previously (including the
research praicol) were introduced to one of the monthly research group meetings (PAPOR) at
the Unit of Dental Public Health at the University of Sheffield. The advantafgdss wasto

mitigate researcher bias, improve the validity of the materials and obtain amaé&ethat may

help improve the materials used in this study. Moreover, before the researcher went to collect
the data in Saudi Arabiahe was enrolled in two training workshops on ethnographic

observations and interviews besides analysing and writingtafiied data.

I"H$%& ()*+,-$./&$0(,123.4.+(, 55

Implant consultations were recorded on audiotape, transcribed and analysed. Interviews were
conducted in two stages: 1) dentist interviews that were audiotaped, transcribed and analysed;
and 2) patient teldpne interviews that were carried out the week following the consultation
where the researcher took notes and then analysed them. Employing these methods in this
research provided data about the content of these consultations, the nature of both mhtient an
dentist contributions to the decision making process, what qualities of the consultations might
be said to involve shared decision making, and, finally, investigating the role of power in the

decision making process.

1"5"$64.4$74,4-&7&,.$%

The data devied from participant observations and interviews were transcribed verbatim. All the
transcripts were anonymised and study identification numbers were assigned to each medica
consultationand dentist interviewA folder on the researcherOs computer waatertethat
consisted of several Microsoft Word documents. Each Word document was labelled with a study
identification number and was also protected by a password to make sure that all the data wa
kept confidentially. Passwords were kept in a locked calimensure that they were secure.
Conversely, the patient telephone interview notes were recorded by hand. Then, similarly, the
aforementioned technique of transferring data from the implant consultations and dentist
interviews was used to transfer thei@at telephone interview data to the researcherOs computer.
These notes and transcripts were translated to English, which made it possible for the supervisor

of the project to verify and confirm the validity of the ddtkreover, the technical plan fdnis
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study made specific reference to a description of the contributions of both the patient and dentis

in the decision making process. This all led to the data analysis stage jsvptained next.

"#'$%&'&$()&*+,8$

All data obtained from the implarconsultations and interviewiavolved a triangulation of
different techniques in data analysis. All data were analysed using the Ritchie and Spencer
technique of analysing qualitative data (Ritchie and Lewis, 2003), the inductive thematic
analysis (Elo ad KyngSs, 2008), and the typology strategy of qualitative data analysis (Berg

and Lune, 2014)This section descrilsghe process of the data analysis followed in this study.

"#"."$/01-)2$&)1$&)&*+,-,$03$-45*&)'$60),7*'&'-0),$&)1$-)'89:48;,
Data was categorised using the proposed coding framewbitkés study through employing

thematic framework analysis. This technique differs from alternative analytic qualitative
techniques such as grounded thedkhile the key aim of the grounded theaapproach is to
explore, discover or generate a theory from datastion(Glaser and Strauss, 196However,

the thematic framework analysis technique described as aowgalhized technique of
processing information and gathering expressive findings to tackle a particular research question
(Ritchie and Lewis, 2003

In order to answer the aims of this study, a particular technique of identifying patterns
gualitative data was employed. An analysis of the dental consultations and the dentist and
patient interviews were carried out using the Ritchie and Spencer technique of analysing
gualitative data(Ritchie and Lewis, 2003 This technique involved five stages that are

described below iffigure 5 (Ritchie and Lewis, 2003

Figure 5 Ritchie and Spencer technique of analysing qualitative data (Alzahrani A, 2016)
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Accordingly, after the data had been transferred to the Word document, the familiarisation stage
took place through reviewing the context of the transferred data while¢beded audio taped
consultation was being listened to. This was important to make sure that all data (recorded and
transferred) were identical. The second stage, recognising a thematic framework, employed the
proposed frameworks of the studyf%&'()*# and $%%&'()*#). At this stage, the data were
divided into meaningful utterances; these utterances were labelled according to a suitable theme
or concept and then synthesised. For example, if the deritistosthe patient We know from
thousands of men like you thah @anplant will reduce further bone resorption, but in your
condition there is a very small chance that we might injure your inferior alveolar nerve, would
you still like to undergo implant thapy?Othe statement was divided into two utterances. These
were: @e know from thousands of men like you that implant will reduce further bone
resorptio®, which was assigned to the codes Oresearch evidence reviewedO and Odentist
manipulationO in th proposed frameworks of data analys$8c06&'()*# and $%%&'()*# ).

While, the second utterancéh®re is a very small chance we might injure your inferior alveolar
nerve, would you still like to undergo implant therapy?0, was assigned to the codes Orisk of
dental implants in the dentist behaviour sectionO and OdentistOs mamipimathe proposed
frameworks of data analysi$%%&'()*# and$%%&'()*#). By utilising this phase, a form of
responses could be determined for each participant in this dfodlpwing this, established
themes were indexed and grouped under the main theme or subthemes and placed within the
overall framework. The last stage waapping and interpreting the analysed data in light of the
literature and debate on shared decision making and power in medical consulReigarsiless

that this technique took a long timkeowever it didmake it possible to capture all details
connectedwith patient and dentist contributions and ensure that the data were analysed and

reported to the best level of accurdBytchie and Lewis, 2003

It should be noted that the researcher was involved in dental imgiaits belonging to the
Charles Clifford Hospital in Sheffield as an observer of oral surgery. This was to pilot the
proposediwo frameworks of the study and to ensure that the researcher could recognise and
identify all aspects associated with thegidy, including evaluating the presence of shared
decision making, the role of power and the connected concepts of coercion, manipulation,

influence and authority before starting data collection.

Employinga coding system for observing consultatibas fiown to besuccessfuapproachof
examiningif shared decision making happendtdhis isbecause it accesses the natural process
that occurs in consultatior{Street and Millay, 20Q1Dierckx et al., 2018 The @ding system
defined as Othe process of studying the qualitative data that will in the form of words,

expressions, sentences or paragraphs and allocating codes or (8trals€3 and Corbin, 1900
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Correspondingly because this study employed participant observations and interviews, as
components of a qualitative ethnographic approach and the study needing in-depth narrative
data, it was felt that employing coding systems would be suitable. The critique and justification
of choosing and developing particular frameworks of data analysis for this study were
previously introduced (see the sections: ($%%%0#()*+,-,-.#/01#20*314#415,2,6-#+*7 - #+6418#
9:;<= , and $%RVo# ()*+,-,-.#/01# 3681#6># 26 @ 13# ,-#/01#415,2,6-#+*7 - # ?3€FkpPer
one). However, according to the purpose of the study, analysis of qualitative data may be

employed deductively or inductively. This will be explained in the next section.

"#'$"$"%&' () *+,-.%/0%(.()*+,-.%1)23,+2+,-.%2480/2*5
Content analysis has been described as a technique of analysing transcribed, visual or verbal

interactions (Sofaer, 1999). It has also been explained as a method of describing and quantifying
data in a systematic and objective means (Downe-Wamboldt, 1992). It targets constructing valid
and replicable inferences from data in their context with the key role of delivering knowledge,

new visions, a representation of realities, and a valuable guide to action (Sandelowski, 1995a).

Content analysis in qualitative data is a really complicated process (Dierckx de Casterlé et al.,
2012). Conflicting thoughts and unsettled issues associated with meaning and employment of
themes, procedures and reporting findings have been commonly addressed in qualitative data
analysis (Berkwits and Inui, 1998). However, content analysis may be utilised deductively or
inductively according to the purpose of the study. The approach of deductive content analysis is
employed specifically when the study seeks to test theory or retest obtainable data in a new
context, and the analysis structure is based on former knowledge. Hence, its data develops from
the broad to the specific. On the other hand, if there is not sufficient theory or knowledge
concerning the researched phenomena or if the theory or knowledge is disjointed, inductive
content analysis is recommended. In the inductive approach, data moves from the specific to the
broad so that specific cases are detected and subsequently merged into a broad report
(Cavanagh, 1997, Elo and Kyngis, 2008, St. Pierre and Jackson, 2014). Taking into account that
the current study explored the decision making process within implant consultations, besides
that there is insufficient data in the literature about how dentists make their decisions regarding
patient suitability for implant therapies and how patients are involved in the decision making
process concerning their implant care, and, most significantly, the goal being not to test or re-
test theory; consequently it can be justified that the inductive data analysis approach was
applied to this study. Therefore, data obtained from this study were moved from the specific to
the broad so that specific aspects of shared decision making, such as patient preferences and
values discussed, benefits and risks of the implant discussed, and also aspects related to the role
of power in the decision making process, like concepts of authority and influence, were detected

and subsequently merged into a broad report.
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There has been evidence suggesting tthateare no particular rulefor analysing qualitative
data(Cole, 1988 Cavanagh, 199%Graneheim and Lundman, 2Q0&lowever,Elo and KyngSs

(2008 developed a processing technique for analysing inductive qualitative data. It consists of
three key stages: preparation, organising and reporting. This analytical technique was used in
the current stdy. $%&'()# describes the inductive process of analysing qualitative data
developed b¥Elo and KyngSs (2008

| 1) Preparation Stage ‘

A) Choosing the unit of meaning B) Making sense of the data and whole

| 2) Organising Stage ‘

B) Grouping &
Categorisation

| 3) Reporting Stage ‘

Reporting the analysis process and the results

A) Open coding C) Abstraction

"#$%&'( )*+%,-#."1/&0,'1110 2!13*3451#*$!6%34#-3-#.'+37B493:&3*#18;1<=>(?P

1) Preparation stage:includes two suistages:

a) Choosing the unit of meanindhis could be one sentence or more and could

contain several meanings, but it shouldn't be one word to avoid fragmentation
(Graneheim and Lundman, 2004

b) Making sense of the data and wholétis refers tdamiliarity of the researcher with

his/her data and asking questions while reading the data such as who is telling?
WhatOs happening? When did it happen? Why it is happéBingfard, 1991

2) Organising stage:includes three subtages:
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a) Open codingthis refers to writing headings and notes in the text when reading it.
Then, these headings and notes are read again and printed in margins to explain all
sides of the content (Cole, 1988, Burnard, 1991).

b) Grouping and categorisatiornhis phase conducted after the open coding phase is

complete. The lists of categories are classified under developed order headings.
This phase is to cut down the amount of those categories that are alike or different
into larger developed and ordered categories, delivering a way of describing
phenomena, rising thoughts, and creating knowledge (Burnard, 1991, Cavanagh,
1997).

c) Abstraction:expressing a broad explanation of the research topic through creating
groups. Each group is titled through content-representative words. Subgroups that
have the same observations and occurrences are classified together as groups and
groups are classified as key groups (Burnard, 1991, Dey, 1993). $%&'()# portrays

an example of the abstraction process from the current study.

1) Subgroup g 2) Generic Group 3) Key Group

Any medical problem

Overall health Dentist asked broad
Taking particular medicines questions
Operations in the past years

Reviewing medical
history

Sensitivity to penicillin
Hypertenstion
Diabetes

Dentist asked specibc
questions

"#$%E&( ')*'&+,-./1&'01'23&',452%,62"0*'.%06&55'01'23&'7,2'8)/9,3%,*"):;<=>? '

3) Reporting stage:writing up the findings from the analysed data.

Making use of inductive thematic analysis and the two proposed coding frameworks of the

study empowered the researcher to describe the decision making process during dental implant

consolations and if there was an effect of power on it. However, in order to describe the degree

to which shared decision making took place and what kinds of decision making were
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implemented, a qualitative strategy of typology was also employed in this study. This will be

explained in the next section.

2.9.1.2. Typology and qualitative data analysis
Typology in qualitative research is a systematic technique for grouping similar objects, events,

actions, places, or individuals into a discrete category (Berg and Lune, 2014). Referring in
particular to this definition of typology, it is really similar and practical when looking to achieve
what the objectives of this study were. So, describing the degree to which there has been shared
decision making during implant consultations required grouping similar consultations (objects),
decision making models (events), dentist- patient interactions (actions), implant settings (places)
and patients (individuals). Therefore, the rationale behind employing qualitative typology in the
present work was felt justified. According to Berg and Lune (2014), the typology strategy

consists of three key phases:

1) Evaluating collected data and looking for mutually exclusive groups. The intention of
this phase is to guarantee that each item being measured only appears in a particular
group.

2) All items being grouped have been accounted in “an exhaustive categorising of items”.
Hence, each item must be located in one or another of these groups.

3) Examining the groups and their content and making ideally expressive appraisals. This
mainly means attempting to reach a social sense of the way things fall into groups in the

proposed typology.

In this study, the typology technique was initiated by establishing the proposed criteria for
grouping the implant consultations into different types of shared decision making. This was
conducted throughout evaluating the collected data based on the similarities and differences that
were observed during implant consultations. Doing so, it was possible to group the data into
three main forms of the shared decision-making model. These were: marginal shared decision-
making model (MSDM), typical shared decision-making model (TSDM), and the ideal shared
decision-making model (ISDM). Thereafter, in the second phase, all implant consultations were
grouped and allocated to the relevant shared decision-making model. The last phase examined
the content of the implant consultations and making ideally expressive appraisals such as why a
typical shared decision model does not reach the ideal shared decision model and what factors
make a particular type of shared decision-making model pertinent to some consultations and not
other. It should be underscored that the definition, description, grouping criteria and expressive
appraisal of those three types of the shared decision models will be described together in the

results chapter under the section (3.2.2. Typologies of shared decision making within
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consultations). As well, examples from the implant consultations will be provided wherever

possible.

Overall, it @an be concluded that the analysis plan of this study used triangulation technique of
analysing obtainable data through employihg Ritchie and Spencer technique of identifying
and coding patterns of qualitative dafRitchie and Lewis, 2003 the inductive thematic
analysis(Elo and KyngSs, 2008the typology strategy of qualitative data analy&srg and

Lune, 2014, and thetwo proposed frameworks of the studyppendix 1 and Appendix 8.)

This wasan attemptade to improve the credibility and confidence on the results of this study

(Patton, 2014, p31818).

"#'1"PR'()*+$,-./40$121+38&$4-5%$-61357/%0%)*.$38) &/*/*0$19)53.$.3,/1/-*$&): /4D
This section briefly describes each of the themes of the proposed framework for observing

implant consultations and examining the presence of shared decision making ichpiat
corsultations. Howevelfor detailed information and examples of each theme andhaube of
this frameworksee Appendix 1). As mentioned previously, this framework wdsveloped
based on Singh and colleagues and DEEM tools(Singh et al., 201,aClayman et al., 2032
The framework consists of six key themes and each theme is compriseduafiber of sub

themes. This will be described next.

Theme 1: Establishing a problem:

1) Definition of dental implants: dentist provides a description of implant treatment and
procedure that will be followed.

2) Medical history reviewed: involves issues relatl to the patient medical conditions. In
other words, dentist reviews the recent medical history of the patient.

3) Social circumstances reviewedrefers to reviewing the social situation of the patient.
This is particularly relevant when it comes to costd payment. Dentist establishes the

patientOs social and employment circumstances.

Theme 2: Dentisipatient relationship:

4) Interruptions: refers to when consultation is interrupted by one or more phone calls or
the dentist is called out of the clinic.
5) Rapport building: refers to dentist attempting to build rapport through social exchange

or empathetic responses.

Theme 3: Research evidence:
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6) Research evidence presentedincludes introducing scientific evidence from the
literature on dental therapy options to the patient. Dentist presents the evidence
concerning the treatment option being discussed.

7) Quality of the evidence presentedrefers to the comments of the dentist on the
strength of the evidence that he/she presents.

8) Research relevant to the patientincludes individualising the evidence to the patient’s
circumstances.

9) Dentist appraisal of the data:includes providing a recommendation based on the

dentist’s appraisal of the data.

Theme 4: Patient perspective:

10) Patient asked how much information they needrefers to when dentist offers a range
of information and determines patient’s preferences.

11) Patient asked for a decision making preferencerefers to when dentist asks how
involved the patient wants to be in the decision.

12) PatientDs understanding confirmed:refers to a confirmation of the patient’s
understanding about the information covered. Dentist checks that the patient has
understood what was discussed and presented.

13) Patient views sought:refers to when the dentist checks what decisional learning the
patient has.

14) PatientOs expectationgefers to an assessment of the patient’s expectations for the
implant treatment. Dentist asks patient about his/her expectation of the treatment.

15) Patient selfefficacy: includes reference to or mention of patient perceived self-efficacy

to adhere to the decision by either the dentist or the patient.

Theme 5: Decision making:

16) Multiple dental treatment options presented: dentist introduces multiple dental
treatment options if appropriate.

17) Process of the surgery:relates to a clear description of the surgery to the patient.
Dentist clearly describes the process of the surgery.

18) Side effects of the treatmentdiscussed:implies dentist considerations of the side
effects of each possible dental treatment talked about.

19) Possible benefits of dental implant discussedefers to a description of any benefits
or advantages of dental implant therapy. Dentist clearly states the benefits of dental

implants.
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20) Possible risks of dental implant discussed: includes describing any risk related to
implants. Dentist clearly states the possible risks of implants.

21) Patient’s preferences and values: dentist provides his/her own pegénces and values
or makes it clear that he/she would/would not regard implant to be a viable option. Then

dentist asks the patient about their own preferences/values.

Theme 6: Time issues:

22) Patient given an option to defer the treatment decision: implies providing an option
to the patient to postpone his/her decision and take more time to think before decision
made.

23)Plan for the follow-up: includes reference to a plan for follawp regarding the
discussed treatment option. Further information neededcdch the decision may

include making other decisions or scheduling consultation with additional specialist.

2.9.3. Implant coding system for examining power in the decision making process
This section describes each of the themes of the proposed fraknfewexamining the role of

power in the decision making process during implant consultations. HoweEM#&6&'()*#
illustrated adetailed information and examples of each theme about this framework. As
mentioned earlier, this framework was developed based ororieglimensional andwo-
dimensional view of power besidesthe linked concepts of coercion, influence, manipulation
and authority(Lukes, 2005, p.25 The framework is made up of two key themes (patient and

dentist) and each theme consists of a number ofterhes. This will be described next.

First: Patient interview:

1) Decision: implies evaluating how the patient came to seekalémplants, the patientOs
overall experience with the consultation, his/her satisfaction or dissatisfaction on the
decision made and the reasons, if any, behind this satisfaction or dissatisfaction.

2) Non-decision: refers to evaluating the hidden decision behind the decision makerOs
interest. This includes aspects that may affect the decision, like describing the process of
the surgery, option to defer the treatment decision and providing sufficient information
abou implant therapy.

3) Coercion: this theme refers to examining the presence ofaafrcion in the decision
made on implant therapy through evaluating joint agreement between the dentist and
patient and the reason behind joint agreement existence or nonexistence and whethe
alternative dental treatment options were introduced or ndt wiplanation of the

reason.
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4)

5)

6)

7)

Influence: implies assessing the concept of influence in the decision made on implant
therapy through seeing whether there were any disagreements over the patient®
preferences, values, or needs explaining how and why thighaegp

Authority: refers to examining the presence of authority in the decision made on
implant therapy through investigating the reason behind the patientOs compliance with
decision made by the dentist.

Manipulation: implies reviewing manipulation in thelecision regarding implant
therapy through evaluatingatient compliance with the dentistOs decision to undergo an
implant even if the patient does not understand the nature of what is being asked of him
or her, possibly because of a lack of knowledgsupporting information.

Conclusion: refers to the researcherOs asking about any other comments or issues relate
to the consultations or the decision made that the patient may want to talk about and hac

not been discussed during the interview.

Second: ntist interview:

1)

2)

3)

4)

5)

6)

7)

Decision: implies evaluating how the dentist came to his/her implant decision for the
patient, the dentistOs satisfaction or dissatisfaction on the decision made and the reasons
if any, behind this satisfaction or dissatisfaction.

Non-decision: assessing the hidden decision behind the dentistOs interest. This included
gualities that may have influenced the decision made, like describing the process of the
surgery and the option to defer the treatment decision and providing sufficient
information about the implant therapy.

Coercion: refers to examining the presence of coercion in the decision made regarding
implant therapy through evaluating whether there was a joint agreement between dentist
and patient and the reason behind whether thvagea joint agreement or not.

Influence: implies investigating the concept of influence on the implant therapy decision
through assessing to what degree that the dentist thought his/her influence would
encourage the patient to undergo the implant.

Authority: refers to examining the presence of the concept of authority in the implant
therapy decision by looking at the reason to influence the patient to undergo the implant.
Manipulation: implies reviewing whether manipulation was present in the decision
making process during the implant consultation by evaluating whether the dentist
described the benefits, risks and related information to the patient. or not

Conclusion: refers to when the researcher asked about any other comments or issues
related to theonsultations or the decision made, which the dentist may have wanted to

talk about and had not been discussed duringntieeview. Nevertheless, it seems to be
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there was an important feature related to analysing and interpreting data that has not ye

been discussed, being reflexivity. This will be described next.

I"#"$"Reflexivity %'(%)*&+,-&-,./%0/1/& 023
Reflexivity has shown as a central process in qualitative research through which the researcher

reflects always on how his/her own values, percept@ms actions influence the research
process during the stages of his/her data collection and andlyemisbert et al., 201].
Qualitative researchers and particularly ethnographers have controversial dilemma about
whether should researclsebe reflexive ontheir data collection and analysis or not
(MauraDowling, 200B For example,Etherington (200% maintained that researcheese
required to be closely involved in collecting and analysing their researchHiat@ver other
ethnographershave argued thatt is important to moderate the risks of reflexivity
emphasising the researcherOsantkinfluenceon the data collocation and analydReflexivity
can often make this processclear and indefinitLamb and Huttlinger, 199. Neverthelessti
has beerarguedthat there is noparticular technique of fully eliminating and controlling the
researcher bias through the use of the concept of refledsigach technique has its strengths
and limitationg(Allen, 2004.

Evidence has demonstrated that reflexivity necessitates criticakflelftion and awareness of

the degree to which the researcherOs behaviour, position, personality, social heckgrbu
personal assumptions can influence his/her research process and specifically his/her data
collection and analysi@ipson and Morse, 199%n this respect, | decided not to contribtie

any of the consultations observed. While | had started recording the consultatloers,
remained silent andcted just as an observer, focussed on the process of the decision making
and the patientlentist hteraction during the consultation alongside with making detailed notes

of any observations. However, during interviewing both patients and dentists who participated
in the current study, | had employed standardised wording of questions that described in t
interview topic guides (Se&%%&'()*#' and $%%&'()*# ). This was consistentith the
evidence suggested that using standardised wording of questions by the ethnographer
interviewer has shown to reduce his/her reflexivity effects on the social encdDatées,

2008, p8. Thereis also evidence suggésy thatnot wearing a hospitalniform dress during
interviews to ensure that the researcherOs perfornsancbefacilitative to communications

with participantsduring the interviewgJohnson et al., 2008Consequently, | had decided to

not wear a hospital uniform during all the consultations and the interviews to avoid being
recognised as a member of the hospital staff and being expected to participate to thesanftivit

the staff. While indeedl had chosen tavear the Saudi traditional formal dress (Thobe and

Ghutra). Accordingly, this was an attempt made inpgtesentstudy to reduceny bias during
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the collection of thiglata. Nevertheless, it has been argueadl ttie influence of the researcherOs
reflexivity on his/her data collection and analysisais unavoidable part of any research
project. This is because it is difficult for the researcher to remain separate from the subject area
being examinedParahoo, 2006, p328llen, 2004.

Reflecting a Oreasonabled level of objectivity on the findings of thebgtedysidering the
perspectives and thoughts of all contributors in the study regardless of their pissitiben
seen as a way to redutee impact of the researchen his/her data analys{®ingwall, 1980.
Likewise the current stugdyl attempted to reflecbn the results through consideriramd
discussing all thoughts and perspectives of the participants (dentists and patietie€rthese
thoughts werefrequently or exceptionally occurred (see examplesf exceptional cases
describedn page®1l, 121, and128).



Chapter (3

Results



I"H$Y6&' (%" &&) (*&-+,-Bo+(

10/(1,22#'3(45(%"&(647+,-%#%BAT +
Thirty-six dental consultations were observed and audiotape recdEigtty-seven patient
information sheets were administered to patients who have had some consideration of dental
implant therapies. Thirtgix of those patients agreed to participate and signed the patient
consent forms, while 51 patients refused partiogpat Four patient§one male and three
females)from the 36 patients were withdrawn. Thus, in total, 32 pati€itsmales andl8
females) participated with mean age 43 years (rang@6lpears), level of education (37.5%
postgraduate, 34.4% undergradydt®.6% high school, and 12.5% primary educatidimyee
dentists(two males and one female) and thfeenale dental nursesalso contributedo this

researchFigure 8 below, illustrates the summary of the participations in this study.

36 Consultations Observed and Recorded

v

Six Hospital Staff participated in the study
(Three dental surgeons and three dental implant assistant specialists)
87 Patient Information Sheets
(by dental implant assistant specialists)

v
36 Patients 51 Patients
agree to participate in the study ” refuse to participate in the study
v
36 Patients > 4 Patients
signed the consent forms (by researcher) withdrawn from the study

v
32 Patients
Total patients participated in the study

I“#$%8( ')$**+%,".I/+%0"1”/+O"'2I"2I03"4I40$5, '

In order to facilitate presenting the findings of this study, it would be possible to divide the
findings into two keysections Sectiononeillustratesthe findings of shad decision makingn
the consultationsWhile sectiontwo describeghe findings 6 the role of power in the decision

making process within théentalconsultationsSectionone consists of fiveubsections. These
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are:1) Describng the consultations using the {SIDM theoreticaframeworkthat was proposed
for this study, 2) llustraing the degree to which there has been shared decision making
consultations 3) Describng the different models of decision making implemented within the
consultations, 4) &ient perspectiveon decisions to have dental implant therapimsd 5)

Derntist perspective on the decisions made withincivesultations

Sectiontwo describeshe elements of power that appeared to be affecting the consultations. The

data for this section are derived from fratient and dentist intervievesmd the consultations.

" #'$%8&' ()*$*)+,-,./$0'1,/2$,/$+./-345'5, /- $
" #'6"$7)-+(,8,/2$5&)$+./-345'5, ./-$3- /2$58) 989 $<('0)=.(1$.<$5&)$-53*$

This section describes the findings from ttomsultationsand introduces what elements of the
dental implantshared decisiomaking OI-SDM) coding framework occurred and whadve
not. Examples are provided wherever possifilbe esponses of all participants (dentists and

patients) are described together under the relevant theme.

I"#'6"6"$?/$.@)(@ $=

In genery the dentists reviewed the patientOs medical history, took a brief description of the
patientOs current situation atemonstrated good plan for the follow up (elemengs 3 and

23). Dentistsoften attempted to establish a good relationship througlakconversation and
empathic responses with their patients (element 5). However, the dentists often provided a short
description of the implant treatment and the redsorestablishing theonsultationgelement

1). Significantly, there were no interrigmis through all theonsultation®bserved (element 4).

The dentist®appraisal of the data, asking patients how much information they need, asking
patients for the decision making preferences, and given an option to defer the implant decisions
werealmog completely neglected (9, 10, 11 and 22). While, patfdmserstanding antheir

ability were usually confirmed by the dentists (elements 12 and 15). Dentists rarely asked
patients about their expectations from the implant therapy and at times expluedecisional

learning their patients have (elements 13 and 14).

