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IN BRIEF

® Most patients are unaware of the training
that dentists receive in non-dental
orofacial diseases.

® General medical practitioners have
provided an effective oral health
service for many years with little
acknowledgement, support or training.

® Dentists with support and continuing
postgraduate development may
contribute to a more comprehensive
provision of oral healthcare.

Objective To determine patients' preferences regarding consultation of medical or dental practitioners for various orofa-
cial symptoms, including patients' perceptions of practitioners' training and ability to diagnose and treat these symptoms.
Method Patients attending oral and maxillofacial clinics in Dumfries & Galloway, Scotland in relation to a variety of
complaints were invited to complete a questionnaire. Results From a sample size of 254 patients, 220 correctly com-
pleted questionnaires were received. This showed 69% of patients regarded medical practitioners as being better trained
to diagnose and treat non-dental orofacial symptoms. Eighty percent of patients regarded medical practitioners as being
more accessible when booking an appointment. Seventy-eight percent of patients did not regard charges for dental care as
being an important factor when deciding which practitioner they should consult. Conclusion Despite the significant dif-
ferences between medical and dental practitioners in undergraduate and postgraduate training in orofacial disease, most
patients would choose to visit a medical rather than dental practitioner. While these results suggest the need for post-
graduate educational support for medical practitioners in treating orofacial pain and oral mucosal disease, they also imply
a need for change in the concept of provision of oral healthcare by general dental practitioners.

INTRODUCTION

Patients with symptoms involving the

orofacial region may approach a general
medical or dental practitioner or a com-
munity pharmacist. Patients often only
seek immediate relief of symptoms and
not necessarily diagnosis and treatment.
The care, advice and treatment that
patients receive will reflect the training
and experience of the particular health-
care professional and facilities available.
Referral between primary care general
dental and medical practitioners often
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occurs when a diagnosis is not reached,
and can cause a delay in treatment. Fol-
lowing failure to diagnose and treat in
the primary healthcare setting, referral
to a medical or dental specialist may be
generated. Delays in diagnosis may pro-
long painful symptoms and contribute
to patient anxiety.

This study set out to investigate patients’
perceptions of the training, experience
and skills of medical and dental practi-
tioners in treating orofacial symptoms.
The study also sought to determine
patients’ preference of medical or dental
practitioner for a variety or dental and
non-dental orofacial symptoms.

METHOD

The study was undertaken over a period

of two months during Spring 2007, and
sought the opinions of patients attend-
ing the clinics of an oral and maxillofa-
cial surgery department in Stranraer and
Dumfries, in NHS Dumfries and Gallo-
way, Scotland, for a variety of clinical
conditions. A questionnaire collected
information on the source of referral to
the clinic, access to appointments with

a general dental or medical practitioner,
and perception of training and ability of
medical and dental practitioners to treat
orofacial problems, excluding those
directly related to teeth and gingival
tissues. In addition patients were asked
to make a choice of which practitioner,
medical or dental, they would consult
for a variety of orofacial symptoms.

Patient opinions were recorded on
printed questionnaires while waiting in
the reception area prior to their consul-
tation. Patient responses were anony-
mous. Collected data was processed and
recorded on a spreadsheet (Microsoft®
Office Excel, Microsoft Corporation).
The data were analysed using SPSS ver-
sion 14.0. Analysis of associations was
assessed using cross-tabulations and chi
square tests.

RESULTS

There were 254 new and return patients
approached and invited to complete the
Two patients declined
as they viewed the questionnaire as

questionnaire.

inappropriate due to attendance for a
non-orofacial problem. There were 32
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Table 1 Cross tabulation of patients' answers and referring practitioner

