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Abstract
Background  Communication abilities are essential for the successful operation of a dental business and significantly 
influence outcomes, compliance, and patient satisfaction.

Aims and methods  The aim of our study was to evaluate the knowledge and practice of doctor-patient 
communication among Jordanian dentists. This evaluation was conducted through a survey based on the key 
components of the Calgary Cambridge Observation Guides. Additionally, the impact of several sociodemographic 
characteristics on communication abilities was investigated. This cross-sectional study was conducted from January 
to June 2022. The data collection tool was an online questionnaire developed by the researchers, consisting of three 
sections: self-reported demographic and professional data, the practice of doctor-patient communication, and 
knowledge of doctor-patient communication.

Results  The study included 305 dentists, comprising 106 males and 199 females, with a mean age of 32.9 ± 9.0 
years. The mean score for communication skills knowledge was 41.5, indicating a moderate level of communication 
skills knowledge. Female dentists demonstrated significantly higher communication scores compared to their male 
counterparts, and those working in the private sector scored significantly higher than those in the governmental 
sector or in both sectors (P ≤ 0.05). In general, older and more experienced dentists exhibited better communication 
skills. Educational level had a positive impact on certain communication skills items. 58.4% believed that 
communication skills can always be developed and improved through training sessions, while 48.9% reported never 
having attended such courses. 95.1% believed that training courses on communication skills are always necessary as 
part of the educational curriculum. The main obstacles that may deter dentists from considering communication skills 
courses were limited time (62.3%), course availability (37.7%), cost (28.2%), and perceived lack of importance (8.2%).

Conclusion  Among a sample of Jordanian dentists, there appears to be a discrepancy between knowledge and 
self-reported practices regarding communication abilities. In certain crucial, evidence-based areas of doctor-patient 
communication, there are fundamental deficiencies. Considering the significant role dentists play in oral health and 
prevention, communication skills should be a top educational priority for them.
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Introduction
Communication in dentistry is now recognized as an 
essential clinical skill crucial for establishing strong 
patient relationships, which facilitates accurate diagnosis 
and optimum treatment [1–3]. Patients are increasingly 
requesting tailored and personalized care and treat-
ment, making patient-doctor communication a critical 
component of a successful healthcare system [4]. To pro-
vide patient-centered care and treatment, it’s essential to 
understand not only the biological aspects of their condi-
tion but also the individual experiencing it [5]. Therefore, 
patient-centered communication is crucial to elicit the 
patient’s experiences, needs, values, and preferences [2, 
3, 6].

The necessity for effective interpersonal communi-
cation skills among healthcare practitioners is widely 
acknowledged, and these abilities can be acquired [2, 3]. 
Communication skills are now integrated in many den-
tal schools’ curriculum and considered fundamental in all 
branches of the medical field [7]. According to a survey 
conducted by the Association of American Medical Col-
leges, communication skills are taught in almost all U.S. 
medical schools [8]. However, the majority of medical 
school courses lack a systematic structure that enables 
students to develop communication skills progressively 
in increasing challenging situations [3, 9]. Passive learn-
ing is more common than active learning and training in 
many disciplines is uncommon [2, 3, 10].

In Jordanian dental school curricula, the current 
approach remains limited to theoretical one-time course, 
with student assessment primarily through multiple-
choice exams. These curricula lack active, skill-building 
activities for students. Additionally, in Jordan, there have 
been studies conducted by medical and nursing schools 
to assess the skills of their students and doctors in this 
area [11–13]. However, no studies have been under-
taken to evaluate the communication skills of Jordanian 
dentists.

Communication dynamics within a dental setting dif-
fer from those in the medical and allied health fields due 
to the prevalent dentist-centered and patient-passive 
relationships [3]. To address this, it is essential to pri-
oritize patient-centered communication training [2, 3]. 
Dental students should receive more hands-on experi-
ence in active listening and patient-centered techniques, 
utilizing methods such as role-play, video recording, and, 
ultimately, direct patient interaction [3, 10], especially 
in the case of children who may struggle to articulate 
their sensations or respond to questions accurately when 
describing their pain or symptoms, so effective commu-
nication should be developed with parents and children 
by building rapport and trust from the very first visit [14, 
15]. Given that conventional medical consultation guide-
lines often prove impractical in dental contexts, a more 

concise guide should be implemented [3]. Furthermore, it 
is crucial to emphasize that communication skills should 
be taught and acquired with the same level of rigor as 
other fundamental dental skills throughout the entire 
dental curriculum [3, 10].

With the worldwide increase of dentists numbers, par-
ticularly in Jordan, and the significant economic impacts 
of COVID-19 [16], it is essential for every dentist to 
possess and practice great communication skills profes-
sionally in treating patients [17]. Effective interpersonal 
communication in dentistry has been shown to boost 
patient satisfaction [18, 19] and compliance [20] while 
decreasing patient fear [21] and the possibility of mal-
practice claims [22].

As the community awareness increases, and the social 
media role in educating the public about various treat-
ment modalities and evidence-based dentistry [23], 
people seek not only skilled dentist but trustworthy one 
whom they can communicate with. Patients expect the 
dentist to greet them with a smile, listen attentively to 
their complains, maintain an eye contact, understand 
their emotions and pain, and give them uninterrupted 
time to speak. Dentists must also be able to persuade 
patients of the most suitable feasible treatment options 
[24].

Despite the obtainability of communication skills by 
clinical practice after graduation, some dentists encoun-
ter obstacles in doctor-patient communication. Addi-
tional advanced training is important to improve these 
skills and boost dentists’ self-esteem [7, 25, 26]. Many 
dentists try to overcome these obstacles by resourcing 
(books, articles, videos) on communication skills with 
the patients, or by attending professional courses led by 
experts in human resources and communication skills. 
Both approaches proved effective in enhancing dentists-
patients relationship and building the trust which led to a 
better care and a healthier environment [24, 27, 28].

