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Abstract

Introduction: The aim of the study was to reveal possible obstacles or advantages for
the implementation of a dental communication curriculum. It was questioned whether
(i) universities with a communication curriculum in medicine realise the same develop-
ment in dentistry, (ii) the existence and usage of a learning objectives catalogue is a
main factor to facilitate the implementation, and (iii) it is more easy to establish with a
lower number of students.

Material and methods: Data of two recently published surveys were taken as the basis
for further analysis. The quality of the curricula was evaluated by a scoring system.
Correlations were calculated between the scores and possible influence factors. A t
test for paired samples was accomplished to reveal differences between medical and
dental curricula, and a Mann-Whitney U test to identify differences in schools with
and without the usage of a learning objectives catalogue.

Results: No significant correlation was found between the quality scores of medical
and dental schools; t tests revealed significant differences between them (P = .004).
Correlation between cohort size and quality of the curriculum was marginal. Mann-
Whitney U test revealed significantly higher quality scores for dental schools using a
learning objectives catalogue (P = .001).

Conclusions: The existence of a learning objectives catalogue might facilitate the im-
plementation of communication curricula at dental schools. A missing notable curricu-
lum in the corresponding medical school should not detain from a respective campaign
in the dental curriculum. Large student numbers should also not discourage from de-

veloping a communication curriculum.
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important for the success of the therapy.3 Moreover, it was repeatedly
advocated that communicative skills should be taught in the course

Teaching and assessment of clinical communication has become a
major topic in the health professions.' Okullo et al?> found commu-
nication as an important influence on patient satisfaction with oral
health care. In a qualitative study, Abrahamsson et al' were able to
show how important the communicative ability of the dentists is
to anxiety patients. Additionally, a survey showed that the majority

of dentists were convinced that the dentist-patient relationship is
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of studies.*®

As a result, communication skills have become part of dental
curricula in several countries.®? For medical curricula, there are
several consensus statements defining necessary skills and contents
or demonstrating the longitudinal alignment of such curricula regard-
ing the training of communicative competencesu'w; for dental curric-

ula, the literature is only limited.'? In 2013, the teaching committee of



the European Association for Communication in Health care published
European consensus on learning objectives for a core curriculum in
healthcare professions.'®> A recently published survey from German-
speaking countries could reveal that there are still large quantitative
and also qualitative differences to which extent and how communica-
tive topics are taught and assessed.?° All dental schools in Germany,
Austria and Switzerland received the same online questionnaire and
answered it on a voluntary basis. Thirty-four dental schools partici-
pated in the survey (94.4% of all dental schools). At 26 of these dental
schools (76%), communication skills training has been implemented.18
Thus, there is still room for improvement and need for change
management.

There are different guidelines or frameworks recommending how

1 some of them

to accomplish change in educational institutions,?
particularly in a medical context for curricular changes??%2; likewise
for dental education, the literature is rare.?* Pruskil et al? published
a recommendation especially focusing on the implementation of so-
cial and communicative competencies in medical education. In their
paper, organisational (SWOT- and stakeholder-analysis) and human
resource development are main aspects that should be considered.
Pruskil et al emphasise that the presented recommendations are
based on the literature and personal experiences. However, “the ex-
tent, to which the recommendations have resulted in any particular
case to greater sustainability in the implementation of a communica-
tion curriculum, has not yet been assessed.” Furthermore, they sug-
gest retrospective case studies to be the next step to verify which
factors may have led to a successful implementation of a communi-
cation curriculum.

There are a couple of approaches for the development of medi-
cal curricula. One which is widely spread is the six-step approach by

Kern et al.?¢

The existence of learning objectives and operationalisa-
tion of competencies always plays an essential role in those concepts
leading to more outcome- and competence-based curricula. Pruskil
et al®®are pointing out the importance of defining learning objectives
especially in the design of a communication curriculum in medical
education.

