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ABSTRACT

Objectives
A proof-of-concept study has shown that the Added Value for Oral Care
(ADVOCATE) Field Studies approach (academic detailing with feedback data) is
considered a feasible, useful, and acceptable way to motivate general dental
practitioners (GDPs) to reflect on and, if required, change their oral health-care
delivery. The aims of this proof-of-principle study were to test whether such re-
sults were reproducible and to reach consensus among stakeholders on recom-
mendations for wider implementation.

Methods
Eleven groups of GDPs were recruited in 6 countries (Denmark, England Ger-
many, Hungary, Ireland, and The Netherlands). Each group had 3 academic de-
tailing meetings, being stimulated by feedback data. Focus group interviews
were held to evaluate the reproducibility of the Field Studies approach. A World
Café session explored suggestions for the wider implementation of the approach.

Results
Replicable results on feasibility, acceptability, and usefulness of the Field Studies
approach were seen; 7 out of 9 themes identified in the proof-of-concept study
were validated. Directed content analyses identified that adjustments to pro-
cedures to collect and present feedback data were desirable. Overall, the
approach can stimulate GDPs to reflect on and change aspects of their oral
health-care delivery.

Conclusions
The Field Studies approach, after some adjustments to data collection proced-
ures, is ready for further testing in larger studies.
June 2020; accepted 6 August 2020
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INTRODUCTION

Scientific developments in recent decades have resulted in better under-
standing of oral disease processes and a wider range of sophisticated treat-

ment options.1,2 However, the evidence showing that preventative and
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restorative dental interventions improve patient-orientated
outcomes is limited,1,3 and dental practice guidelines rely
more on expert opinion than explicit evidence of
effectiveness. In addition, delivering restorative rather than
preventive interventions currently dominates oral health-
care practice, and this is incentivized through many health
systems’ approaches to reimbursement.1,4
Variation in Care
Wide variations in oral health-care performance have been
reported.5–9 Studies on variation in oral health care have
mainly focused on the measurement of technical aspects of
provided care. However, this is not sufficient to ensure
quality oral health care. With several legitimate but
preference-sensitive options being available for the pre-
vention and management of many oral conditions,7 what
could be appropriate care for most people is not
necessarily optimal care for all. Acknowledging the needs,
expectations, and preferences of individual patients in
shared decision-making has become an inseparable part
of health-care quality; technically excellent and evidence-
based care taking into account the values and preferences
of individual patients should be the aim of every consulta-
tion.10 Accountability of oral health care requires
professionals to provide patients with information on the
quality, effectiveness, safety, efficiency, and experience of
the oral health care they provide. They should inform their
patients about both diagnoses and treatment options in
terms that are appropriate and familiar to them using the
best available evidence, including benefits, risks, and costs
of treatment options.

Strategies aimed at improving quality of health-care systems
and reducing variation in delivered oral health care require
valid, relevant, and comparative performance data on the
quality of care provided.11,12 Yet, measurement of
performance in oral health care is complex. First,
agreement is needed on what aspects of performance are
relevant, valid, and accurate. Measures need to include
patient-specific information, including demographics and
their preventative behaviors, together with the approach to
shared decision-making where there is a preference-
sensitive decision to be made.7,13 Assembling appropriate
measures for the relevant data is not straightforward;
simply counting and comparing treatments delivered is
insufficient.14 Individualized data on patient experiences
and patient outcomes are not yet routinely collected by
conventional oral health-care systems. Furthermore, while
some variation in performance data is warranted, other
variation may be unwarranted. Judgements on performance
data should be made carefully, or even be avoided, as they
often constitute inappropriate normative judgements on
what is considered as good and less good practice.
Volume 20, Number 4
ADVOCATE Project
In May 2015, the ADVOCATE project was launched, funded
by the European Union.15 The overall aim of the
ADVOCATE project was to develop a model on how to
make oral health-care systems more patient- and
prevention-oriented. Three elements formed the basis for
the design of the Field Studies that were part of the
ADVOCATE project. First, the ADVOCATE project estab-
lished a comprehensive list of 48 measures of performance
in oral health care, which were grouped into 6 clusters: (1)
access to dental care, (2) symptoms and diagnosis, (3) health
behaviors, (4) oral treatments, (5) oral prevention, and (6)
patient perception; the validity and relevance of these
measures were shown.16 Second, ADVOCATE researchers
developed a process for obtaining and combining
international health claims data for use in research. The
approach was successfully applied to obtain claims data
for later use in the Field Studies.17,18 Third, the
ADVOCATE project developed a method for combining
claims data with patient reported data (obtained using an
online patient questionnaire application) in an electronic
dashboard.19