Recognizing the vital role of communication skills and 
their impact on overall dental competence and treatment 
outcomes, and considering the limited research on this 
topic in dental practice, this cross-sectional study aimed 
to assess the communication proficiency of Jordanian 
dentists during patient interactions. It also seeks to deter-
mine whether additional courses and training are neces-
sary to enhance the quality and professionalism of patient 
care. Additionally, the study explores the influence of 
various sociodemographic factors on dentists’ communi-
cation skills.

Methods
Ethical approval
The research protocol was approved by the Ethical Com-
mittee of the Faculty of Dentistry of the University of Jor-
dan (2451/2022/75) and in full accordance with the world 
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medical declaration of Helsinki. All the participant den-
tists were informed regarding the objectives and aims of 
the questionnaire and agreed to fill the form.

Study group and design
Study design
The current study which aimed to assess the communi-
cation skills of Jordanian dentists when treating their 
patients, employed a cross-sectional design with an elec-
tronic distribution of a survey over the period of Janu-
ary to June 2022. The survey instrument was based on a 
previously published validated tools including the in Cal-
gary-Cambridge Guide, which is an important approach 
of teaching and training clinical communication skills, 
and the Dental Consultation Communications Checklist 
which is highly reliable, with internal consistency reli-
ability (Cronbach’s alpha) = 0.987 [29–32]. The survey 
tool was uploaded into Google Forms in English lan-
guage. Then, survey distribution was based on the snow-
ball convenience-based approach starting from the first 
author and her contacts asking for further distribution of 
the survey link via multiple social media and instant mes-
saging services; Facebook, Twitter, Instagram, LinkedIn, 
Messenger, and WhatsApp. Participation was voluntary, 
anonymous, and with no incentives upon participation. 
This study evaluated essential communication skills 
which were listed in Calgary-Cambridge Guide and the 
Dental Consultation Communications Checklist [29–32]. 
These skills comprised making much eye contact, smile, 
listen, lean forward, talk about the patient’s emotions, 
ask open questions, and share patients with treatment 

options and decision. Since open-ended questions are 
best for communication, asking questions is a talent that 
has to be developed [33]. However, Open-ended ques-
tions can cause rambling, irrelevant narratives which 
the doctor must deftly manage by pointing out to their 
patients [33]. Accordingly, the questions style in this 
study was modified to close-ended.

The inclusion criteria, as clearly stated in the question-
naire’s introduction before obtaining informed consent, 
encompassed two main conditions: (1) being a currently 
practicing dentist in Jordan and (2) possessing a high 
level of proficiency in the English language. Conversely, 
the exclusion criteria comprised four conditions: (1) 
being a dentist practicing outside of Jordan, (2) being 
a healthcare provider or medical student, (3) being an 
undergraduate dental student and (4) having a limited 
proficiency in the English language.

Survey instrument
The survey instrument was briefly divided into four sec-
tions as follows:

First, an introductory section with a mandatory e-con-
sent item.

Second, sociodemographic data including six variables: 
age, gender, level of education, years of experience, place 
of work and the country of graduation.

Third, dentist communication section consists of 25 
questions divided into 3 groups the first one (4 ques-
tions) focuses on how do dentists welcome their patients, 
the second one (17 questions) concentrates on how they 
communicate with the patient and discuss their treat-
ment plan, the third one (4 questions) focuses on how 
they discuss the financial consequences of the treat-
ment and convince the patient of it, all these questions 
intended to determine the level of communication of 
Jordanian dentists. The communication score (CS) was 
calculated by adding the scores for the 25 questions 
shown in Table 1 If the answer to each of the questions 
was “always” the answer was given a score of 4, “often” 
3, “sometimes” 2, “rarely” 1, and “never” 0. The total CS, 
therefore, ranged from 0 to 100; the higher the total score 
the better the degree of communication of the dentists 
with their patients. Which were categorized by percent-
age based on summed scores: ≤60% represented poor 
knowledge,>60–80% moderate knowledge, and > 80% a 
good level of knowledge.

Fourth, consists of six questions focuses on the neces-
sity of communication skills courses and if the participant 
dentists attended any course before and if that improved 
their skills, moreover they were asked about the obsta-
cles that they may face and prevent them to attend such 
courses, the participant dentists also asked about the 
kind of training they prefer, and if they have resourced 

Table 1  The sociodemographic characteristic
Variable Number (%)
Gender Male 106 (34.8)

Female 199 (65.2)

Age Mean ± SD 32.9 ± 9.0

Median 29

Range 22–60

Education Intern 22 (7.2)

Postgraduate student/ resident 42 (13.8)

General Practitioner 153 (50.2)

Specialist 88 (28.9)

Experience (years) Mean ± SD 8.7 ± 8.7

Median 4

Range 0–35

Work sector Governmental 92 (30.2)

Private 176 (57.7)

both 37 (12.1)

Country of graduation Jordan 229 (75.1)

Arab countries 40 (13.1)

Asia 4 (1.3)

America and Western Europe 25 (8.2)

Eastern Europe 7 (2.3)
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(books, articles, videos) about communication skills with 
the patients.

Validity of the questionnaire was assessed and 
enhanced by three community-medicine doctors and one 
epidemiologist. A pre-test with 30 people was used to 
examine reliability. On average, 10–15 min were required 
to complete the knowledge and practice questions.