Until now, the literature is lacking in comparable recommendations
for dental education. It seems likely that important aspects for change
management and development in medical education are transferable;
or, going one step further, that medical schools with a well-established
communication curriculum also stand out with a similar curriculum in
dentistry. This is also supported by the facts that in several—but not
all—German-speaking universities, the dental and medical students
share some courses in the first 2 years and that the organizational
structures (deanery, commissions, committees, etc.) are often the
same for both studies.

The most common format, in which communication skills are
taught in German-speaking dental schools, is training in small
groups.?® It was demonstrated that training the faculty to facilitate
communication skills training plays an important role in the develop-
ment of a curriculum.?” Furthermore, the high costs of such teaching
programmes have been reported.28 The same can be found for the
necessity and the costs of assessment of reflective competencies,
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especially objective structured clinical examinations (OSCEs).?? This
all could mean that, in addition to structural and organizational as-
pects, limited human and financial resources may impede the im-
plementation of a communication curriculum in particular, which is
accomplished in small group formats.

Taken the two present surveys of the authors as a basis,?*%° this
study is the first attempt to analyse retrospectively, which factors may
have had an influence on the implementation of a dental communica-
tion curriculum.

Our three exploratory questions were as follows:

Is there a link between communication curricula in universities with
medical schools and dental schools?

Does the use of a learning objectives catalogue facilitate the suc-
cessful implementation of a communication curriculum in dental
education?

Is a communication curriculum in dentistry more easily to establish
with a lower number of students per semester requiring less human
and financial resources?

2 | MATERIALS AND METHODS

The data of two recently published surveys were taken as the basis for
further analysis.?%%C In these surveys, German-speaking medical and
dental schools state the current situation regarding the teaching of
communication skills at their university.?%° Both were cross-sectional
studies with the aim of a census at all medical and (n = 43), respec-
tively, dental schools (n = 36) in Germany, Austria and Switzerland.
They were two separated online surveys (one for medical schools, one
for dental schools) and participation was voluntary and anonymity
was guaranteed. All dental schools (and, respectively, medical schools)
received the same questionnaire and could ask for help if there was
some reason for misunderstanding. The full questionnaires and all de-
tails have already been published,zo’30

The Ethics Committee of the University of Munich declared that
this project does not need further ethical evaluation and no official
ethical approval (UE No. 140-13).

The first aim of the previous studies was to identify universities
with a well-established communication curriculum. For this purpose, a
quality score system was developed considering literature-based suc-
cess factors of well-implemented communication curricula.

We considered the existence of a longitudinal curriculum as
the most important factor. A spiral curriculum in which topics are
taught and learned over the entire course of study with an increas-
ing degree of complexity is reported to be the best way to promote
learning success.?? Van Dalen et al*! could demonstrate that a longi-
tudinal, integrated approach leads to a greater overall effectiveness
regarding teaching communication skills compared with concen-
trated courses. Also, Silverman®? demands a longitudinal, helical and
integrated communication curriculum. Based on these publications,
the authors (AH and SR) decided to reflect the importance of the
longitudinality in the scoring system of our study. Thus, ten points
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TABLE 1 Five factors and scores for the quality of communication curricula

Factor 10 Points
Longitudinal curriculum Implemented
1 Point

Point of time for teaching
Different formats of teaching
Existence of assessment Exists
Point of time for assessment
Different formats of assessment

Total points Maximum: 15

were awarded for each school stating a full longitudinal curriculum
for communication, and five points for those partly longitudinal. If
only single courses were available, “curriculum” would not be the
adequate term. According to the aspects described by Silverman®?
for increasing maturity of communication curricula, further points

were rated as following:

e More than two point of times (semesters) in which communication
skills are taught

e More than two different formats used for teaching communication
(eg presentations, role-play with simulation patients, conversation
with real patients, role-play with students, feedback, e-learning,
complex situations (eg simulator))

e Existence of assessment of communication skills

e More than two point of times (semesters) in which communication
skills are assessed

e Usage of different formats of assessments (eg OSCE, written exams,

presentations)

For each of these parameters, one additional point could be scored
(see Table 1). Thus, a missing longitudinal curriculum could not be com-
pensated by other points.