The design and approach of the Field Studies have been
previously published.20 The aim of the Field Studies is to
motivate general dental practitioners (GDPs) to deliver
more preventive, patient-centred, and evidence-based oral
health care. The approach builds on the intrinsic motivation
of GDPs to change practice, by stimulating conversations
among GDPs about their clinical practice, raising awareness
of the variation in care delivery, and, if appropriate, identi-
fying alternative approaches to those they currently use.21

The Field Studies approach uses academic detailing (AD),
with performance data from the online patient
questionnaire application and claims used as feedback
data to stimulate discussions among GDPs about
approaches to clinical practice.

AD is a defined form of educational outreach which involves
face-to-face education of health-care practitioners by other
trained health-care professionals, often peers.22,23 The
principles of AD were established in the 1980s and have
been widely used to improve prescribing by doctors.24

The AD principles include (1) establishing baseline
knowledge and motivations for current clinical practice, (2)
discussing underlying evidence and presenting both sides
of controversial issues, (3) stimulating active participation
in group discussions, (4) using concise graphical materials,
(5) identifying action points for improvement of clinical
practice, and (6) providing positive reinforcement of
improved practices in follow-up visits.24 With AD,
normative judgment and benchmarking are avoided.

The Field Studies have been performed in two phases: a
proof-of-concept (PoC) phase and a proof-of-principle (PoP)



Figure 1. Flow chart of Field Studies proof-of-principle
study showing ADG meetings and data collection
periods.

Set-up meeting Meeting 1 Meeting 2

4 
months

3 
months

Data collection Data collection
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phase. Recently, a report on the PoC phase of the Field
Studies approach has been published, involving groups of
GDPs in Denmark, Germany, and The Netherlands.25 The
participating GDPs deemed the approach feasible and
acceptable after appropriate adjustments of technical
issues relating to data collection procedures. The
approach was considered useful to stimulate reflection
and discussion on variation in care delivery. The aims of
this PoP study were to test whether such results were
reproducible in a wider range of health systems in 6
European countries, with GDP groups supported by
academic associates outside the research team, and to
seek consensus among stakeholders on recommendations
for further, wider implementation of the Field Studies
approach.
MATERIALS AND METHODS
This PoP study was conducted from January 2018 until
January 2019 in Denmark, England, Germany, Hungary,
Ireland, and the Netherlands, and followed the structure
and approach of the PoC study for which the design20 and
results25 have been published. In the PoP study, the
intervention—feedback-enhanced AD—was the same as
that in the PoC study. However, the PoP study is based on
twice as many ADGs in 6 countries rather than 3 and with
the groups supported by local academic associates rather
than the core Field Studies team, which was the case in
the PoC study. Academic associates were affiliated with
universities in the 6 participating countries and were all
experienced researchers within oral health care, with
various areas of expertise.

Ethical and data protection clearances were obtained by
ADVOCATE researchers in the respective countries. The
reporting of this study follows the Standards for Reporting
Qualitative Research guidelines.26
AD Groups
In each country, according to the study protocol, 2 groups of
GDPs were to form AD groups (ADGs). The ADGs were
facilitated by an Academic Detailer (“the Steward”). The
academic associates recruited the Stewards within their
country and provided them with ongoing support. Stewards
were GDPs who were trained by the research team in the
principles of AD to ensure an open, nonnormative, and safe
setting for group discussions and in how to support the
ADG by collecting patient data.20 Stewards coordinated
their ADG, which included recruiting GDPs from their
professional networks, supporting the collection of
patient-derived feedback data, and organizing and moder-
ating the ADG meetings. ADGs convened 3 times over
13 months: a set-up meeting and ADG meetings 1 and 2
(Figure 1).