Sample size calculation
The sample size was calculated using the following for-
mula for cross-sectional studies:

n = Z²P (1 − P)/d².
Where n = sample size, Z = 1.645 (level of confidence 

90%), P = 0.5 (expected proportion in population) and 
d = 0.05 (precision).

n = (1.645)² × 0.5(1 − 0.5)/ (0.05)² (n = 270).
According to this formula, a sample size of about 270 

participants is needed. For this study a sample of 305 was 
collected and analysed.

Statistical analysis
Statistical analysis was performed using SPSS for Win-
dows release 16.0 (SPSS Inc., Chicago, IL, USA). Descrip-
tive statistics were generated and Chi-square test, Fisher 
exact test (when more than 20% of the cells had expected 
counts less than 5), independent sample t-test, ANOVA 
test, and Pearson’s correlation coefficient were used to 
examine associations between the different variables. The 
median was used as a cut-off value for continuous vari-
ables (age, years of experience). Multivariate linear (CS), 
and ordinal logistic regression analysis (communication 
skills) were conducted to found significantly independent 
variables. The significance level was set at P < 0.05.

Results
Between January 2022 and June 2022, a total of 330 
responses were collected. Out of these, 17 respondents 
(5.1%) declined to participate in the study, and an addi-
tional eight responses were excluded due to careless 
or inaccurate responses (2.4%). Consequently, the final 
study sample consisted of 305 respondents, accounting 
for 92.5% of the initial responses.

Study sample characteristics
The final study sample consisted of 305 respondents, 
their sociodemographic characteristics are shown in 
Table  2. The 25 items used in assessment of communi-
cation skills (CS) and the answers of the participants are 
shown in Table 1.

Communication scores
The mean CS was 69 ± 9.0 (median 69, range 43–95). As 
shown in Table 3, female dentists had significantly higher 
communication scores compared with males (P = 0.003), 

and those working at the private sector had signifi-
cantly higher communication scores compared with 
those working at governmental sector or in both sec-
tors (P = 0.018). However, multivariate analysis showed 
that only gender was significantly associated with the CS 
(coefficient = 2.230, Confidence interval = 1.105 to 3.356, 
P < 0.001). CS was not affected significantly by other 
sociodemographic variables.

Communication skills
In Table 4, the 25 individual skills and its association with 
the sociodemographic variables are seen. Female dentists 
practiced the communication skills more compared with 
male dentists and in 14 out of the 25 communication 
skills studied the differences were statistically significant. 
Age of dentists was associated with one skill; 74.5% of 
dentists above 29 years of age consider themselves always 
or often very convincing when proposing the treatment 
plan to the patients compared with 54.5% of younger 
dentists.

Five communicational skills were significantly cor-
related to educational level. Higher percentage of spe-
cialists (90.9%), followed by general practitioners (GP) 
(87.4%), always or often make a warm smile when the 
patient comes into their clinics compared with interns 
(86.4%) or postgraduate students (83.3%). Higher per-
centage of GP (90.2%), followed by postgraduate students 
(83.3%), always discuss the treatment plan thoroughly 
and provide the treatment options to their patients com-
pared with specialists (80.7%) or interns (59.1%). The 
decision to communicate with the patient was always or 
often based on their appearance and behavior according 
to 40.9% of interns, 30.8% of GP, 21.4% of postgraduate 
students, and 15.9% of specialists. Higher percentage of 
interns (18.1%), followed by specialists (10.2%) always or 
often lose interest easily in conversations because most 
patients have nothing interesting to say compared with 
9.2% of GP and 4.8% of postgraduate students. Higher 
percentage of interns (54.5%), followed by specialists 
(39.8%), GP (37.3%), and postgraduate students (33.4%) 
always or often use open ended questions that cannot be 
answered with a simple Yes or No when talking to their 
patients.

Only one communicational skill was significantly cor-
related to number of years of experience, open ended 
questions that cannot be answered with a simple Yes or 
No were never or rarely used by 24.2% of dentists with 
four or less years of experience compared to 37.5% of 
dentists with more than four years of experience.

The work sector was associated with three communi-
cational skills. Higher percentage of those working at 
the private sector (97.1%), followed by those working at 
both private and governmental sectors (91.9%), and those 
working at governmental sector (84.7%) always or often 
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make a warm smile when the patient comes into their 
clinics. Similarly, higher percentage of those working at 
the private sector (91.5%), followed by those working at 
both private and governmental sectors (86.5%), always 
discuss the treatment plan thoroughly and provide the 
treatment options to their patients compared with those 
working at governmental sector (69.6%). In addition, 
open ended questions that cannot be answered with a 
simple Yes or No were always or often used by higher 

percentage of dentists who work at governmental sector 
(46.7%), followed by those working at both private and 
governmental sectors (45.0%), compared to those work-
ing at the private sector (34.1%).

Six communicational skills were significantly correlated 
to country of graduation of dentists. Graduates from Jor-
dan (97.4%), followed by graduates from Arab countries 
(95%), USA and Western Europe (92%), Asia and Eastern 
Europe (90.9%) always or often make eye contact with the 

Table 2  The 25 items used in assessment of communication skills and the answers of the participants
Communication skill Always