For all universities that include a dental curriculum, the same pro-
cedure was accomplished for the medical curriculum taking the sec-

ond survey® as the database.

2.1 | Statistical analysis

The first and third research questions were answered by calculating
the correlations between the medical and dental quality score and,
furthermore, between the dental quality score and the number of stu-
dents (Pearson'’s correlation). Differences between the quality scores
of the dental and medical communication curriculum were detected
by at test for paired samples.

The second research question was answered by calculation of
Pearson’s correlation. Because of the nominal scale (learning objec-
tives: yes/no), a Mann-Whitney U test was used to find differences
in the quality score between the schools with or without a learning
objectives catalogue.

At least two different times

At least two different formats

At least two different times

At least two different formats

5 Points 0 Points

Partially Only single courses

0 Points

Less than two different times
Less than two different formats
Not existing

Less than two different times
Less than two different formats

Minimum: O

All statistics were performed with IBM SPSS Statistics Version
23.0 (IBM Corporation., Somers, NY, USA). The statistical significance
level for all tests was set at P < .05.

3 | RESULTS

Thirty-four dental schools took part in the survey. As there are 36
German-speaking universities offering a dental course, this is a re-
sponse rate of 94%. A total number of 31 universities took part in
both, the dental and the medical survey, and the correlation between
the two curricula could therefore only be calculated for these. The
mean for the quality score was 5.61 (SD = 5.2) for the dental schools
and 9.74 for the medical schools (SD = 3.2). Distribution of the scores
can be seen in Table 2.

The dental and medical quality score correlated negatively
(r = =.160), but this correlation was not significant (P = .39). The t test
revealed significant differences between the two study courses (t
[df:30] = =3.153, P = .004).

Six dental schools are using a learning objectives catalogue.
Significantly, higher quality scores were revealed for those univer-
sities (Mann-Whitney U, z = -3.14, P = .001). The quality score for
the dental communication curriculum correlated positively with
the existence of a learning objectives catalogue (r (Pearson) = .59,
P <.001)).

The number of students was not significantly correlated
with the quality score in the dental communication curriculum (r
(Pearson) = -.01, P = .98)).

4 | DISCUSSION

Although teaching communication skills have been increasing over the
last years in dental curricula, 24% of the German-speaking universi-
ties still do not teach communication skills at all.?® On the other hand,
there are also dental schools where a longitudinal communication
curriculum has already been implemented. This large variance por-
tends to the existence of facilitating and impeding factors to establish
a communication curriculum into dental curricula. It is important to



TABLE 2 Distribution of the quality

scores in dental and medical schools for Total
L . L qual- Number
communication curricula taking into .
hether they have a full | woei
acco.unt.w ethert eY a.vea u'orparty score  (n=34)
longitudinal communication curriculum
(LCC) or not 0 10
1 1
2 5
5 2
7 2
8 2
9 1
10 4
11 2
12 1
13 1
14 1
15 2
Sum 34
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Number of Number of Number Number of Number of
DS with full DS with of MS MS with full  MS with
LCC partly LCC (n=31) LCC partly LCC
0 0 0 0 0

0 0 0 0 0

0 0 1 0 0

0 2 2 0 1

0 2 1 0 1

0 2 8 0 8

0 1 4 0 4

1 8 7 0 7

2 0 0 0 0

1 0 1 1 0

1 0 0 0 0

1 0 4 4 0

2 0 3 3 0

8 10 31 8 19

All dental schools (DS) were included (n = 34) and all medical schools (MS) at universities with dental
schools and medical schools.

reveal these factors for future curriculum development. The present
study was the first retrospective case-control study to observe poten-
tial factors that could have had an influence on the implementation of
a communication curriculum in dental education.