During the set-up meeting, GDPs were introduced to the
project and provided with information and materials
(including electronic tablets) needed to collect patient-
derived feedback data from an online questionnaire appli-
cation, in their dental practice (Figure 2). During ADG
meeting 1 and 2, group discussions on care delivery were
held using feedback data collected from the online
application and from claims. These data, forming a key
part of the intervention, were aggregated into an
electronic dashboard (Figure 3) which provided feedback
data covering the predefined ADVOCATE measures for
oral health care.16

Each GDP had a personal ID number which was not known
to other ADG members. This allowed them to see their own
data relative to peer data. It was left to the discretion of the
groups to decide if they would mutually reveal their identity
to facilitate an open, nonnormative, and safe setting for
discussions. Data were discussed in the context of and
incorporating the available clinical expertise in the group,
the available underlying evidence, and potential ap-
proaches to identify values and preferences of individual
patients in shared decision-making.27 Stewards facilitated
the identification of action points for improvement of
dental practice. For example, when the data on the
question “Does your dentist check your mouth for gum
diseases?” were presented in the meeting, the dentists
were surprised that many patients reported being unaware
of whether they had had their mouth checked for gum
disease. Almost all dentists felt they informed thoroughly
their patients on this topic. Hence, it was agreed in the
group that the finding could be related to the lack of
explicit communication on what is being done during a
checkup. The dentists decided that patient communication
should be an action point for the group to address in their
everyday work and discuss again in the next ADG meeting
and explore their data, for follow-up effects.
December 2020 3



Figure 2. Screenshot of the electronic patient questionnaire.
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Data Collection
The research team coordinated the project activities and data
collection for project evaluation and liaised with academic
associates from the ADVOCATE project network. The
research team was comprised of researchers with experience
in both qualitative and quantitative health-care research.

An ethnographic qualitative approach was used for the
data collection process, comprised of written question-
naires with both closed and open-ended questions
deployed in 2 separate types of semi-structured focus-
group interviews and a World Café approach28—a method
for establishing consensus on key issues among a larger
group of people.

Data Collection—Questionnaires
At the end of each of the ADG meetings 1 and 2 (Figure 1),
GDPs completed a questionnaire (Appendix, Figure 1) to
evaluate the usefulness, feasibility, and acceptability of the
ADG meetings.20 The questions (using a 5-point Likert
scale) concerned agreement on the clarity of the objectives
of the meeting, time allotted for the meeting, and useful-
ness for every day work; these questions were developed by
the research team. In addition, 4 open-ended questions
explored ADG members’ positive and negative views on the
meetings and their subsequent plans for changing their
clinical practice.
Volume 20, Number 4
Data Collection—Field Notes From Stewards
After each ADGmeeting, the individual Stewards made notes
on their experienceof themeeting. Stewards also completeda
questionnaire on the usefulness, feasibility, and acceptability
of the meetings (Appendix, Figure 2). Each ADGmeeting was
followed up with a debriefing meeting between the Steward
and the academic associate from the relevant country, in
which support was given to the Steward, and adherence to
the study protocol was secured. The questionnaire response
was used as a starting point for such debriefing meeting, and
the AD method was clarified if needed.

Data Collection—Focus Group Interviews at the Last
ADG Meeting
From November 2018 to January 2019, the last ADG
meetings were held, and at the end of the meetings,
Stewards conducted a semi-structured group interview to
collect information from GDPs about experiences with and
perceived usefulness of the AD approach and their views on
the relevance of the approach for their work and changes
made to clinical practice (Appendix, Figure 3). This was
done to secure the representation of opinions and
experiences of GDPs who could not attend the finalizing
symposium held in January 2019. The semistructured
interview guideline included a template for collecting a
summary of the opinions of the group and rate whether
everyone agreed on a statement or not.



Figure 3. Screenshot of the online platform ('Dashboard') used for presentation of feedback data.

The Journal of EVIDENCE-BASED DENTAL PRACTICE
Data Collection—Focus Group Interviews at the
Closing Symposium
A Field Studies closing symposium was organized in Amster-
dam. Participants included GDPs and Stewards from the PoC
phase and the PoP phase, as well as academic associates in the
participating countries who had supported the Stewards in the
PoP phase. During the first part of the symposium, focus group
interviews were held to collect data for the evaluation of the
Field Studies approach. The GDPs, Stewards, and academic
associates were asked to express their overall positive and
negative experiences, views, and satisfaction about their
participation andmore specifically their opinion on key aspects
of theFieldStudiesapproach.These included theADapproach,
the organisational aspects of ADGs, the patient feedback data
questionnaire, theonlineapplication forcollecting this feedback
data, the electronic dashboard for data presentation, and the
perceived contribution to their care delivery. Members of the
research team (F.B.,D.D.,N.M., andG.J.M.G.H.)moderated the
focus groups, using a structured interview guide with the same
topics and questions as the interview guide for the ADG focus
group interviews (Appendix, Figure 3).
Data Collection—World Café Session at the Closing
Symposium
In addition, during the Field Studies closing symposium, a
World Café approach28 was used for generating
conversations on further implementation of the Fields
Studies approach. GDPs, Stewards, and academic
associates were asked to provide recommendations for
sustaining and improving the Fields Studies approach and
for further implementation on a larger scale. These World
Café conversations concerned 4 topics: (1) the patient
feedback data questionnaire, (2) the online application for
collecting this feedback data and the electronic dashboard
for data presentation, (3) facilitators and barriers to the
explicit demonstration of quality within oral health-care
delivery, (4) sustainability and further implementation of
the Field Studies approach. Four research team members
experienced with the World Café approach (F.B., D.D.,
N.M., and G.J.M.G.H.) moderated the World Café conver-
sations. In 4 rounds of 20-minute conversations, all partici-
pants of the closing symposium contributed to all 4 topics.
After the fourth round, moderators presented the summary
December 2020 5
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of the conversations for their topic and the recommenda-
tions that could be derived thereof and sought confirmation
from all participants.