%
Often
%

Sometimes
%

Rarely
%

Never
%

1. I greet and welcome the patient as soon as they enter the clinic. 74.8 20.7 3.9 0.3 0.3

2. I make a warm smile when the patient comes into the clinic. 66.6 26.2 5.9 1.3 0

3. I leave whatever makes me busy in my hands when the patient 
come in the clinic.

35.7 43.3 15.4 4.3 1.3

4. I make eye contact with the patients whenever I talk to them. 74.1 22.3 3.0 0.3 0.3

5. I discuss the treatment plan thoroughly and provide the treat-
ment options to my patients.

84.3 12.8 2.6 0 0.3

6. My decision to communicate with the patient is not based on 
their appearance and behavior.

28.2 24.3 21.6 17.7 8.2

7. I do not start thinking about my next question when listening to 
the patient’s answers.

30.8 32.1 25.2 9.2 2.6

8. I do not interrupt the patient if I disagree with a statement they 
have made.

26.6 28.5 29.5 13.4 2.0

9. I do not lose interest easily in conversations because most pa-
tients have nothing interesting to say.

45.2 24.9 20.3 8.2 1.3

10. I do not interrupt my patient when I have a contribution to make 
regarding the ongoing discussion.

18.0 33.4 29.2 17.7 1.6

11. I do not finish patient’s sentences for them when they pause and 
I know what they are going to say.

19.3 25.6 28.9 22.0 4.3

12. Many patients do not call me back to clarify my advice and 
recommendations or tell me in the next visit that they didn’t under-
stand my advices.

24.9 42.6 19.7 10.5 2.3

13. I do not tend to say what I think, without worrying about how 
the patient perceives what I am saying.

36.4 26.6 21.0 13.1 3.0

14. I do not assume that I understand patients’ feelings and emo-
tions without telling them.

11.5 15.4 32.8 31.1 9.2

15. I do not sit and listen to my patients with my arms and legs 
folded in front of me.

26.9 23.9 29.5 15.1 4.6

16. I do not use medical terms when discussing the diagnosis and 
the treatment with the patient.

16.1 32.1 32.1 16.4 3.3

17. I do not become impatient with patients who do not express 
their symptoms or emotions clearly.

32.1 30.2 28.2 7.5 2.0

18. I use open ended questions that cannot be answered with a 
simple Yes or No when talking to my patients.

5.9 32.8 30.5 19.0 11.8

19. I repeat the patient’s sentences in fewer and different words. 10.8 33.1 41.3 10.5 4.3

20. I pay attention to body language when I speak to my patients. 47.2 37.0 11.8 2.6 1.3

21. I give at least one minute to listen to my patient after the 1st 
question.

30.8 35.4 26.2 6.2 1.3

22. I consider myself very convincing when proposing the treatment 
plan to the patients (the doctors feel more pushy or forceful).

23.3 41.0 22.3 8.5 4.9

23. I feel comfortable to talk about money with the patient. 8.5 24.3 32.1 19.3 15.7

24. I find it easy to convince the patient about the cost of the treat-
ment by sharing the benefits and outcomes of the plan.

14.4 32.8 30.8 15.1 6.9

25. I welcome the presence of accompanying person during the 
treatment.

30.5 27.5 27.9 8.5 5.6
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patients whenever they talk to them (P < 0.001). Always 
or often discussing the treatment plan thoroughly and 
providing the treatment options to their patients was the 
practice of graduates from Arab countries (100%), fol-
lowed by graduates from Jordan (97.4%), USA and West-
ern Europe (92%), and Asia and Eastern Europe (90.9%) 
(P < 0.001). Higher percentage of graduates from USA 
and Western Europe (80%), followed by graduates from 
Jordan (72.1%), never or rarely lose interest easily in con-
versations because most patients have nothing interesting 
to say compared with 63.7% of graduates from Asia and 
Eastern Europe, and 55% of graduates from Arab coun-
tries (P < 0.001). Graduates from Asia and Eastern Europe 
(63.7%) and from Arab countries (62.5%) never or rarely 
assume that they understand patients’ feelings and emo-
tions without telling them more frequently than gradu-
ates from Jordan (36.3%) or USA and Western Europe 
(32%) (P < 0.001). Of the graduates from USA and West-
ern Europe, 76% never or rarely become impatient with 
patients who do not express their symptoms or emo-
tions clearly compared to 63.8% of graduates from Jor-
dan, 54.6% of graduates from Asia and Eastern Europe, 
and 37.5% of graduates from Arab countries (P = 0.004). 
Graduates from Arab countries (57.5%) and from Asia 
and Eastern Europe (54.6%) always or often find it easy 
to convince the patient about the cost of the treatment by 
sharing the benefits and outcomes of the plan more fre-
quently than graduates from Jordan (47.7%) or USA and 
Western Europe (32%) (P = 0.036).

When the ability to communicate effectively was nota-
bly linked with multiple sociodemographic factors, we 
employed multivariate analysis to examine these vari-
ables’ independent significance (Table  5). Specifically, 
displaying a warm smile upon a patient’s arrival at the 
clinic exhibited a significant association solely with the 
dentist’s work sector; those working in the governmen-
tal sector practice this skill less significantly compared 
with those working in other sectors. Conversely, none of 
the identified factors demonstrating a significant asso-
ciation with the skill of discussing treatment plans thor-
oughly and presenting treatment options to patients 
maintained their significance in the multivariate analysis. 
Furthermore, the ability to sustain interest in conversa-
tions, particularly in situations where patients may not 
have particularly engaging topics to discuss, exhibited 
significant associations only with gender (males less sig-
nificantly than females), with no notable association with 
education and the country of graduation.