The first part of the study dealt with the evaluation and quantifi-
cation of the varying quality of the existing communication curricula
in German-speaking dental education programmes. A first impres-
sion of the awarding of points seems to be very one-dimensional.
However, we based our decision on how to weight the factors on
the existing literature. Several authors from different countries pos-
tulate that a communication curriculum has to be consistent (ie that
communicative aspects have to rise up frequently) and that these
situations ideally have to be concerted.'>141781-83 Ths, we decided
to set the longitudinal character of the curriculum to be the most
important criterion for quality by far. The longitudinal approach is
implicated by the term “curriculum”. Single and isolated courses do
not have a comparable impact.'®%? This could also be demonstrated
by van Dalen et al.?* They compared the outcome of a longitudinal
and a concentrated communication skills programme at two differ-
ent medical schools and could show a better performance of stu-
dents coming from the longitudinal programme. As there are only
a few universities fulfilling the criterion of a longitudinal curricu-
lum, we decided also to score points for a partly longitudinal one.
As the importance of assessment of communication skills has been
reported,'>43* we also agreed to score for the existence of this and
further score if more than one format or point of time of assessment
occurs. Altogether, longitudinality was emphasised so that the score
could not be compensated by all other factors. This was a personal
decision by the authors based on the literature. Nevertheless, we are

aware that this scoring system is only one aspect of quality. Other

aspects, such as the local individual realisation of each teacher, how
the students actually are taught and assessed, and, finally, what they
learn, are not determined by our survey.

The existence and the use of learning objectives have been
pointed out as a general effort to implement a medical curriculum.*>%¢
With the present study, we could demonstrate for the first time that
this parameter indeed correlates with a successful implementation
of a communication curriculum in dental education and, therefore,
might be a crucial facilitator for the implementation. This confirms
the importance of the recently published national competence-based
catalogue of learning objectives in dentistry (NKLZ%?). On the basis
of our results, we would recommend to adapt this or other learning
objectives catalogues to the individual situation at the various dental
schools and, thus, to facilitate a successful implementation of a new
communication curriculum. Keeping in mind that communication is a
complex competence,36 it would be desirable to use a competency-
based catalogue (eg NKLZ®®). A limitation of this result might be that
the existence of a learning objectives catalogue did not facilitate the
implementation directly. It could also just be an indicator for the pres-
ence of educational experts, which know how to develop a longitudi-
nal curriculum.

The expected parallelism of the medical and dental studies was
not confirmed by our results. We could identify both high scores for
the medical but not for the dental communication curriculum and vice
versa. We cannot compare these results with the existing literature
as from our knowledge no comparable data exist until now. This fact
should motivate members of dental faculties to get involved with the
implementation of a communication curriculum even if the local med-
ical branch does not have a notable curriculum regarding the teach-

ing of communication. A limitation of the present study is that the
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universities are not completely comparable regarding the combination
of the medical and dental curriculum at one place in the first 2 years.
All variations between a fully parallel and totally separated curriculum
can be found.

Most of the dental schools use small groups to train communication
skills (eg seminars, exercises, tutorials).?® This implies that the higher
the number of students in the respective university is the more teach-
ers are necessary to accomplish the courses at that dental school. It led
us to the question, if there is a tendency of more “smaller” universities
having implemented a longitudinal curriculum. This was not confirmed
by our data. A possible explanation could be that the personal dedica-
tion of each individual faculty member plays a more significant role than
the number of these. Altogether, this result should help to encourage
dental faculties with large cohort sizes to focus on the implementation
of a communication curriculum. It can be performed.

To our knowledge, this study is the first retrospective quantita-
tive investigation trying to reveal possible factors which might have
enabled or hindered the implementation of a dental communication
curriculum. Nevertheless, we have to face the limitations of this study
determined in the retrospective study design. Furthermore, we were
not able to control many of the possible confounders. The situation at
the different universities is as well diverse as complex and, therefore,
difficult to compare. Variety can be seen as a change and as an obsta-
cle. It might be difficult to generalise empirical results to the different
settings due to incomparability. So, this will always be a challenge for
quantitative research. On the other hand, variety leads to a rich body
of experience. Exchanging and comparing these experiences with a
more qualitative approach might lead to ideas that could help others
to improve dental education.