Although, dentists occasionally presenetidencerelated to implantreatmentnd the patients,

the quality of theevidencepresentedended to benoderately explored and discussed (elements

6, 7, and 8). Several dental treatment options and the process of implant surgery were not
introduced in allconsultations(items 16 and 17)The side effects and benefits of implant
therapy were infrequently desbed (elements 18 and 1%gnificantly therisks of the implant
therapy wereonly very rarely introduced to patients (element 20)Nonetheless, patients

preferences and values weaftenevaluated during the decision making process (element 21).
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"#'$"#"%&' () (Y0$%*+,%#-%./0*123/'3+4%*%56 7 12() %o S 93(+HO3HB (2* 03 7%635
In this section we will explore how theme one and two of th&« DM coding frame was used

to explore reasons for the consultations whilst establishing the deatisht relationsip. This
includes evaluating aspects such as what an implant is and reasons for consultations, reviewing
patients medical history, their social circumstances, consultation interruptions, and lastly
making rapport with patients through social interactiang empathic answers.  Providing
patients with relevant treatment information and reviewing patients® medical history are
important aspects of the shared decision making model. It is evident that these two aspects
significantly guided the final diagnosismd supported making the right decis{®eterson et al.,

1992 Castrej—n et al., 2012Similarly, building rapport with patients during medical
consultations is crucial in shared decisimaking. This is because it enables clinicians to elicit
relatable information from patients with treatment decisions. Thisseguently increases

patients() satisfactions and leads to desirable out{@/odsman, 2013Ross, 2014

Either dentists or patients often established reasons for consultsiome dentists spoke to

patients about how they got their referrals to chtboke patients famplant therapies:

I"#$%& Yo ()*+,)-#$%&'%)./0)12") ##$) 345) 2$-) 12') 64 7#661-) 345) %4) 83) 9:&$89) %4) 91#9
'5&%62<8&:&%3)746)&8=:2$%)'56>#63?) @')%1&')6&>1%A

B29%6&#$%()CH',)-40%467

"#$9%&'% () D44-?) C45) 12E#) 4$#) %44%1) 43) %1#) 6&>1%,) F1&91) 12'$GOBASEE)$) &$9:5
0064#2%8#$%)=:2$7?)"&-)345)12E#)2)912%)2<45%)&%)F&%1)3456)=6#E&A45")-#$%& %A

B2068#$%() H4,) F#) -&-$G%?) @G-) <#) >62%#75:) &7) 345) 91#9:) %1&') %44%1) 2$-
%64#2%8H$%)F:2$7?

"#$%6&'%6()*+7?)11296G')2<'4:5%#:3) 7&$#2J). B2%&#$%).KO0,)"#$%&'%).K0,)KLMNOMKPO

Most mmmonly, other dentists asked patients about their dental problems and patients then

addressed their problems
O#$%8&'%()Q12%)&')3456)828&$)-#$%2:)364<:#8A

B2%&#%%() @)F2$%)2%$)&8=:2$%)%4)6#=:29#)83)<64;#$)84:26?)11&')84:26)925'#)8#)2
=28$)2%-) @) ) %4)#S%629%)&%)2$-)>#%)2$)&8=:2$%"?)

"#$%8&'%() T5'%)4$#)848#$%,) @ G::) 1 2E#)2):44928B456)/

B206&#$%()HA)=64<:#8,)-49%467?)12;#)3456)%&8#2J).B2%&#$%).V0,)"#$%& %).K0, KV

" #



Additionally, patients moderately initiated conversations and addrels&ddental problems

without requests from their dentists

“Patient: I've got solid pain in one of my teeth. It's getting me down. Sometimes |

won'’t even eat or drink, to avoid the pain!

Dentist: Oh dear. 1 will check it for you. Could you please open your mouth for me to

see what is going on? Yes, good. Is it this tooth?
Patient: Yes, it is.” (Patient (13), Dentist (1), 01/09/14)

All dentists who participated in this study reviewed the patients® medical histories although
there were differences in how dists achieved this. Sometimes dentists asked patients very

broad questions such as any medical issues, overall health and whether the patients had an
operations in the past years. Here is an example from the consultations about how the dentist

reviewed he patient medical history with broad questions:
“Dentist: Let’s discuss your health in general. How is your overall health?
Patient: I'm very well
Dentist: Are you taking any medicines?
Patient: Yes, for diabetes
Dentist: Any other medicines? Medical issues?
Patient: No.
Dentist: That'’s fine. Can I have a look at your mouth, please?
Patient: Yes, of course you can.” (Patient (24), Dentist (1), 01/10/14)

While at times, dentists asked the patients specific quaestooh as whether the patient has
hypertension, diabetes or sensitivity to penicillin beside the broad questions mentioned in the

previous example
“Dentist: How do you evaluate your overall health?

Patient: As I told you, the biggest issue that I have now is my teeth; I have a lot of
missing teeth and can’t even eat sometimes. Also, I'm diabetic and [ have

hypertension.
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I"#$%68$'()*+(,-(/-01"2+(345"(6-7("5"/(849(8"4/$(&7/:"16(-I( A#6(-$8"/(-."IASYo-#&(
$84%$(6-7(246(;4#$(2"($-(<#-;(40-7$%

>4$%"#3$'(,-2(07$AB (@ #(492%$$"9($-(8-8.%$41(0"A4T&" (-B(86."/$"#&Y%-#?(4#9( @ (
9%&AB84/:"9($;-(946&(14$"/2(4B$" /(@ (849(0""#(./"&A/%0"9(4&.%/%#+()5"(411?(@C2()*+

I"#$%&$'(DBASC&(6-7/(9%40"$" & (/44:"(;8"#(6-7(2"4&T/"0(%$=(
>4$%"#$'(@H#($8" (2-/#%#:2(@ (:-$(EF G (4#9(T(($-(EHG+
I"#$%&%$'(D84$(40-75($8"(86."/$"#&Yo-#=
>4$%"#%'(1/-2(EFG($-(E0G+

I"#$%6&$' (K/"(6-7(B-11-;%#:(7.(;%$8(4(.868%6A%AH(40-7$(6-7/(9%40"$" & (4#9(86."/$"#&
8"/" (Yot ($8%&(2"9%AAL (AL #S/"=(

>4$%"#$'(,-?(;%$8($8"(8-&.%$4L(LMN(#"4/(;8" (@ (1%5"+
I"#$%&$' (K/"(6-B(#8%$%05" ($-(."#Y6AY% 1 1%H#(LA# @#$%0%-$YAN=
>4$%"#$'(,-+O(L>4$%"#S(LPN2("#$%&$(LEN?(EPQGHQERN

A common finding in this study was that dentists often did not attempt to establish a good
relationship with their patients. However, dentists very rarely did dryestablish good

communication and build a rapport with their patients:
SI"#3$%&S$'(T--9(2-1#%#:+(3-;(4/"(6- 1=
>43%"#$'(T--9(2-/#%#:+(@C2(#-$(5"/6(049?(U7&$(&7/5%5%#: (;%$8(26(0849(-/41(8"41%$¢

I"#$%&$'()8(9"4/V (D" (41" (:-Yott: ($-(&-/$("5"16(%&& 7" ($84%$(6-BADT2(&7/"(;" (Ad#(
%2./-5"(6-7/(-/41(8"41$8(4#9(6-7C11(0"(84..6(4S($8"("#I(-B(6-7/($/"4$2"#$(. 14#+(WT$
HO(&-2"($%2" ($-("$("5"16$8%#: (&-/$"90(L>4$%" #S(LPN2 (" #$%&S(LEN?(EPQGHQE

Nevertheless, dentists would establish the patientOs social ciratgasteiowever, in such

cases this was short ahdef, as we shall see in the following case:
(S>43%"#3$'(T--9(4BS$"/#--#+(3-;(4/"(6-7?(9-AK-/=(
"#$%&$' (@C2(5"/6(;"11+(X84#<&(B-/(4&<%#:+(D84$(40-7$(6-7=

>4$%"#$' (X84#<&($-(T-9+(@C2(B%#"+O(L>4$Y84% IENENP (HSYQERN
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Reviewing medical history and building rapport with patients improves patients’ satisfaction,
obtaining desired outcomes and therefore supports making the right treatment decisions
(Castrejon et al., 2012, Clayman et al., 2012). To sum up, there were no interruptions through
all consultations observed. There was a tendency for dentists to review patient’s medical
histories through broad questions and occasionally take brief descriptions of patients’ current
situations. Dentists often did not build a rapport with their patients by developing their social
conversation and empathic answers with their patients. However, dentists often provided short
and simple descriptions in order to establish the consultations. Although several difficulties with
proper interactions between dentists and patients have been acknowledged in the literature
including dentists high-load of work, fear of verbal or physical abuse, and patients’ anxiety (Ha
and Longnecker, 2010, Fentiman, 2007). However, in this study it is challenging to confirm if
these aspects were the key reasons why dentists often provided short and simple descriptions
during the consultations. Several explanations may answer this. Firstly, it was not the aim of
this study to evaluate why dentists provided short and simple descriptions in the consultations.
Secondly, in-order to evaluate these aspects, specific questions and several psychological
variables in the interviews such as the degree of the anxiety, dentist and patient exposure to
infections or radiation and others may have been required (Moore et al., 1993, Ayatollahi et al.,
2012). Yet, the interviews in this study did not include particular questions about anxiety and
work high-load. Lastly and most importantly, both dentists and patients who participated in this
study appeared to be very satisfied with the decisions. No participant highlighted any issue

associated with anxiety, fear from abuse and/or the high-load of the work.

M#'$"1"%&' () (%! *%+(,(-./'%(012(3/06
Theme three of the DI-SDM coding framework aims to evaluate and explore the research

evidence presented through all the consultations. This includes evaluating aspects such as
quality of evidence presented, research relevant to patients presented, and lastly appraising the
evidence (Singh et al., 2010, Clayman et al., 2012). Providing patients with the evidence and
relevant treatment information is beneficial from both a physical and psychological perspective

(Ford et al., 2003) #For instance, it is evident that diabetic control can be improved when
patients are provided with relevant diabetes information and actively involved in their treatment
decisions (Greenfield et al., 1988). $%&'% (' &)#he General Dental Council (GDC) in the UK has

been emphasised on presenting research evidence including describing benefits and risks of the
treatments to the patients. This was clearly stated in the Standards for Dental Professionals

made by the GDC: OListen to patients and give them the information they need, in a way they
can use, so that they can make decisions. This will include: communicating effectively with
patients; explaining options (including risks and benefits); and giving full informaiion

proposed treatment and possible cost§éneral Dental Council, 2005, p7). Consequently this
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justified the significance of presenting and evaluating research evidence to the patients in the

shared decision making model.

There was little reference to the evidence in these consultations. Evidence from the literature
about possible dental treatmdot the patient such as introducing the survival rate of fixed
partial denturesuch as fixed crowns and bridgesre seldom presented to patients. Although

this was not universally the case the evidence could be discussed:

I"#$%8&'$()*+%,)-.%/0&) 1#% D)) %3$)/4'&) $54) 6&#.,)#047) 3)$+%'8) %1)5&) 04) 5%$+)$
069:2#'$:)%$)54<2/)=&) =& $$&.)=&>#<,&)3)/4'7$)5#'$) $4)>49&) +&.&)#1$&.)$54) 6&#., J#
#4$+8.)'&5)=.%/08&7) @4)64<),88&)5+#%$)3)J&H# A)

@&'$%,$()B&22;)%$?,) $4$#226) <) $4)64<7)3) $+%'8) 64< APBYOYH) 15 U638 )BH$%'0)
$+8&)/&>#68&/) #=<$98&'$) #'])#)'&5) =.%/0&;) %$) ,+4<2/'?$) 1#%2) #1$&.) $54) 6&#.,7) D>>4.
$4)2%$8 #$<. &) $+&.&)%,) &CY/&'>&) $+#$) =.%/0&,) +H#C &) #) 2%1&)>6>28)=&$5&&") E)#
I"#$9%&'$)IIFK;) @&'$%,$)IFK;)JJELGMLFNK

The introduction of eiddence associated with treatment options was therefore uneven although
in some cases dentists did discuss the importance of oral hygiene to the success of implant

therapies:

1@&'$%,$() 0.49) #) >2%'%>#2) :&.,:&>$%CE&) 64<) #.&) ,<%$H#=28&) 14.) %9:2HK) %1) 64«
B4<.) 4. #2) +&H2$+7)*+&.&) %,) &'4<0+) :#>8) 14.)$+&) %9: 24#'S, ) #') &'4<0+) =4'&) P<#'$%
Q4)/4'2$)54..6;)64<?22)=&)L%'&7)

"#$%&'S()RS;)#,)3) <'/&., $H#') %$;) 64<)5%22) /4) $+&) %9:2#'$,) 14.) 9&) %1) 3) %9:.4C&) O€
+&#2%$+;)54'?$)64<A)

@&'$%,$0T&,;),<.&7)*+% YU ) L% ><2$)%1)64<)142245)$+8&)%',$.<>$%4' )$}#$)3)0#CE&
"#$%8&'$()3)5%22)%9:.4C&)%$7)
@8&'$%,$()$+#$U,)044/TH)I"#$%&'S)IVK;) @ &'$%,$)IFK;)FWLGWLFNK

Dentists tended not to make any comments on the strength of the evidence they presented

Although again thexceptions provide interesting cases for analysis:

1@&'$%,$() $+&.8) %,) #) ,$.4'0) &CW/&'>E&) $+#S) $+&) %9:2#'$?,) ,<>>&,,) %,) ,%0'%
#, A>%H$&) 5%$+) H%E&'$?,) 044/) 4 #2) +60%&'&7) Q4;) 64<) . +4<2/) $#8&) $+%,) +498&) ¢
5%$+)64<;)/4)64<)0&$)9&A

"#$%8& $()6 QA A>$4. TH) I"HS%E'S)IXGK;) @&'$%,$)IXK;)GVLFGLFNK
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The most common finding of this study was that dentists who participated tended not to provide
patients with recommendations based on their appraisal of the data. Though, dentists
occasionally individualisd the evidence and presented patientsO circumstances through asking

patients about previous implants:
I"#$%&'Yo()*+#$),&,)-./) +01#)%+8&')&2340$%),.$#5)6) 2#0$) %+ &) $#).9) %+ #)4#7%5)
80%&#$%()6)+0,)&%),.$#)09./%)%+:##)-#0:)0;.)+#:#)&$) Yo+ &) <4&$&<=
"H$%&'BPE)".)-./)+01#)0$-)3:.94#2") @ &%+)%+8&)&2320$%5)

80%&#$%() A.=) 6%) @.:B") 1#:-) @#44=) 6) +01#) $#1#:) #C3# &H#S<#,) 30&$) @E&Yo+) &%
.&$:)8%)7.:)28=)

"#$%8&'%()A.)3:.94#2)0%)044=)
"#$%8&'%()>?E),.)-./) T##4)0$-)3083$)7:.2)%+&")9:&, #5)6')&%)2.1&$;5)

80%&HIVEN Y%4-E)$.=)G/%)6) @#$%)%.)%@.), #$%&'%')OHT .- #)6)<02#)+#H#=)G.%+).7)%
%+0%) %+#) 9:&,:#) +0') 70&4#,) 0$,) $##,) #340<#H2#$%HI) I80%E&H#$%) JKLME) "#S$¢
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Other dentists individualised evidence by presenting the limitations of alternativel dent
treatment such as fixed partial denture or removable prosthesis. The following example
describes how dentists individualised the evidence to their patients by presenting limitations of

alternative dental therapies:
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In the previous example the dentist had looked at the patient (11) who was a etbB® agars

old. It was clear from the case that the dentist tried to influence the patientOs decision to go with
implant therapy by signifying the superiority of implants from both aesthetic and functional
perspective. However, the dentist did not present any limitations of the implant therapy such as
association of poor oral hygiene and smoking with failure of implants, nor complications of
implants such as swelling and bleeding were introduced. This case cleadyditatientistOs
power and decision making process. These aspects of the consultations will be described in the

next chapte(Seethe section
4.4. Power and decision making in relation to dental implants).

Nevertheless, some dentists did provide individualised evidence related to particular medical

issue that the patients have such as association of implant with the diabetes
“Patient: Do diabetes affect my implants?

Dentist: Actually, no, if you have control over your diabetes and are taking your
diabetes medicine on a regular basis. I think there won’t be a problem at all. I have
done a lot of implants for many diabetic patients who have control over their

diabetic level.
Patient: OK. I actually have good control over my diabetic level.

Dentist: That's good. Another important thing—you must improve your oral hygiene
by brushing your teeth three times daily. I will also give you a mouthwash to use
twice a day. This is really important because an implant’s success is associated with

good oral hygiene. OK?
Patient: OK. Thank you.
Dentist: No problem at all.” (Patient (6), Dentist (1), 17/08/14)

Providing patients with research evidence is valuable from both physical and psychological
perspectivegFord et al., 2008 In summary, dentists occasionally introduced research evidence
to their patients but mostlthis evidence was about tlssociation betweethe succes®f
implant therapyand the role ofjood oral hygiene. At times dentists presergeidiencerelated

to the patientOs condition such pervious implantsyidenceassociated with alternative daht
treatment options such as fixed and removable prostheses. However, all dahtistsappraise

the data provided to their patienéxceptin one case.
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Theme four of the BDEDM coding frame aims to exploretjgnt perspectives in the decision

making process within consultations. This includes evaluating aspects such as if patients asked
how much information they need, if the patients® understandings were confirmed, their views
sought, their expectations expdor and lastly their ability to understand the information being
provided. These aspects are significant in the shared decision making model as they have showr
adherence to treatment plans, increasing patients satisfactions, and reducing unwanted outcome
(Ford et al., 2003Edwards and Elwyn, 2009It is also evident that providing patients with
multiple treatment options and then allowing them to choose their preferable option can
improve the patientsO wbking (Thornton et al., 20Q3Crawford et al., 2002 This
consequently justified #h significance of evaluating the patient perspective in the shared

decision making model.

Although all patients participated in this study were not asked about how much information they
needed, or how involved they wanted to be in their treatment desisibay frequently

understood what was discussed with the dentists and their understanding often confirmed.
Confirming patients® understandings of what was happening in their mouths was frequently

explored very briefly, such as the following example,
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While at times, patients® understandings were confirmed throughout the dentistsO rick
descriptions of the patientOs clinical situation such as the quality and quantity of the patientO:

bone and the available space for the implant as in the following ezampl
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Patients’ views about the implant therapy were irregularly checked. So some patients were
asked whether they have particular questions about the implant surgery or broad questions about
their consultations. However, significantly, most patients from those who were asked answered

that they did not have any questions:
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While, other patients addressed their views to the dentists through building good interactions.
The next example shows how patient (10) who was a male aged 60 years old addressed his view
about the implant therapy and built good conversations with the dentist. The patient was
interested in replacing his old bridge with a new fixed bridge. However the dentist used his
clinical experience, knowledge and authority to shape the patient’s decision to choose an
implant. This was may be due to the patient’s lack of knowledge and lack of supportive

information about possible choices:
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Moreover, explorations of patients® expectations about implant therapies seldom happened. Ir

this respect some dentists asked patients about their expectdttbedmplant treatment:
NB"I'+$'=%472%0,1#"(+1/%+7%'1"("%+$%)!6%-)('+*:.) (%(")$,!%016%6,:%0)!'9)t%+2-.)!";9

<) +"1'=9%9". >0 4% 1)#%)1% +2-.)'% T+A"% 6")($%)/,3% 4% 1)A"% "A" (% 7". Yo #+$* 27, (%
(")..6% .+5"% +'% )1#% 0,:.#12'% /,% 0+'1% )16% )." (1) +A"96#4)2"1'3% O,2"% , 7% 26%
7(+"HS%1)A"%(")..6%8)HY%" &-"(+"1*"$%60+' 1% 7 +&"#968(+#/"$3%C1) ?$%016%M*1,$"%

B"I'+$'=06P)+(%"!,:/13%47..%"A).:)"%6,:(%$:+)8+.+'6%7,(%)!1%+2-.)'%$,, |3E%F<)'+"1'%
B"I'+$'%FJI>%QHKHRKGMI

While, at times patients desioed their expectations of implant treatment by reflecting on their
previous implant surgeries they claimed that they did not had any problems with them. For

example,
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In other cases patients preferred to explain their expectatibriee implant therapies by
reflecting on either the cost of theeatment or their friends® implant experiences. They
maintained that their friends have good implant experiences and were satisfied with implant

treatment:
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In the previous two examples, Olay referral® is a key component of decision making. This will be

introduced and discussed in Chapter 4 under the s€ction
$U&Yo#' ()*+,)-#./+0*12-#+3.+/*+ A+-#(,SH#6(T#H/+8+//(6-#* #/+6()*1,#)1#)9+#*..6(,)-#5H4*-*

An exceptionwhere patien{2) showed bad expectation of all dental treatments; the patient
confirmedneglecting his oral health because of his bad previous experience witteotist

Patient(2) was a male aged 54 years old and suffered from diabetes and hypertension:
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Not all the patients participated in this study perceived that they had the ability to adhere their
implant decisions. However, some patients were asked whether if they fully read and signed the

provided implant consent forms or not:
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Though, some patients maintained that the dentists® knowledge and skills are the right ways o
making the right implant decisions. They claimed that their dentists knowing more than they do

about which treatment suit their conditions:
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Also, an exceptional case where patient (12) demonstrated real ability to make the decision. The

patient seemed to know whe dentist was planning to do:
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Evaluating patients® perspectives concerning tiegitment decisions has shown to increase
patientsO satisfactions and improve their well b@nawford et al., 200Ford et al., 2008 To
summarise, dentists tended not to ask their patients abautrtuch information they needed.

All dentists alsdailed toask how involved the patients wadto be in their treatment decisions
although there was a tendency to confirm patients® understandings when this was necessan
Although, at irregular intervaldentists did check if patients had understood their decision, most
patients from those who were asked answered that they did have not any questions. Broadly,

explorations of the patientsO expectations from the implant therapies seldom happened.
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Theme five of the DSDM coding frame focuskon the decisioomaking around implant

therapy This includel evaluating if the dentists presented several treatment options wherever
possible, if they described the process of the imtpkurgery, introduced the side effects,
possible benefits and possible risks of implant therapies and lastly if they considered patientsC
preferences and values. In other studies these aspects of shared decision making have shown 1
be appreciated and wedd by the majority of patient$Vagner et al., 19951t has also found

that involving patients in their treatment decisions by describing the process of the surgery,
providing benefits, risks and side effects of treatment; have the advantage of enabling doctors to
show patients more respect. It is also valaao patientsO wellbeing and heéEdwards and

Elwyn, 2009.

When appropriate several dental treatment options were occasionally introduced to patients.
Options presented could be classified into four categories. First, the dentist provided two

choices: implant treatment that suits the patientOs conditioneave the gap as it is:
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Secondly, dentists appred to present two choices to patients either preserving the tooth with a

root canal treatment or implant therapy:
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Alternatively dentists asld patients whether they wanted orthodontic treatment and then the

implant, or a seand option often presented was a fixed bridge:
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Lastly, some dentistsfrequently introduced two options for replacing missing teeth. These

were implants or fixed bridges:
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Nevertheless, wherever the dentists did not introduce possible dental treatment options, some

patients would ask for other options. For example,
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Although the process of implant surgery was not always described to the patients it was often

left to patients to ask their dentists for more information:
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Even though it very rarely occurred, some dentists clearly described the process of the implant

surgery without requests from their patient:
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In the previous example, the dentist had examined the patient who was a male aged 55 years old
and with postgraduate education. Clinicians have a great effect on patient participation in
medical encounters. For instance, it has been reported that patients were actively involved in
their treatment decisions when they were more educated and networking with clinicians. As a
result clinicians tend to engage in supportive talk and partnership —building (Street et al., 2005,
Street, 1991, Beisecker and Beisecker, 1990). This was similar to the previous example when
the dentist provided a supportive talk through the description of the process of the implant
surgery and then asking the patient about his decision. This had the effect of enabling the patient

to be more involved in his treatment decision.

Dentists tended not to introduce the side effects of implant therapy to their patients. There were
some patients who asked their dentists about the side effects and of course received a very
helpful reply. This begs the question, should this information not be available to everyone? Or
is it correct to provide information on an ‘as needed basis’? In the following example we can

see how dentists dealt with introducing the side effects to their patients,
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Similarly, the benefits of dental implants were not continually provided to support patients

making the right decisions. Though, at times some dentists introduced the benefits of implants:
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While, there was only one case throughout all the consultations where the patient asked the

dentist about the benefits of the therapy:
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On the other hand describing any risk related to the implants was exceptional through all the

consultations observed. This happened in particular cases or where the patients asked about thi
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Patients had different preferences and values abotriedtenent options, occasionally presented

to them. So, at times, some patients demonstrated great interest to go with implant therapies.
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They highlighted their preferences at the beginning of the consultations that they want implant
therapy and dentistsonsequently considered the patientsO preferred treatment options. For

example,
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In one exceptional case the patient refused implant therapy and chose to go with a fixed bridge.
The patient claimed that she did neaint the implant because she was going to undergo

orthodontic treatment
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Nevertheless, there was only one patient who wanted implants and his dentist refused to do it. In
this case the dentist claimed the patientOs tooth could be treated with a Oroot canal treatmen

and explained to the patiemiat implants were limited to patients who really needed them:
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“Dentist: Why did you come to this clinic today?

Patient: I have one tooth, which is very decayed. | would like to have an implant if

possible.

Dentist: That’s fine. I'll evaluate your condition and see which treatment suits you.
Well, with regard to your decayed tooth, it doesn’t need implantation. The tooth can

be treated (root canal treatment) and preserved.

Patient: No, doctor. I don’t want root canal treatment. [ want it out and I want an

implant!

Dentist: Dear brother, implant therapy is limited to some patients who really need it
and have no chance of being treated with any alternative dental treatment. But in
your case, the tooth is not very decayed and it could be treated and preserved. Your

tooth is healthy and if we do root canal treatment, it would work perfectly.

Patient: Doctor, please, it is my tooth and I have the right to choose which treatment

I want.

Dentist: I really understand what you were saying, but as I explained to you, implants
are limited to patients who really need them. Please understand that. Believe me if
your tooth were broken or really couldn’t be preserved, I would do an implant for you

without a request from you. Do you get me?

Patient Thanks for your clarification. But I still want an implant and don’t want root

canal treatment.

Dentist: OK. I'm sorry. I can’t do the implant. If you want root canal treatment, |
could refer you to the specialist now. If you don’t want it, you can fill in a complaint
form and make a complaint to the centre’s manager. He should be able to sort out

your treatment.

Patient: That’s really strange. It’s my tooth and I have the right to make the decision

that I want and not you!

Dentist: Anyway, I told you what I could do for you. If you still want the implant, just

make a complaint. Sorry for any inconvenience.
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In the previous example, the dentist had checked the suitability of the patient for implant
therapy by looking at his mouth aneray. The patient was a male aged 60 years old and with
postgraduate educational level. The dentist believed that the p#temdt need an implant as

the patientOs tooth can be preserved and treated with endodontic treatment (root canal therapy
The patient claimed that it is his right to decide which treatment to undergo. This conflict
between the dentist and the patienassociated witkethicsand clinical judgements in relation

to decisionmaking (seeChapter 4 undethe sectios 4.4.1. Clinical judgements and patient

choice ‘overt conflict’, and 4.5. Ethical consequences associated with power and decision

making).

Although, dentists rarely suggested implant therapy and then asked the patienthisbou

preferences/values, for example,
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Yet, there were some cases where the dentists asked the patients about their preferences/value

without suggesting particular treatment options
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Involving patients intheir treatment decisions by describing the process of the surgery,
providing benefits, risks and side effects of the treatment; is valuable to patients® wellbeing and
health (Edwards and Elwyn, 2009 Through each of the consultations, multiple treatment
options were not commonly introduced to the patieBisilarly, the process and possible side
effects of the implant surgerywere not always describedThey were only occasionally
explained when patients asked for more information. Some dentists did not always take patients
preferences and values into accpwet some patients demonstrated their preferences to the
dentists and asked for implant therapies. However, there were very rare cases where the dentist

asked the patients for their preferred treatment options.
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Theme six 6the DI-SDM coding frame aims to explore how the problem of time was handled

during implant decisions. This includes evaluating two key aspects: whether or not patients have
been given options to postpone implant decisions and if there has been a fddovicup. It

has been found thatqviding patients with options to defer their treatment decisions leads to a
key ethical problem in healthcare; Autonomy. Autonomy is a moral and ethical principle that
represents the right of Osedftermination{Beauchamp and Childress, 200@Patients have not

only the right to choose, but also the right not to choose or even to defer their treatment
decisions@Ritter and Hoffman, 2011, p 151This consequently justified the significance of the

time issues in the shareeécision making model.