Additionally, the skill of not presuming to compre-
hend patients’ emotions without their explicit expression 
was found to be significantly associated with both gen-
der (males less significantly than females) and country 
of graduation (graduates of Arab countries less signifi-
cantly compared with graduates of America and Western 
Europe). Similarly, the skill of avoiding impatience when 
patients have difficulty articulating their symptoms or 
emotions was found to be significantly associated with 
both gender (males less significantly than females) and 
country of graduation (graduates of Arab countries less 
significantly compared with graduates of America and 
Western Europe). None of the identified factors dem-
onstrating a significant association with the practice of 
employing open-ended questions that require more than 
a simple “Yes” or “No” response during patient interac-
tions maintained their significance in the multivariate 
analysis. Lastly, the skill to find it easy to convince the 
patient about the cost of the treatment by sharing the 
benefits and outcomes of the plan showed a significant 
association with gender (males more significantly than 
females and the country of graduation (graduates of Arab 
countries and Jordan more significantly compared with 
graduates of America and Western Europe).

Attitude toward training
Out of the total sample, 58.4% believe communication 
skills can be always, 29.8% often, 8.9% sometimes, 1.6% 
rarely, and 1.3% never developed and improved in train-
ing sessions; without significant association with any of 
the sociodemographic variables.

When asked if they have attended dentist patient com-
munication skills course, 48.9% answered they have 
never, 12.5% rarely, 15.1% sometimes, 11.5% often, and 
12.1% always attended such courses. Higher frequency 

Table 3  Communication scores (CS) and its association with the 
sociodemographic variables
Variable CS P 

value
Gender Male 66.9 ± 9.0 0.003

Female 70.1 ± 8.8

Age ≤ Median 69.4 ± 8.6 0.42

> Median 68.6 ± 9.4

Pearson Correlation -0.09 0.12

Education Intern 67.0 ± 8.9 0.30

Postgraduate student/ resident 68.1 ± 8.9

General Practitioner 69.9 ± 9.1

Specialist 68.3 ± 8.8

Experience 
(years)

≤ Median 69.3 ± 8.5 0.58

> Median 68.7 ± 9.5

Pearson Correlation -0.08 0.17

Work sector Governmental 67.6 ± 8.5 0.018
Private 70.2 ± 9.0

Both 66.7 ± 9.1

Country of 
graduation

Jordan 69.4 ± 8.9 0.16

Arab countries 67.1 ± 10.0

Asia 61.5 ± 7.1

America and Western Europe 70.5 ± 7.4

Eastern Europe 66.0 ± 11.2
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of male dentists reported that they have always or often 
attended such courses (35%) compared with female den-
tists (17.6%) (P < 0.001). In addition, higher percentage 
of interns (31.8%), compared with specialists (26.1%), 
GP (24.2%), and postgraduate students (11.9%) reported 
that they have always or often attended such courses 
(P = 0.031). Graduates from Asia and Eastern Europe 
(54.5%) always or often attended the courses more fre-
quently than graduates from Arab countries (35%), 
graduates from USA and Western Europe (32%) or from 
Jordan (19.2%) (P = 0.033). The courses were always or 

often attended more by dentists older than 29 years 
of age (33.6%) compared to younger dentists (14.1%) 
(P < 0.001) and by dentists with more than four years of 
experience (31%) compared to dentists with four or less 
years of experience (15.3%) (P = 0.008).

When the participant dentists were asked about what 
obstacles that may prevent them from considering train-
ing courses on communication skills, 62.3% reported 
that they have limited time, 37.7% that such courses 
were not available, 28.2% that the courses were costly, 
and 8.2% that it is not important. Higher percentage of 

Table 4  The 25 individual communication skills and its association with the sociodemographic variables
Communication skill P value

Gender Age Education Experi-
ence 
(years)

Work 
sector

Country 
of gradu-
ation

1. I greet and welcome the patient as soon as they enter the clinic. 0.38 0.65 0.93 0.64 0.86 0.59

2. I make a warm smile when the patient comes into the clinic. 0.52 0.77 < 0.001 0.59 < 0.001 0.59

3. I leave whatever makes me busy in my hands when the patient come in the 
clinic.

0.17 0.73 0.17 0.24 0.37 0.15

4. I make eye contact with the patients whenever I talk to them. 0.37 0.065 0.79 0.10 0.90 < 0.001
5. I discuss the treatment plan thoroughly and provide the treatment options to 
my patients.

0.40 0.60 0.01 0.79 < 0.001 < 0.001

6. My decision to communicate with the patient is not based on their appearance 
and behavior.

0.17 0.30 0.039 0.12 0.44 0.29

7. I do not start thinking about my next question when listening to the patient’s 
answers.

0.035 0.49 0.28 0.30 0.30 0.76

8. I do not interrupt the patient if I disagree with a statement they have made. 0.005 0.70 0.79 0.37 0.67 0.79

9. I do not lose interest easily in conversations because most patients have noth-
ing interesting to say.

0.001 0.80 0.035 0.98 0.13 0.01

10. I do not interrupt my patient when I have a contribution to make regarding 
the ongoing discussion.

0.001 0.11 0.46 0.09 0.26 0.78

11. I do not finish patient’s sentences for them when they pause and I know what 
they are going to say.

0.005 0.60 0.24 0.68 0.32 0.78

12. Many patients do not call me back to clarify my advice and recommendations 
or tell me in the next visit that they didn’t understand my advices.

0.007 0.053 0.50 0.49 0.92 0.35

13. I do not tend to say what I think, without worrying about how the patient 
perceives what I am saying.

0.001 0.07 0.20 0.23 0.56 0.71

14. I do not assume that I understand patients’ feelings and emotions without 
telling them.

< 0.001 0.85 0.10 0.90 0.35 0.038

15. I do not sit and listen to my patients with my arms and legs folded in front of 
me.

< 0.001 0.47 0.62 0.34 0.47 0.24

16. I do not use medical terms when discussing the diagnosis and the treatment 
with the patient.

0.02 0.71 0.79 0.64 0.60 0.50

17. I do not become impatient with patients who do not express their symptoms 
or emotions clearly.

0.005 0.66 0.13 0.86 0.64 0.004

18. I use open ended questions that cannot be answered with a simple Yes or No 
when talking to my patients.

0.27 0.17 0.04 0.02 0.02 0.43

19. I repeat the patient’s sentences in fewer and different words. 0.005 0.16 0.91 0.17 0.95 0.17

20. I pay attention to body language when I speak to my patients. 0.46 0.59 0.74 0.36 0.34 0.10

21. I give at least one minute to listen to my patient after the 1st question. 0.51 0.09 0.87 0.15 0.07 0.37

22. I consider myself very convincing when proposing the treatment plan to the 
patients (the doctors feel more pushy or forceful).