Data Analysis
The focus group discussion meetings at the closing sym-
posium were recorded and transcribed verbatim by a
member of the research team (F.B.). Data were imported
into the “Maximised Qualitative Data Analysis program”

(Verbi-software MAXQDA version 2018.2) and supple-
mented with the data from the field notes and debriefing
notes of the Stewards. Before data analysis, the research
team discussed the approach and use of directed content
analysis to calibrate the general understanding of the
themes and codings from the PoC phase of the Field
Studies. A directed content analysis approach was agreed
as an appropriate method for finding supportive and non-
supportive evidence for the findings from the PoC phase.29

As all researchers in the team were involved in both the
preceding PoC phase and subsequently in the data
collection and analyses for the PoP phase, it was
discussed explicitly how to mitigate the risk of bias toward
finding supportive evidence for our preconceived
perceptions of the Field Studies approach. The themes
and coding framework derived from the PoC phase25 were
communicated to and discussed with researcher K.R. by
F.B. in a face-to-face meeting. Subsequently, KR deduc-
tively coded the PoP phase data by identifying quotes either
fitting to the framework themes and codes or, just as
important, not fitting any preexisting themes and codes.
Quotes were deemed of analytical interest if the quotes
seemed to address issues relating to positive or negative
aspects or experiences with participation in the Field
Studies. Text or quotes that were obviously irrelevant in
relation to the Field Studies were left uncoded.29 Hereafter,
coded quotes were analyzed using the background of the
individual themes, describing how participants
experienced, for instance, the ADG meeting or the use of
the dashboard. A summarizing description of the results
were written (see Appendix), which subsequently were
compared to the results of the PoC phase in relation to
degree of reproducibility of perceived feasibility,
usefulness, and acceptability of the Field Studies approach.

To give an example of how the data analysis was carried out,
here is a quote responding to the question “What could
have been better?” from a GDP attending an ADG meeting:

“There was not enough time to look at the many
different measures. All in all, there was far too much
information”.

This was coded as having to do with the ADG meeting and
furthermore to do with available time for discussion in the
Volume 20, Number 4
ADG meeting. One particular GDP would have preferred
more time to discuss and look at the patient feedback data.
However, the vast majority of other GDPs felt they had
sufficient time available in the ADG meetings. Hence, the
summarizing description concluded: “Most Stewards felt
(their GDPs) had sufficient time to discuss the key points
they had planned”.

The data obtained from the focus group interviews at the
finalizing symposium were considered the primary data and
were the first to be analyzed. Afterward, data obtained from
ADG meeting focus groups, free text answers from ques-
tionnaires, and notes from Stewards and debriefings were
added to the data-set, for triangulation and saturation
purposes.

The quantitative data from the evaluation forms, for
example, rates of participation and questions with
Likert-scale responses, were analyzed descriptively
(Appendix, Table 2).

The recommendations derived from the World Café con-
versations were tabulated and supplemented with coded
text and themes from the rest of the data that were relevant
to the topic of the World Café, notably implementation and
upscaling of the Field Studies.
RESULTS

Evaluation of the PoP Phase
Characteristics and demographic information of partici-
pating GDPs are presented in Table 1. All age groups are
represented in the participating GDPs, as are both
professionally experienced and less experienced dentists
and GDPs from solo and group dental practices. The
participating GDPs have a broad variety of special
professional interests. However, the Field Studies
approach used a convenience approach to recruitment of
GDPs, and therefore, representativeness of the dentist
population cannot be inferred. The distribution of GDPs
and ADGs within the 6 countries participating in the PoP
phase can be found in Figure 4. Only data from
participants in the PoP phase were analyzed for
reproducibility; these were 11 Stewards, 46 GDPs (all
GDPs interviewed at the end of meeting 2 and 6 GDPs
interviewed again at closing symposium), and 6 academic
associates.