5 | CONCLUSIONS

The existence and usage of a learning objectives catalogue can fa-
cilitate the implementation of a communication curriculum at dental
schools. A missing notable curriculum in the medical part at the same
university does not detain from a respective campaign in the dental
curriculum. Large student cohorts are not an obstacle as a matter of
principle and, thus, should also not discourage from getting involved
with the development of a communication curriculum.

ORCID

S. Riittermann http:/orcid.org/0000-0002-2293-8089

S. Gerhardt-Szep http://orcid.org/0000-0002-7482-3910

REFERENCES

1. Abrahamsson KH, Berggren U, Hallberg L, Carlsson SG. Dental pho-
bic patients’ view of dental anxiety and experiences in dental care: a
qualitative study. Scand J Caring Sci. 2002;16:188-196.

2. Okullo I, Astrom AN, Haugejorden O. Influence of perceived provider
performance on satisfaction with oral health care among adolescents.
Community Dent Oral Epidemiol. 2004;32:447-455.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Woelber JP, Deimling D, Langenbach D, Ratka-Kruger P. The im-
portance of teaching communication in dental education. A sur-
vey amongst dentists, students and patients. Eur J Dent Educ.
2012;16:€200-€204.

Kulich KR, Ryden O, Bengtsson H. A descriptive study of how den-
tists view their profession and the doctor-patient relationship. Acta
Odontol Scand. 1998;56:206-209.

Graber DR, O'Neil EH, Bellack JP, Musham C, Javed T. Academic
deans’ perceptions of current and ideal curriculum emphases. J Dent
Educ. 1998;62:911-918.

Davis EL, Tedesco LA, Nicosia NE, Brewer JD, Harnett TE, Ferry GW.
Use of videotape feedback in a communication skills course. J Dent
Educ. 1988;52:164-166.

Gorter RC, Eijkman MA. Communication skills training courses in den-
tal education. Eur J Dent Educ. 1997;1:143-147.

Hannah A, Millichamp CJ, Ayers KM. A communication skills course
for undergraduate dental students. J Dent Educ. 2004;68:970-977.
Ratzmann A, Wiesmann U, Gedrange T, Kordass B. Early patient con-
tact in undergraduate dental education in Germany-'The Greifswald
Model’. Eur J Dent Educ. 2007;11:93-98.

Bray KK, Catley D, Voelker MA, Liston R, Williams KB. Motivational in-
terviewing in dental hygiene education: curriculum modification and
evaluation. J Dent Educ. 2013;77:1662-1669.

Haak R, Rosenbohm J, Koerfer A, Obliers R, Wicht MJ. The effect of
undergraduate education in communication skills: a randomised con-
trolled clinical trial. Eur J Dent Educ. 2008;12:213-218.

Kiessling C, Langewitz W. The longitudinal curriculum “social and
communicative competencies” within Bologna-reformed undergrad-
uate medical education in Basel. GMS Z Med Ausbild. 2013;30:Doc31.
von Fragstein M, Silverman J, Cushing A, et al. UK consensus state-
ment on the content of communication curricula in undergraduate
medical education. Med Educ. 2008;42:1100-1107.

Makoul G. Essential elements of communication in medical encounters:
the Kalamazoo consensus statement. Acad Med. 2001;76:390-393.
Bachmann C, Abramovitch H, Barbu CG, et al. A European consensus
on learning objectives for a core communication curriculum in health
care professions. Patient Educ Couns. 2013;93:18-26.

Bachmann C, Holzer H, Dieterich A, et al. A longitudinal, Bologna-
compatible model curriculum “communication and social competen-
cies”: results of an interdisciplinary workshop of German-speaking
medical schools. GMS Z Med Ausbild. 2009;26:Doc38.