0.12 0.008 0.27 0.15 0.50 0.14

23. I feel comfortable to talk about money with the patient. 0.004 0.41 0.97 0.53 0.36 0.21

24. I find it easy to convince the patient about the cost of the treatment by shar-
ing the benefits and outcomes of the plan.

0.002 0.12 0.62 0.40 0.12 0.036

25. I welcome the presence of accompanying person during the treatment. 0.31 0.32 0.16 0.56 0.65 0.33
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interns (50%) compared to 34.6% of GP, 17% of special-
ists, and 16.7% of postgraduate students think that the 
courses are costly (P = 0.001). Costly was also reported 
by graduates from Asia and Eastern Europe (54.5%) more 
frequently than graduates from Arab countries (35%), 
graduates from Jordan (28.2%), or graduates from USA 
and Western Europe (4%) (P = 0.008), and by dentists with 
≤ 4 years of experience (34.6%) compared to those with 
more years of experience (21.7%) (P = 0.012). That they 
have limited time to attend such courses was reported 
by 71.6% of specialists, 69% of postgraduate students, 
57.5% of GP, and 45.5% of interns (P = 0.042); by 71.1% of 
dentists > 29 years of age compared to younger dentists 
(53.8%) (P = 0.002), and by 71.7% of dentists with > 4 years 
of experience compared to those with ≤ 4 years of experi-
ence (52.9%) (P = 0.001). That such courses are not avail-
able was reported more by dentists ≤ 29 years of age (50%) 
compared to older dentists (24.8%) (P < 0.001), and by 
dentists with ≤ 4 years of experience (47.7%) compared to 
those with more years of experience (27.6%) (P < 0.001).
That such courses are not important was reported more 
by dentists ≤ 29 years of age (12.2%) compared to older 
dentists (4%) (P = 0.009), and by dentists with ≤ 4 years of 
experience (12.4%) compared to those with > 4 years of 
experience (3.9%) (P = 0.007).

When the participants were asked about the kind of 
training they prefer, 51.8% preferred comprehensive 
courses, 36.7% preferred single brief training, and 11.5% 
reported that they do not need any kind of training; with-
out significant association with any of the sociodemo-
graphic variables.

Of the studied sample, 7.5% reported that they have 
always, 19.3% often, 24.9% sometimes, 20% rarely, and 
28.2% never resourced (books, articles, videos) about 
communication skills with patients. Higher percentage 
of male dentists (54.7%) compared with females (33%) 
(P = 0.035), and dentists older than 29 years of age (34.2%) 
compared to younger dentists (19.9%) (P = 0.001), and 
dentists with > 4 years of experience (31.5%) compared 
to those with ≤ 4 years of experience (22.2%) (P = 0.013) 
always or often resourced (books, articles, videos) about 
communication skills with patients.

Of the surveyed dentists, 95.1% believe that training 
courses on communication skills are necessary as part 
of educational curriculum; this was the belief of 100% of 
interns, 97.7% of specialists, 95.4% of GPs, and 85.7% of 
postgraduate students (P = 0.027).

Table 5  Ordinal logistic multivariate analysis to examine the variables’ independent significance
Communication skill Variable Coefficient P value 95% confidence 

interval
I make a warm smile when the 
patient comes into the clinic.

Work sector Governmental sector -1.062 0.012 -1.896 -0.229

Private sector -0.029 0.946 -0.857 0.800

Both Reference

I discuss the treatment plan 
thoroughly and provide the 
treatment options to my 
patients.

Gender Male -0.731 0.002 -1.184 -0.278

Female Reference

I do not assume that I 
understand patients’ feelings 
and emotions without telling 
them.

Gender Male -0.894 < 0.001 -1.344 -0.444

Female Reference

Country of 
graduation

Jordan 0.054 0.888 -0695 0.802

Arab countries -1.035 0.027 -1.951 -0.118

Asia -0.375 0.573 -1.679 0.928

America and Western Europe Reference

I do not become impatient 
with patients who do not 
express their symptoms or 
emotions clearly.

Gender Male -0.468 0.037 -0.909 -0.027

Female Reference

Country of 
graduation

Jordan -0.354 0.361 -1.114 0.406

Arab countries -0.995 0.033 -1.912 -0.079

Asia -0712 0.283 -2.011 0.587

America and Western Europe Reference

I find it easy to convince the 
patient about the cost of the 
treatment by sharing the 
benefits and outcomes of the 
plan.

Gender Male 0.754 0.001 0.309 1.199

Female Reference

Country of 
graduation

Jordan 0.939 0.014 0.188 1.689

Arab countries 1.444 0.002 0.531 2.357

Asia 0.804 0.223 -0.489 2.096

America and Western Europe Reference
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Discussion
Knowledge and technical abilities alone do not define 
successful practice in the professions of dentistry and 
medicine [2, 3, 27]. The ability to actively listen, efficiently 
obtain and communicate information, manage patient 
emotions delicately, exhibit empathy, and be attentive are 
all essential components [27, 34]. The dearth of research 
on communication and soft skills in dentistry is a reflec-
tion of the current undervaluation of teaching in this area 
[2, 3].