Referred by doctor/dentist
Dentist Doctor Total e p
square
n (%) n (%) n (%)
Who do you think to be the most able to treat Dentist 64 (57.1) 25 (23.1) 89 (40.5) 26.4 <0.001
problems of the mouth or jaws? (excluding
treatment to the teeth or gums) Doctor 48 (42.9) 83 (76.9) 131 (59.5)
Who do think has had the most training in Dentist 59 (52.7) 29 (26.9) 88 (40.0) 15.3 <0.001
diseases of the mouth/face/jaws? (excluding
treatment to the teeth or gums) Doctor 53 (47.3) 79 (73.1) 132 (60.0)
Who would you rather visit if you had a prob- Dentist 50 (44.6) 18 (16.7) 68 (30.9) 20.2 <0.001
lem of the mouth/jaw? (excluding treatment to
the teeth or gums) Doctor 62 (55.4) 90 (83.3) 152 (69.1)
. " . . Denti 29. 12 1.1 4 20. 1.4 .001
Which practitioner is most accessible when entist 33 94 iy > 203 0.00
b . 5
booking an appointment? Doctor 79 (70.5) 9 (88.9) 175 (79.5)

Table 2 Cross tabulation of patients' views on payment against referring practitioner and choice of practitioner

Does the fact that you have to pay to see your dentist but not pay
to see your doctor influence who you would attend for a problem
of the mouth or jaws? )
Chi p
Yes No Total SEI
n (%) n (%) n (%)
Dentist 21 (42.9) 91 (53.2) 112 (50.9) 1.6 0.201
Were you referred by your doctor/dentist?
Doctor 28 (57.1) 80 (46.8) 108 (49.1)
Who would you rather visit if you had a Dentist 16 (327) 52 (30.4) 68 (30.9) 0.090 0.764
problem of the mouth/jaw? (excluding
treatment to the teeth or gums) Doctor 33 (67.3) 119 (69.6) 152 (69.1)

questionnaires deemed unusable due to
eitherincompletion of particularsections,
or of double ticking of options when only
one option had been requested. There
were therefore 220 correctly completed
questionnaires suitable for statistical
analysis, giving a response rate of 87%.

Results showed that 49% of patients
had been referred from their medical
practitioner, while 51% of patients had
been referred by their dental practi-
tioner. The majority (83%) of patients
regarded themselves as being registered
with a general dental practitioner. Of the
17% of patients who did not have regu-
lar access to a dentist, 65% reported that
they had been previously registered or in
regular attendance.

The patients’ responses to four ques-
tions relating to which practitioner they
thought would be most able to treat
problems of the mouth and jaws, and had
the most training in treating orofacial

problems, including choice of which
practitioner they would visit with an oro-
facial problem and who they believed to
be most accessible, are outlined in Table
1. The table shows that patients chose
their medical practitioner over their den-
tal practitioner in all four situations, and
by a large margin. Chi square analysis
investigated the strength of association
between patients’ choices and the prac-
titioner who referred them. In each case
there was a highly significant associa-
tion between the patients’ choice of prac-
titioner and the practitioner from whom
they were referred, indicating that while
most patients would choose their medi-
cal practitioner, patients appear to have
more confidence in the practitioner that
they were referred by.

Only 22% of patients regarded having
to pay to see a dental practitioner but
not having to pay to see a medical prac-
titioner as influencing who they would

consult with an orofacial problem. A chi
square analysis of the strength of asso-
ciation between patients’ views on pay-
ment against which practitioner referred
the patient and which practitioner the
patients would choose to visit is out-
lined in Table 2. There was no significant
association between patients’ views on
fee paying against the practitioner from
whom they were referred, or from which
practitioner they would choose to visit.
The patients’ choices when asked
to choose between a medical or den-
tal practitioner regarding consultation
for a variety of orofacial problems are
outlined in Table 3. Chi square analy-
sis was used to test the strength of any
association between patients’ choice of
practitioner for various symptoms and
the practitioner from whom they were
referred. Fisher’s exact test was used to
analyse the strength of any association
for responses to toothache and a neck
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DISCUSSION

counts. This shows that in some cases, with the results in Table 1, they chose The aim of this study was, by assessing

swelling because of low expected cell consult their dentist but consistently, as

especially for the more obvious den- to consult their medical practitioner for  patients’ preferences regarding consul-
tal problems, the patients did choose to  orofacial problems. tation of medical or dental practitioners