The detailed results of the PoP analysis are reported in full
length in the Appendix, with a description of which PoP
findings were in accordance with PoC findings and which
information contrasted or added to findings from the PoC
phase. Some new codes revealed new findings, but all
codes fitted well with the preexisting PoC themes.



Table 1. Characteristics of general dental practitioners
participating in the Fields Studies proof of principle study.

Characteristic

Age (y), mean (range) 40 (25-61)

Gender, n (%)

Male 30 (48)

Female 31 (50)

Missing/other 1 (2)

Special interest, n (%)

Endodontics 9 (15)

Periodontics 8 (13)

Pediatrics 1 (2)

Implantology 3 (5)

Orthodontics 5 (8)

Gnathology 2 (3)

Maxillofacial surgery 0 (0)

Special needs dental care 5 (8)

Other 18 (29)

No answer 11 (18)

Practice, n (%)

Group 41 (66)

Solo 17 (27)

Both 4 (6)

Number of colleagues (dentists) in dental practice,
n (%)

1 2 (3)

2 9 (15)

3 10 (16)

4 5 (8)

(continued )

The Journal of EVIDENCE-BASED DENTAL PRACTICE
To give an example, the PoC finding that “GDPs in general
did not prioritize to use the dashboard themselves but
appreciated the content of the dashboard” was confirmed
in the PoP study by these 2 sample quotes:

GDP: “Did not access due to password issues. Too
time consuming.”

GDP: “Good discussions during the meetings (using
the dashboard), and thought-provoking results.”

However, the findings in the PoP study of mixed experi-
ences among the Stewards with the dashboard, with some
finding it easy to use and others having difficulties, were
additional to the results of the PoC study.

A summary of the results, comparing PoP findings with the
results from the PoC phase, is presented in Table 2. In
general, GDPs found the general concept and idea
behind the Field Studies interesting and relevant;
negative aspects were primarily of administrative and
practical origin. The findings of the PoP phase therefore
largely replicated the PoC phase findings (Table 2), fitted
well into the PoC framework, and did not identify
substantially different information, indicating saturation
was reached. Replicable findings were seen for 7 out of
the 9 PoC themes:

1. Stewards’ experiences with recruiting GDPs; some
found it challenging while others found it easy.

2. Communication with GDPs; email was the preferred
mode of communication on organizational issues.

3. Completion of and attitudes toward the ADG meetings;
generally GDPs valued the meetings and found them a
useful approach for stimulating reflection on care
delivery.

4. Experiences with the online patient questionnaire
application used for data collection; GDPs had some
critique of the content and utility of the application, and
they experienced challenges with implementing data
collection in their daily routine.

5. The dashboard used for data presentation; GDPs did
not prioritize to use it individually outside the ADG
meetings, and they had differing opinions on its utility.

6. Overall attitudes toward the Field Studies; GDPs were
positive about the overall concept of the Field Studies,
but some had difficulties with the data-collection pro-
cedure and technical issues.

7. Effects of participation in the Field Studies; GDPs felt
motivated to change their oral health-care practice, and
some had already made changes—specifically with
December 2020 7



Table 1. Continued

Characteristic

5 3 (5)

6 3 (5)

More 12 (19)

n.a. 17 (27)

Missing 1 (2)

Years since graduation, n (%)

1-9 years 23 (37)

10-19 years 21 (34)

20-29 years 8 (13)

30-39 years 9 (15)

More than 40 years 0 (0)

Missing 1 (2)

Days per week working in practice, n (%)

2 days 1 (2)

3 days 1 (2)

4 days 17 (27)

5 days 41 (66)

6 days 2 (3)

Figure 4. Attendance of general dental practitioners
(GDPs) in academic detailing group meetings (ADG).

The Journal of EVIDENCE-BASED DENTAL PRACTICE

8

regard to communication, more patient involvement
and shared decision-making—while a few indicated a
change in practice toward more prevention.