In this study, our findings showed that while the den-
tists had a moderate degree of knowledge on doctor-
patient communication, they reported using these skills 
insufficiently. In a previous study evaluating knowledge 
and practice of communication skills, most of family 
physicians had a good level of knowledge, however, there 
was a potential gap between knowledge and self-reported 
practices toward communication skills [35]. Sun et al. 
assessed 7 primary care providers (182 consultations), 
in their interviews, they reported that physicians were 
doing poorly and the performance of the participants 
was more influenced by their personalities and experi-
ences than by their knowledge [36]. This suggests that in 
addition to a positive outlook, a willingness to learn, and 
self-efficacy, the idea of doctor-patient communication as 
a set of learned abilities has to be taught more effectively.

Female dentists in this study had significantly higher 
communication scores compared with males. Patients 
prefer their doctors to communicate with them in 
a patient-centered manner [37]. Research demon-
strates unequivocally that female doctors exhibit more 
patient-centered communication [38]: they form more 
partnerships, exhibit more empathy, express more 
encouragement, and schedule longer appointments, to 
name a few examples [38]. Furthermore, when treated 
by a female doctor, older individuals with medical con-
ditions who were hospitalized and receiving care from 
general internists had lower mortality and readmission 
rates [39]. More than 1.5  million hospitalizations were 
examined in this investigation. Therefore, it follows that 
patients should, on average, benefit from receiving care 
from a female doctor, and they should feel consider-
ably better about their experience overall [39]. A previ-
ous article, which explored how gender preconceptions 
may contribute to the disparities between how patients 
perceive and rate the communication styles of male and 
female doctors, showed that findings cannot be solely 
attributed to the gender stereotypes [40]. Fortunately, 
male dentists in this study reported that they have always 
or often attended communication skill courses more 
significantly than female dentists. Although these skills 
depend on a variety of individual circumstances and per-
sonal factors, research has shown that training and expe-
rience can improve communication skills [41, 42].

Dentists who work at the private sector had signifi-
cantly higher communication scores compared with 
those working at governmental sector, according to our 
findings. This could be attributed to the fact that there is 
a lot of time pressure on doctors who work in the pub-
lic sector, and this problem is particularly prevalent in 
underdeveloped nations where people frequently wait 
for hours to see a doctor since they do not schedule 
appointments in advance. Doctors must spend less time 
with each patient in order to reduce waiting times, which 
makes it more difficult to communicate effectively [36]. 
A high workload was listed as one of the most impor-
tant barriers to improve physician-patient communica-
tion in a primary care setting [36]. However, according 
to a research done in Saudi Arabia, public sector doctors 
inspire greater levels of patient trust than do private sec-
tor doctors. This might be because public sector doctors 
are more skilled in communicating with patients [43]. 
South Australia and Cambodia have also reported com-
parable findings [44, 45].

In this study, around 60% believe that communication 
skills can be always developed and improved in training 
sessions, however in this study, 50% have never attended 
dentist-patient communication skills courses. Com-
munication skills (CS) may be acquired and kept with 
appropriate teaching and training [41, 42]. However, it is 
insufficient to teach only individuals who admit to having 
communication problems, since it turns out that those 
who are most confident about their communication abili-
ties are frequently the worst at speaking with patients 
[46]. Using approved evaluation tools, trainers might 
identify people who lack communication skills and pro-
vide them instruction [47]. Programs for communication 
skills training enhance patient outcomes and boost doc-
tors’ own wellbeing [48], and doctors with strong com-
munication had less doctors’ burnouts [49]. On the other 
hand, several medical defense companies in the USA pro-
vide insurance price reductions to physicians who attend 
communication courses [50].

The level of education in this study showed no direct 
impact on communication skills. However, specialists 
showed positive and efficient communication skills in 
most aspects. Possible causes for failing to show effec-
tive communication in few aspects include; a weak 
healthcare system, a heavy workload for doctors, a lack 
of communication skills training in medicine, time limi-
tation, and innate characteristics of the practitioner [36, 
40]. In a previous study, there was no relation between 
the level of education and the communication skills for a 
sample consisted of interns, residents and faculty mem-
bers, as all showed weak communication skills [51]. 
Interns were the most common category to attend com-
munication courses (32%) in this study, however, post-
graduate students’ category was the least to attended 
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communication skills’ courses and 70% of this category 
reported that time limitation prevents them from consid-
ering training courses on communication skills while cost 
was the obstacle for interns. In a previous study, the stu-
dents’ scores, after finishing the communication course, 
revealed that they valued communication skills as a part 
of their education much more than they had before [27]. 
Accordingly, the value of such courses cannot be appreci-
ated unless the practitioners have taken and applied these 
skills [26]. Increased patient satisfaction, higher patient 
compliance with dental advice, less patient anxiety, and a 
decline in formal complaints and malpractice claims are 
a few advantages that have been observed when dentists 
exhibit strong and effective communication skills [21, 
22]. Time limitation should not be an obstacle for train-
ing when considering all these benefits.

The main obstacles that prevent dentists in this study 
from considering training courses on communication 
skills were: limited time (62.3%), courses’ availability 
(37.7%), cost (28.2%), and that it is not important (8.2%). 
Limited time was obstacle for specialists, postgrad, older 
dentists and those with longer experience. This could 
be related to the high workload in these categories [36], 
compared to cost as an obstacle for interns, younger den-
tists and those with shorter experience as financial issues 
are more related .