Table 3 Cross tabulation of patients’ choice of practitioner for various symptoms against source of referral

Referred by doctor/dentist
Dentist Doctor Total Chi p
square
n (%) n (%) n (%)

Dentist 110 (98.2) 104 (96.3) 214 (97.3) 0.439
Toothache

Doctor 2 (1.8) 4 (3.7) 6 (2.7)

Dentist 80 (71.4) 55 (50.9) 135 (61.4) 9.7 0.002
Lump on gum

Doctor 32 (28.6) 53 (49.1) 85 (38.6)

Dentist 66 (58.9) 47 (43.5) 113 (51.4) 5.2 0.022
Bad taste in mouth

Doctor 46 (41.) 61 (56.5) 107 (48.6)

Dentist 62 (55.4) 42 (38.9) 104 (47.3) 6.0 0.014
Bad breath

Doctor 50 (44.6) 66 (61.1) 116 (52.7)

Dentist 93 (83.0) 75 (69.4) 168 (76.4) 5.6 0.018
Bleeding gums

Doctor 19 (17.0) 33 (30.6) 52 (23.6)

Dentist 27 (24.1) 14 (13.0) 41 (18.6) 4.5 0.034
Clicking jaw joint

Doctor 85 (75.9) 94 (87.0) 179 (81.4)

Dentist 22 (19.6) 13 (12.0) 35 (15.9) 2.4 0.123
Restricted mouth opening

Doctor 90 (80.4) 95 (88.0) 185 (84.1)

Dentist 47 (42.0) 30 (27.8) 77 (35.0) 4.9 0.027
Mouth ulcers

Doctor 65 (58.0) 78 (72.2) 143 (65.0)

Dentist 105 (93.8) 91 (84.3) 196 (89.1) 5.1 0.024
Pain under a denture

Doctor 7 (6.3) 17 (15.7) 24 (10.9)

Dentist 43 (38.4) 20 (18.5) 63 (28.6) 10.6 0.001
Lump on roof of mouth

Doctor 69 (61.6) 88 (81.5) 157 (71.4)

Dentist 96 (85.7) 90 (83.3) 186 (84.5) 0.2 0.625
Pain after removal of tooth

Doctor 16 (14.3) 18 (16.7) 34 (15.5)

Dentist 95 (84.8) 84 (77.8) 179 (81.4) 1.8 0.180
Tooth socket that is slow to heal

Doctor 17 (15.2) 24 (22.2) 41 (18.6)

Dentist 24 (21.4) 8 (7.4) 32 (14.5) 8.7 0.003
Swelling under tongue

Doctor 88 (78.6) 100 (92.6) 188 (85.5)
Swelling of neck just below lower Dentist 7 (6.3) 2 (1.9) 9 (4.1 0.171
Jay Doctor 105 (93.8) 106 (98.1) 211 (95.9)

Dentist 16 (14.3) 4 (3.7) 20 (9.1) 7.4 0.006
Jaw ache with headache

Doctor 96 (85.7) 104 (96.3) 200 (90.9)

Dentist 93 (83.0) 82 (75.9) 175 (79.5) 1.7 0.191
Facial swelling with toothache

Doctor 19 (17.0) 26 (24.1) 45 (20.5)

Dentist 9 (8.0) 6 (5.6) 15 (6.8) 0.5 0.466
Lump on lip

Doctor 103 (92.0) 102 (94.4) 205 (93.2)
White or red patch on cheek or Dentist 8 (7.1) 4 (3.7) 12 (5.5) 1.3 0.261
tongue Doctor 104 (92.9) 104 (96.3) 208 (94.5)

Dentist 8 (7.1) 5 (4.6) 13 (5.9) 0.6 0.429
Sore cheeks or tongue

Doctor 104 (92.9) 103 (95.4) 207 (94.1)
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for various orofacial symptoms, to pro-
mote discussion around which primary
healthcare professional is best suited to
diagnosing and treating symptoms of
the orofacial region, and whom patients
should be advised to consult.