None of thepatients who participated in this study were provided options to postpone their
implant decisions and take more time to think before decisions were made. Most patients were

offered plans for followup or fordoing theirimplant surgeries:
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At times, some dentists did refer particular patients to other dental specialists when further

dental treatment was needed:
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It can be highlighted that the results of this section involved describing all the consultations
observed and the decision-making processes within these consultations using the proposed DI-
SDM framework of the study. This involved describing each theme and subtheme of the DI-
SDM coding framework. Yet, the degree to which there has been shared decision making with

the consultations will be introduced in the next section.
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This section describes the degree to which there has been shared dwaisiog within the
consultationsThree types of shared decisioraking approaches were observableese could

be argued to correspond to the marginal shared degisadsing model (MSDM), the typical
shared decisiomaking model (TSDM), and lastly the ideal shared decisiaking model
(ISDM). Figure 9 describes these three typologies of shared decision making. Howewbiat

follows the degree to which consultations fitted different aspects oWdhieus models of
shared decisiomaking will be described along with examples from the datao, the
description, grouping criteria and appraisal of these types of shared decision making models are

detailed below together under the relevant section.

The DFSDM Coding System

Theme 1: Establishing a problem

1) Definition of dental implant
2) Medical history reviewed

3) Social circumstances reviewed

Less than 50% of the twenty-three
sub-themewf the proposed DI-SDM

framework of study must be
achieved together in one single
implant consultation.

More than 50% of the twenty-three

sub-theme®f the proposed DI-SDM

framework of study must be
achieved together in one single
implant consultation.

All twenty-three sub-themesf the
proposed DI-SDM framework of
study must be achieved together in
one single implant consultation.

Theme 2: Dentispatient relationship

4) Interruptions

5) Rapport huilding

Theme 3: Research evidence

6) Research evidence presented

7) Quality of the evidence presented

8) Research relevant to the patient

9) Dentist appraisal of the data

Theme 4: Patient perspective

10) Patient asked how much information they need
11) Patient asked for a decisiormaking preference.
12) Patient understanding confirmed

13) Patient views sought

14) PatientOs expectation

15) PatientOs sekfficacy

Theme 5: Decision making

16) Multiple dental treatment options presented
17) Process of thesurgery

18) Side effects of dental implant discussed

19 Possible benefit of dental implant discussed.
20) Possible risks of dental implant discussed.

21) Patient preferences and values

Theme 6: Time issues

22) Patient given an option to defer thereatment decision

23) Plan for the follow up

"#$%E&( )*+,- #'&.',/.01%&2'2&3".",4'516"4# '78-910%14"",<=>7?
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Results and example of the MSDM model

The majority of the consultations observed were grouped under the nhagigamad decision
making model (MSDM). This is because in these consultations less than 12 aspects (sub
themes) of the DEDM occurred. Throughout these consultations, it can be emphasised that
patients and dentists contributed to the decisiaking proceses and reached joint agreements

on the decision made. However, various aspects (more than ithesubs) of the DEDM
framework were completely absent. For instance, research evidence and research relevant tc
patients were often not introduced to patementists did not present the quality of evidence,

and they also did not appraise relevant data for the patients. Patients tended not to be aske«
about the quantity of information they needed, nor did the dentist inquire about their decision
making préerences. PatientsO expectations of the implant were not evaluated, the side effects,
the possible benefits and risks of implants were not introduced to patients, and patients were not
given the choice of postponing their treatment decisions. Patientsweee not evaluated and
considered, and lastly, the process of implant surgery was not described to patients.

following implant consultatiomescribesiow the MSDM model was employed:
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The marginal shared decision making model (MSDM) can be described as Oan achievement of
less than 50% of the twentiiree sukthemes of the DEDM framework in a single implant
consultationwith emphasis on agreement of both dentists and patients on the decisions made

and a fullconcernof the MSDM criteria during the evaluation proc@&'()*$, Page103).

In order to consider particular implant consultation for a marginal shared degiaking

(MSDM), the following criteria must be achieved:

1) The involvement of at least two participants (patient and dentist) in the process of
treatment decisiomaking.They share information and treatment options and then
both agree on the treatment deais{rosch and Kaplan, 1999

2) Less than 50% of the twertyree subthemesof the proposed BDEDM framework

of the studyareachieved and observed together in one single implant consultation.

So, for example, observing seven g4bbmes out of the twentyree of the DI
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SDM framework ina single consultation would be considered as a case of the

MSDM.

Expressive appraisal of the MSDM model

When the MSDM was implemented in consultations, it was clear that within this model only
slight involvement of dentists and patients in the decisiaking process was observable. The
absence of several key sthiemes of the DEDM, mentioned previously, prevented this model
from reaching the TSDM or IDSM models. Yet, it should be emphasised that patients and

dentists did make joint decisions.

Significantly, and unlike the TSDM, the dentists who contributed to the MSDM consultations

usually established conversations with their patients. For example,
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In the MSDM, it was also very common that dentists talked more than patients, speaking about

two thirds more than patients during the consultations.

3.2.2.2. Typical shared decision-making model (TSDM)
Results and example of the TSDM model

In this studythe typical model of shared decistamaking (TSDM) only happened rarely within
consultations. Throughout all consultations; only two consultations could be grouped under the

TSDM model. These two consultations achieved the TSDM criteria (detailed betdw)josh
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patient and dentist participated in the decigimamking process, shared information about

possible dental treatment and both agreed to go with the implant therapy. The following sub

themes of the DEDM framework were observed in these two consoha

¥

K K K K K K K K K

Providing a definition of what a implant is including giving reasons for the
consultation

Reviewing the medical histogndsocial circumstances

No interruptionsn the consultations.

Some discussion of research evideaoédiscussion of reseel relevant to the patient
Checking the patientOs understandindseeking the views of the patient

Exploring patientOs ability to understand the dentistOs instructions

Provision of multiple dental treatment options

Describing the process of the sunge

Exploring the patientOs preferences andesalu

Including a plan for follow up.

The following implant consultation illustrates how this model manifested:
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The typical shared decision making model (TSDM) can be described as Oan achievement of a
least more than 50% of the twestyee sukthemes of the DEDM framework in a single
implant consultationwith emphasis on the agreement of both dentists and fsatoen the
decisions made and a full consideration of the TSDM criteria during the evaluation frocess
(see$%&'()#, Pagel03).

In order to consider a particular imptaconsultation for a typical shared decisimaking

(TSDM), the following criteria must be achieved:



1) The involvement of at least two participants (patient and dentist) in the process of
treatment decisiomaking. They share information and treatment aystiand then both
agree on the treatment decisigmosch and Kaplan, 1999

2) More than 50% of the twenthiree subthemesof the proposed DEDM framework of

the studyareachieved and observed together in one single implant consultation. So for
example, the observation of 14 siitemes of the DEDM framework in single

consultation would be seen as achieving the TSDM.

Expressive appraisal of the TSDM model

The TSDM in the two previous consultations did not reach the ideal shared deciiorg

(ISDM) because several significant aspects {thames) of the DEDM framework were
missing. These included: presenting the tyalf evidence, and appraising relevant data for the
patient. Patients tended not to be asked about the quantity of information they needed, nor did
the dentist inquire about their decision making preferences. PatientsO expectations of the implan
were nad evaluated, the side effects, the possible benefits and risks of implants were not
introduced to patients, and lastly, patients were not given the choice of postponing their
treatment decisions. However, both patients and dentists shared informationpabsibie
treatment options; the patientOs values and preferences were considered and both the dentist a
patient made a joint agreement to go with the implant therapy. Notably, in both consultations
where the TSDM model was implemented, dentists did estdblish conversations with
patients. Although, patients did attempt to establish conversations with their dentist at the start

of the consultations:
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Although both patients read and signed the consent forms, they mentionedethalid not
know much about dental treatment and asked their dentist indirectly for supportive information.
Please see the following exampfeom the consultations about hothe patientsought

supportive information:

OV HSYEH (:%;;+(<(=>&2H(@ &>, ( ABIREBEH"; (HF %" H#AY&#-(GBH#(<(E%;$Y%HY% (#D"#($.
#DY%F"1J(,>B;=(E%(K>>=-()>B(=$=($#(L>F(A%(; *#(#$A%+("&=(<(F%";;J(;$@%($#-(C
*0h00(*>A%HDSEK (#D"#(<(C"&?H#(*%%- (3> (I>B (KY6#(A%M(
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06567518

The next section describes the degree to which the ideal sheceslod making model was

realised within the consultations.

"##1"$%&'()$*+(,'&P&'-.*./R(3.04$2/&")$5%678%
It should not be a surprise to find that throughout all consultations there were no consultations

that fulfilled the ideal of sharedlecisionmaking (ISDM). This was because no implant
consultation achieved the ISDM criteria and not all theSDM themes and suihemes
occurred in any implant consultation. The ISDM model is an idpalfect) type of
communication and therefore it woulde unlikely to find it in empirical reality. The
implications of this highlighted the importance of briefly discussingude of ideal types in

empirical research.

Max Weber defined the ideal type in social scienceAdype formed by the onsided
accentuation of one or more points of view and by the synthesis of a great many diffuse,
discrete, more or less present and occasionally absent concrete individnaimena, which are
arranged according to those esidedly emphasisediewpoints into a uniéd analytical
construcO(Sturm, 1974, p48 Ideal types have also been explained thasig unreal, the ideal

type has the merit of offering us a conceptual device with which we can measure real
development and clarify the mdmportant elements of empirical realit@ahnman, 19651t is
obviousfrom thesawo definitions that the ideal type should never be real, but must always be
understood. The ideal type helps researchers to form their hypotheses and then join these
hypotheses with the situations that brought the phenomenon into promiffsatkas, 2005

This fits what | proposed to do with the ideal shared decigiakingmodel (ISDM) within the

" #



consultations. In this study the ISDM was considered as Othe perfect form of shared decision
making within the consultations that we can employ to evaluate the real shared interactions
between patients and dentists with great emplasthe agreement of both dentists and patients

on the decisions madand a full consideration of the ISDM criteria during the evaluation
processOTherefore, the ISDM is the perfect model of decision making that we would want to
see (assumption), withithe consultations (situation), which brings the advantages and impacts

of the shared decisiemaking model (phenomena) into sharp relief.

In order to consider particular consultations for ideal shared decision making (ISDM), the

following criteria must b fulfilled:

1) The involvement of at least two participants (patient and dentist) in the process of
treatment decisiomaking. They share information and treatment options and then both

agree on the treatment decisigmosch and Kaplan, 1999

2) All twentythree subthemesof the proposed DEDM framework of the studyare
achieved and observed together in one single implamgultation.

3) If one or more of the abovmentioned criteria has not been achieved, then no
consultation can be considered as an example of ideal shared deciimy (ISDM)
(see$%&'()#, Pag 103).

3.2.2.4. Conclusions
In conclusion three types of shared decigimaking model were observed within the

consultations. These were: the marginal (MSDM), the typical (TSDM) and the ideal (ISDM)
shared decisiomaking. The MSDM was the most common model that could be observed
throughout all consultations. Absences of significant aspects of #&DM framework resulted

in failure to reach the ISDM and implementation of the TSDM and MSDM within the
consultations. Activating particular sithemes of the DEDM framework in the TSDMand

MSDM within the consultations may be required to approach a more ideal model of shared
decisionmaking (ISDM). For example, introducing the process of the implant surgery, the side
effects, the possible benefits and risks of implants to patients,randipg patients were with

a choice of postponing their treatment decisions. Supportive decisional tools and more training
for the dentists may also help attain interactions that are closer to the ISDM model. Supportive
treatment information for patiengd increasing patientsO awareness of their right to participate
in their treatment decisions may also be warranted. This warrant confirms other work conducted
in Saudi Arabia concerning the need to provide patients with supportive information and raising
their awareness about their right to participate in their treatment dec{fimssh and Kaplan,
1999. Though as we gl see it may well be that decision making in Saudi Arabia takes this

form for cultural and social reasons.
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In the previous section, the degree to which themes shared decision making within
consultationswas analysed However, the results of this study reveal that other kinds of
decisionmaking were implemented within the consultatierthese could best be described as
paternalistic and interpretative approachBdseseapproachesvill be described in this section.

Examples of eachpproactrom theconsultationsvill be provided where possible.

"#'1"8"$904(:.0)-*4-,%;(,-*-&.$%01-.2%$0.'$<&.*7)404-&*$
Paternalistic decisiemaking model described through theeraf a doctor who is the main

decider in he process of decisiemaking In this process there is generally not much
contribution from the patient in the decision making prodé&ssanuel and Emanuel, 1992

This approach was uncommon in this study. Indeed only opkaihconsultation appeared to
follow this approach. In this case, the dentist put the treatment plan that he believed suited the
patientOs condition and did not introduce treatment options, possible benefits, risks and side
effects to his patient. The eriesting fact about this interaction is that the patient was 58 years
old, and seemed to not have sufficient information about the treatment even when it was
considered that he had read the implant consent form. The following is an excerpt from the

interadion between the dentist and the patient:
"#$%&'$() o+
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The paternalistic da@sion making model has been criticised fart taking into account the
patientOs legal and ethical rights such as the patientOs right to choose between accessit
treatment options and also increasing the probabilities of undesired out(fimiesnd Vincent

Icheku, 201} Clearly it isstill practised within some implant consultatiods a consequence

more training may be warrantddee chapter 4 under the sect®¥&%'%# ()*# +,-Qx/-.2-#
3*4,-.5/2).+#,/1#65778/.6,-.5/#29.442).
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Interpretative decision making is similar to tpaternalisticmodel but usually involves the
medical professional taking into account the preferences and values of their patients.
Nonetheless, in this approach the health professional still has the final decision and the patient
does not make any contribution to thecidion making proces@Nirtz et al., 2005 The
interpretive model was rarely practised within the consultations in this study. In one of these
consultations where the interpretive decision makngdel was implemented, the dentist
established the reason for the consultation, reviewed the patientOs medical history, sought the
patientOs views about the treatment, and made a plan for-tgloviet, ultimately, the dentist

made the decision. On thehet hand, the patient was 60 years old, with a low level of
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education, and did not want an implant and was happier with a bridge. The dentist discovered
that it would not be possible to do another bridge because of the patientOs clinical situation anc
so agued against the patientOs wishes. The following example demonstrates how the

interpretative modelas practised:
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It is important to remember that theterpretativenodel was criticised for ignoring the patientOs
rights to choose and for health professionals deciding which treatment option to undergo
without fully considering the patientOs wishes. Decisions made usirigténgretativemodel

may increase the possibility of undesired results and may also increase the possibility of patient
dissatisfaction (HolmeRovner et al.,, 1996). Despite these concerns this appravas

practised in the consultations observed in this study.
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The results of this study demonstrated that in particular older patients (above 55 years old) with
lower education levels were more exposed to the implementation dfitdrpretativemodel

within consultations. This may be due to the thoughts of some dentists who claimed that treating
elderly patients, particularly those with lower educational levels, was a challenge. These dentists
maintained that elderly patients with lower educational llemght not fully grasp what had

been discussed with them. They also claimed that they did not want to confuse elderly patients
with a lot of information around the treatment to avoid making these patients anxious. The
following response of dentist (10) the interview after he consulted an eldddynalepatient

aged 60 years old with lower educational level. The dentist had reviewed the patientOs medica
history and then had looked at heray. The dentist had suggested extracting the bridge and
doing mplantation. However, the dentist did not provide relevant information to the patient
such as possible treatment options or the implant surgery. The patient then agreed to have he

bridge extracted and replaced with implant

P'HS%&'H# (B) HSH+' - #'[#),*OHL*$%,-2#0,.(#*%1*3%4# +$.,*- &5#0(,6(#,&# . #-" . #6'-/T&*#
(*8#0,.(HS#H %' #'[#1*.$,%&H# ST #.(*#.3*$.8%- #$-1# 3, &: & #<*6S7&*# ,[#0*# 1,1# &' 5# .(*
8$4#0'334# $-1#.(,-#S# %' .5#0(,6(#8%4# $//*6.# .(*,3# &,.7$.,-&#/3'8# $# +&46('%'2,6$%:
$&+*6.=#>7*-. & #,-.*3),*0#>@HKBQODAEBR@FB

However, denying treatment to a patient who did not understand or fully grasp what was
happening might not be an ethieiher.This will be discussed in l@apter 4 under the section
($%3%&%0# () #*+,*)- # +/#0+)1*2+ # 3,44 4)*252+,5# .+# (36)#4),.37# P8-TBeMext section

will describe the patients® perspectives on decisions to have dental implants
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This section explores patientséigpectives on their implant decisions and provides examples,

where possible, from the transcribed consultations and interviews.

During interviewing the patients whparticipated in this studyere asked about how they
would describe their overall experieesof consultationsPatients had different responses and

views on their decisions to have implant therapies.

Some patients indicated that the clarity of the information provided by their dentists supported

them to have excellent consultatfpand propeimplant decisions

I"H4$ %6& ()*+,+-&'S ., (5 /0%/'+$ '1$ 2/34$ %&A5&3+,6%/7$ 89/$ 1/'+-(+$ .,($ 2/3#$ %*/,3$
6&)+$+0/$-'5&34,+-&'$+9,+$9/$:382-1/1$-+$+&$4/7:$<=,+-/'+$<>? @$ABCDBCAE?

While other patients stated that the dentistOs cooperation and experiendee vikese reasons

for their satisfaction with the decision:

HSL/+-(+3.,($%&E&:/3,+-2/$,'1$1/%/'+7$89-($&62-&) (*#$4,1/$4/$5//*$3/*,0/1$/'&)FO$
+&$1-(%)(($4#$+3/,+4/'+$:*,'7;$<=,+-/'+$<E?@$>DCBBC>DAE?

$89/$%& ()5 +,+-&'S.,($/0%/ /' +7$89/$1/+-(+$.,($2/3HSUREL2/$, ' 1$1/,*+$.-+9$4/$
-$,$:385/((-&' *$. #7:$<=,+-/'+$<AG? @S$SABCHHCAE?

Other patients expressed confidence in the staff working at the medica oemtraking the
right decisions. ey also stated that they were very happy with the information vitezg
provided:

I"#$ %&' )+, +-&'S ., ($ 5,+,(+-%7$ I$ +9-I$ I$ 3/%/-2/1$ /'&)F9$ -'5&34,+-&'S ,68)+$ +9/$
-4 '+$()3F/3H$53&A$+9/$ 1/ +-(+T$I$, 4$2/3HS%& 5-1/+$-'$+9/$4/1-% *$(+,55%.&3J-F$,
+0/$%/'+3/7;$<=,+-"+$<K?@$>AGDBCAE?

An important factor in shaping satisteon was knowing friends and family who had also been

for implants at this clinic. While other patients mentioned that they have known some of their
friends who have been treated with implants and they do not have any problems. This may help
those patierst to go with the implant treatment. In the following example the patient (16) who
was a female aged 33 years old with high school level of education, claimed that her friends
who have been treated with implants at this clinic were satisfied with the cegcamd did not

have any issues related to the implant therapy:

189/$%&'()*+,+-&'S ., (SF&&17$8&$6/$9&(+@$1$9,2/$'8&+$'&+-%/1$, #+9-'F$ 6'€34,*7$
9,2/$'&.'$,$*8+$ 8&5$53-/'1($,'1$'-FI6&)3($.98$9,2/$ 6//'S +3/,+/1$ .-+9$ -4:*+($

"# $



"#$% #$"&% '()#"&#*% +$(,% -84/ (W%, % 01-23(4&% !"#$% #$("1&*5% 67.#"()#% 689:
8<=>?7=8@b

In other cases patients reflected on previous experiences with the implant therapies citing this as

key reason for their satisfaction:

AB#%" 8%)-#Y%H#S(YC"1&HYoH" 4(Yott$ . #YB%S./ (%2(() Yol HEBE V(Y506 PEHOB"-) %! . &%
D-)'ED#('%.&% E&E.3%.)'% B%$./(%2(()%01-/" ("% "#$%#$(%)(D(&&.1,%")C-14.#"-)% .
#S(%&ELF(1,*5%67.#"()#%68:;%89%>G=8@:

Patients also commonly indicated that they received a respectable service during their implant

interviews:

AH/(1.33%#$(%D-)&E3#.#"-)%!. &% (1D (33 (Yo +-BOGE. K () %6#-%4. K (Y &E 1 (Y%#$. #%' ()#.3Y
"403.)#8&% &E"#% 4(%.)' % #-% D$(DK% I$(#$(1% #$(1(%"&% ()-EF $%2-)(%-1%)-#*%L, %'
/(1,% .DDE1.#(% !$()% $(% &O0-K (% !"#$% 4(% ")% 1(3.#"-)% #-% #$(% &E"#.2"3"#,% -C%#
#1(HA)HYC-1% 4,% D-)"#"-)*% L, %" ()#"&#% .38&-% DS(DK('% 4,% 4("'D.3% $"&#-1,%.)'% .«
4(%.2-E4#%" 2(#(8&%.) %" C%BY%#.K(%-#$(1%4("D.3%0"33&*% +$(%&(1/"D(%.)'%D. 1(¥%
4(%).8%4-1(%#$.)%(ID(33()#*5%67 .#" () #%6M:; %8R=>G=8@:

An exceptional case where a patient indicateat they felt they had received a bad service
because they were not given an opportunity to choose which dental treatment to undergo. In
this case the patient claimed that the dentist made the decision without taking their preferred

treatment options intaccount:

AL,%D-)&E3#.#"-)%!.&%/(1,%2."*%B#%"&%1(.33,%1""DE3-E&*%B%D.4(%#-%#$(%D:
)% "403.)#% #$(1.0,%% L, % '(#"&#% &." % $(% D-E3'% 01(&(1/(% 4,% #--#$% I"#$% 1--#
#$(1.0,*% N (%!"33%)-#% OE#%.)%"403.)#%")% C-1%4(*% B#%" &% 4, V0H- RSPy HB% $
4. K(%#$(%'(D"&"-)% H#$.#% B% |.)#96 B%'-%)-#%.)#% 1--#%D.).3%#%$(1.0,%.)'%.% C"I(
2(D.E&(%B%S$./(%$.'%"#%2(C-1(*%BH#%C."3('%.C#(1%-)3,%-) (%, (.1%.)'%.%C(1%4-)#$&
2.'%&(1/"D(%.)'%B%.4%F-")F%#-%D-403.")%.2-E#%"#*5%6 7 .#" ) #%80 @:;%>9=8>=8@

Other patients highlighted thate delay in implant appointments was the biggest problem for

them. Although that they were satisfied with the service provided:

AB%.4%/(1,%03(.&('% "#$% #$(% ' (#"&HP&Y% ., % -C%'(.3")F% "#$% 4 (*% +$(% D-)&E 3%
(ID(33(#*%+$(1(%4.,%2(%.%&4.33%"&&E (% #$.#% B%!.)#% #-%$"F$3"F$#*% BY%.)#(
"403.)H%H-"., ;% 2E#% 4,%' (#"&HY6F ./ (Yo 4(% . Y &ELF(1,%.00-")#4()#% C-1%#$1((%! (K&
H/(1.33%B%.4%$.00,%!"#$%#$(%&(1/"D(%01-/" (*5%67 #"()#%68%;%0>=>?=8@:
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Finally, several patieststated that they were more than happy to be treated with the implant
therapy. They understood that implant treatment was expensive and that they were very lucky to

have the implant free of charge:

M"#1$%&'(1)*+!,*-1./0/'.112! $%/3! 4%&'42! $*1 52! $-2&$2+! ,-22!*1&'6! 4%&-.2378! 9:&%$/2'$!
9:<=I>>?@A?BC<
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In conclusion patients had different thoughts on decisions to have implatient® werenost
commonly satisfied with the serviseprovided and the decisions made. Aspects such as
patientOs confidence in the dentists@® skid experience, dentistsO professional dealing with
patients, clarity of the information provided in the consultations, the fact that the implant
treatment was provided free of charge were all significant factors in reports documenting a good
experiencewith the decision. On the other hand there were some conflicts and problems.
Aspects such as delays in the implant appointments and dentists appearing not to consider
patients preferred treatment options during the decision making process were keg feason
patients dissatisfaction over the service providdte next section will describe thientistsO

perspectives on decisions to have dental implants.
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This section explores the dentistsO matspes on decisions tprovide implants and includes
examples, where possiblfrom the transcribed consultations and dentists intervi€&using
interviewing dentists whqarticipated in this study were askéd what extent they were
satisfied with the decisiothey arrived at concerning each consultation. They were also asked to
explain why they were satisfied or not. Dentiksd different responses and views the
decisionsarrived in the consultationghey were mostly satisfiediith the decisions they had
arrived at with their patients. Several reasons for dentistsO satisfaction were identified. The first
and most significant being that the implant was the only treatment that suited their patients from
clinical perspective. In thnext case the patient had asked his dentist for an implant therapy, the
dentist then examined the patientOs suitability for implant therapy by checking the tooth need to
be replaced and themay. The dentist asked his patient whether the tooth hastissgad with

root canal treatment or not, and the patient answered yes.

M"#SUHE& () +,-#&$'.&/.01#2."3#'30#104.&.)*#%$105#"#60,.070#'3$'#.%8,$*'&#2)9,1# 604
)5 ,-# 10%'$,# '(0$'%0*'# )8'.)*# '3$'# &9.'&# '30# 8%'.0*":&# 4,.*.4%,# &.'9%'.)*5# ;'30(#
'(0$'%0*'#%$-#*)' #60#8)&&.6,0#/) (#'3.&#8%$".0*' 5<#=>0*".&'#.*'0(7.02#=?@A#PBCDEC?F(

Another important factor in these decisions was that the patient case was straightforward
because the patient had enough bone and space for inserting the implant. In the following
example tle dentist had looked at patient and introduced the dental implant to the patient as the
best available treatment option. The dentist had suggested the implant and the patient acceptes

to receive it.

I"HSOH & ()*+,-HE&S' . &I.01H#2. 3 30#.%8, S+ #/) (#'3.8#HBF BBO#ASEOH# . &H#E&'($.+3'/) (25 (1#
$*1# &9.'$6,0# /)(# .%8,$*'# '30($8-5# G30(0# .&# 0%)9+3# 6)*0# $*1# &8$40# # *&O(# '
968,$*'5#H,&)A#' 30#)44,9&.) H2$&HTO(-#+)) 15<#=>0* &'#.*0(7.02#=BI@A#DIC?DC?F(

In some cases dentists believed that alternative treatment sucbmgdete dentures are

unacceptable from both a functional and aesthetic perspective:

I"# $%0# 3.43,-# &3$'.&/.01# ) +)# 2.'3# .%8,$*'# /) (# '3.&# 8%'.0*'5# KO4$9&0# $*# $,'0(*$". 71
'(0$'%0*'# &943# $&#4)%8,0'0# 10*'9(0&# .&# 9*$4408'$6,0#/()%#/9*4".)*$,#$*1# $0&'30'.4
$&8@'&5<#=>0*.&'#.*'0(7.02#=L@A#BDEDEC?F@

In these cases the choice to go for implants amounted to a conviction on the part of the
providing dentist that implants were the superior treatment clinically and therefore, where

possible, should be provided to ith@atients. In such cases dentures were seen to be Oold
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fashioned® and not modern. The most common reasons cited for the superiority of implant

treatments were that they were functionally and aesthetically better:

I"# $%0# &$'(&)(*+# ,(-# (%./$0'&H V12# '-(§H0'SH 4*5$6&*# "# T*(*8*# -$'# (%./$0'#

DX *0' 1 (KHT*24'-$OH 1+ 24 $/* 208! (8*H' 2*$'Yo* 0 H &O5-HSEH ) (O*+H#T 2(+:* &) 21%# 71~
)605'(L0$/# $0+# $*&'-*(5# $&.*5'&3# "# 2%$//:# T*/(*8*# '-$'# '-*&*# $/'*20$' (8*&tK$2*# 1/+
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Additionally, some dentists argued that there was no need to prepare two intact teeth to fit a
bridge when the implant was in fact accessible and better than the alternatives. In the subsequen
example the dentist daooked at patient 13 who was a female aged 55 years old. The dentist
then reviewed her medical history and checked tha&yx The dentist believed that inserting an

implant would be better than preparing two intact teeth and putting a bridge.

#'# $%# 218# &$' (&) (*+# ,(-#'-*# +*5(&(103# H-*# -$&# 1CHERL02$7/*# ' 11'-# $O+# - *#
(%./$0'# ,(/[# T7*# -*# T*&'# 1."(103# "# +101'# . 2%)*2# '1# .2*. $2*# " | 1# (0'$5'# **'-# '1# ) (‘# $#
72(+:*3=#>7*0'(&'#(0*28(*,#>@IABH#F @EFKE@DA

Moreover, other dentists maintained that the patiose implant therapy and his/her clinical
situation was good for the implant. In the next case the dentist had examined a female patient
aged 41 years old, and had checked heayx The dentist had said to the patient there was
enough bone quantity ariality for inserting the implant and that her oral hygiene was good.
The dentist also had provided some of the benefits of the implant surgery such as the long
survival rate and the high level of satisfaction among patients who have been treated with

implants.