Older age and more experience have a profound posi-
tive effect on attitudes and awareness regarding commu-
nication skills in this study. Dentists who are older than 
29 years and those with experience more than 4 years are 
always or often resourced (books, articles, videos) about 
communication skills with patients, are always or often 
very convincing when proposing the treatment plan to 
the patients, using open questions, attending always or 
often communication skills courses more than younger 
age and lesser experience. Our findings were consistent 
with those of earlier studies by Hydarzade et al. and Al-
Zahrani et al. [51, 52], as more professional experience 
and community involvement could result in improved 
practice.

Country of graduation of dentists showed different 
results for different aspects of the tested communica-
tion skills in this study. For example, graduates from 
Arab countries always or often make eye contact with the 
patients whenever they talk to them and always or often 
discussing the treatment plan thoroughly and providing 
the treatment options to their patients more than gradu-
ates from USA and Western Europe. Graduates from 
USA and Western Europe, never or rarely become impa-
tient with patients who do not express their symptoms or 
emotions clearly compared to other graduates. Graduates 
from Asia and Eastern Europe always or often attended 
the courses more frequently than graduates from other 
counties, this could be related to the curriculum of the 

postgrad program. For example, according to a sur-
vey done by the Association of American Medical Col-
leges, communication skills are taught in some capacity 
at almost all USA medical schools [8], the standards for 
predoctoral accreditation in American dentistry schools 
now include the subjects of communication and inter-
viewing [53].

Moreover, culture-specific expectations for patient-
doctor interactions may be a factor in explaining com-
munication scores [35]. There are intercultural disparities 
in how doctors communicate, according to earlier studies 
[35, 54]. For instance, a study by Matusitz et al. that com-
pared the doctor-patient communication styles of Ameri-
can doctors with those of doctors from Pakistan, Japan, 
and Thailand revealed significant differences between the 
communicative styles of American doctors and those of 
Asian countries, with Asian doctors being more authori-
tative and conducting most of the talking. Aspects of the 
doctor-patient interaction include religious or philosoph-
ical perspectives on healthcare, a paternalistic approach 
to patients, and collectivistic and scripted communica-
tion methods were shared by doctors in Asian nations 
[54].

This study assessed critical communication abilities, 
which hold great significance as they align with the prin-
ciples outlined in the Calgary-Cambridge Guide, a pivotal 
framework for instructing and honing clinical commu-
nication skills [32], such as: making much eye contact, 
smile, listen, lean forward, talk about the patient’s emo-
tions, ask open questions, and share patients with treat-
ment options and decision [36]. Since open-ended 
questions are best for communication, asking questions 
is a talent that has to be developed [33]. Nonetheless, it’s 
important to note that the use of open-ended questions 
can sometimes elicit lengthy and unrelated narratives 
from patients, which healthcare professionals must skill-
fully manage by redirecting the conversation [33]. When 
no more open questions can be asked and the patient has 
withdrew, closed questions may be utilized [55]. While 
doctors should listen to patients without interrupting 
for the first minute or two, many are unable to do so and 
begin to speak to patients just after 18 s of narration [56]. 
In this study only 31% give at least one minute to listen to 
patients after the 1st question. According to a prior study 
on refugees’ satisfaction with health care, patient sat-
isfaction is influenced by a variety of individual factors, 
including the staff’s communication skills, their ability to 
listen to patients’ complaints and provide in-depth treat-
ment explanations. These factors are not only related to 
expensive interventions and the development of complex 
medical and dental services [19].
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Strength and limitations
To the best of our knowledge, this is the first research of 
dentists’ understanding and practice of doctor-patient 
communication. The impact of several sociodemographic 
variables on communication abilities was examined. The 
sample size was appropriate, and the findings offer man-
agers reliable data. This study has certain limitations; 
assessment of patients’ opinions and satisfaction about 
their dentists’ communication abilities were not per-
formed, which may have an impact on the results of their 
treatment. The second restriction was the dearth of pub-
lications on this target demographic, which made com-
parisons challenging. Additionally, a limitation of this 
study is the absence of a validation process for the ques-
tionnaire, the survey instrument utilized in this study 
drew its foundation from the Calgary-Cambridge Guide 
and the Dental Consultation Communications Checklist 
(DCCC). While the CCOG is typically employed as an 
observational guide for clinical assessments, in this study, 
it was adapted for use as a survey tool. Notably, previous 
research in the field of communication studies, as indi-
cated by the validating authors, has recommended the 
appropriateness of both CCOG and DCCC for guiding 
consultations. These tools have been deemed feasible for 
routine application as assessment instruments for dental 
students and practitioners, demonstrating reliability in 
their assessments [29–32]. So, as a limitation of this study 
is missing validation process of the questionnaire.

Future research should consider incorporating inter-
views of focused groups as they can offer valuable 
insights that may not be fully captured through surveys 
alone.

Conclusion
It appears that having a high degree of education may not 
translate into effective practice since there may be a dis-
crepancy between knowledge and self-reported behav-
iors regarding communication skills among a sample of 
dentists might exist. In certain crucial evidence-based 
areas of doctor-patient communication, they have basic 
flaws. Given that dentists play a significant role in oral 
health and prevention, communication skills should be 
included as a top educational goal for dentists and given 
enough weight in objective, systematic clinical assess-
ments with timely feedback. We must equip our dentists 
with a positive attitude and self-efficacy in doctor-patient 
communication with practical applications. To determine 
if the novel therapies are helpful, more studies will be 
needed. The findings of this study may aid researchers in 
their efforts to comprehend communication problems in 
primary healthcare dental services, as well as to develop 
and suggest solutions to enhance doctor-patient commu-
nication and reduce doctor-patient conflicts.
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