Kiessling C, Dieterich A, Fabry G, et al. Basel consensus statement
“Communicative and Social Competencies in Medical Education”: a
position paper of the GMA Committee Communicative and Social
Competencies. GMS Z Med Ausbild. 2008;25:Doc83.

Sator M, Junger J. From stand-alone solution to longitudinal com-
munication curriculum-development and implementation at the
Faculty of Medicine in Heidelberg. Psychother Psychosom Med Psychol.
2015;65:191-198.

Cowpe J, Plasschaert A, Harzer W, Vinkka-Puhakka H, Walmsley AD.
Profile and competences for the graduating European dentist—up-
date 2009. Eur J Dent Educ. 2010;14:193-202.

Ruttermann S, Sobotta A, Hahn P, Kiessling C, Hartl A. Teaching and
assessment of communication skills in undergraduate dental ed-
ucation—a survey in German-speaking countries. Eur J Dent Educ.
2017;21:151-158.

Kezar A, ed. Theories of change: change agent guides. In: How Colleges
Change Understanding, Leading and Enacting Change. New York:
Routledge; 2014.

Gale R, Grant J. AMEE, Medical Education Guide No. 10: manag-
ing change in a medical context: guidelines for action. Med Teach.
1997;19:239-249.

Harden RM. Curriculum planning and development. In: Dent JA,
Harden RM, Hunt D, eds. A Practial Guide for Medical Teachers. China:
Elsevier Ltd.; 2014:4-13.



24.

25.

26.

27.

28.

29.

30.

31.

Manogue M, Brown G. Managing the curriculum—for a change. Eur J
Dent Educ. 2007;11:75-86.

Pruskil S, Deis N, Druener S, Kiessling C, Philipp S, Rockenbauch
K. Implementation of “social and communicative competencies” in
medical education. The importance of curriculum, organisational and
human resource development. GMS Z Med Ausbild. 2015;32:Doc50.
Kern D, Thomas P, Howard D, Bass E. Curriculum Development for
Medical Education—A Six Step Approach. Baltimore: John Hopkins
University Press; 1998.

Bylund CL, Brown RF, di Ciccone BL, et al. Training faculty to facilitate
communication skills training: development and evaluation of a work-
shop. Patient Educ Couns. 2008;70:430-436.

Aspegren K. BEME, Guide No. 2: teaching and learning communica-
tion skills in medicine-a review with quality grading of articles. Med
Teach. 1999;21:563-570.

Shumway JM, Harden RM, Association for Medical Education
in E. AMEE Guide No. 25: the assessment of learning outcomes
for the competent and reflective physician. Med Teach. 2003;25:
569-584.

Hartl A, Bachmann C, Blum K, et al. Desire and reality-teaching and
assessing communicative competencies in undergraduate medical ed-
ucation in German-speaking Europe—a survey. GMS Z Med Ausbild.
2015;32:Doc56.

van Dalen J, Kerkhofs E, van Knippenberg-Van Den Berg BW, van
Den Hout HA, Scherpbier AJ, van der Vleuten CP. Longitudinal and

32.

33.

34.

35.

36.

e391

concentrated communication skills programmes: two dutch medical
schools compared. Adv Health Sci Educ Theory Pract. 2002;7:29-40.
Silverman J. Teaching clinical communication: a mainstream activity or
just a minority sport? Patient Educ Couns. 2009;76:361-367.

Makoul G, Schofield T. Communication teaching and assessment in
medical education: an international consensus statement. Patient
Educ Couns. 1999;37:191-195.

Duffy FD, Gordon GH, Whelan G, et al. Assessing competence in
communication and interpersonal skills: the Kalamazoo Il report. Acad
Med. 2004,79:495-507.

Nationaler Kompetenzbasierter Lernzielkatalog Zahnmedizin (NKLZ).
Available from: http:/www.nklz.de/ [cited 2014 sep 15.].

Frank JR, Danoff D. The CanMEDS initiative: implementing an
outcomes-based framework of physician competencies. Med Teach.
2007;29:642-647.