BHSYoH &S (&) (*+, (-#'-*# +*5(&(LOH#Y$+*3H L4 .3 (*0'H#,$0'&H (%./0'H#'-* 2. # $O+# -* 24
5/(0(5$/#&('6$'(LO#, S&H&B('ST/*) 124 -*#8&62:%2;3=#>7*0'(&'#(0™*28(* #>CMABH#FNE @FE

Nonetheless, there were some cases where dentists highlighted that the tnelaimseior some
patients were not clear and as a consequence dentists preferred to postpone the implan
decisions until they could discuss these plans with relevant prostodontists or orthodontists. In
the following case the dentist was clearly unsure albaet clinical relevance of implant
treatment and decided to reserve judgement about the provision of implants until he had further
discussions with his colleagues. The patient had come to the clinic with a preitireher old

bridge. The dentist had tottle patient that her treatment plan in the referral form was not very
clear. The dentist then presented two treatment options for the patient. These were: replacing the

bridge with new bridge, as the abutments of the old bridge were intact or extrdwing t
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abutments ang@rovidingimplants. The patient initially agreed to go with the new bridge until
the dentist had further discussions with his colleagues about this patientOs case. Both dentist an
patient preferred deferring the decision for few weekd the patientOs treatment plan became

clearer.

I"# $%# & (Vo) )*&)+&H ($&(-,).[# OL)# &2)$&Y)+&# 34$+5# 61,71# 6$(# %$.)# 89#
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It is important to remember that these dentists were working in secondary care settings and as ¢
consequence most patients had been referred to them. In many respects therefore the decisio
may already havbeen shaped by previous encounters with primary care dentists. It was only in
rare instances that a dentist would argue to preserve a patientOs tooth. In the following example
the dentist response during the interview about the patient (24), who wasflictawmith the

dentist. The patient was interesiadmplant therapy and the dentist believed he cqauéserve

the patient tooth and do root canal treatment. Please see the details of this case above on pac
99.

I"# S0t &'H (Vo) H)*&)+&H ($&, (-,) #6,8&1#&L)H# )T, (, +#%S$.)/#01, (#3$8.,)+&H#H 1S (H$H & "&1#8
TS+# 8)# &2)$&).H# A2"&# TS+$4# &2)$8Y0)+&EH $+.# 32)()2:)./# OL)# 3$&,)+&#H 6$+&(
J*&2$T&, +H SH# % 34$+&H &1)2$39/# " #$332) 7, $&)H# 1, (# &2)$&Y0) +&H# 71", 7)5# 8;&#"#8)4,).
&"&IHTS+#B)H32)()2:) H$+ H HTS+H(S)HEL)H, %34S+ 8H-"2HS+ & 1) 2#3$&, )+ &H6 1 HIU$OH#2
+)).#,&/ @HAB)+&,(&#,+8)2:,) 6#AJIES#FGGCFGCIE

Lastly, there were several cases where the denfisessed anxiety with implants for particular
patients. A key reason for this was the patients® poor oral hygiene. In such cases dentists woul
ask patients to improve their oral hygiene if they still wanted implant therapies. In the next case
the dentist bd checked the suitability of implant for and 18 year old female patient. The dentist
hadexplained tathe patienthat shehadbroken teeth anthat shecould notput crowns on to
broken or destroyed teeth. Thaaswhy the dentist preferredn implant. e patient showed a

bit care towards her front teetiolour. However, the posteriorsere completely decayed, and

the patientdid not talk about these teeth.

"4 S0k &'# ('Vo)H )*&)+&H ($&,(-,).# 6,&1# Y034$+&H 24 &1,(# 3$&,)+&# 8)7S$; VHKL)# 1$(#
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To sum up, although, dentigtad different views on decisiotisey were more often than not
satisfied with the decisions. Dentists frequently highlighted the importance of the clinical
dimensions to their deétns for providing dental implants. Factors such as bone quality and
guantity, the space available were usually cited as the central reasons for their satisfaction with
their decisions. A key additional dimension to these findings is the crucial findibhfpthmany

of these dentists complete dentures were considerefhghibned and had poor aesthetic and
functional properties. A negative comparison with this less superior technology was frequently

used by dentists to represent their satisfaction wélhr ttecisions.
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Further to the description of the shared decision making in implant consultatioa pnevious
section this sectiondescribes the presence of the role of power in the decision making process
within the consultationsT his sectiongoes on to explore the three dimensions to power that may
or may not affect the process of decisimmaking These arethe onedimensional wew of

power, the twedimensional view of power, and the thidienensional view of poweflLukes,

2005. The onedimensional view of powedefined aDA has power over B to the extent that he
can get B to do something that B would not otherwise doO (Dahl, 2005, Tinik4)iew focuses

on five aspects: Obehaviour, decision making, key issues, observable overt cowdlict, a
subjective interests seen as policy preferences revealed by political particijhamiss) 2005,

p29. While, the two dimensional view of power has been explained as Oa qualified critique of
the behavioural focus of the caémensional view of power(rhis view of power emphasises
several aspects that include Odecision making andliemsion making, behaviour, issues and
potential issues, observable overt or covert conflict, and subjective interests seen as a policy
preferences or grievanceslo decisions defined addecisions that result in suppression of
latent challenge to the valuasd interests of the decision makefsGkes, 2005, p2R5).The

last view ofpower is the three dimensional view that has been described as Oa critique of the
behavioural focus of the two dimensional view of powerQO. This view focuses on Odecision
making and control over the political agenda (not necessarily through decisions}, @&xil
potential issues, observable (overt or covert) and latent conflict,sabpbctive and real
interests@Lukes, 2005, p25

This section introducesthese dimensions and then explores what was uncovered in the
observations and interviews. In doing so tkisction draws on the proposed framework
discussed in the literature review on povoth recorded consultations and intervieavs used

to introduce and explore how power has operated in these consultdimacludesexploring

the decision making, nodecision making, and overt and covert conflicts. Associated concepts
with powersuch as coercion, authority, manipulation and influence aslb be explored and
describedwhenever they have been recognis@d with previous sections examples will be

provided where necessary.

M1U8UHO*:: -['* -00*%) 2# $U&' (#)*+HHI<'H+ - -Y0* #H3YH#<I=*B) 2#-/42)* 3. #

From the definition ofhe onedimensional view of powe©A has power over B to the extent
that he can get B to do something that B would not otherwise doO (Dahl, 2005apdL#)e
focus of this concept of power ddbehaviour, decisionaking, key issues, observable overt

conflict, and subjective interests seen as policy preferences revealed by political participantsO
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(Lukes, 2005, p29 and with regards to the aim of this study, it couldbggestedhat the one
dimensional view of power is operated when there is an overt conflict with decisions to have
implants betweenht dentist and the patient.-émder to describe the degree to which -one
dimensional view of power was operated in this study, all the consultations and the interviews
of both dentists and patients were evaluated. Then, the relevant consultations sievisthat
involved overt conflicts over the patientsf) preferences, values and needs, suctieatisthe
prefering to go for implant but the patient want fixed crown or vieere identifiedResponses

of all participants (dentists and patierdsd desdbedbelow.

Dentistsand patientsndicated that there were no conflicts over the patientsO preference, needs
and values. Although an exceptional case whedentist(1) stated that there was a conflict
between the patierf4) and him.The patient preferred the implant therapy, however the dentist
claimed that the patientOs tooth could be preserved and treated with root canal trekgasent.

see the following case explain this dentist response:

I"#SY6&'Y6() *H#') Yo+#, #) -.)) .) [0$128/%B)V8HF %) - $%") &542.$%) %+#,.46) .$7) +&') %00%+
1.$)8H)4 #'# OHT:);"#$%& %) &$%#,0&#-);<=>3)? @A@?A<?@=>

Yet, the patient (24jelt unsatisfied with the decision made, as he could not get his preferred
option implant therapy. The patient mentioned that dentisigeved that they have to decide

what suit us, which is not right:

IB.%&#$%() *#) C) -.$%) &542.$%) %-+#,.46) .$7) C) /.$D%) E#9%) &%) 8#/.F'#) TH$%E&'%)
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In the consultationbetween dentist (1) and patient (2#e onedimensional perspective on
powercould be observed operating in the clims we have seen thdentist hacchecked the
suitability of the patient (24) for implant therapy by looking at his mouthtasa-ray. The
patient was a male aged 60 years old and with postgraduate educationaAlieeigh, the
patient(24) maintained that itvas his right to decide Wich treatment to undergo and not the
dentist right to make the decisio¥et, the entist claimed that the patientOs tooth could be
treated with Oroot canal treatmentO and explained to the patient that invplariisiited to

patients who really needthem
I"#$%&'%()1+6)7&7)60F)/05#)%0)%+&")/2&$8/)%07.6L)

B.%6&#3$%() C) +.9%) 0$#) %00%+3) - +&/+) &) O#,6) 7#/.6#7G) C) -0F 27) 2&M#) %0) +.9#) .$)
40"8&82#0)
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The previous consultation clearly showed how clinical judgements used to ovkeripatientOs
choice. This will be discussed in Chapter 4 under the se(#&%&!&$'()*)+,($-./0121*34%$,*/$
5,3)1*3%$+67)+1$8791:3%+7%;()+3<

Nevertheless, ane patents rarely indicated that there were conflicts aroutigkir implant
decisions as they mentiondthat the dentists couldot meet their preferred treatment options

due to the clinical conditions:

I"H$068'$() *&+) $,8-8) H#+) #)/0'12%/$3) ) 4) .#'$) $0) #5808 BO%) $,&) 78'$%+$) $027) :&)
$,4#9) 4) :9+$) #58) +0:&) $&&$,) %) $,&) ;0+$&-%0-) $,#%) ,&) /#) 1%3) $,&) 6-%78&)
<'10-$9'%#$&2=)4) 7%7)'0$) #58&)$,&+8&) $&&$,)#'7)4) #5&)$0) 80).%$,) $,&) %:;2#'$>) 2"#$¢
%'$&-5%8&.)? @AB)CCEFDGHA

The next section describes ttveo-dimensonal view of poweiand the decision to have dental

implants.

"1 IHSUR )* )&, S 08Yo+1H. 2H34+H2+5)-)& HI&HA 6+#2+ 3./#)*7/.,3-

There are twokey difference between theonedimensionalview of power and thetwo-
dimensionalview of power: firstly,the onedimensionalview of power mainly focuses on
@verOconflicts. However, the twdimensionalview of power focuses o@overD conflicts
beside the QovertO conflicts. It also focuses dmidtien decisionsnd the Gnterestéof the
decision makes. Secondly the onedimensional view of powefails to take into consideration
that power may be operated to confine decisions to quite safe issues. For example, employing
the onedimensional view of powerould not enable an evaluation of whether thetidemade
the decision to go for other dentabatmentto avoid the complicationand costs associated
with implans. Yet, thetwo-dimensional view of powemay hae the potentialto evaluate this
situation because it simply focuses on the hidden desisiad the covert conflicts in the
decision making procegBachrach and Baratz, 19710ukes, 2005, p2R5).

The complexity of theéwo-dimensional view of poweis centred on the fact thatbserving
Ohidden disionsO and OcovertO conflicts may be much more difficult than just observing Qovert
conflicts in the onalimensional view of power. Another complexity of ttveo-dimensional

view of powerthat it is dependent on observable conflict, and thus it ignoeespmlation and
authority (Lukes, 200%. For example, a dentist can exercise power over the patient by shaping
hisher interests, withouhe patienknowing. These additional concepts will be explored in this

section.

The key aspect that the tvehmensional view of powefocuses orare Onedecision makingO,

Oovert and covert conflictsO, and associated Okey (isakes(2005, p225). ONordecision
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making® or Ohidden decisionsO defir@deisions that result in suppression of latent challenge
to the values and interests of the decision mak@raes, 2005, p. 21 The main aim of
analysing hidden decisions is ¢valuateif there is evidence thdtidden decisioswere being

made against theecision maker@estinteress.

Covert key issues associated with the-tlimersional view of power include aspects that may
significantly affect decisions made about implants including lack of knowledge about the
treatment, lack of supportive information and the patient thinking that he/she has no power to
contradict the dentist. Bhconcept of manipulation is described @a suizoncept of force
whereby compliance happens even though complier does not recognise the nature of what has
been demanded of him or hdt@kes, 2005, p. 21 For instance, the patient complies with the
dentistOs decision to go for a dental implant even though the patient does not whtiegstan
nature of what is being asked of him or her, maybe because of a lack of knowledge or lack of
supporing information This lack of knowledge is a Ocovert® key issue related to the two
dimensional view of power. In this respect, the concept of matipalenay be considered as

one of the forms of the twdimensional view of power. The concept of coercion is defined as

A secures BOs compliance through deprivation when there is a conflict over values or a specific
actionQLukes, 2005, p2:R2). For example, a dentist may secure their patientOs compliance to
go along with implant t@ment when the patient, in fact, is not interested in going for implant
therapy but he/she complies because he/she has no power to contradict the dentistOs decision a
this may be because of a lack of knowledge about the treatfieatigh, the concept of
influence described as OA makes B change their action without reverting to any form of overt
implicit threatQLukes, 2005, p. 23 For instance, a dentist may make the patient change his/her
decision to go along with implant therapy without an overt threat, such as convincing the patient
to go for an implant because of the high suceass of the therapy and several advantages of
implants without indicating the disadvantages of implants, such as the aesthetic disadvantage.
The concept of authorityn the other hand isxplained as OB complies because he believes that
AOQs ideas reasoable in relation to his/her own value or because its content is legitimate or
reasonable or arrived at through legitimate megA&ord and Friedland, 1985For instance,

the patient complies with going for implant therapy becausshbedbelieves that the dentistOs
suggestion of going for an implant is the best available treatment option, or the Hastist
mentioned several advantages of impaandthe patientOs does not recognise that the dentist

hasnot introduced the disadvantagef implant treatment.

#
In-order to describe the degree to which 4thmensional view of power operated in this study,

all consultations and the interviews of both dentists and patients were evaluated. Then, the

relevant consultations and interviews thatolved hidden decisions and covert conflicts over
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the patientsO preferences, values and needs were identified. Similarly, all consultations anc
interviews that included practising the concepts of manipulation, coercion, influence and
authority were analysed In what follows each of these instances will described under the

relevantsection

This section covers five stiections associated with tiwo-dimensional view of powerlt
starts by describing the Ohidden® decision in relation tiwctmensional view of powert
moves then to explain the concept of manipulation andwedimensional view of power
After this, demonstrating the concept of coercion associated wittwtiidimensional view of
power Finally, going on to describeow the two-dimensional view of poweoperated through

the concept of influencandauthority.

"ETHS% &)+, - ¥ /081, &$'2$3'&,4%5/-)$--  (),5*.*'-.$'4$67%)),-$),5*.*-8 $
In this section | aim tevaluatef there is evidence that there wdrielden decisiosbeing made

against patientsO basgeress. This section involves discussing tiey subthemes that malge
related todecisiors. These were: describing the processhefimplant surgeryandintroducing

the side effects of the implant treatmé8ee%&&'()*+$ ). In such instances we might argue
that we have Ohidden decisions® associated with téntemsional view of power. They are
considered such because patients may not recognise that thstsdémive not provided
sufficient information around the implant therapy by failing to describe the process of the
surgery, including the side effects. Providing patients with this information is regarded as

valuable tahe patients® wellbeing and heqBuwards and Elwyn, 2009

1) Describing the process of the imgnt surgery:

Dentists infrequentlyecalledthat they described the process of the surgery to the patients. For

instance,

I"#$%6&'%() *) #+,-.&S$#]) %0) %ol#) ,.%E&HS%) %1.%) *) 203-/) #+%4.5%) Y%1A##) YoiH%:
&S$'HA%) 0$#) &6,-.$%) 7&66#/8.%oH) &6,-H#6#$%.V&OSBIH) %0) %1#) ,.%&H$%) %1#)
405#"0:)%1#) &6,-.$%)'34:#4<=)21&51)&$>0->#)%20) '%. #) 7&$ #4%8S$;) %6 1#) &6,-. $%
:&%%&$;)%1#)5402$872) 7" #$%& %) &$%#4>8&#2) @8=)A@BCDBAES

Although tese instances were relatively radentistseither argued that the patientab been
treatedpreviouslywith implants andso there waso need to explain the procemsthe process

of the surgery was introduced the patientin the consent formrovided:

I"#$%68'%()F1&'),.%&#$%) 1.") GHHS) ,4#>803'-<) %4#.%#]) 2&%1) .$) & 65-)$24FAKR./) 1
$/)*YH$02)%1.%) 1#)H$02')#+.5%-<)21.%) 2&--) 1., #$9) I#) H$02') % 1#)  405#")0:)'34:#4<)
$/)%1#4#)&)$0)SHH#) %0)H+,-.&$)&%). . &$)%0) 1&6?) 7" #$%& %) &$%#4>8#2) 7 @8=) @!
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For some patients this was a problem. In such instances patients Hrgutte consent form

did not include any information about the procethe surgery

IF6%&#$%()G.9)83)4#$%8 %) 48&4)$.%)#H,:68$)%+&')%.)8#1) J#) 26 =#)8#)6)/.$'#$%)O0.-€
K)%+&$L)4.#)$.%)/.$%683$)/:#6-) &$0.-86%6&.$) %+6%) %o-+#)6%&#$%) $##4") 65.1%) Yo+
<F6%&#$%)&$%#-=&#>)<DA9)DMCBNCDEA
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In these cases patients had recognised that their dentists did not introduce the process of the
implant surgery. In this respectettdecision to have the implant representéeiments of a
Ohidden decisionO. Although, it might be difficult to decide what is the patientOs Obest interest
as this required the dentist to assess several aspects related to the patientOs suitability for tt
implant therapy such as clinical, biological, psychological, and social aspects. Not only these
aspects but also other aspects such as the patientOs preferences, values and needs seem tc
importantly considered. It ought not to be the dentistOs pemginain and thus may highlight

the complex nature of the Obest interestsO. However, the situation is further complicated by th

fact that in the second example, patient 28 who was an 18year old female stated:

1J.$#%:39)K)68)6)589%)'/6-#4).0)%+#)' 1- 26 BYHK)-#6::3)4.$7%)L$.>)81/+)65.1%) &%)
K) 62-##4) %.) +6=#) &%) 5#/61'#) K) >6$%) %.) -#,:6/#) 83) 8&"&$2) Yo##%+;) <F6%&H#$%) &
<?NA9)BQCDEELDEA

Then she was asked whether or not Ishe thoughabout any alternative dent@itatment and

whether or not hedentisthaddiscussedhis with her uch as fixed crows). The patient said,

IK)+64)6)5-842#)5#0.-#)6$4)K)+6=H)$.) ,-.5:#8)>&%+) &%]) O3) 4#$%& %) 484)$.%) .00#-
6:06#-$6%&=H) Y- #6%8HSY6l) P+#) %6.:4) 8#) %+6%) Yo +#)&8,:6$%)>.1:4) %+#) 5#'%)0.-)83)
1. $HSYHA)%.)+6=H)&%:;)<F6%EH$%)&$%#-=&#>)<?NA9)BQCDBCDEAI

This patient response may highlight how the dentistOs Ohidden decision® and Obest interestO t
for implant influenced the patient to comply with the decision. Even though the patient was
frightened about the implications of having an implant and ineitéitat she would have been

happy with another fixed bridge. However the patient complied with the dentistOs decision to go
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for an implant. This Ohidden decision® to the dentist interest was considered as a form of hov

two-dimensional view of power was apged in the implant consultation.

An additional point worth making here is how much information is relevant? The information
provided appeared to vary between patients. Suatientsexplained thatheir dentist described
the process of the surgerymore detail by discussing with them the problem of having enough

bone that would be suitable for the implant:

I"H$%6&'$() *&+) &) -Y%-.) /&) -&+01%28&-) $,&) #++30%4#$%3") 34) $,&) 23'8) 5%$,) $,&) +6%$
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2) Introducing possible side effects of implantreatment:

In the majority casesettistsdid not describe the possible side effects of tleatmentto
patients Dentists maintained that the side effeztsmplant therapy waprovided in the patient
consent forms ands a consequendkey did believed thattherewasno need to explaithese

side effectagain:

&'$%+$() J,%+) %'43194$%3") %+) # BEH BITRY&'S) 4319) +3) $,&1&) %+) '3) '&&-) $3)
-&+01%28&)%S$) #<#%') $3) $,&) #$%&'S.) K7+3B)#+) 836) 0#8) ,#78) +&&'B) 5&) $1%&-) $3)¢
H#$%&'SL+) 31#7),8<%&'&) 28) %<, 7%<,$%'<) $,&) +%6<'%4%0#'0&) 34) 31#7) ,8<%&'&) %'
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Obviously this situation is quite complexebtistsindicated that they were concerned ttegy

did not want toalarmpatientsconcerning the possible side effects:

1&'$%+$() O&OHE+&)-&'SHT) %9: TH'S+) #2&)H),%<,)+612%2#7) 1#$&..) OBEIB)A&B)B, &) #9
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In other casesdentistsindicated that they firmlypelieved that theravereno real complications

from undertaking implarireatment;
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In some instances patients supported this conclusions agreeing that the side effects of the

treatment was accessible in the consent forms:

“Patient: My dentist did not explained this to me. But I read some information about
the side effects of the treatment on the consent form such as swelling and bleeding”

(Patient interview (32), 09/10/14)
While, other patients maintained that their dentist did not introduce these effects:

“Patient: No my dentist did not described the side effects of the implants, but I read
some information about the implant’s side effects on the consent form, such as

numbness and bleeding” (Patient interview (8), 25/08/14)

Interestingly, some patients stated that the dentists introduce the side effects of the fixed crown
but they did not describe the implant’s side effects. These patients also maintained that the

dentists described that the implants are the best treatment that suite them:

“Patient: The dentist explained the side effects of the fixed dentures to me but he did
not explain the side effects of the implant. He told me the implant would be the best

treatment option for me” (Patient interview (11), 29/08/14)

In the previous example, it was very obvious that the dentists did influence the patients’
decisions to go for implants through not only hiding the side effects of the implants and
describing the side effects of the fixed crown. But also by hiding the disadvantages of implants
such association of smoking and implant’s failure and they highlighting the superiority of the
implant therapy. These were ‘hidden decisions’ to the dentist’s interest that was the implant
therapy. They were considered as ‘hidden decisions’ because the patients did not recognise
these issues during the consultations. However, when these patients were interviewed and asked
about the side effects of the implants they highlighted these issues. This was one of the forms of
how two-dimensional view of power was operated through the ‘hidden decision’ within the

consultations.

Nonetheless, some patients occasionally indicated that the dentists described the implant’s side

effects such as the pain associated with the surgery:

“Patient: Yes, my dentist did. Such as the pain associated with surgery and then use of

antibiotics” (Patient interview (9), 28/08/14)

In the subsequent consultation between dentist (2) and patient (5), the two-dimensional
perspective on power could be observed operating in the clinic as a consequence of employing

‘hidden decisions’ in the dentist’s interest. This consultation involved ignoring significant
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aspects of the decision making that may affect the decision made such as not describing the
process of the implant surgery and not introducing the side effects of the implant treatment. It
was obvious form the following conversation that the dentist was interested in the implant

therapy and tried to convince the patient to go with implant:
“Patient: Good morning.
Dentist: Good morning. Have a seat. What'’s up?
Patient: I have two missing teeth and I would like to have implants.
Dentist: OK. I can see this on your referral form. How is your overall health?
Patient: I am fine.
Dentist: Are you diabetic? Have you got hypertension?
Patient: Neither.
Dentist: Are you sensitive to penicillin?
Patient: No.
Dentist: Do you have any medical problems?
Patient: No, I don't.
Dentist: Have you had any operations in the last five years?
Patient: No, I haven't.
Dentist: Well. Can you sit on the dental chair so I can check your mouth?
Patient: Yes, sure. No problem.

Dentist: Open your mouth for me, please. Close. Open. Close. Open again. OK. Thank
you. Well, honestly the best option for your condition is implant therapy. You also
have another choice, which is a fixed bridge. I will explain each treatment option for

you now if you want me to.
Patient: Yes, please.

Dentist: Well. The implant therapy has superior advantages over the other dental
treatment such as durability, stability, aesthetics and loading. But it has a small

disadvantage—it needs surgery to do it and for unknown reasons an implant may
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The section aims to describe how the whmensional view of power was operated in the

consultations and interviewlrough evaluatinghe presence dhe concept ofmanipulation. As

mentioned previouslyhe manipulation concept identified accordingltakes, 2005, p. 2las

Operhaps a sudoncept of force whereby compliance happens even though complier does not

recognise the nature of what has been demanded of him or herO. The theme of mariipulation

the power proposed framework of the study aims to examine aspects such as whether the dentis
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described the benefits, risks and related information to the patient or not (see Appendix 8). For
example, the dentist did not provide sufficient information about the risks of implants such as
injury of the lower alveolar nerve. However, the advantages of implants were clearly
introduced. Introducing the benefits of implants by the dentists and hiding the risks of the
implant may significantly affect the patients’ decisions to whether to go for implant or not.
Another example, if smoker patients know that the failure of the implant is strongly associated
with smoking, they may probably choose other possible dental treatment such as fixed crowns
or removable dentures. Therefore, this is a ‘covert’ key issue in the decision making process to
the patients and it was for this reason that the concept of manipulation was considered as a form

of the two-dimensional view of power.

Dentists significantly indicated that they did not describe the benefits, risks, and the relevant
information of the implant therapy to the patients. Those dentists provided several reasons for
not describing this information to the patients. For example, some of the dentists claimed that
this information has been mentioned in the patients’ consent forms or the patients did not ask
them about the benefits and risks of the implants. Please see the following two responses of the

dentists supporting this claim:
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It could be emphasised that the patients’ consent forms did include clear information about the
surgical complications (side effects) of the implants such as swelling, bleeding, numbness,
inflammations, and delay in the wound healing. Similarly, some of the advantages of the
implants such as high success rate and long survival rate were clearly introduced in the consent
forms. However, the risks or disadvantages of the implants such as the aesthetical disadvantages
of implants, possibility of injuring posterior alveolar nerve, association of implant’s failure with
smoking and poor oral hygiene were not introduced in the consent forms (for more details about
the disadvantages of implants, please see Chapter one under the section 1.3.2. The
Disadvantages of dental implants). However, a really small statement in the consent forms
indicated, “it is difficult to predict the bone’s ability to integrate with the implant because of the
individual differences. Therefore, the implant may not integrate and then it may need removal or
replacement with other implant after taking my consent” was introduced (See Appendix 9).

This may clearly highlight the presence of the concept of manipulation through hiding important
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information from the patient. That was the disadvantages of implant treatment. If we take into
account that the implantsO disadvantages were introducedpatigres, they may not go for
implants and may choose from other possible alternatives such as fixed crowns or removable
dentures. Therefore, it could be concluded that hiding the disadvantages of the implants was a
key OcovertO issue associated witlwtbedimensional power, which may significantly affect

the implant decisions made. This is one of the forms of howdiwensional view of power

was operated in the consultations. Nonetheless, hiding treatment information may really
associate with etbs. This will be discussed in l@pter 4 under the sectiofo&'&$ ()*+,-.$
,/0123420,21%-11/,+-)25%6+)*$7/628%$-05$52,+1+/0$9-:40;

On the other hand, the majority of thatients indicated that their dentists did not describe the
benefits and risks of the implants. These patients did not provide any justifications about why
their dentists did not explain the implantOs benefits and dksough some patients
maintainedhat the dentists provided them with the benefits and risks of the impYattshese
patients described the benefits but they did not mention the risks of the implants. They claimed
that either they did not remember the risks described by the demtibisyomentioned the side
effects of the implants such as the pain associated with the surgery, but not the risks of the
implants.While in fact, these risks of implants were not introduced in the consultations and thus
these patients claimed they couldt memember them. He following case illustrad the
response of the patie(20), who was male and 57 years old. During the patient interview, the
patient was asked whetherhié remember any of the benefits and risks of an implant therapy

thathis/herdertist had discussed withim. The patientOs response was as following:
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In the following consultation between dentist (1) and patient (2@Qhe two-dimensional
perspective orpower could be observed operating in the implant clinic as a consequence of
employingthe concept of mapulation This consultationinvolved a clearthe compliance from

the patient(20) with the dentistOs decision to go for a dental implant even though the giatient

not understand the nature of what is being asked of her, maybe because of a lack afgenowle

or lack of supported informatiomlthough in this consultation, the dentist (1) presented other
dental treatment to the patient such as fixed bridges, yet the risks of undergoing implants were
not described. Hiding risks or disadvantages of dentallaimip may be considered as a

significant aspect that could affect the decision made.
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Dentist: Good morning. I'm very good, thanks for asking.