In the present study the majority of
patients chose to consult a medical prac-
titioner rather than a dental practitioner
for a non-dental orofacial problem. This
is similar to a survey of patients attend-
ing a rapid access clinic for suspected
oral cancer in which 59% of patients
had contacted their medical practitioner
about an oral complaint.! Another study
of patient choice of practitioner in rela-
tion to mouth ulcers showed that 69% of
patients expressed a preference for their
general medical practitioner.” A propor-
tion of patients also prefer to consult
a medical rather than a dental practi-
tioner for specific dental complaints,’
although in some of the cases the direct
dental relevance may not be known to
the patient and is also often not rec-
ognised by the medical practitioner.*
This pattern of patient behaviour is not
unique to the United Kingdom.* The
results from this study suggest that most
patients regard medical practitioners as
having had more training and therefore
as more able to deal with non-dental
orofacial complaints.

Patients’ concepts of the clinical role
of medical and dental practitioners are
almost certainly influenced by their
experiences and by the perceptions of
their family and peers.®” Many patients
do not appreciate the broad education
that dental undergraduates in the United
Kingdom receive.® Most patients’ expe-
riences are of the technical/surgical
model of care that constitutes the work
load of most general dental practition-
ers. Most patients will therefore only
perceive what is made obvious to them,
and if dental surgeons are not frequently
seen to be practising comprehensive
oral healthcare by their patients, then
patients will not associate dentists with
the management of non-dental orofacial
disease. This may explain why this study
has shown that patients will choose to
visit their general medical practitioner.

The General Dental Council (GDC) has
recognised the need for dental graduates
to be able to practise independently in

the general practice environment, to rec-
ognise their limitations and refer when
appropriate.” The GDC recognises the
importance of diagnosis of oral mucosal
disease and orofacial pain.”® Whereas
competency in minor soft tissue surgery
is required, only knowledge of the diag-
nosis and management of oral mucosal
disease and orofacial pain are required
rather than a demonstration of practi-
cal competence.”” Dental undergraduates
have a considerable proportion of their
training devoted to the investigation,
diagnosis and treatment of orofacial dis-
ease, while most medical undergraduates
have little training." Throughout their
working lives, dental practitioners have
further opportunities to update their
knowledge and skills in oral medicine,
oral pathology, oral microbiology and
oral surgery in their continuing profes-
sional development.

Dental
ideally placed to identify oral mucosal

practitioners are therefore
disease and offer advice and treatment
on various orofacial pain syndromes.
Dental practitioners have demonstrated
their ability to recognise the early signs
of oral cancer, often before symptoms
arise, and make appropriate urgent
referral.’? Referral patterns such as these
usually result in lesions being detected
at an earlier stage, with improved prog-
nostic outcomes for the patient.”” Dental
practitioners have been shown to be able
to perform excisional biopsies on simple
benign intra-oral lesions and to dis-
cuss the results with patients, but have
shown a reluctance to perform incisional
biopsies where the diagnosis is not obvi-
ous." This latter practice is appropriate
because of the need for accurate biopsy
techniques in the case of dysplastic or
neoplastic lesions, and the need for
appropriate counselling skills and fol-
low-up.”” However, most dental practi-
tioners will still refer patients with oral
mucosal disease and orofacial pain to a
secondary care provider.'*” The same
situation also arises with periodontal
diseases.’® These practices may indi-
cate a lack of confidence in diagnosis
and management, despite undergradu-
ate and postgraduate training, or reflect
the present system of remuneration in
dental primary care. Further research is
required to establish this, particularly if

undergraduate training is to reflect what
is required in primary dental care.