The following examples show how the results pointed to-
ward a majority of the GDPs feeling stimulated by the Field
Studies approach to reflect on their way of providing care:

GDP: “I was surprised that the amount of information
given to my patients was so little understood,
compared to what I expected.”
Volume 20, Number 4
GDP: “I’ll be paying more attention to the steps I
take regarding how I inform patients. I will also
rethink how I engage with patient.”

GDP: “I learned from other dentists in the group
various things that I will incorporate in my own
practice.”

Figure 3 shows how approximately 35% of patients
answered “don’t know” to whether they had fillings done
within the last 24 months, and Figure 4 in the Appendix
shows how sometimes up to 50% of patients were not
aware if the oral examination they had received also



Table 2. Results from the proof-of-concept study reproduced in the proof-of-principle study.

Measure Themes Subthemes
Findings similar to the proof-of-concept

study
Findings different or in addition to the proof-

of-concept study

Process Recruitment of
GDPs

Barriers

� GDPs not having enough time

� GDPs not seeing the added
benefit

Facilitators
� Stewards having a pre-existing

network of GDPs in place

Facilitators

� Participation may be motivating and
inspirational for clinic staff

Communication
with GDPs

Barriers

� Lack of response from GDPs
to open ended questions in
emails from Stewards

Facilitators
� E-mail contact between Stewards

and GDPs, which includes clear
and directed communication

� Phone calls and visits to the
GDPs’ practice when support was
needed

Facilitators

� Use of an online closed forum
(WhatsApp)

ADG meetings Stewards Facilitators

� Stewards being committed, well
prepared and organized
moderators

� Having a neutral and positive
environment for open discussions

� Stewards summarizing discussion
points

� Stewards clarifying the feedback
data

� Stewards aiding in the interpreta-
tion of the feedback data

Facilitators

� Training had prepared the Stewards
well

Logistics Barriers

� Non-response or late response
from GDPs to emails

� Busy schedules of GDPs

� Missing a meeting creating a
feeling of lagging behind

Barriers

� Meeting facilities, for instance
parking problems and meeting
room comfort

(continued )

The Journal of EVIDENCE-BASED DENTAL PRACTICE
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Table 2. Continued

Measure Themes Subthemes
Findings similar to the proof-of-concept

study
Findings different or in addition to the proof-

of-concept study

� Absent and late GDPs disturbing
the meeting

Facilitators
� Having preparatory meetings with

the research team

Experiences Barriers

� Feedback-data as a stand-alone
resource is not sufficient to
understand, discuss and reflect

� Not having included new feed-
back data in meeting 2

Facilitators
� Feedback data and AD motivated

and stimulated discussion

� AD meetings are essential to
identify action points and make
sense of the data

� Feedback data allows cross-
country comparisons and
comparison with different
localities

Barriers

� Unclear prior goal setting

� Uncomfortable to see and share
own data with other GDPs

� Non-compliant GDPs

Patient
questionnaire
application

Questionnaire Barriers

� Long questionnaire

� Questionnaire including unclear
and difficult questions

� Questionnaire not being available
in different languages for the
patients

Facilitators
� Patients not minding the length of

the questionnaire

� Patients liking to provide
feedback

� The questionnaire being
anonymous

Data-
collection

Barriers

� Not enough effort taken to collect
data

Barriers

� Technical difficulties with WiFi
connections

(continued )
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Table 2. Continued

Measure Themes Subthemes
Findings similar to the proof-of-concept

study
Findings different or in addition to the proof-

of-concept study

� Receptionists or assistants having
time constraints to collect data

� Patients requiring detailed
explanations from receptionists
or assistants

� Receptionists or assistants not
feeling responsible for data
collection

� Receptionists or assistants not
giving priority to data collection

� Inappropriate instances for asking
patients to fill in the questionnaire

� Technical difficulties with login

� Use of tablets introducing bias in
selecting patients to complete the
questionnaire

Facilitators
� Establishing data-collection into

the practices’ daily routine

� Motivated receptionists or
assistants

� Heterogenous IT skills among
patients

Facilitators
� Tablets being straightforward and

easy to use

� Tablet giving a professional feel

Patient-
derived
feedback

data

Barriers

� Misinterpretation of questions by
patients

� Small and selective number of
collected questionnaire

Facilitators
� Feedback data stimulating

discussion

� Feedback data not being a tool to
measure quality performance and
give normative judgements

Dashboard Ease-of-use Barriers

� Dashboard not intuitive

� Not having enough free time to
look at the dashboard

� Having difficulties logging in to
the dashboard

(continued )
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Table 2. Continued