Patient: It’s been a long time since I've seen you. How are you doing?
Dentist: Not bad, I'm working hard. Anyway, how is your overall health?
Patient: I'm good.

Dentist: Was this X-ray taken today?

Patient: Yes, it was.

Dentist: Do you take any medicines?

Patient: Yes, for diabetes.

Dentist: We did an implant for you about 10 months ago, didn’t we?
Patient: Yes. I like it. It works perfectly.

Dentist: Good to hear. So why did you come to the dental clinic today?

Patient: I have one missing and one very decayed tooth. My previous dentist referred

me to you to extract it and replace both teeth.
Dentist: That’s OK. Can you just sit on the dental chair for me to see what’s going on?
Patient: Yes, sure.

Dentist: Open your mouth for me, please. Close now. Well done. Open again. Yeah.
Bite. That’s it. Actually, the decayed tooth needs extraction because we really can’t
preserve it. It’s very decayed and the caries reaches the root. You had post and core
treatment before, and I am really sorry, we can’t preserve it. So, are you looking for

specific dental treatment?

Patient: Well, I don’t know much about dental treatment. But I believe that implant
therapy would be good. You did it for me last time, and I really like it. But you may

see something that I can’t see. Do you get me?

Dentist: Well, I totally agree. Implantation is the best dental treatment. But you could

have fixed bridges to replace these two teeth if you want. What do you think?
Patient: Actually, no. I am happy to go with the implant.

Dentist: That'’s fine. Any questions?
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Further to the description diow twodimensional view of powewas operated thorough

observing the presence of the concept of manipulation in the previous section, this section aims
to describe how twedimensional view of power was operated in the consultations and
interviews through evaluatintpe presence dhe concept of coerciomhetheme of coercion in

the power proposed framework of the study aims to examine two kethenies thamay

affect theimplant decisions. These were: was shared decision made and were possible dental
treatment discussg®%%&'()*#). Evaluating whether shard decisioraking was made or not

may providesan indication thatthe patientsO preferences, values and needs were not evaluated
during the decision making proces®r example, if patient (>dlaimedhe did not reach shared
decision withthe dentist, this may meatisat the patientmay coerced to the decision that he

may not be his best treatment optidis could be for several OcovertO key issues associated
with the concept of coercion such the patientOs lack of knowledge or the patientOs thought the
he/she hasio power to contradict the dentistOs decis®milarly, if possible dentateatment

were not discussed, this may providesignalthat the dentist may coerced the patient to go for
example for the implant, while the patién fact prefers fixed crownsyhich may significantly
affected the decision made as the patient may go with any alternatives if they were introduced.
Therefore, these are OcovertO key issues to the patientsO decisions. It was for this reason that

concept of coercion was consideresla form of the twalimensional view of power.
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1) Was Shared decision made?
Dentiststended to believéhat theyhadreached shared decisions with their patients. Some of
these dentists did not justify the reasaf their thoughtdor reaching joint decisns. While,
other dentists provided several reasons for reaching shared dedsidnsaspaients were
looking for implantsthe dentists achieved the patempreferred treatment options, and lastly
other dentaltreatmentwere not possiblePlease seehé following case form the dentists

interviews explained this thought:
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Nonetheless insome cases dentists emphasised that they made the decisions without
considering the patients preferencbhsthese casedentistsindicatedthat theyhad made the
decision because patients were carebasd had failedo eitherimprove their oral health or
because the clinical situation of the patiedits not warrant certain treatmenfhis indicates

that in some instances those dentists may have secured their patients compl@gmedotny

with implant treatmenivhen in factthe patierd were nointerested in going fothe treatment.

In such instances the patients had compledausethey hadno power to contradict the
dentist®decisiors. In other words, these patients may be coerced to go with implant tneatme

Please see the following example illustrating this claim:
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In contrast ptientsindicatedthat theyhadreached shared decisions witte dentists.Patients

tended to believéhat the dentistknewmore tharthem and as a consequence they deferred the
decision to the dentisThey maintained that they were happy with the decisiongnhmduch

cases the decision may have been secured in situations where they may not have receive(
sufficient information about the treatment. Providing more information may have significantly
influenced such decisions. However, thek of knowledge abouhe implant treatment among

those patients may be the key Ocovert® reason concerning why they went for the treatment th

was recommended HE next two examplgsom the patientsO interviews explain this claim:
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2) Were alternative denfal treatment discussed?

Discussing alternative dental treatment may significantly affect decisions on whether to go with
implants or not. Patients may go with any alternatives if they were introduced. This appears to

confirm that there is a degree of adien in relation to the consultations.

The majority of the dentists indicated that they did not discuss possible tleatalentsuch as
removable partial dentures or fixed crowns with their patients. These dentists stated various
justifications for not discussing alternative treatment options. For exadgiéstsclaimed that
implants would be the best or the only treatment thoe patiend, or the patients want implants

and did not ask them about the alternativasother reason why this might have happened is
that patients often feel a lack gbwer to challengedentist©decisiors or they may lack
knowledge concerning other gmible treatment options. These two aspects are OcovertO key
issues that may affect decisions. This is one of the forms of thditmensional view of power.

The sibsequent cases illustrate thédseughts of dentists

IA,'$&-$B#C #"#+&+#' $#&'$1.+34,28R8,251,28),'$#/&$%# $% #E2$&,'$;#0,423- #$%, #
E2$&, $F-#9$,,$%#21,@,-$.120D,#2'+#$%,#&)ED2'$#/&DD#0,#$%,#0,-$#$1,2$), $#H. 1#<
E2$&,'$5#6A, $&-$#8&'$,18&,/#61:#<I>?#><@:

IA,'$&-$B# C.;# "# +&+# "$# +&-43--# $%&-# 0,423-# $%,1.# 21.# "# .$%,1# 2D$,1
$12%),'$ J .'D*#&)ED2'$#$%,12E*#-3&$-#%&-#4D&'&42D#-&$32$&.'5#6A,'$&-$# &'$, 1
<@>?7=><:

The next consultationis a goodexample of how coercioan be seen to operate in the
consultations This consultation involved securing the patientOs compliange along with
implant treatment when the patient, in faoiay not be interested in going for implant therapy

but he complies because he has no power to contradict the dentistOs:decision
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3.3.3.4. Two-dimensional view of power and the concept of influence
As mentioned previouslyhe concept of influence described as OA makes B change their action

without reverting to any form obvert implicit threatGLukes, 2005, p. 21 The theme of
influence in the power proposed framework of the study aims to examimkich degree both
dentist and patient think that one of them influences the other to go with implant tesepy
%&&'()*+% ). For instance, a dentist may make the patient change his/her decision to go along
with implant therapy without an overt threat, such as convincing the patient to go for an implant
because of the high succeasge of the therapy and several advantages of implants without
indicating the disadvantages of implantonvincing the patient to go with implants by
introducing some information and hiding other information such as in the example we have just

seen is alo a good example of the OcovertO use of power and influence.

Despite the obvious use of coercion and influence in these consultations dentists honestly
believed that they did not influence the patients to go with implant therapy. In such instances
dentiss explained that there were several things that may influence the patientsO decisions to gc
with implants. For example, some dentists indicated that patients had asked clearly for the
implant therapy at the start of the consultations and as such claiatetthéhpatients made the
decisions before they had come to the clinic. While, some of these dentists also believed that
most patients were happy to go with implants particularly if the treatment was free. Please see
the subsequent responses of dentistdevthey were asked in their interviews about to extent to

which they may have influenced patientsO decisions:
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In the following case, thdentist claimed that sBexplained tathe patienthat she has broken

teeth anddentists could noput crowns on broken or destroyed teé€fhe dentist maintained

that wasthe key reasomvhy shechose an implant fathis patientIn this case then the dentist

was trying to convince the patient to go with the implant. Although the dentishtdadiuce
information (not putting crowns on to broken teeth), she also failed to reveal important
information aboutalternative treatment. iing this information is a OcovertO issue that may
significantly influence the decision. This may clearly highlight how the-dimeensional view

of power was operated through the presence of the concept of influence. The startling thing in
some respectshaut this encounter was the response of the dentist when asked about her role in

the treatment decisioh:

I"#$%6&'%()*) 484)$.%) &$=68HSTH#) Yo+#)/0%EHSVK') T &' &.$>)*)-04#) Yo +#) 4#7 &' &.$) 0
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In other cases dentists were aware thay might have had a big influence on the patientOs
decision. In the following case, the dentist claimed thatfgatienttameto the clinic andvas
suffering from his complete dentsrewvhich werssliding around The dentist maintained that an
implant treatment washe only treatment for this patienin this case the dentist failed to
introduce other possible treatments such as-deeturesThis example may underline that the
dentist tried to convince the paiteand influence him to go with implants without an implicit
threat. Yet, this is a OcovertO key issue that may clearly describe howdheensional view

of power operated through influence:

VHS%& %() *) %+&S,) %o+#) [0%&H#$%) 764#0162) 50$%) &-HBOSYS) W0 RFOV6HY '68<+%662)
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Patients however recognise the influence of their dentists. They recognised some dwsy fact
that influenced them to undertake implant therapy. Factors included dentists said implants are

the best options; dentists described the process of the surgery, and the advantages of implants:
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It should be made clear that in the previous example, although the dentist provided the
information about the advantages and tihecpss of the implant surgery, the dentist did not
introduce the risks or disadvantages of implants. Yet in this case the patient had indicated that
he hadno ideaabout dental treatmenthe dentist did not introduce alternative treatment such

as fixed or partial denturebliding important information such as the disadvantages of implants
and the possible alternative treatment is a OcovertO issue that may significantly influence
decisionsabout whether to go with implants or not. This obviously may highlight how the

power operated in the consultation through the concept of the influence.

Nevertheless, there were some patients who believed that the dentists did not influence them tc
undergoimplant therapy. These patients indicated that their previous positive experiences with

implant surgeries were the key reason behind their decisions to go with implant therapy:

N HS%&'$() G) <&#.)#) 15$)#;52$) %ABLH#'S/)#'.)-#.)$75)/233&//021) &HB & <YGEL3E) 7%S$
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As indicated previouslyht concept of authoritsefers to situions whereOB complies because

he believes that AOs ideaeasonable in relation to his/her own value or because its content is
legitimate or reasonable or arrived at through legitimate me@i&®d and Friedland, 1985

For instance, the patient complies with going for implant therapy because he/she believes that
the dentistOs suggestion of going for an implant is the best available treatmenThptibeme

of authority aims to examine two key stiiemes that may affect cisions. These were: 1) the
reason behind the patientOs compliance with decision made by the dentist,t@ndhizh

degree patients and dentists think that patients were happy to go with implant therapy
(%&&'()*+%). These two aspects are OcovertO issues associated withdimeetgional view

of power and will be explored in this section.

1) The reason behind the patientOs compliance with decision made by the dentist

Dentists indicated that the patients need to replace their missingfoedibth aesthetic and
functionalreasonsThese dentists were asked during their interviews about what do they think

influence the patients to go with implants. They answeredllasving:
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However, it should be highlighted that these dentists did not describe other aspects related to the
implant decisions such as the disadvantages of implants or possible treatment options. For
example, in the previous case, the patient (10) who was a famealé0 years old, asked her
dentist to have fixed bridge. The dentist then checked her suitability for a bridhehhghted

that the patientOs tooth could not be preserved. The dentist claimed that the only available

treatment option was the implanttiapy The patient said,

0D3)%+#0#)&')$/)/%+#0)/,%&/$)-$.)E/6)0#5/11#$.)&1,7-$%'2)DF 77)2/)3/0)%+#1G)H')E/6
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In this case, it was obvious that the dentist had shaped the patieieree treatment option.

Not only this, but the dentist also failed to discuss the potential disadvantages of implants such
as the possibility of injuring the inferior alveolar nerve and did not introduce other treatment
options such as removable denturédiding these important aspects were OcovertO issues
associated with the authority of the dentist and may significantly affect decisions. The patient
may have complied with the decision because she believed the dentist (there was no other
options availale) was reasonable or arrived at legitimate means and may also had a lack of

knowledge around other possible treatment such as removable dentures.

Other dentists maintained that they did not know what affected patients® decisions to go with
implants.Theyclaimed that the patients might be able to answer what influence them to go with

implants

I"#$%&'%() J/6) 5-9) -'K) %+#) ,-%8&#$%) -4/6%) %+&'G) D) +-:#) $/) &.#-8) 9"#$%&'%) &$Yo#(
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On the other hand, patients most commonly believed that dentisé&sQddyjo with implants are
reasonable. These patients relied on either sufficient experientresdeitists with implants or
knowledge and skillef the dentistsn the implant therapyPlease see the following responses

of the patients supported thikimn:
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However, other patients indicated that they believed that implests better than alternative
treatmend such as fixed crown®r bridges These patientselied mainly on the several
advantages and minor disadvantages of impldraswere described by their dentistin the
following example, although the patient claimed that implants have Ominor® disadvantages, ht
clearly described the advantages of implants. This may be because the dentist used his authority
to shape decisions by indicating that implaotsly have Ominor® limitatiorsuch as the
association of smoking and poor oral hygiene with the failure of implants. However,
interestingly, the patient did not describe the Ominor® disadvantages of isydaniss
association of smoking or poor oral hygiene with failure of imptan¢ while he describedne

of the side effects of the implanssich asOthe use of painkillers after surgery®. Whilst, in the
following example, anothguatient maintained that the dentist did not explain anything to him
about the therapyThese two exaples illustrate how some dentists shaped decisions using
authority. While patients believed that the dentists idea to go with implants was reasonable due
to the patientsO lack of sufficient information around the possible treatment options. Therefore,
this could confirm the presence of the dentistsO authority in this study and paavide
explanation about how the tadimensional view of power operated through the concept of

authority in the consultations.
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2) To which degree patients and dentists think that patients were happy to go with

implant therapy:

Dentists highlighted that they could not dhyatients were happy to go with implamts not
However, these dentists maintained that they caoully evaluate whether the patients were

happy to go with implants or not after the implaeatmenwascompleted.

Other dentistsstatedthat theythought that their patients were happy to undertake implant
therapy.The reasons given for this assertion were ithatantswould improve the patientsO oral

healthin anaesthetic and functionalay:
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In explaining the superior qualities of implant treatmaemtists reliecheavily on the failure of
alternativetreatmentssuch as fixed bridgesn addition they frequentlglaimed that implants
would improve the oral health of patient¥hese dentists rarely discussed the failure of
implants. In this respect dentists were using their clinical authority to shape the decision to go

for implants:
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On the other handome patients indicated that either the dentists convinced them to undertake

the implant therapy or they weconfident in thelentists@kills and experiences:

"K$;0>($!7219$%8&'(&!;5%6'%;$9!7$!&5!?5!-'&+10%!'71.0%&!*1/$.'$6$! & +0&!+$!+0(1$%5>
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Thesubsequent consultatidiustrates how clinical authority was used in a typical consultation

In this consultation the patient demonstrated clear compliance with the decision suggested to
them by the dentist. During the interview, the patient indicated that he complied tolgo wit
implant becaus€'’K$;0>($!*107!8%0..2!;5%:'9$%&!'%!&+$!19$% &' (&M(!(,"..(10%9!$=1$8'$%;$@'ALO
'%&$86'$-! ACCD<! EHGHHG®!Ipatient was not aware that some information had not been
discussed. These aspects act as OcovertO indicators associatedcefithaf authority and
illustrate how the twalimensional view of power can be seen to be relevant to clinical

consultations.
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The next setion describes ththreedimensional view of powegind the decision to have dental

implants.

"1 "H$06& I+, (- +/-01$2/3('$0-4$5&($4(6+.+/-$5/$807 ($4(-501$+,810-5.

As mentioned previously, the threémensional power described as Oa critique of the
behavioural focus of the two dimensional view of powéoGuses on Odecision making and
control over the political agenda (not necessarily through decisions), issues and potential issues,
observable (overt or covert) amatént conflict, andubjective and real interestdkes, 2005,

P25. This may highlidnt the key difference between the thdimensional power and the two
dimensional. To explain this more, the tgdimnensional view of power has considepmver as

an approach that can operate in covert ways and can be noticed through collective directions
over which no definite person has control or through the actions and selectivity of an
organisationwhere no definite person has a whole oversight ftethelesgpresents bias
(Crenson, 1971 In other words, power can operatdere we are excluded from the political
process. For example, withiconsultations patients may notice the power thfe dentistin
convincingthemto go for implants, andas such, they may recognise that thaye no control

over changing the decision or because they believe that the dentistOs idea is reasonable i
relation to his/her own value and interest. Thus, thithe key criticism around thi&wo-
dimensional view of poweln contrary, the thredimensional power can operate where we are
included in the political process. This is one of the complexities of the-dmesnsional power

that it is really challengim due to the difficulty to determine where power is operating.

The second complexity of the thrdemensional power is that it depends on establishing a
counter factual, which can be challémg(Lukes, 200%. For example, how do we establish that

the dentist has managed to get the patient to do something that is against their real interests’
This is really hard to siw especially in these datdhese challengemade itdifficult to

describe how this concept of power may have been operating in this study.

Please see€lable 8 below which describes and sumnsas the findings of this study.
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Parameter

Description

Frequency of occurrence| Findings of the current study

Decision making models used within the implant consultations

Paternalistic
decision making
model

Dentist is the main decider amb
contribution from the patient in th
decisionmakingprocess

Paternalistic model wa
occurred(only observedn
one consultation

Elderly patients Oabove 55 years Owho had lower educational levels tended to e
greater levels of paternalistic and interpretative decision making.

Interpretative Dentist considerthe preferences an This model was arely
decision making | values of their patients. Howevéhe | implemented in the
model dentist still has the final decision. | implantconsultations.
Informed Patientsare the main decidetsbut | NA NA
decision making | only after they have received all
model the necessary information about t
benefits, risks and othafternatives
Marginal Less than 50% of the twentythree| The MSDM model was| In the marginal modelkhe patient and dentist madjoint decisios. However, various
shared decision | subthemes of the proposed {3DM | most commoly employed| aspects of the DEDM framework were absent. These include: mdtoducing and
making framework of the study are achiev¢ in the consultations. appraising research evideng®t asking the patients about the quantity of informa
(MSDM) and observed together in one sin they needed, the dentist did not inquire about tgept decision making preferenc

consultation.

and expectations from implants, the side effects, the benefits and risks of implan
not presentedto patients, patients were not given the choice of postponing
treatmentdecisions, ptientsO views were nobrsidered, and lastlthe process o
implant surgery was not described.

Typical shared
decision making
(TSDM)

More than 50% of the twentythree
subthemes of the proposed {3DM
framework of the study are achiev
and observed together in one sin

The TSDM was arely

implemented in the
consultations. Only twc
consultations wer¢

Patient and dentist shared information about possible treatrmedtboth agreed to g
with the implant therapyln this model, he fdlowing subthemes of the DEDM
framework were observed in the consultations: Providing a definition of what an in
is? Reviewingpatient medical history, no interruptions in the consultations, s
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consultation. grouped under this model| discussion of research evidence and discussion s#areh relevant to the patiel
checking the patientOs understanding and seeking the views of the patient, e
patientOs ability to understand the dentistOs instructions, presenting multiple tr
options, describing the process of the surgemplaing the patientOs preferenc
values, and introducing a plan for follow up.

Ideal (or All the twentythree subthemes of| This modé neither| No implant consultations grouped under tt8OM. This wasbecause no implar
perfect) shared | the proposed DEDM framework of| occurred nowasobserved consultation achieved the ISDM criteria and not all theSDM themes and suihnemes
decision making | the study are achieved and obsery in this study. occurred m any implant consultation. Thisnodel is an ideal (perfect) type ¢
(ISDM) together in one single consultation. communication and therefore it would be unlikely to find it in empinieality.

The role of power in the decision making process about implant therapy

The one This view of power focuses ontyn | This view of poweronly ' An overt conflict over patient choice and the de@tstinical judgmentwas
dimensional overt conflics. exceptionallyoccurred as it observed in this studyrhe dentist had checked the suitability of the patient
view of power was only observed in on¢ implant therapy by looking aheir mouth and his xay. The patient was a ma

implant consultation aged 60 years old and withpostgraduatéevel educational. Although the patie

maintained that it watheir right to decide which treatment to undergo and not
dentist right to make the decision, the dentist claimedttteapatientOs tooth cou
be treated witta Oroot canal treatmentO and explained to the patient that im
were limited to patients who really needed th&me(pag®9).

The two This view of power focuseon | This view of power wag The two dimensional view of power operated and observed in different 1

dimensional overt conflicts, covert conflicts and frequently operated in | within the consultationsobserved Forms include coercion, manipulation, authol

view of power | hidden decisions to the decisi( several consultations and influence. These forms are described in the following rows of thés tab
maker best interest. observed

The concept of | A secures BOs compliance throl Coercion was seldom| The concept of coercion was practiced in seveoalsultatios particularly among
coercion deprivation when there is a conflif used amonghis specific| elderly patients who had lower educational levels. This may be because of |
over values or a specific action. | group of patients. knowledge and lack of supportive treatment informafsae example in page 143
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The concept of
influence

The concept of
manipulation

The concept of
authority

The three
dimensional
view of power

A makes B change their actic
without reverting to any form o
overt implicit threat.

Perhaps a suboncept of force
whereby compliance happens ev
though compliers do natecognise
the nature of what has bee
demanded of them.

B complies because he believes t
AOs idea is reasonable in relatior
his’lher own value or because
content is legitimate or reasonal
or arrived at through legitimat
means.

This view of power operates whe
we are included in the politice
process.

The influence of dentistl The concept of influence was usually operated in different consultatianggthnot
on patient decisions to ¢
with dental implants wa:
frequently observed i
several consultations.

The manipulation

wa

often used in different
implantconsultations.

introducing possible treatment options or not providing sufficient treati
information(please see example in page 147)

Patients comply with the dentistOs decision to go for implants even though t
not recognise that the dentists (consciouslymeonsciously) did not only rely o
several advantages of implant, but also they did hide important trea
information such as risks of the implant failptease see example in page 139).

The authority of som¢ The authority of the dentistsas usually operated when the patients comply \
dentist was ommonly
observed in various

consultations.

going for implants because they believe that the dentistOs suggestion of goin
implant is the best available treatment opfiplease see example in page 151)

This view of power neithe| The three dimensional view of power depends on establishing a counter f
occurred nor observed i which can be challenging. For examptmw do we establish that the dentist |

this study.

"# $

managed to get the patient to do something that is against their real interests?
really hard to show.
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This chapter discusses the findings of this study in relation to the existing knowledge and
medical literature on decision making. It consists of six key sections. The first section discusses
the limits of shared decision making during implaatsultations by considering eight factors:

1) raising patient awareness of their rights to participate in treatment decisions; 2) cultural
influences and the low levels of participation in decision making, 3) the pdterist
relationship and commuration skills; 4) providing patients with relevant information; 5)
introducing multiple treatment choices; 6) confirming a patientOs comprehension and evaluating
their expectations; 7) considering patient preferences, values and needs during the decision

making process; and 8) clarity of the information presented on the consent forms.

The second section covers the impact of patients® previous experience and lay referrals witt
respect to their decisions. After this, the third section deals with power dynaniielation to
implantdecisions. Ethical consequences associated with the decision to have implants are then
the focus of the fourth section. This is followed up with considerations &b@Guzzledof the

patient satisfaction regarding dental impfaimt the fifth section. The final section describes the

strengths and limitations of the current study.
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If we wish to facilitate betreuse of shared decision making during implant consultations, the
results of the current study suggest the need to increase patient awareness of the right tc
participate in their decisions. Why is this important? The literature on decision making has
shownthat patient contributions to decision making correspond to enhanced patient satisfaction,
increased knowledge, and better health outco(Eslsvards and Elwyn, 2009Virtz et al.,

2006. This is in agreement with other vkoconducted in Saudi Arabi&arida and AlSiber

(2013 conducted a cross sectional survey ssisg patient awareness and rights to participate

in treatment decisions. {depth interviews were employed to collect data from a sample of six
hundred and twentfive participants. Results demonstrated that the majority of participants
(87%) did not recgnize their rights to participate in treatment decisions. In fact, they felt that
they did not have the right to know their doctorOs name, claiming that they usually obtained
their treatment information from nurses. Indeed it was shown that they had mouoaration

with any physicians. Half of the sample did not even think that they had the right to defer their

treatment decision@arida and AlSiber, 2013 These findings suggest that there is a lack of

"# $



knowledge in Saudi patients regarding their rights to participate in treatment decisions, and this
seems to be a key issue that should require further inviéstigaAdditionally, active

involvement by Saudi patients in their treatment decisions may also be recommended.
However, it might well be argued that the low levels of participation in decision making are as a

consequence of Ocultural influencesO. THibevéxplained next.
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There is evidence that indicates Ocultural influences® may play a significant role in the decisior
making proces{Briley et al., 200D Impacts of these Ocultural influences® might be seen in how
the decision making process develops. This includes considering aspects such as who is
involved in treatment decisions, their behaviours, thoughts, religion, and expec{@timrkes

et al.,, 2008 In the current study, cultural influences were identified in several dental
consultatbns. This could be observed in greetings and interactions between patients and dentists
(See pagd04in Chapter Tiree).There is often audtural reason for these kinds of interactions,
especially where authority is concerned. It has been pointed out that Muslim patients believe
that the patientlentist interaction and treatment decisions are associated with the will of God,
OAllahO, and hontrol of actions on earth. They therefore believe that doctors are instruments
of God who hae an influence o healing inminds and hands dhe doctordMoazam, 200p
However n contrast to this, Muslim doctors believe that not only can the official health system
audit their work, but they also strongly feel that God audits their work at all times. As a
consequence of this, they must do their work perfectly and hor{8sijgo, 2008, p.1)6These

beliefs @e quite similar to other religions like Catholicism. Latinos feel that patience and
strength are obtained from a God who is with them every$ajpo, 2008, p.1)6In contrast,

ultra orthodox Jewish society holds the view that God will offer them the essential power

needed to handlany condition they may face in lif8kinner et al., 2001

Taken together, itould be suggestedhat these differences in cultural influences may impact
treatment decisions. Therefore, the results of this study may suggest that considering these
influences when proposing to raise patient awareness of their rights to participaatnmetrt
decisions would be important. For example, if a decision aid was developed to improve patient
awareness of their rights to be involved in implant decisions, it would be critical to consider the
cultural influence of the setting being examined bgc#ically including information that is

sensitive to patients® thoughts and religion.
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Patientdentist interactions and building mutual rapport have been shown to be relevant to
patient participation in their treatment decisi¢hsh et &, 2007. Establishing interactions that

involve detailed discussions of all elements of the decision at hand along with building a
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congenial rapport with patients minimises patient misunderstandings, improves identification of
patient preferences, needs, perceptions, and increases their satisfaction (Vahdat et al., 2014, Ha
and Longnecker, 2010). However, the present study revealed that dentists often did not attempt
to initiate detailed interaction and build rapport with their patients. When this did happen it was
characteristically brief. This is similar to other published research. In the United Kingdom,
AnbuSelvan et al. (2013) conducted a qualitative study looking at misinteractions between
patients and clinicians regarding treatment decisions. It was found that clinicians often did not
establish detailed communication or rapport. As a consequence they concluded that mis-
interactions had occurred and that these had several qualities, including a failure to introduce
relevant treatment details and occasionally providing contradictory treatment information to
patients. Although several obstacles to proper interactions in the dentist-patient relationship
have been underscored in the literature, including patient anxiety and fear of verbal or physical
abuse (Fentiman, 2007), these difficulties have led researchers to establish strategies to improve
this interaction. Strategies include focusing on fostering interaction skills and developing

decision aids (Ha and Longnecker, 2010).