The majority of oral healthcare pro-
vided in general dental practice relates
to the disease processes of dental caries,
pulpal and periapical disease and gingi-
val/periodontal disease, and the techni-
cal procedures that are attached to such."
The incidence of orofacial pain and oral
mucosal disease presenting to general
dental practitioners would constitute a
small proportion of their workload. Is
it therefore appropriate to redirect the
nature of dental undergraduate training
away from the emphasis on competent
provision of technical procedures, to
that involving a more medically-based
approach to orofacial disease and symp-
toms? This suggestion has been widely
discussed for the last 15 years.?>* How-
ever, the additional cost and length of
such training to produce what has been
called an ‘oral physician’ is unlikely to
benefit patients unless there is a signifi-
cant decline in the incidence of dental
caries, tooth surface loss or periodontal
disease during the next three decades.
An example of the need to develop and
maintain the technical emphasis of den-
tal undergraduate training are countries
that have recently joined the European
Union. Some of these countries previ-
ously trained medical graduates who
then later specialised in stomatology, but
are now changing to the odontological
model.?* The Adult Dental Health Survey
(UK) has demonstrated that more adults
are retaining portions of their dentition
until later in life.®* A significant pro-
portion of these adults will have heav-
ily restored dentitions that will present
restorative challenges in the future,
hence the emergence of gerodontology
with its restorative emphasis.?”’** Also,
while the prevalence of dental caries
in certain social groups is reducing,
the incidence of tooth surface loss is
increasing which will place additional
demands on the restorative skills of gen-
eral dental practitioners.? It is therefore
unlikely that there will be a shift away
from the need for technical dental pro-
cedures over the next 30 years.

Medical journals have given space
to oral disease but in a much smaller
proportion to other aspects of medi-
cine and surgery.’! Dental postgraduate
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deaneries are actively involved in the
continuing education of dentists in oral
disease, while the same topic is barely
covered in postgraduate medical cal-
endars. Medical
access to haematological, biochemical
and immunological investigations, and
have experience of requesting radiologi-

practitioners have

cal investigations through the second-
ary health care system, but may not be
aware of the appropriate investigations
to request in relation to orofacial symp-
toms. However, medical practitioners
have also shown competence in treating
orofacial pain and oral mucosal disease,*
and have confidence and experience in
prescribing from a full formulary of
medications and managing side effects.
In contrast, dental practitioners under
National Health Service directives have
only the Dental Practitioners’ Formu-
lary, which does not allow prescription
of some of the pharmacological agents
used to treat orofacial pain and oral
mucosal disease.’” There is also a lack
of formal referral pathways and com-
munication between general medical
and dental practitioners. Dental practi-
tioners may utilise the services of medi-
cal practitioners in accessing blood test
results and also their wider prescribing
powers. The benefits of closer co-opera-
tion between medical and dental practi-
tioners have been demonstrated.*

In this study most patients reported
their general medical practitioner as
being more accessible than their den-
tal practitioner. A large proportion of
patients also regarded themselves as
being registered with a dentist, despite
Dumfries & Galloway having demon-
strable difficulties in dental access.*
This is possibly related to patients’ mis-
understanding of the principles of reg-
istration with a dentist as compared to
that with a medical practitioner.>® How-
ever, despite access and cost issues as
outlined in Tables 1 and 2, most patients
would still contact a medical practitioner
as outlined in Table 3. Therefore access
to, and paying to consult a dental prac-
titioner appears to have little influence
on patients’ choice of practitioner. The

choice of practitioner is possibly related
more to patients’ perception of the role
of a general dental practitioner.

CONCLUSION

This study adds to evidence that many
patients will seek advice and treatment
from their medical practitioner ratherthan

a dentist for non-dental orofacial symp-
toms. This is despite dental practitioners
having more training in the recognition
of and pathways for referral of orofacial
disease. This raises questions about the
need for improved patient awareness,
as well as undergraduate/postgraduate
medical and dental training.

For assistance with data collection and analysis,
thank you to Angela Chalmers, Project Admin-
istrator, Clinical Governance Department, NHS
Dumfries & Galloway. For development and
planning, thank you to Dr Gwen Baxter, Research
Scientist, Research and Development Unit, NHS
Dumfries & Galloway.
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