Measure Themes Subthemes
Findings similar to the proof-of-concept

study
Findings different or in addition to the proof-

of-concept study

� GDPs not considering it their role
to look at the dashboard

� Difficult to use live in meetings

Facilitators
� Dashboard allowing identification

of points for improving care
delivery

Content Barriers

� Too complex

Facilitators
� Dashboard presenting simple and

summarized data

Overall opinion
on the Field

Studies

Barriers

� Duration of the study being too
long

� Technical problems with the
patient-app questionnaire and
dashboard

� Lack of clarity among the GDPs
regarding the aim of the study

Facilitators
� Field studies providing the

opportunity to understand the
clinical practice of colleagues

Barriers

� Difficult to accommodate into busy
schedules

� Delayed tablet deliveries

Facilitators
� Getting feedback on one’s own

practice

� Valuable patient involvement and
patient perspectives

Outcome Perceived
results

Barriers

� Some GPDs did not feel the Field
Studies gave them reasons to
change their care delivery

Facilitators
� New insights into patient per-

spectives made GDPs realize the
need for more and better
communication

� GDPs changed their way of
communicating with patients

Increased focus on the importance of
shared decision making

Barriers

� Some GDPs expressing willingness
to change their care delivery also
expressed being frustrated about
lack of patient understanding and
system incentives for change

Facilitators
� Surprising feedback data made

GDPs reflect on their care delivery

� Discussion with peers made GDPs
reflect on their care delivery

� Some GDPs changed their
preventive care delivery
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comprised an examination of the head and neck for signs of
oral cancer. This was often seen in the ADG groups as an
indication of suboptimal patient oral health awareness; the
dentists took responsibility and wanted to improve their
communication with patients.

The 2 themes in the PoC phase that were not replicated in
this PoP study related to (1) claims data and (2) “GDPs views
on oral health care”. This was because of absence of data
rather than data in this PoP study contradicting the previous
PoC findings. Additional findings in the PoP phase were
nuances within the PoC phase identified themes; no data
pointed to the need for extending the PoC framework with
additional themes.

With regard to reproducibility of the findings of the PoC
phase, the findings of the PoP phase were based on new
groups of participating GDPs in different countries and
hence health-care systems, and on a different organizational
setup with primary project management done by academic
associates rather than by the core Field Studies research
team. Hence, the Field Studies approach has reproducible
results when used in different health-care systems and with a
different Field Studies approach to academic support in
those countries.

However, several GDPs explicitly stated that login procedures
(patient app and dashboard) were tiresome and time-
consuming, asking the patients to fill in the patient question-
naire was inconvenient, and GDPs feared patients would be
reluctant to do so. In addition, Stewards explicitly stated that
they found the recruitment procedure challenging. Hence,
these results did indicate a need for adjustments to some
technical aspects and data-collection procedures and a need
to address challenges related to the recruitment of GDPs.

Recommendations for the Future
The primary source of data for future recommendations was
the consensus statements which were achieved in the World
Café session in the final symposium. This was supplemented
with coded text and themes from the rest of the data if this
related to future recommendations. Attendees at the World
Caféwere5Stewardsand2GDPs from thePoCphase, and11
Stewards, 6 GDPs, and 6 academic associates from the PoP
phase.

In general, GDPs, Stewards, and academic associates were
positive about the idea of scaling up the Field Studies. They
saw the Field Studies as a novel and inspiring approach to
improve oral health-care delivery. However, they did report
that some adjustments are required:

Patient Questionnaire and Online Data Collection
Application
The main recommendation from a number of GDPs was to
shorten the online patient questionnaire for feedback data
collection. If keeping the total number of questions un-
changed to collect data on a broad range of demonstrably
valid, relevant, and important measures of oral health care
and avoid focusing attention on selected areas was an ab-
solute requirement, some suggestions were made on how
to make that work in practice. One approach would be to
have only parts of the questionnaire being active at one
point in time and then other parts replacing them and
becoming active at different times, so as to cover the range
of the entire questionnaire during a specified time period,
but in smaller fragments at any one time. Alternative sug-
gestions were that either patients or dentists could chose
questions or overarching topics a priori, or the questionnaire
could be customized automatically according to initial clar-
ifying patient answers, for instance, around reasons behind
the visit at the dentist, or patient characteristics, or pre-
ventative behaviors, ensuring that more relevant questions
for each individual were presented. Other suggestions were
to have specific previsit and postvisit questions and a
customized questionnaire depending on the special in-
terests of the dental professional.