Developing interaction skills has been found to increase the chance of achieving optimal
patient-dentist interactions by minimising patient anxiety, fear and increasing their satisfaction
(Harms et al., 2004). Additionally, the development and use of decision aids have been
demonstrated to enable more detailed evaluative interactions. This is because decision aids have
been shown to provide patients with the relevant treatment information and to facilitate patients’
involvement in their treatment decisions (Abbott et al., 2006). Therefore, if we hope to improve
the patient-dentist interaction, increase patients’ participations in their treatment decisions and
employ shared decision making, the results of the current study suggest improving the dentists
interaction skills with the patients and perhaps the need to develop a specific dental implant

decision aid.
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Providing patients with relevant treatment information is an important aspect of shared decision
making. It is evident that this guides the final diagnosis and supports making the right decision
(Britten et al., 2000). In cancer settings, it has been found that patient’s anxiety increased when
patients received comprehensive information about their treatment compared to those patients
who were offered typical information. However, a few weeks after, the anxiety of both groups
as lower and similar (Simes et al., 1986). Taking into account the differences of the decisions
made between cancer and dental implant patients, it may be difficult to prove this claim in all
group of patients. Nonetheless, while providing patients with multiple treatment options has

been found to increase patient satisfaction and improve their well-being. It is an unavoidable
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part of shared decision making (Singh et al., 2010, Britten et al., 2000). Therefore it is important
to define what exactly is meant by ‘relevant treatment information’. In the present study,
‘relevant treatment information” would involve describing the relevant side effects, process of
surgery, and possible benefits and risks of implant therapy. Ensuring that patients have
sufficient treatment information is critical for delivering high quality and safe health services
(Edwards and Elwyn, 2009). The establishment of the Patient Advice and Liaison Services
(PALS) by the National Health Service (NHS) in England reflects a change towards involving
patients in their treatment decisions and supplying them with relevant treatment information.
PALS’ mission is to offer more accountability to clients and patients. It is also designed to
ensure efficient handling of patient concerns and resolving patient complaints (Carlsson et al.,

20006).

Despite the fact that the patients who participated in this study most commonly believed that the
dentists’ idea to go with implants was reasonable, a number of patients emphasised that they
wanted information but this information was not provided to them (see patient ‘28’ response on

page 150 in Chapter Three).

There are few, if any studies, in the dental literature looking at appropriate levels of information
provision for patients. Nonetheless the findings of this study are comparable to work conducted
in various cancer settings in the United Kingdom and Belgium (Jenkins et al., 2001, Brundage
et al., 2001, Pardon et al., 2009). It is also consistent with other findings from cancer settings in
Saudi Arabia. A qualitative study with a sample of 114 Saudi participants concluded that the
mainstream of Saudi patients wished to receive all relevant treatment information (Al-Amri,
2009). Regardless of the differences between dental implant and cancer settings, it is apparent
that patients cannot be actively involved in making shared decisions unless they are given the
necessary information. However, several challenges in providing relevant information have
been reported, including clinicians commonly undervaluing patients’ desire to receive the
information, clinicians’ lack of knowledge about possible treatment choices, and the minimal
duration of consultations (Leydon et al., 2000, Jenkins et al., 2001). These challenges may be
come through the development of effective decision aids that centre on improving patients and
clinicians knowledge, ensuring patients have access to relevant information and motivating

patients to be more active in their treatment decisions (O'Connor et al., 1999).

Evidence suggests that introducing the benefits, side effects and the process of surgery to the
patients increases patient satisfaction and reduced unwelcomed outcomes (Makoul, 2001).
However, the findings of the present study demonstrate that these aspects of the consultation
were not continually provided to the patients. Further evidence demonstrates that patients desire

all information available regarding treatment risks. Among 1500 participants in a randomised
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control trial, it has found that patiesnwho had obtained sufficient information about treatment
risks had greater satisfaction with the service provided and more trust in their clifiMazer

et al., 2004 Tongue et al., 2005 This is contrary to what was seen in the present study;
describing any risks related to the implants was exceptional throughout all the consultations
observed. This suggests that perhaps developing a decision aid specific to decisions to have
implants would help to improve patients knowledge and provide patients with relevant

information.
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This study showed that dentists rarely introduced two treatment options to their patients. These
were eitherimplants or fixed bridges. These findings are similar to other implant research
conducted in Austria that assessed patients® needs with respect to dental implant information. |
wasfound that not onlydid the majority of patientseceiveinsufficient infamation about the
implant therapy, but also other dental alternatives were poorly pres@rpper et al., 2003
Nevertheless, offering patients multiple treatment choices and providing them with relevant
information can improve patientsO wming, and increase their satisfacti@iConnor et al.,

1999.

During consultations, treatment decisions may involve introducing multiple treatment options
includingdentalimplants, fixed crowns and removable or complete dentures; however assessing
patient suitability for implant therapy cée more challengingrhis is due to the need to assess
several functional, biological, social and aesthetic factors before decisions are(seade
sections in Chapteone 1.3.1. The Advantages of dental implants, and 1.3.2. The
Disadvantages of dental implants). If decisions are made in favour of implantsmiay be a
substantiaecision and thampactof this could have significant impacbn the patientGsal

health quality of life. These impacts may be either positive or negative. Positive impacts include
improving patients® satisfaction and patientsO oral health relaigdajudé. While negative
impacts may be related to injuring inferior alveolar nerve (IANpther issuesand increasing

the patientOs dissatisfactigtenton, 2010Narby et al., 201 It is important to engageith
patients in their treatment decisions. This engagement should include sharing relevant
information and introducingossible treatment optioras this may; for example, moderate the

blame between patient and dentist if the treatment received is unsuccessful
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Patients who patrticipated in thisudy often understood what was discussed with the dentists
and their understandingvas frequently confirmed. This is consistent with the evidence
suggested that confirming patients® understanding is significant in shared decision making. It

also demonstrasebetter adherence to treatment plans, increasing patientsO satisfaction, and
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reducing undesirable outcoméBhornton et al.,, 20Q3Crawford et al., 2002 However, the

results of this study also demonstrated that explorations of patientsO expectations about implan
therapy seldom happened. As we have seen, evaluating patients® expectations during
consultations has been shown to increase patient satisfaatiprove care and treatment
compliance(Crawford et al., 2002Platt and Keating, 2007Implant therapy can improve the
phonetics and aesthetics of patients, though evaluating the level of patientsO expeefations
makinga final decision may be criticdlSugerman and Barber, 200¥ patient expectationis

relation toimplanttreatmentare impractical, the cinge of patient dissatisfaction may appear.
Thus, possible difficulties related to the implant therapy including risk of failure and the fact
that implants require maintenance should be clearly underlined to the p#fdats et al.,

1999. The results of this study suggest that it may be valuable to increase Saudi dentistsC

awareness and skills in evaluating patient expectations of implant therapy.
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Dentists who participated in this study rarely asked patients for their preferred treatment
options. Indeed, in some examples, dentists did not always take patients preferences and value
into account. Contrary to other findings from two dental settinghéniJnited Kingdom, it has

been found that sharing responsibility, shared decisional roles and preferences between dentis
and patients were commonly obser{&happle et al., 20031t may be true that not all patents

want active participations in their treatment decisi@@bewning et al., 2092 Though it is
evident that the majority of patients preferred considering their preferences, values, needs and
making shared decisions with their atiors (Ford et al., 2003Edwards and Elwyn, 2009
Chewning et al., 20)2Aspects relang to the patientsO preferences, values and needs including
fear from clinicians® and competing possible treatment choices can significantly influence
treatment decisionfiette and Rand, 200Platt and Keating, 2007 Consequently assessing

the patientsO preferences, values and needs during dental consultations is important.

The current study revealed that patientsO lack of knowledge and an over reliance on dentists
skills might be key reasons in reducing the levels of patient participaitiotiseir dental
decisiong(See patient 020 response on $2igeChapterThree) These findings are similar to

other research that concludes that the lack of patientsO knowledge about dental treatments ar
trust in clinicianded to inactive roles of patients mmghlighting preferences anchakingproper
decisions(Chapple et al., 2003 Therefore, irorder to facilitate employing shat decision

making n implant consultations, these data suggest that Saudi dentists require more efforts to

consider patientsO preferences, values and needs.
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This study found that all patients read and signed consensf however some patients argued
that consent forms did not include any information about the process of implant silitigsg.
patients did not seem to have sufficient information about the therapy even when it was
considered that they had read the consent form gagent 010 and patient 0280 responses on
pagel33in Chapter Tiree). Althoughreadability of consent forms have been widekplored

in the medical literaturgthis area has been raretgportedin dentistry (Ghafurian, 2009
Accordingly, it was difficult to find comparable dental literature assessing the chridy

appropriatenessf consent forms.

It should be noted that in this study vWtas found that consent forms did include clear
information about surgical complications (side effects) and benefits of the implant therapy. On
the other hand the risks of implant therapy including the aesthetic disadvantages, the possibility
of injuring the posterior alveolar nerve, association of implantOs failure with smoking were not
introduced in the consent forms ($6&&'()*+$ ). Nevertheless, evidence does swgleat it is
important to simplify and produce clarity of information in consent forms, particularly when
there is a possibility of low literacy skilllCampbell et al., 2004 This fits with the results of

the present study where elderly patients Oabove 55 yearsO who have lower education leve
tended to experience greater levels of paternalistic and interpretative decision making. This may
be because the patientsO lack ofank@dge about implant therapy and the lack of supportive
information in consent forms. Moreover, there is also evidence that suggests that improving
patients understanding and providing them with sufficient information could facilitate active
involvement of patients in the treatment decisiofStanlgy et al., 1998 Consequently,
reviewing and developing the current consent fororiaclude clear information about the risks

and he process of the implant surgery may be warranted. This would enable the activation of

the patientsO role to engage more actively in their decisions to have implants.
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This study showed that the patientsO previous experiences and thoughts of implant therapy
might have reduced the need for detailed discussions. For example, some pasieritedie

their expectations of implant therapy by reflecting on their previous experience of implant
surgery (See page0 in Chapter Tiree) This may implythat these patients have made their
implant decisions before they came to the consultations. They appeared to trust their current

thoughts and previousxperiences of th@mplant therapy (See padel8 in Chapter Three).
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However, it may be thelentistOs responsibility to sopp these patients to unpack and
comprehend their dental preferences and values. Dentists may challenge these thoughts with the
evidencebased dentistry and clinical proficiency. Nonetheless, it might be questioned whether
these patientsO thoughts are dasetheir knowledge of possible benefits, riaksl side effects

of implant therapy and other alternatives. Or is it a matter of different values? Would these
patients accept the dentistsO views if they were Owell® informed about the implant therapy ar

other possible treatments?

$
It may well be argued that these patientsO thoughts are based on their knowledge of implan

therapy and other alternatives. The results of this study demonstrated that most patients had no
received sufficient treatment inforniat, but nonetheless believed in the dentists® skills and
experience (See padd9in Chapter Tiree). Indeed alternative ttezents and risks were rarely
introduced to these patients. It might be suggested that there is a possibility that patientsC
preferences to go for implants may have been shaped by the dentists® power and authority. Fc
instance, some of these patients mainklied on the several advantages and minor
disadvantages of implants described by their dentists (See 1&@en Chapter Tree).
Accordingly in such cases the implant therapy was considered to be better than any other
alternatives from both a functional and aesthetic perspective. While the disadvantages of
implants such as the possibility of implant failures and injuring the inferior alveolar nerve were
not introduced to these patients. Thus, these patientsO thoughts and preferences might hav
changed if they were ObetterQ informed about implants andalbg¢heatives. The evidence
suggests that dentists should confirm their patients® understandings about possible dente
choices before making decisions. Ensuring accessibility to all treatment information including
the benefits of the treatment such as latitgeand possible risks and side effects, is a
fundamental requirement for the patients® con¢Esflid et al., 20Q6Davis et al., 1998
Therefore, it might be claimed that the patientsO previous experiences with implant therapy do
not necessarily reflect that those patients have enough knowledge. The dentistisy saril

power in the decision making process might have affected the patients decisions to undergo the
therapy. Neverthelesgvidence based dentistry and shared decision making emphasis on the
significance of providing patients with sufficient infornmatiincluding the benefits, risks and

side effects of the treatment, clarity of the consent forms and providing patients with multiple

treatment optiongEdwards and Elwyn, 200Stanley et al., 199&ingh et al., 2010
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How patients seek help and make choices concerning treatment decisions is a key aspect of the
decision making process. Three sociobadiapproaches have discussed help seeking and lay

referral in relation to treatment decisions. These are: 1) individual determinants of help seeking,
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2) sociecultural determinants of help seeking, and 3) social processes that affect help seeking
(Wellman, 1995.

The individual determinants of help seeking approach:emphasises how combined
characteristics including soetemographic aspects of people are associated with seeking help
toward their illness. This approach focuses on how individual behaviours are influenced by
supporting and predisposing factg¥gellman, 199% Supporting factors include costs, income,

and transportation. While predisposing factors involve age, social positions, knowledge and
beliefs (Suchman, 1965Portes et al., 1992 Although it is true that the ciant study did not
evaluate supporting factors in relation to implant therapy such as costs and income because all
patients received their implants free of charge. However some patients reflected on the cost of
the therapy as a factor that influenced thergo for implants (See pad®2in Chapter Tree).
Nevertheless, predisposing factors such as age and social position were assessed and analysed
the present study. For example, it was found that elderly patients with lower educational level

were more exposed to paternalistic and interpretative models of decision making.

#
The sociccultural determinants of help seeking: emphasise Ocultural influes® among

people who are on early conditions of symptom perception and assessment. It centres on how
values and norms influence perceptions of illness and seekingAwdel and Thoits, 1987
Wellman, 199%. The best example of this approach is the specifitural greetings between
patient anddentist discussedreviously (See sectiod%&%&%#'()*(+,)#-./)(0.102#,.3#)45#)060)2#
A#7 +*-1-7,*-4 #- #301-2-4.#8,9-.; and example on pad®4).

#
Social processes that affect help seekinfpcus on assessing the consequences of culture for

people in relation to their illness behaviours with consideration to how people seek help to make
the treatment decisions. Analysing social network has regarded as a key aspect for examining
influences of friend, family member and lay others on the decision making process
(Pescosolido, 1986/Nellman, 199%. Additionally, evidence suggests that indivitbludo not

live exclusively in a community but are also partners of structural and interpersonal networks.
These networks are their social shared capital that offers them proper resources to manage
extraordinary conditions by connecting individuals to ath&ho may be able to support them
(Coleman, 1988 Hence, this may highlight the importance of discussing Olay referral® as a

factor in the decisions to have an implant therapy.

The concept of the Olay referral® defined The @ecision to act upon symptoms is not
necessarily takeexclusively by the sufferer, but is often the result of discussions with range of

peopleb either immediate members of individualOs family, friends or colleagues. This network
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of colleagues, relatives and friends is regarded as Olay referral s@gEaydr et al., 2004,

p58 Freidson, 1960 This can be seen in the findings of this study. Some patients refer to
experiences of their families, neighbours, or friends with implants. They maintained that their
families, neighours, or friends had good experiences and were satisfied (SeeQpage
Chapter Tiree) This may be the key reason that has influenced patiergs for implants.

This is particularly so when we take into account that patients selected implant therapy as a
preferred treatment option at the start of the consultation (See @&ebapter three)
Consequently, it may be implied that patients might have made their decision to go for implants

before they came to the dentists.

$
Although the concept of Olay referral® is consistent with the emphasis of the World Health

Organisation (WHO) on community contributions in health care planning and distribution
(World Health Organisation, 1986it might be argued that lay referral should not guide final
treatment decisions. Final treatmentidiEmns must be evidence based and shaped according to
sufficient treatment information, with emphasis on patients® preferences, values and needs
(Richards and Lawrence, 199tanley et al., 199&spelid et al., 20Q8hewning et al., 2012

OLay referral® therefore may be regarded as an important element of the decision makin

process, but this in turn may not be the whole part.
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Further to the discussions in the previous sections about the limit of the shard decision making,
this section aims to contribute # better understanding concerning some of the underlying
factors that lead tehe decision to havémplant. This can be explainduy discussing the role of
power in the decision making process in relation to dental implants. The present study
uncovered evidencdhat power and related concepts including authority, ipudation,
coercion, and influence appeared to be operatirggveral dental consultations. This will be

discussed in the following stgections.
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In this study there was one example of obable OovertO conflict between a dentist and their
patient. The patient was interested in implant therapy, but the dentist refused to provide the
implant. The dentist claimed that the patientOs tooth could be treated with a Oroot canal
treatmentO and expiad to the patient that implants were limited to patients who really needed
them (See pag®9 in Chapter Tiree). In other wordshe dentist believed that if he made the

decision to provide themplant, it would reduce the rare implant materials required by other
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patientswho had greateneeds. This begs the question: should clinical judgements override

patient choice when there israich less expensive option available to the patient?

At the heart of this conflict is the autonomy of both patient and dentist. The patient eglquest
implant therapy and the dentist deshit to be unjustified. This consultation demonstdatet

only poor interaction, but alsthat both the dentist andhe patientwere both failing taespect
each otherCautonomy. While the dentist did not provide the implant and the patient made a
complaint,the case indicatethat boththe dentist andhe patient didnot trusteachother and
both might fail to respect the preference of the other. This clearly contradectsurrent
evidencewhich suggests thahe best dentigbatient interaction articulates a silent agreement of
trust between patient and dentist. Aatingly if the preferences of both patient and dendiss
expressedhey might be bothespectedStirrat and Gill, 200k The datain this studysuggest
that boththe patient andthe dentist must trust and respect the autonomy of the other. Also
edablishing effective patierdentist communications during the dental consultations may also
be highlighted.

Another significant aspect of this conflict is the social costs of implant therapy. This study was
conducted in a governmental dental setting whalt treatmentvas provided free of charge.
However the evidence suggests that the costs of implants angatientsO expenditures on
themselves and other family membesmsre significant factors in the process of decision making
before undergoing implantherapy (Narby et al., 2012Exley et al., 2012 There is also
evidence that suggests that individuals® socioeconomic st¢8ES) andtheir personal
appearancecaninfluence dentistsO decisions towgth implants(See pag® in Chapter One)
(Mardinger et al., 2008If the patient was paying faheir implants, this conflict perhaps would

not have occurred. The patient might have had to pay for the treatment elsewhere if they did not
get the implant therapy free at this clini&lso it might well have been thahe patienthad
negotiated entry tthe clinic specificallybecause implantwere being provideftee of charge.

In other words the patient may have been attempting to manipulate the dentist rather than the
other way around. This illustrates the complexity of attempts to analyse how posvates in

clinical situations. Bththe dentist andhe patientmay have been usirtheir power to influence

the decision making process their best interests. The patiewhs attempting to force the
dentist byemphasising his right to have implanitée claimed that the treatmentasfunded by

the Saudi government am@ncehe had the right to choose which dental treatment to undertake.

The dentist on the other hand was clearly ableopierate his power and authorigs the
gatekeeper to the treatmehtdugh the use dfis experience, knowledge and skill to justify that
the patientOs tooth could be treated with a Oroot canal treatinatdaidg so he was arguing

that implant treatments ought to bémited to patients who really needed thefhe use of
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‘overt’” power on the part of both patient and dentist explains why there was an eventual
decision to not go with dental implants. Nonetheless, it is evident that making a ‘free-conflict’
shared decision about preferred treatment option requires achieving three key factors. First the
patients must have sufficient treatment information. Second the patient must then understand
this information. Finally, the patient must be provided sufficient time to consider the possible
options (Stirrat and Gill, 2005, Edwards and Elwyn, 2009, Thornton et al., 2003). Each of these
three factors appear not to have been achieved in the case discussed (See page 99 in Chapter
Three). This is because the dentist did not provide the patient with relevant information and did
not confirm his understanding. The dentist also did not take time to justify the ‘clinical’
suitability of the patient for implants, for example by discussing in detail the fact that the patient

had poor bone quality or quantity.

To sum up, even truly clinical judgements of dentists may occasionally be seen as ‘paternalism’,
but it may also be argued that dentists are also able to emphasise and enforce their autonomy
more or less at will. Although patients have the right and autonomy to decide which treatment to
undergo, to defer treatment decisions, and to decline any suggested treatment that they may see
unsuited them (Fox, 1990, Stirrat and Gill, 2005). These patients often do not interfere with the
dentist’s trust, autonomy and respect (Coggon and Miola, 2011). Finally, the social costs of
implants may be regarded as an important factor that could influence decisions to have implant
therapy. This conflict reiterates the significance of shared decision making including providing
multiple treatment options, introducing relevant treatment information, offering options to defer
treatment decisions and confirming patients understanding. Therefore, if we hope to avoid such
a conflict, it may be worth considering these aspects of shared decision making during the

consultations.

4.4.2. The concept of authority and decisions to have dental implants
This study demonstrated that dentists did rely heavily on the failure of alternative treatments

such as fixed bridges. They frequently claimed that implants would improve the oral health of
patients, although dentists rarely discussed the failure of implants (see page 151 in Chapter
Three). Even though several functional and aesthetic disadvantages are related to dental

implants (see Chapter one under the section !%&®%$ ()*$ +,-./0.12.3*-$45%$/*12.6$,786.12

however dentists in this study not only believed that implant therapy was the best treatment
option, but they also often failed to evaluate patients’ preferences and values. This then led to
discussions with patients were implant treatment was presented as the best option for them. In
this respect dentists were using their authority to shape the decision to go for implants.
However, evidence suggests that dentists who believe merely on their own views about the best

treatment choices may be disappointed by patients’ satisfaction and acceptance of their
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treatment. The high levels of patient satisfacti@salso observed when the dentists evaluated
patientsO views as a significant guide inimpklental treatment decisiofisefer et al., 196p
Accordingly, these data suggesiat better patientlentistcommunicationsmay be achieved
during consultationsf greateremphasis on evaluating patientsO views, preferences, needs and
valueswas given This may be achievebly focussing training on dentists@nd patientOs
communication skillsas well asimproving the clarity of the information in consent forms
(Stanley et al., 1998/ahdat et al., 2014

On the other hand, paties who participated in this stu@ysocommonly believed that dentistsO
ideas to go with implants/ere reasonable. These patients reliedamnassumption that their
dentist was the expert and that they tmadficient experienceén placing implants andbr
sufficient knowledge andskills in general (See padge49 in Chapter Three Many patients
appeared to believia their dentists® authority to make the best decisions. This is consistent with
the evidenceand suggests that patients frequentlgmonstratedh tendency talefer to their
dentistOs authorituch deference is of course entirely reasonable, after all the deinishe
position of being an expe(PerSkylS, 2002However it might also be thaatientsd® thoughts
concerning thauthority of the dentistnay be because aflack of sufficient information around
possible treatment optionk. might be the case that if these patients were provided with the
possible dental choices and supportive treatment information including bkerigiis, and side
effects of implantreatmentsthey might not so easily defer téhe dentistsO authoritydeed

they would be better able to negotiate their treatment preferences andlndests 2005, pl6

21, F¢rde and Vandvik, 2005Evidence has demonstrated that providing patients with better
and sufficient treatment information could enable active involvement of patients in the
treatment decisionéStanley et al., 1998 This involvement of patients has shown to increase
the patientsQ satisfaction, improve their dvelng and support making the right decision
(Britten et al., 2000Vahdat et al., 2004 Careful consideration needs to be given to the role of
the dentistOs authority and powedéntal consultationdn some instances it is important to
preserve this authority in others this authority should be carefully manalgese @ata suggest
that there is aneed to improve patients awareness of their rights to participate in treatment
deckions andat the same time to advance our understandir@patli dentis@skills to share all

of therelevant treatment information with their patie(ta and Longnecker, 2010
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Patiens cannot make treatment choices unless they are prowillednultiple treatment choices

and sufficient treatment information including detailed descriptions of benefits, risks, and side
effects of the treatmerfCoulter et al., 1999Coulter et al., 201,1Edwards and Elwyn, 2009
Though, the current study indicated that dentists frequently failed to describe the benefits, risks,

and the relevant information of the implant therapy to pati@wstistsoftenclaimed that either
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this information had been stated in the patients’ consent forms or the patients did not ask them
about it (See page 133 in Chapter Three). However, it should be emphasised that the risks of
providing implants (aesthetical disadvantages of implants, possibility of injuring posterior
alveolar nerve, association of implant’s failure with smoking and poor oral hygiene) were not
introduced in the consent forms. Though, a really small statement in the consent forms
indicated, “it is difficult to predict the boneQs ability to integrate with the implant because of the
individual differences. Therefore, the implant nmept integrate and then it may need removal
or replacement with other implant after taking my consents introduced (see $%%&'()*#).

In other words the information provided to patients was not balanced. Dentists frequently stated
that the information sheet covered all relevant details and as a consequence dentists may have
been unconsciously involved in a process that was manipulating patients in favour of decisions

to have implants. Manipulating patients by withholding or presenting minimal information
about the risks of the implants fits in disagreement with the evidence that emphases on the
importance of providing sufficient treatment information to the patients (Fgrde and Vandvik,
2005). Improving the provision of such information would enhance patients’ rights to
participate and enable greater respect for the patients’ autonomy (Stirrat and Gill, 2005,

Varelius, 2006, Souchek et al., 2000, Buchanan and Brock, 1989).

Manipulating patients may also result in an increase in patients’ dissatisfaction (Narby et al.,
2012). Identifying the possible occurrence of manipulation in the consultations results in
establishing ‘hidden decisions’ in consultations. Nonetheless, several important issues may
override this issue. These include: first, increasing patients’ awareness of their rights to
participate in treatment decisions (Souchek et al., 2000). Second, emphasising the clarity of the
information included in patients’ consent forms (Souchek et al., 2000). Third, introducing
multiple treatment choices besides providing patients with relevant treatment information
including the benefits, risks, and the side effects of treatments (O'Connor et al., 1999, Britten et
al., 2000, Edwards and Elwyn, 2009). Finally, improving dentists’ awareness and
communication skills may also reduce the possible occurrence of manipulation in consultations

(Stanley et al., 1998, Campbell et al., 2004).
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This study also demonstrated that some dentists overtly sought to convince patients to go with
implants. It is important to indicate here that in all instances where this happened there wasn’t
any implicit threat. Dentists maintained that implant therapy was the only option for these
patients and failed to introduce possible alternatives (see page 147 in Chapter Three). Similar
findings have been uncovered in relation to the provision of implants treatments in Holland.

Previous research has demonstrated that Dutch patients did not commonly receive information
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about risks or possible alternative treatmg@shouten and Friele, 2001Although there are
obvious cultural differenceBetween Saudi Arabia and Holland it is certainly not desirable to
influence the patients into having treatments that they might not be truly delighte(Reith
2009. This is in keeping with debates about the ethical Basiappropriate decision making in

clinical practice.

Beauchamp rad Childress (2001maintained thata good decision making process involves
establishinga discussiorby describing the patientOs issue and then expyeti® suggested
treatment plan including providing possible treatment choic@tey argued that naécal
professionalshould respect the patientOs autonomy and confirm the patientOs understanding o
the treatment information provided. Dentistsould thereforeoffer to respondto patientOs
guestions withan emphasis on actively suppimg the patientto make shared decisions
(Beauchamp and Childress, 200Thus,an importantprincipal involves dentists undertakg

the chance that the patients may not accept the proposed decision or treatment plan. In suct
cases, dentists should not attempt to improperly influence the pagspexially towards the

best interests of the dentist. Suah attempt mayresult in thepossibility of violatingtheir
boundaries with their patients. Conversely, dentists must respect patients® autonomy, the
patien® rights to participatein the treatment decisionDertists mustalso clarify any
misunderstandings or missing information, and finathke evidence based decisions
(Beauchamp and Childress, 20&kid et al., 200,/Reid, 2009.

This studyhas showrthat patientswere relianton dentistsO experiences and skills to make
treatment decisionsihis indicates that these patients may believe that they have no power to
contradict dentists or to refuse treatment. They may alsobeowilling to take the
responsibility of their treatment decisiorfsukes, 2005, p26 These two possibilities of
influencing patients® decisidmply that patients desired information in consultations, éneay

they did not want to undertake the responsibility to make the clinical deci®eisecker and
Beisecker, 1990 Although these possibilities are Ocovert® and endiffioult to prove, the low

levels of patient participation and patientsO lack of knowledge about implant therapy and other

alternativesndicate that there is some support for this conclusion

The findings of this study also reveal that some dentidtaat only hide important information
such as the risk of the implant, but algdled to introduce alternative treatmentsi some
respects it might be argued that thisQauthoritarian@ehaviour since dentists are making
treatment decisionin behalf of patients byhiding Ocovert issues® associated with patientsO
health caréBuchanan and Brock, 1989 heinfluence of patientsO decisions and the ignorance
of their autonomy may result in several complications if the trestreeeived is unsuccessful

These include: increasing patientsO dissatisfastsing anxiety and reducintheir oral health
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related quality of lifgHarms et al., 20QMartin et al., 2005Renton, 2010Narby et al., 201

Patients articulatech strong desirdor treatment information from dentis{8eisecker and
Beisecker, 1990 It has been argued thaatient satisfaction increaserhen patients® autonomy

is considered central when deciding on glesthetic®f denturegLefer et al., 196 These data
reiterak that it is important to engageatients in effective communication during the dental
consultations that include descriptions of the process of the surgery, the benefits, risks and side
effects of dental treatments. Such effective patitmtist communications haveenshown to
improve identification of the patientsO preferences, needs, perceptions, and increases their
satisfactionVahdat et al., 201,4Ha and Longnecker, 2010

To sum up, if the desire is to facilitate the shared decision making and moderate the dentistO:s
power and influence in consultations, several suggestions may be useful. These firsliyde:
improving the dentists® awareness and interaction skills around ethical and legébtasims

et al., 1998 Campbell et al., 2004 Seconty, the information included either in patients()
consent forms or provided by dentists should involve a simple, clear and detailed description
about dental therap{Souchek et al., 2000Thirdly, improving the patients awareness of their
rights to contribute in the decision making process concerning their dental theraglly., Bimd

if required,perhaps these findings also indicate thapecific dental implant decision adght

to be developed focussimn improvingdentistpatientinteractiors (Ha and Longnecker, 2010
O'Connor et al., 1999
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This study showed the thoughts of some dentists that elderly patients with lower educational
level might not fully grasp what has been discussed with them in their consultatiese T
dentists argued against the patientOs wishes and made implant decisiotisoegkthese
patientsdid not want an implant and would have been happier with a new biliigee dentists
claimed that they did not want to confuse elderly patients with a lot of information around the
treatment to avoid making these patients worriediiad theirhealth Gee pagell7in Chapter
Three).This is consistent with the evidence sugipesthat understanding treatmteinformation

can be moderated among people who have lower educational (®ieléta and Buckley,
2007). Yet there is@asonable evidence &mlvocate that elimination of health inequalities must
be achievedby eradicating thémpact ofsocial inequalities including social classes, educational
levels, employments, and socioeconomic statusdecisiom making with health professionals
(Hofrichter, 2003, p1l2Marmot et al., 1997 Accordingly these findings suggest not making
treatment decisions based on the pasi@nbcial classes, educational leyasnployments and

socioeconomic status.
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This consultationin (Chapter threepagell?) alsoreveals that the patient may be coerced and
deceived through hiding relevant treatment information and refusinth@eest option which

might have been aew bridge In other words, the dentist in this consultation appeared to prefer
making OpaternalisticO treatment decis&sulting in the coercion of the patiertoweverthe

key purpose of patient consent is toumssthat the patients ar@dither deceived nor coercéd
(O'Neill, 2003. Evidencehasdemonstrated thatenying dental treatments based on patientsO
educational levels coulde a direct health inequalitfHjern et al., 200,lEikemoet al., 2008

Slade et al., 1996 Nonethelessit may well beargued that denying dental treatments to the
patient in the case discuss@gmhgell?) because she does not understand whiagppening to

her seems to be an ethical issue associated with the dentist paternalism and the patien

autonomy. This will be explained next.

Paternalism defined agh® interference with a personOs liberty of action justified by reason
referring exclusivel to the welfare of the person being coe@d®workin, 1988, p12L
Paternalism in health cateas beershownto havesignificant limitations such as neglecting

legal and ethical rights of patientsO to participate in their treatment de¢Rdnsnd Vincent
Icheku, 201) Paternalism is also associated with the dentistOs power in the decision making
process through ignoring the patients® autonomy and rights to participate in the treatment
decisions(Buchanan, 2008 On the other hand, autonomy defined as a manal ethical
principle represents the right of Oskdfermination@Chewning et al., 2032 Brock and
Wartman (199P maintained that shared decision making respeitis gatientOs right of self
determination but does not requireat the patientOs preferences be simply accepted when they
seem irrationad. However, the authors indicated that deciding whether the patientOs preferred
choice is rational or irrationaianbe really difficult. They concluded that achieving the patientOs
preferred optia requiresshared participatiorof both patient and dentist in the decision making
process Thus, the dentists take their clinical knowledge, training, experience and skill. While
patients take their knowledge, needs, preferences and ¥Bluek and Wartman, 1990Even
thoughan irrational treatment option may be insufficient to determine and justify the patientOs
incompetence, yet the patient has still the legal right and the final decision to decline any
treatmentgBrock and Wartman, 199@tirrat and Gill, 200k It may thereforebe arguedthat
individuals® autonomy must always be apptetiawithout any exceptions. However,
individuals® autonomy must be accompanied with the Oharm principle® beside an emphasis ¢
making evidence based dental decisigR&chards and Lawrence, 199Bord et al., 2003
Edwards and Elwyn, 2009Accordingly, it is frequently defensible to prevent or restrict the
actions of individuals who are interfering and harming or threatening tammemselves or
others(Ozar and Sokol, 2002, p53/, Buchanan, 2008 For example, from a public health

perspective, controlling and restricting several causes of morbidity and mortality such as
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smoking and alcohol consumption is challengeable. Though a rigorous ethical justification was
estabished for interventions intended to change these unhealthy Oharm or threatening to harm(
behaviours(McGinnis and Foege, 1993Consequently, horder to restrict the use ohd
paternalistic decisions and the concept of coercion in dental consultations due to its limitations
(Phil and Vincent Icheku, 20)11the clinicalethical maxim suggests respecting the patients
autonomy, considering patisnas competent anbaving the right to participate in their
treatment decisions unless those patients may harm or threaten to harm themselves or other:
(May, 1998 Nichita and Buckley, 2007Buchanan, 2008 Additionally, raising the patients
awareness of their rights to participate in treatment decisions, introducing possible dental
alternatives, and relevant information to the patients including the process of the ,stirgery
benefits, risks and side effects of the implant therapy may also be imp(Etamards and

Elwyn, 2009 Coulter et al., 1999

Taking into account the previous evidences about the dentist paternalism and the patient
autonomy, and witliespect to the consultation discussedpaggll7), it could be concluded

that the dentistOs evaluation of the patientOs suitability for implants may be irrational for the
following reasons. First, the patient clearly would not want to Oharm or threaten to harm herselfC
or other®. Second, the patient has the rightake her preferable treatment choice and this
choice must be attada unless it challengethe evidencébase In other words, the dentist
neglects the autonomy of the patient. Third, in the literature it is generally assumed that a
patient is competent kipbroven incompetentMay, 1998 Nichita and Buckley, 2007 Finally,

the consultation also involves hiding relevant treatment information and the final decision that
was made was based on the patientOs age and her low educational level. There is therefore a ri:
that the decision that was made had unethical e¢snto it and also reflected some degree of
health inequality. This suggests thangling dental treatments should be based on several

factors:

Providing multiple treatment options.

Providing patients with relevant treatment information including thefliengsks and

side effects of treatment.

Confirming the patientsO understanding about the information provided.

Always keeping in mind that the patients are competent until proven incompetent.

Respecting patients autonomy and their rights to participatbe decision making

process unless they may harm or threaten to harm themselves or others.
Noticeably, all these previous factors are key aspects of shared decision fakiregds and
Elwyn, 2009 Thornton et al., 2003Singh et al., 2010 Nevertheless, The decision of a

competent patient is not necessarily a good decision (and, hence, may have to be overridden
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after all); and the decisio of an incompetent is not necessarily a bad decision (and, hence, may
have to be realized after af)(Nichita and Buckley, 2007
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Ignoring the role of power in clinical decision making has several important consequences.
These include: firstly, disregarding the patients® autonamy competency. Secondly
deactivating the patients® engagement concerning their treatment preferences and decision:
Lastly increasing the chances of conflicts between dentists and patients, which may impact on
increasing the patientsO dissatisfactionraddcing their oral health related quality of life. This
section aims to discuss these ethical consequences associated with the role of power in clinica

decision making.

The first ethical consequence associated with power and decision making is diegegfaed
patients autonomy and competendjere is ample evidence suggests Rdtients have not

only the right to choose, but also the right not to choose or even to defer their treatment
decision®(Ritter and Hoffman, 2011, p 1h1Researchers of medical ethics have emphasised
individual autonomy this includes the right to participate in and, where they choose, to defer
their treatment decisior(Stirrat and Gill, 2005Fox, 1990. This is particularly important when

we take into account the limitations of paternalistic decision malhg and Vincent Icheku,

2011). None of thepatients who participated in this study watwed theoption to postpone

their decisions and take more time to think. This may indicate that the patients® autonomy and
competency tobe involved intheir treatment decisionsvas not considered. Accordingly,
patients autonomy, competency and rights to participate or defer treatment degiiekey
components of shared decision makiEdwards and Elwyn, 2009Coulter et al., 2011
Consequently, these data suggest the need to focus on developing the Saudi dentists interactio
skills and raising the patients awareness of their rights and autonomy to participate or defer their

treatment decisiondHarms et al., 2004

The second ethical consequence associated with power and decision making is deactivating the
patients® engagement concerning their treatment preferences and decisions. This is importar
because patients@gagement in their treatment decision has revealed several advantages such
as increasing both patient and clinician satisfaction, improving the patients knowledge about
their treatments, and better health outcorfiedwards and Elwyn, 200Wirtz et al., 2005

Accordingly, if the patients® engagement is deactivated due to the use of power during dental

consultations, these advantagesy notbe achieved.

Lastly, the current studydid uncover some evidencimat dentistswere hiding treatment

information and provithg insufficient or poor treatment information either by themselves or
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throughconsent forms. These findinggere quite similar to other dental works conducted in

Italy and Brazil (Conti et al., 2013Petruzzi et al., 2093 These aspects may have ethical and
clinical complications on the patients® healthcare sucltreméing the patients dissatisfaction

if the treatment received is unsuccessful, increasing the chances of conflicts between dentists
and patients, and reducing the patient oral health quality ofAiflen et al., 1999 Renton,

2010 Narby et al., 2012Sharma et al., 2011.al, 2003. Thus, these data may reiterate the
emphasis on providing relevant treatment information to the patients and activate their roles to

participate in the decision making process.

To sum up, disregardingdlpatients autonomy, competency, and deactivating their roles in the
decision making process are key ethical consequences of the use of power in the decision
making process. However, such ethical consequences may be overridden by focusing on
developing thesaudi dentists communication skills, activating the patients involveimehéir
treatment byraising their awareness of their rights and autonomy to particifratendbr to

defer their treatment decisianBinally revising current consent forms to pide clear and
sufficient treatment information including descripsaf benefits, risks, side effects and other
possible alternativewould significantly act to resolve these proble(htarms et al., 2004
Brands, 2006Sondell et al., 20Q1Sondell and SSderfeldt, 199Zdwards and Elwyn, 2009
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Although it wasnot the aim of this study to evaluate patient satisfaction about the implant
decisions.There are someomments on the patientsO satisfaction that may be interesting to
discuss. Patients who participated in this study yweith the exception of one patiesgtisfied

with the serviceshey receivedAspects including patientOs confidence in the dergldtisCand
experience, dentistsO professional dealing with patients, and the fact that the implant therapy
was provided free of charge were all significant factors in reports documenting a high level of
patient satisfactionNonetheless there wa® idealshared decision implementedany ofthe
consultations observedndeed, marginal shared decision makirdongsidepaternalistic and
interpretative mode]sparticularly among elderly patients who had lower educational levels
were the mostommon. Itcould be argued thaBaudi patients main fact preferpaternalistic,
interpretative and marginal shared decisions. This is possibly bedhespatients who
participated in this studigad anobviouslack of knowledgeconcerningmplant therapy ands
alternativesTheyalso commonly did not recognise that dentists used their power and authority
to shape treatment decisions without considering the patients autonomghendght to
participate in the treatment decisions. This clearly implies thae fregientscould makdimited
contributionsto the decision making process. Insufficient treatment information and not

introducing possible alternatives magvesignificantly affecedthe level of patient satisfaction
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with the decisions. It may be the case that if Saudi patients were provided with sufficient
treatment information including the process of the surgery, benefits, risks, and side effects of the
implant therapy besides receiving multiple treatment choices, they would be able to actively
involve in the decision making process and thus be able to decide which treatment they prefer.
This means that the patients may not always have consented to have implants and may choose
from other possible choices. If this is true, the levels of patient satisfaction with the decisions

may have changed.

This study also revealed that there were some issues relating to patient dissatisfaction over the
service provided. These included delays in the implant appointments and dentists appearing not
to consider their preferred treatment. These findings are quite similar to other work in dentistry
that confirm long waiting time and delays in the appointments were key causes of patients’
dissatisfaction (Giirdal et al., 2000, Turris, 2005). However, it is advocated that establishing
proper and respectful dentist-patient interaction and providing sufficient treatment information
may launch satisfying dental services (Vahdat et al., 2014, Britten et al., 2000). In this respect, it
might be argued that if the patients were clearly offered the reason of delay in the appointments
such as highlighting that implants require a period of three to six months for integrating with the
bone, such reason would be logical and may limit the patients dissatisfaction. It is for this
reason that the shard decision making emphasises on providing sufficient treatment information
and confirming patients’ understandings (Thornton et al., 2003). The next section describes the

strengths and limitations of this study.

Please see Table 9 below, which provides a summary of discussions on the power and decision

making approaches.
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Parameter

Outcomes/findings

How this could be improved

The limits of shared cecision making(SDM)

Increasing the patient awareness
to participate in their treatment
decisions.

Low levels ofSaudipatiens(participation were
commonly recognised in the consultation.

This seems to be a key issue that should require further investightmgh
enabling better communication and discussion between patient and dentist.

Cultural influences and low level
of participations.

Cultural influences were identified in seve
dental consultations. This could be observec
greetings and interactioretween patients an
dentists

Considering cultural influences when proposingréise patient awareness
participate in treatment decisions would be important. For example, if a de
aid was developed to improve patient awareness of their rights to be invol
implant decisions, it would be critical to consider the cultundllence of the
setting being examined by specifically including information that is sensiti
patientsO thoughts and religion.

The patient-dentist relationship
and communication skills.

Dentists often did not attempt to initia
detailed interactionrad build rapport with thei
patients. When this did happen it w
characteristically brief.

Establishing interactions that involve detailed discussions of all elements

decision at hand along with building a congenial rapport with patients minir
patient misunderstandings, improves identification of patient preferences,

perceptios, and increases their satisfaction. This may be achieved by focl
training on the dentists interaction skills and perhaps developing decision
support patients engagement in their treatment decisions.

Providing patients with
treatment informati on.

Possible benefits, side effects and the pro
of the implant surgery were not continua
provided to the patients. Additionall
describing any risks related to the implants v

Providing patiets with relevant treatment information guides the final diagn
and suports making the right decision. Evidence also suggests that introd
the benefits, side effects and the process of surgery to the patients in
patient satisfaction and redet unwelcomed outcomes. This suggests

exceptional throughout all the consultati perhaps developing a specific implant decision aid would help to improve pe
observed. knowledge and provide patients with relevant information.
Enabling discussions on possible| Dentists rarely inwduced two treatmer It is important to engage with patients in their treatment decisions.

options to their patients. These were eit

engagement should include sharing relevant information and introducing p¢
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dental treatments.

Confirming patients
understandings

Evaluating the patients
expectations

Clarity of information provided
in the consent forms.

PatientsO previous experiences
with implant therapy.

Patients lay referrals in relation

implants or fixed bridges.

Patients often understood what was discus
with the dentists and their understanding Vv
frequently confirmed.

Explorations of patientsO expectations at
implant therapy seldom happened.

Some patients argued thebnsent forms dic
not include any information about the proce
of implant surgery. These patients did not se
to have sufficient information about the thera
even when it was considered that they had r
the consent forms.

treatmem options as this may; for example, moderate the blame between
and dentist if the treatment received is unsuccessful.

Confirming patientsO understanding is significant in shared decision
because it demonstrates better adherence to treatment plans, increasing |
satisfaction, and reducing undesirable outcomes.

Evaluating patientsO expectations during consultations has been shown to |
patient satisfaction, improve care and treatment commian€ patient
expectations in relation to implant treatment are impractical, the chance of |
dissatisfaction may appear. Thus, possible difficulties related to the im
therapy including risk of failure and the fact that implants require mainter|
should be clearly underlined to the patients. It may be valuable to increase
dentistsO awareness and skills in evaluating patient expectations of implant

Reviewing and developing theirrent consent forms to include clear informat
about the risks and the process of the implant surgery may be warrantec
would enable the activation of the patientsO role to engage more actively |
decisions to have implants.

PatientsOprevious experiences and lay referrals in relation to the implant decisions

This study showed that the patientsO prev
experiences and thoughts of implant theré
might have reduced the need for detai
discussions.

Some patients refer to experiences of th
families, neighburs, or friends with implants
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Evidence based dentistry and shared decision making emphasis ©
significance of providing patients with sufficient information including

benefits, risks and side effects of the treatment, clarity of the consent form
providing patents with multiple treatment options. All these aspect may imp
the decision making process and hence impact positively on the final outcon

It might be argued that lay referral should not guide final treatment decis
Final treatment decisions must be eviderzsed and shaped according



to implants.

Clinical judgments and patients
choice Oovert conflictO

The concept of authority and
decisions to have implants

The concept of manipulation and
decisions to have implants

They  maintained that their families,
neighbours, or friends had good experiences

and were satisfied

sufficient treatment information, with emphasis on patients’ preferences, values
and needs. ‘Lay referral’ therefore may be regarded as an important element of
the decision making process, but this in turn may not be the whole part.

Power and decision makingin relation to dental implants

An overt conflict was operated through the
dentist clinical judgment over the patient best
choice (see page 99). The patient wants an
implant but the dentist believes that the
patient’s tooth could be treated with “root
canal treatment”.

Some dentists did rely heavily on the failure of
alternative treatments such as fixed bridges.
They frequently claimed that implants would
improve the oral health of patients, although
dentists rarely discussed the failure of implants
(see page 151).

Some dentists frequently failed to describe the
benefits, risks, and the relevant information of
the implant therapy to patients (see page 133).
Possible risks of providing implants (aesthetical
of
injuring posterior alveolar nerve, association of

disadvantages implants, possibility of
implant’s failure with smoking and poor oral
hygiene) were also not introduced in the

consent forms.

mo#

Even truly clinical judgements of dentists may occasionally be seen as
‘paternalism’, but it may also be argued that dentists are also able to emphasise
and enforce their autonomy more or less at will. This conflict reiterates the
significance of shared decision making including providing multiple treatment
options, introducing relevant treatment information, offering options to defer
treatment decisions and confirming patients understanding. Therefore, if we hope
to avoid such a conflict, it may be worth considering these aspects of shared
decision making during the consultations.

Careful consideration needs to be given to the role of the dentist’s authority and
power in dental consultations. In some instances it is important to preserve this
authority in others this authority should be carefully managed. There is a need to
improve patients awareness of their rights to participate in treatment decisions
and at the same time to advance our understanding of Saudi dentists’ skills to
share all of the relevant treatment information with their patients.

Patients cannot make treatment choices unless they are provided with multiple
treatment choices and sufficient treatment information including detailed
descriptions of benefits, risks, and side effects of the treatment. Manipulating
patients may also result in an increase in patients’ dissatisfaction. However,
several important suggestions may override this issue including increasing
patients” awareness of their rights to participate in treatment decisions,
emphasising the clarity of the information included in patients’ consent forms,
introducing multiple treatment choices besides providing patients with relevant
treatment information including the benefits, risks, and the side effects of

treatments, and lastly improving dentists’ awareness and communication skills



The concept of influence and
decisions to have implants

The concept of coercion and
decisions to have implants

Some dentists overtly sought to convin
patients to go with implants. It is important
indicate here that in all instances where t
happened there wasnOt any implicit thr
Dentists maintained that implantettapy was
the only option for these patients and failed
introduce possible alternatives (see page 14]

Some dentists believed that elderly patie
with lower educational level might not full
grasp what has been discussed with then
their consultations. These dentists argt
against the patientOs wishes and made im
decisions even though these patsenlid not
want an implant and would have been hapj
with a new bridgdsee page 117).

I"# $

may also reduce the possible occurrerfomanipulation in consultations.

If the desire is to facilitate the shared decision making and moderate the d¢
power and influence in consultations, several suggestions magdiel. These
include: improving the dentists® awareness and interaction skills around
and legal issues, the information included either in patientsO consent fo
provided by dentists should involve a simple, clear and detailed description
dental therapy, and finally, perhaps these findings also indicate that a sj
dental implant decision aid ought to be developed focussing on improving €
patient interactions.

In order to reduce the misuse of power and the coercion in the im
consultations, several aspect of the these consultations may be develoy
Providing multipletreatment options, providing patients with relevant treatn
information including the benefits, risks and side effects of treatment, confir
the patientsO understanding about the information provided, always keej
mind that the patients are cosetpnt until proven incompetent, and las
respecting patients autonomy and their rights to participate in the decision n
process unless they may harm or threaten to harm themselves or others.
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This study is the first detailed study of its kind exploring the decision making process in relation
to the provision of implant therapies. There are a number of strengths and weaknesses of the

current study.

I"#"6"$%&'()*&+,$23$&HA($S

Existing coding systems for examining shared decision making in consultdtaves been
developed in cancer settings and focused either on clinicians® or patients® hefiheiours
present study develops a specific framework for examining sharedodemisking in dental
consultations based on combining the Singh et al (2010) and the -BBEEPframeworks

(Singh et al., 201,0Clayman et al., 20)2seeChapter one under treection"%8&%! ()*+,-,-.!
/01120*314!415,2,6-! +*7,-.1+6418!9:;<= and>??1-4,)! "). This coding framework is the

first of its kind and is designed to cover both dentists® and patientsO contributions to the decisio
making process. laddition to this, another framework, specifically for the evaluation of dental
implants has also been develdp@his framework enables an examination of the role of power
and related concepts such as authority, manipulation, coercion and influence in such

consultations (see??1-4,)! #).

It is evident thatemploying two ethnographic research methods (participant observation and
interviews)as a part of theesearch strategyot only provigd entry into thisnew socialarena

but also produatrich detail inexplanations andescriptiongHammersley and Atkinson, 2007,
pl4). The use ofnaturalisticmethods in some respects increaseswdlality of the results
because it provides detailed information about what actually is happening in the consultations
On the other hanihterviewing patients and dentistgilst exploringtheir perspectives around

the decisionsbeing taken enables the evaluation of their perspectives duringettision
making process during dental consultati@istterman, 2010, p102). The combination of both
methods through combining the observatiorewéryday lifealongside interviews enabled this
study to examine thdifferences between what individualkim they do andwhat they really

do (Agar, 1996. This, for example, can be seen in the present study where some dentists
claimed that they did nanfluencetheir patients. Nonethele¢se observations demonstrated
that dentists were using their influence to shape ratients@ecision making process by not
introducing sufficient treatment information awther possible alternativesdentifying such

difference in participant@soughts may be regarded as one of the strengths of this studly.

There is evidence that looking at particular phenomenon in dissimilar techniques may strongly
increase confidence in the obtained res{itstton, 2014, p31818). To some extent it could be

argued that this is the case witle present studwhich involved a degree dfiangulationin
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data analysisThis includesthe Ritchie and Spencer technique of analysing qualitative dat
(Ritchie and Lewis, 2003 the inductive thematic analys{&lo and KyngSs, 2008and the
typology strategy of qualitative data analy@i&erg and Lune, 2034What this means is that

data form the consultations and interviewss categorised using the coding frameworks
developed fothis studyby employing the Ricte and Spencer technique of identifying patterns

in qualitative researchThen the indicativahematic framework analysisyhere data moves

from the specific to the broad so that specific cases are detected and subsequently merged into
broad report, is mployed (Cavanagh, 1997Elo and KyngSs, 2008t. Pierre and Jackson,
2014). Lastly the typology strategy of qualitative research is used to group similar consultations
(objects), decision makingnodels (events), dentispatient interactions (actions), implant
settings (places), and patients and dentists (individ(B&x)y and Lune, 2034Employing this
triangulation techniquén the data analysis enabli¢he study to explore the decision making
process in the dental consultations, to examine to which degree there has beedestisid
making, and to examine the role of power and related concepts in the decision making process
about the dental consultationiEherefore, this triangulation technique of analysing the data may
improve and strength the confidence of the findingshef study (se€hapter two undethe
section%&'&$()*)$+,)-./0J.
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The first limitation of this study may be the fact that both patients and dentists are from a
particular area in Saudi Arabia and consequently the results of thiscatndgt be generalised

to other dental settings. Additionally, the implant therapy weisid provided free of charge.

This would mean that the findings of this study might not be applicable to other instances where
payments are being demanded for implant therapyaddition t was difficult to observe the

third dimensional view of power irhis study.This studyseeks toprovide a description of
culture and context, thick descriptions and explanations of the results, and detailed information
associated witldata collection, management and analy§saneheim and Lundman, 2004
Although it is the readersO decision if the results are transferable to another contef®alitnot

and Beck, 2010 An attempt has however been made to provide enough detail for readers to
Omake senseO of the studied phenomena and let readers assess the degree to which results

be applicable to new settinffSirestone, 1993

The translation of the contributions of both patients and dentists in the consultations and
interviews from Arabic to English may be another limitation of this study. Although it may not
be possibled find a third party to verify the translation and confirm its accuracy, however this

study employs th&®egmi et al. (2010translation technique that may improve the accuracy of
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the context translated. This translation technique was utilised in this study to improve the
translation of the content of theonsultations andensure accuracy (sethe section 2.3.

Possibilities and challengas Chapter two).

This study records only the verbal interactions between patient and dentist and neglects
completely recording newuerbal interactionsThis maymean that some of the meaning has
been loshetween patients and dentisthie studyalso did not use wideo recording technique

due to the nature of Saudi individuals, particularly females, would disallow them from agreeing
to be video recorded because of cultural and religious reasahsvould interfere with video

recording.

The possible impacts of the researcherOs reflexivity on the data collection and analysis may be i
further limitation of the present studiy.was evident that this bids nonavoidable part of any
research project because it is difficult for the researcher to remain separate from the subject arec¢
being examinedParahoo, 2006, p32@&llen, 2004. An effort has however been made to
minimise possible bias assiated with the process of the data collection and analysis (see the
section%&'& Réflexivityy*+$,-)./0)0/12$3242)356n Chapter two)

Patients who participatedn this study were telepheninterviewed a week aftethe
consultations However the use oftelephone interviews a week after the consultatimmsy
highlight anissue ofrecalltiming, as those patients may not be able to rexadl fully reflect on
specific details of theiimplantexperienceglLapan et al., 2011, p 823). Neverthelesst could
be highlighted thatin attempt has been madeinterview some ofhe patients immeditely

after their consultations.
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Chapter (5)

Conclusions and

Recommendations
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This study explores the decision making process associated with providing patients with dental
implants. The objectives are to describe the patient and dentist contributions to the decision
making process involved in implant therapy. Specifically the sexgyores the degree to which
shared decision making was employed, and to examine the role of power in the consultations
about dental implants. Three types of shared decisiaking are recognised. These are: ideal,
typical and marginal shared decision nmgk No implant consultation involved ideal shared
decisionmaking. Key aspects of shared decisinaking wereeither absent or marginally
achieved.These includespatients frequently not being aware of possible dental choices, not
being supported with $ficient treatment information. In addition patients® understanding of
dental implants were frequently never confirmed. PatientsQ preferences, values, needs, an
expectations for implant therapy were not commonly evaluated. This is despite the fact that
these aspects of the decision making process have been shalemelop the patientsO self
esteem, improve the quality of healthcare, increase the satisfaction of both dentists and patients
increase the patients confidence, reduce the patientsO anxiegvetup the patientsO abilities

to deliberate about their health problems in more positive interactions with their dentists
(Souchek et al., 200Wirtz et al., 2006Edwards and Elwyn, 200Singh et al., 201,Clayman

etal., 2012

The consultations observed were more about evaluating dentistsO perspectives of the patients
suitability for implant therapy rather than sharing relevant treatment information and making
joint decisions. Although, there was no literature that had examined the decision making process
in consultations, however the results of the current study are quite similar to previous medical
research that shows present practices do not support shared decking(Elwyn et al., 2003

Singh et al., 2010

The findings of this study demonstrate evidence that low levelartitipation are common in

the decision making process in this part of Saudi Arabia. In addition it considers that several
additional factors may be behind lowering the level of the patient participation in dental
consultations including: the OculturalliehcesO; the lack of knowledge in Saudi patients
regarding their competency, autonomy and rights to participate or defer their treatment

decisions.

In addition the study found that the concept of Olay referral® was a recognised dimension o
various different consultations. Some patients referred to discussions about the experiences of

their families, neighbours, or friends with implants. They maiegirthat their families,
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neighbours, or friends have good experiences and are satisfied with implant therapy. However,
final treatment decisions must be evidence based and shaped according to sufficient treatmen:
information, with emphasis on patientsO queices, values and ned&chards and Lawrence,
1998 Stanley et al., 1998 spelid et al., 2006Chewning et al., 2092 OLay referral® may
therefore be regarded as an important new element of the decision making process that require:

further exploration. This in turn may in fact not be the whole picture.

The findings of the current study shdkat power and associatednoepts including authority,
influence, manipulation, coercion and hidden decisions operate either through Oovert® or Ocove
forms in several dental consultatiorkhis study illustrates OovertO conflict regarding patient
autonomy and the dentistOs patksm. Such conflicts appear to first, develop when patients
and dentists fail to appreciate each otherOs autonomy. Second, there was evidence of poc
dentistpatient communication and poor provision of treatment information. Lastly the social

costs of thémplant therapy were never really considered in detail.

The results of the study reveal that some dentists use their clinical authority to shape the
decision to go for implants. These dentists rely deeply on the failure of alternative treatments
such asfixed bridges. However, there was evidence that some patients would in fact have

preferred a fixed bridge but those patients were not allowed to go for that treatment. A

consequence of this might be an increased possibility of patient dissatisfdatfen et al.,

1962. On the other hand, some patients commonly believe in the dentists® authority to make
treatmentdecisionsfor them They rely on either the sufficient experience of dentists or

dentists® knowledge and skills with respect to implant therapy.

This study that several dentists manipulate the patientsO decisions to go for the implant therapy
through hidng important information such as the risks and the process of the implant surgery.
While thosepatients who had beananipulateddid not recognise the use of manipulation by

their dentists.

The present study recognises the use of the concept of irglweitioout an implicit threat in
several dental consultations. The dentists who use this concept not only fail to introduce
sufficient treatment information and other possible alternatives such asleneres but they

also neglect respecting the pati€htautonomy and rights to participate or defer the treatment
decisions(Beauchamp and Childress, 20®eid et al., 200,7Reid, 2009. On the other hand,
some patients recognise this influence of their dentists, while other patients do not identify that

the disadvantages, side effects of the implantsoéimer possible alternatives are not introduced.

The findings of this study reveal thabme dentists perhaps prefer making OpaternalisticO

treatment decisions and Ocoerced the patients to the dentistsO best interests. This can be cle
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seen among elderlypatients Oabove 55 yearsO who have lower education levels. Such
consultations, where paternalistic and coercion are used, seem to first, develop when patients
may not willing to take the responsibility of their treatment decisions. Second the dentists® ma

have strong thoughts on their power to coerce the patients without considering their autonomy
and rights to participate in the treatment decisions. Lastly, the dentists may have robust

thoughts that patients are incompetent to mega@ment choices atecisions

I"#"'$%&' ()*+,)-./$-0$,12$/,345
The empirical nature of this studhot only shows that key features of the dental consultations

may beimproved namely:

¥ Confirming patients understandirgnd evaluating their preferences, values, needs,
expectations

¥ Providing patients with multiple dental choioghich will enable better sharetkcision
making.

Other implications include:

¥ Paying closer attention tthe interaction between dentists and patients including
building a better rapport with patients might be facilitated with greater attention to
communication skills.

¥ Considering the cultural influences in the decision making prooessding aspects
such as who is involved in treatment decisions, their behaviiansghts, religion, and
expectationgCharles et al., 2006

¥ This demonstrateshat patientamay notbe aware about their rights and autonomy to
engage in the decision makipgocess.

¥ Powerand related concepts including authority, influence, manipulation, coercion and
hidden decisions operate in dental consultations.

¥ The consequences of powaray result in increasing dissatisfaction aeductions in
patientsO oral health quality of life

¥ There is therefore a need to pay close attention taiskeof powemithin the Saudi

context

1"6"$72*-&&2.4+,)-./$0-8$03,382$82/2+8*1
¥ This study highlights the rarity or could be a complete absence of the dental literature

that have examined the shared decision making and the role of power in the dental
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consultations. Accordingly, future research possibly needs explore this relatively ne
territory.

This study explores the decision making process in relation to implant therapy at one
phase that is the baseline therapy. There may be a need to evaluate the decision making
to the implant consultations in different phases. For example, wWhempatients are
starting the second line implant therapy (doing the surgery) and when the patients
completely receive the implant therapy (having the crowns fitted). This may be
important because it is uncertain whether decisions to have implants aismar at

these three phases or if the decisions are determined by the participants experiences.
This may or may not also have impacts on both patients and dentists satisfactions with
the implant decisions made.

Upcoming research may also evaluatedbeial cost of the implant therapy as a factor
that may influence the decision making process when other cheaper alternatives are
possible.

Future research perhaps involve developing a specific dental implant decision aid that
aims to increase the patieBtsawareness of their rights to participate in the dental
decisions. This decision aid may also be trialled and assessed.

Employing videerecording technique to capture both verbal and -venbal
communications between dentists and patients during thisialeanaking process
concerning the implant therapy may be warranted. This may notaalyle a study of
unspoken meaning in clinics and body language of the particjphatsalso may

increase the validity and creditability of the study findifigaidet et al., 2009

"H'$%& ())& *+,-.(*1$0(1$2(3.'4%

¥

¥

¥

The findings of this study may suggest an alteration to the local dental practices through
supporting the patients® autonomy and rights to participate or defer their treatments
decisions.

Adopting the dental public health perspectared describing the rational of the need to
more engagemerdf patients in their treatment decisions may be practical if the local
desire is achieving the shared decision making in dental clfBdwards and Elwyn,

2009 Wirtz et al., 2005

The results of this study suggests the need to fdensiststraining on interaction skills
in-order to increase the chance of achieving optimal patientist interactions,
increasing patientsO satisfactmlincreasingthe possibility of employingnoreshared
decision making in dental consultatioftdarms et al., 2004vahdat et al., 2014van
Staveren, 2001
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¥ Underlining the importance of presenting multiple treatment choices, the process of the
dental surgery, possible bensfitrisks and side effects of the implant therapy to the
patients by dentists may also be highlighted.

¥ Reviewing the current consent forms and emphasising on the clarity, quantity, and
quality of the information included in these forms may also be reconheen

(Ghafurian, 2009Stanley et al., 1998
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the code

Theme 1: Establishing a problem

1 | Definition of dental DEEP-SDM | Dentist provides a description of “I understand that [dentist name] has sent you to me to discuss your
implant & Singh and | implant treatment and procedure suitability for dental implants. Implant is a screw made from titanium
colleagues and inserted in the bone of the jaw”
2 | Medical history reviewed | Singh and Dentist reviews the recent medical “How you evaluate your health”, “Have you had any medical conditions
colleagues history of the patient such as heart disease, blood pressure, diabetes etc.”, and “Do you
smoke”.
3 | Social circumstances Singh and Dentist establishes the patient’s “Are you married? Are you working?”
reviewed colleagues social and employment

me 2: Dentist-patient relationship

4 | Interruptions Singh and

colleagues

circumstances.

Consultation is interrupted by one or
more phone calls or called out of the
clinic.

N/A

I"# $




Rapport building

Theme 3: Research evidence

Singh and
colleagues

Dentist attempts to build rapport
through social exchange or empath
responses.

O.ﬁ:mﬁ must have been quitehack. This may feel overwhelming now
but 101l give you some booklets to take homeO

6 | Research evidence Singh and Dentist presents the evidence OWe know from the research conducted that a dental implant will

presented colleagues | concerning the treatment option improve your quality of life and reduce further bone resorptionO.
presented.

7 | Quality of the evidence Singh and Dentist comments on the strength ¢ OOnlyone small study has shown that a fixed partial denture is bette

presented colleagues | the evidence presented than an implant. However, improvement in the oral health quality of
and patient satisfaction with implants is shown to be highO.

8 | Research relevant to the | Singh and Dentist individualises the evidence | Othe study showed that men who were smoking, like you, had
patient colleagues | the patient circumstances. chance of implant failure, then if they didnOtO

9 | Dentistappraisal of the Singh and Dentist provides a clear Oln my view, there is a clear benefit from undergoing implant theray
data colleagues | recommendation based on his or he

Theme 4: Patient perspective:

own appraisal of the data.

10 | Patient asked how much | Singh and Dentist offers a range of informatior QAlright [patient name]now some people like all the small details
information they need colleagues and determines patientOs preferen¢ relation to the treatment, while others are prefer to be given the &
picture, what sort of persare you?0O
11 | Patient asked for a Singh and Dentist asks how involved the patiel OWould you like to have a think about what | have said and let me k
decisionmaking colleagues | wants to be in the decision. what you decide, or would you pref® let me choose a treatment
preference. option based on what | know about you, or we could decide togethe
now what we both think is the best option?0
12 | Patient understanding DEERSDM | Dentist checks that the patient has | OSo did that all make sense? How do you see the option in front of
confirmed & Singh and | understoodvhat was discussed

mo#



colleagues

13 | Patient viewsought Singh and Dentist checks what decisional OHave you heard about the pros and cons of dental implagésys?
colleagues | learning the patient has What do you think?O
14 | PatientOs expectation DEERSDM | Dentist asks patient about his/her | OWhat do you expect from the implant surgery?0
expectation from the treatment.
15 | PatientOs sedffficacy DEERSDM | Reference to or mention of patient | Dentist said OGood. Did you read and sign the implant consent f

Theme 5: Decision making:

perceived selefficacy to adhere to
the decision by either thdentistor
the patient

Patient answered, Oyes, | didO. Dentist said OHave you goesiigngt
about the information on the consent form or your consultation?0 F
said, ONo, IOm fine. Thank you very muchO.

16 | Multiple dental treatment | Singh and Dentist introduces multiple dental | OOk, [patient name], there are several treatment options may suits
options presented colleagues | treatment options if appropriate condition, we can do fixed partial denture, removable or complete
denture and dental implant, what would you prefer?0
17 | Process of the surgery DEERSDM | Dentist clearly describes the proces OOk [patient name], | would like to introduce the process of the im
& Singh and | of the surgery. surgery to you. The surgery process will be carried out in three stag
colleagues Placing the implant?2) healing period of three months to allow bone
integrate with implant, and 3) placing crown, Did this make ser
Have you got any question regarding the processO.
18 | Side effects of dental Singh and Dentist clearly statethe side effects| OOk, if you go with implant, | would like to let you know that you ma
implant discussed colleagues | of each possible dental treatments | experienced some side effects of the treatment such as numbness,
headache, little bleeding after the first two days of impsaintgeryO
19 | Possible benefits of denta DEERSDM | Dentist clearly states the benefits o] O Ok, since | introduced the risks of implants to you, | would like al
implant discussed. & Singh and | dental implants describe the benefits of thiechnology. Implants have higsurvival
colleagues rates, improving OHrQo and high satisfaction ratesO.
20 | Possible risks of dental DEERSDM | Dentist clearly states the possible | OAll right [patient name], since you are smokerlantling for implant

in your mandible, | would like to let you know that there are some ris

mo#




implant discussed.

risks of implants

of implant in your case such as increasing failure rate among smokée
injuring the IAN nerve in mandible. What do you think now? Are still
interested in implartreatment or would you prefer other dental
treatmentO

21

Patient preferences and
values

Theme 6: Time issues

DEER-SDM
& Singh and
colleagues

Dentist provides his/her own
preferences and values OR makes
clear that he/she would/would not
regard this to be a good option. The
dentist asks the patient about the
preferences/values.

ONow, | think implants would be a suitable treatment optiorydor
[patient name], what do you think? Do you prefer implants or a f
partial denture? Why?0

22 | Patient given an option to| Singh and Dentists clearly describes that ther¢ O Ok, since you seems a bit worried about which treatment to un
defer the treatment colleagues | is time to think about the available | there is time for you to go home and take this booklet with you be
decision options before making a decision | makinga decision. It will not affect the process of the treatmentO.

23 | Plan for the follow up DEERSDM | Reference to a plan for followp OBrilliant. | will see you next week, to do the extraction and

regarding the discussed treatment
option. Further information needed
reach the decision may include
making other decisits, scheduling
consultation with other specialist

implants. Take this prescription with you. Please use the antibiotic
days before surgery. Any questions?0

I"# $
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Title of Project:
Decision Making and Dental Implant Treatment in Saudi Arabia

Researcher Namébdullah Ali Alzahrani, BSc, MDPH, University of Sheffield.
Please initial box

1 | have read and understood the information sheet for the above study

2 | have had opportunity to ask questions about the study

3 I understand that | have the rightrefuse to participate in this research questior

4 | understand that if | take part in the study | may not gain any direct personal
benefits

5 | consent to my consultation with thentistbeing audietape recorded for the

purposes of this study

6 | give my permission for the research to interview me telephony in the data ar
time that we agreed.

7 | consent to anonymised results and quotes from the study being presented &
published
8 | understand that study data and audiotapes recordedenkipt confidential and

destroyed after the research has been completed.

9 | understand that | can withdraw from this study at any time without my medic
care being affected.

10 | I agree to take part in this study

Thank you for taking time to complete this consent form

Name of the participant Date Signature

Name of the person taking the consent Date Signature

Patient identification number for the research project

$
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Title of Project
Decision Making and Dental Implant Treatment in Saudi Arabia
Researcher Name:

Abdullah Ali Alzahrani, BSc, MDPH, University of Sheffield.
Please initial box

1 | I understand the purpose and objectives of the above project.

2 | I understand what is expected from me in my contribution to this resstai

3 | 1 give my permission for my consultations with those patients who agree to the
research project to be audimped.

4 | | understand that audiotapes of the consultations will be anonymised.

5 | I understand that study data and audiotapes recavilldae kept confidential and
destroyed after the research has been completed.

6 | | understand that the tapes will only be used for the purposes of the current re

7 | | agree to take part in this research project.
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Title of Project
Decision Making and Dental Implant Treatment in Saudi Arabia
Researcher Name:
Abdullah Ali Alzahrani, BSc, MDPH, University of Sheffield.

Please initial box

1 | I understand the purpose and objectives of the above project.

2 | lunderstand the target population of the research and the proédsatdying,
approaching and recruiting those who agree to participate in this study.

3 | I give my permission for my consultations with those patients who agree to the re
project to be audivaped.

4 | | understand that audiotapes of the consultations will be anonymised and destroy
after the study has been completed.

5 | lunderstand that study data will be kept confidential and destroyed after the rese
has been completed.

6 | | understand that thtapes will only be used for the purposes of the current researc

7 | | agree to take part in this research project.
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2. How wouldyou describeoverallyour experience in the implant consultation?

3. On the scaleof one to five, where oné strongly satisfied and fivés strongly
dissatisfied to what extentare you satisfiedwith the decision made about your
dental implant consultation? Can ypleaseexplain why?

850#0 :)*&%3%#07
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9. To what extent do you feel you reached a joint agreement on the decision? Can you
please explain why?
10. Did you think about any alternative dental treatments? Why?
11. Werethere any disagreements over your preferences with your dentist? §ilease
more detail.
I"#$%&' () %* ¥

12. If there were any conflicts or disagreements over your values, needs and preference,
why do you think thisconflict happeed? Please provide a justification for your
response?

13. To what extent do you think that your dentistiuehced you to go along with the
implant treatment? Please explain why, i.e. convincing me about the benefits of the
treatment?

+"#,(-./01-2# #

14. Why do you think that the dentisDs idedo go for your implant treatmeris
reasonabl® For example:advantagesof implant introduced by my dentist, no
disadvantage of undergoing the therapy!

15. Why were you happy to go for the implant therapy? For exangied enough
information about the implant before | went to my dentisy brother (or family
member, friend) hae had a good experience of the implant therapy, or dentistOs
convinced me to go for implant therapy.

3"#45%16('5-1/%8

16. Did you remember any ofhe benefitsand risks of an implant therapy that your
dentist had discussed with yp®lease explain
7"8/%*' (91/%#

17. Is there anything more you would like to add?

#
#
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1. On the scale of one to five, where one is strongly satisfied and five is strongly
dissatisfied, to what extent are you satisfied with the decision made about the
patient’s implant consultation? Can you please explain why?

6417#. §*&%0%#.5
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6. To what extent do you feel you reachedharedagreementith the patienpbn the
decision? Can you explain why?
7. Did youintroduceany alternative dental treatmersisch as fixed crown or bridge,
RPD before you went with implant therap@an you please explainhy?
8. Werethere any disagreememdth the patieri If yes, dease explain?
I" $B%&'()%*

9. To what extent do you think that you influence the patient to go for the implant? Can
you explain please?
+"#,(-./01-2# #

10. What do you think influences the patient to go with the implant therapy? Can you
please explain?
3"#45%16('5-1/%8

11. Did you de<ribe the benefitsrisks and other related informatioof the implant
therapy to the patieACan you tell me more about this please?
7"8/%*'(91/% #

12. Is there anything more you would like to add?

 5%;#2/(H#&IO#-5;1%<#-.)#-1=)#-I#650-1*165-)#1%#-. 19#9%>2



Appendix 8 Power coding scheme for analysing patients and dentists interviews

The
University
Of
Sheffield.

Patient interview

Unit of Dental Public Health

School of Clinical Dentistry

Faculty of Medicine, Dentistry and Health
19 Claremont Crescent

Sheffield

S10 2TA

Tel: 0114 271 7801

Aspect

Description

Example

1 Decision

Evaluating how patient came to seek dental implants, the patient’s
overall experience about the consultation, his/her satisfaction or
dissatisfaction on the decision made and the reasons, if any,
behind this satisfaction or dissatisfaction.

Patient said “I came to the clinic to have an implant because
my brother recommended it to me as it works very well. I
am really satisfied with decision made about my implant
consultation because my dentist convinced me to go with
this great technology”.

2 | Non-decision

Evaluating the hidden decision to the decision maker’s interest.
This included aspects that may affect the decision such as
describing the process of the surgery and/or the side effects of the
implant treatment.

Patient said “my dentist did not providing me with
information about the side effects of the treatment but I
asked him and he answered me that only some bleeding will
be occurred!”

3 Coercion

Evaluating aspects such as: was a shared decision made? Were
alternative treatments discussed, and were there any conflict over
the patients values, needs and preferences.

Patient said, “I have not thought about any alternative dental
treatments because simply there were not introduced to
me!” or patient said, “My dentist prefer to go for implant
but I want fixed crown” or vice versa.

4 Influence

Evaluating aspects such as whether if there were any
disagreements over the patient’s preferences, values, needs with
explaining how and why this happened. Dentist made the patient
change his/her decision to go along with implant therapy without
an overt threat, such as convincing the patient to go for an implant

Patient said “I was scared from going with implant therapy
because of the drilling the bone jaw as my dentist described.
But, my dentist convinced me to go with implant because of
the long survival rate of the treatment and maintained that I

223




because of the high success rate of the therapy and w
indicating the disadvantages of implants, such as the aes
disadvantage.

would not feel the pain of the drillingO.

Authority Examining aspects such as the reason behind the pg Patient said, Omy dentist mentioned several advantag
compliance with decision made by the dentiztient indicate implant including high p@ent satisfaction and improvin
that dentistOs idea was reasonable in relation to his knowled oral health related quality of lifeO. However, the patie
content of the encounter was legitimate or arrived at thi] does not recognise that the dentist has not introduce
legtimate means such as (advantages introduced | disadvantages of implant treatment.
disadvantages not). PatientOs reason for undergoing ir
therapy, recommended by friends, family member or the dent

Manipulation | Examining aspect such athe patient compliance with th Patient said, Ongentist described the risks of implant bt
dentistOs decision to go for a implant. The patient doe{ really did not remember any of those described. Tc
understand the nature of what is being asked of him or her, n honest, | did not understand these risks and | was a b
because of a lack of knowledge or lack of supported informa to ask my dentist!O.
The patient did not recognise etature of what was beir
demanded of him/her. The dentist did not provide suffic
information about the risks of implants such as injury of the Ic
alveolar nerve. However, the advantages of implants were ¢
introduced.

Conclusion | All other comments and issues. All other comments anigsues.

Decision

Dentist interview

Evaluating how the dentist came to his/her implantOs decisi
the patient, the dentistOs satisfaction or dissatisfaction o
decision made and the reasons, if any, behind this satisfact
dissatisfaction.

Dentist said Othe patient showed a great interest in i
therapy, but | am a bit worried about the success of
treatment as the patient oral hygiene condition seems t
not very wellO.

Non-decision

Evaluating the hidden decision to the dergist@restDentistO

Dentist said Ol described the process of the surgery fc

" #



Coercion

Influence

Authority

Manipulation

Conclusion

reflection on the consultation such as: description of the prc
of the surgeryand theside effects of the treatment

Examining aspects suchvas shared decision made, w«
alternative dental treatments discussed, and were there
conflict over the patients values, needs and preferences st
dentist prefer to go for implant but the patient want fixed crow.
vice versa.

Evaluating to which degree that the dentist thought he
influence the patient to go for implarithe reason of the conflic
between dentist and patient, if any, such as: patient preferred
crown rather than implant or suitability of the patient for impla

Examining aspects such as the reason influence the patient
with the implant.

Examining aspect such as whether the derdmsscribed th

benefits, risks and related information to the patient ar not

All other comments and issues.

" #

patient, but | did not introduced the side effeofsthe
therapy because indeed | have not been asked to do so

Dentist said, Ogant preferred a fixed denture rather tf
an implant because he seemed to feel threatened b
procedure of the implantO.

Dentist said, Othe patient did not know as much as | |
about the treatmentO. Or Otbatient lacked sufficien
information about the treatment. | had more experienc
decide than the patient had

The dentist said that their idea wassonable in relation t
their knowledge. They had enough information about
implant before taking this decision? They were sure this
the most suitable treatment for the patient.

Dentist saidOl described the benefits of implant such as
high survival rate about the treatment. But | did
introduced the risks of the treatment to the patient beda
really do not believe that there are serious risks for g
with this treatment!O

All other comments and issues.
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I understand (patientOs name), signed below, that | have read all the information in
this letter and | have no objection about it. | therefore agree to undergo the dental
implantOs surgery with the dentist (dentistOs name).

¥

The dentist listened to mehen | described my dental problem, checked my
mouth carefully, and taken the necessarpys. Then, the dentist described to

me all possible treatment options and explained the advantages and
disadvantages of each option.

Because my desire is to go with the implant therapy, the dentist has fully
explained to me the implantOs surgery process, including its advantages and
limitations, the duration of the surgery, the type, kind and number of the
implant that will be used, artle implantOs success and failure rates.

| provided my dentist, to best of my knowledge, with accurate medical report
about my overall health and | mentioned all the diseases that | had and the
medicines that | have been taken or | am taking now.

The deital implant surgery is an operational surgery. Hence, it applies to it

what it is being appéid to any operational surgeries. As a result, | understand

that it may happen some surgical complications such as swelling, bleeding,
numbness, inflammations, addlay in the wound healing.

| totally understand that during or after the surgery, there might be an
additional or replacement therapy that helps the overall surgery to success.
Therefore, | agree on any changes, suggested by the dentist, on my treatment
plan if this will improve my oral health.

The dentist explained to me that the success of the surgery depaintison
taking care of my oral health and the implant insertextording to the
instructions and information that will be given and | havadtfy my dentist
with any changes or complications that may happen immediately.

Based on the available evidences in the literature, | fully understand that the
implant surgery is being a successful surgery and last longer. However, it is
difficult to predict the boneOs ability to integrate with the implant because of
the individual differences. Therefore, the implant may not integrate and then it
may need removal or replacement with other implant after taking my consent.

PatientOs file number:
PatientOs telephone number:
Date:

PatientOs signature:

Dentist signature:

" #
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Appendix 11 Conference Proceeding: Decision making & implants in Saudi Arabia

CLINICAL ORAL IMPLANTS RESEARCH

e
177 Basic Resea

Decision-making and dental implant treatments in Saudi Arabia

A. Alzahrani ,! I. Brook,” B. Gibson®

*Unit of Dental Public Health, School of Clinical Dentistry, The University of Shefbeld, Claremont crescent, Shefbeld, UK, 2school of
Clinical Dentistry, The University of Shefpeld, Claremont crescent, Shefpeld, UK, 3Head of Unit of Dental Public Health, School of
Clinical Dentistry, The University of ShefPeld, Claremont crescent, Shefpeld, UK

Background: Decision making by dentists regarding patient’s suitability for dental implant care is complex. The interplay
between dentists and patients is poorly understood. Improving the quality of healthcare, developing a patient’s self-esteem,
increasing the satisfaction of both doctor and patient, and reducing a patient’s anxiety are key aspects that should be considered
during the decision making process in the dental implant consultations. Several decision-making models have been employed to
examine decision making within medical consultations these include the paternalistic, interpretative, informed and shared deci-
sion-making models. There has been a tendency to implement the shared decision making model in medical practice however
there are no studies in the literature that have examined how patients and dentists are involved in making shared decisions
about the provision of dental implants.

Aim/Hypothesis:  This study explores the decision making process associated with providing patients with dental implants in
Saudi Arabia. The objectives were: firstly, to explore dentist contributions to the decision making process in the implant consul-
tations. Secondly, to describe patient contributions to the decision making process in consultations for implants. Lastly, to eval-
uate if shared decision-making occurs in consultations about the provision of dental implants.

Material and methods: A cross-sectional ethnographic study employing participant observation of dental implant consultations and
semi-structured interviews of both patients and dentists was developed. The study involved purposive sampling of a wide range of
consultations including both males and females. Dental implant assistants identified Saudi patients who were considering undergo-
ing implant therapies and were eligible for the study. Patients who agreed to participate were provided with a patient information
sheet. Those who had read the information sheet and given consent were included. The dentist who had agreed to be involved was
also asked to sign a consent form. Implant consultations were recorded on audiotape. Interviews were conducted in two stages: den-
tists interviews were audiotaped and transcribed. Patients telephone interviews were conducted the week following the consulta-
tion. Data were analysed using inductive thematic analysis. The data were analysed through the use of the framework method.
Results: In total, 32 patients and three dentists participated in this study. Three types of shared decision-making were recognised.
These were: ideal, typical and marginal shared decision making models. No implant consultation involved shared decision-making.
Key aspects of shared decision-making were absent. These included failing to discuss the process of the surgery, possible side
effects, the benefits and risks of implants. It was found that the most common decision making model that was implemented was
the marginal shared decision making model. The results also revealed that elderly patients ‘above 55 years’ who have lower educa-
tion levels tended to experience greater levels of paternalistic decision making.

Conclusions and clinical implications: ~ Reducing unwanted outcomes and improving the quality of healthcare are main advantages
of shared decision-making model. Key aspects of this model were absent in the consultations observed. It is important to moti-
vate dentists and patients to implement shared decision-making. This might be achieved by raising patients’ awareness to con-
tribute in the implant decisions, focussing training on communication skills and the need for a greater balance in shared
decision-making.

© 2015 The Authors
10 | Clin. Oral Impl. Res. 26 (Suppl. 12), 2015 Clinical Oral Implants Research © 2015 John Wiley & Sons A/S
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