An electronic repository for sharing hints and tips among the
GDPs was suggested to support getting started and main-
taining the use of the questionnaire. Among suggested
approaches to make the data collection process easier for
the patient were:

� Setting up an electronic tablet (used for data collection)
fixed to a pillar near the exit of the dental clinic (instead
of the handheld tablet used) to reduce the pressure on
practice staff handing out, monitoring the use of, and
collecting back in free-standing tablets.

� Give the opportunity for patients to receive the ques-
tionnaire by email, or otherwise via a link for them to fill
in the questionnaire at a later point in time.

� Make a paper questionnaire available for patients
reluctant or unable to use electronic versions.

� Having the questionnaire available in multiple
languages.

� Ideally, to have a combination of all of the aforemen-
tioned suggestions to increase the level of freedom for
patients to chose their preferred format, and thereby
increase the chances of participation.

Amajor advantageof using thequestionnaireelectronically in
the form of an online application is the facilitated automatic
aggregation of data into the dashboard. However, a barrier to
this approach in the future would be that this would require
funding, for example, for maintenance and server capacity.
Sources of future funding identified in discussions were
health insurers, professional associations, and commercial
partners. Discussion recognized ethical considerations and
December 2020 13
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data-protection issues for the collection of patient-reported
data for the implementation of the Field Studies approach
on a larger scale (eg, national, international).

Dashboard
Technical aspects of the dashboard mentioned as needing
amendment before a larger and wider roll-out of the Field
Studies methodology were:

� A simpler and easier approach to login and password
(instead of the rather complex dual sign in procedure
used).

� A more direct route to user-relevant data.

� An application showing the dashboard directly that is
accessible in all common browsers and on all plat-
forms—computer, tablet, and smart phone (instead of a
Web-based dashboard only).

� More training in getting the best out of the dashboard
including video tutorials.

� Easy export of data for a defined time period; for
example, 3 months of data into a pdf file.

� A separation of roles, with the Steward and not the GDP
being responsible for analyzing the data in the
dashboard.

� Arranging virtual or online ADG meetings.

Facilitators and Obstacles to the Explicit Demonstration
Quality Oral Health-care Delivery
In the discussion, World Café participants compiled the
following issues which would need to be present or
addressed to increase the chances of wider implementation
of the explicit demonstration of quality in oral health care:

� The need for a generally accepted and agreed defini-
tion of good oral health care.

� The need for further work to engage with patients and
the public about behaviourally dependent aspects of
prevention outside of consultations with dentists.

� Current contracts of dental services were more focused
on technical aspects of care, rather than prevention-
focused conversations.

� That change was likely to take place gradually, more
akin to a social movement than a Newtonian action-
reaction.

� That a professionally led approach was better than a
mandated one.

� That current undergraduate and postgraduate curricula
would need to be amended to include improvement
Volume 20, Number 4
science and behavioral change and a greater emphasis
on consultation skills.

Sustainability and Implementation
The following points were raised on sustainability and
implementation of the ADVOCATE Field Studies
methodology:

� Exposure to this approach for improving communica-
tion and other “soft” skills aiming at quality improve-
ment for oral health care and promotion of evidence-
based, prevention-focussed, and patient-centred care
should be arranged early in professional development,
preferably in the undergraduate dental school curricula.

� Such an approach should be embedded in existing life-
long learning approaches, with professional registration
credits attached to participation; participation and use
of the system in practice should be remunerated.

� The health system should be used synergistically to
raise awareness on the importance of oral health and
promote health literacy among patients and
populations.

� Participation will strengthen personal attachment and
create ownership among professionals and may
empower them toward reduction of their classical,
technically driven, restorative orientation.

� Health-care insurance companies and other payers
should be involved in further implementation; the pre-
vention orientation has the potential to improve the
connection between the professional practice system
and the public health-care system.

� The technical specifications need to be elaborated and
support needs to be improved. Most of the analytic
work and interpretation around the dashboard could
perhaps be strengthened with automated algorithms or
by using artificial intelligence.

� While the system is in general considered relevant and
acceptable, some Stewards suggested the need for a
business model and a marketing strategy to put the
system in the market for further development.

� A formal (randomized) comparison was suggested to
show the impact of the system on oral health, on
practice performance, and on the delivered volumes of
care types.

� Due attention to the recruitment procedure is needed.
Emphasis on the project’s academic ties and exploita-
tion of already existing research networks may facilitate
recruitment of participants (GDPs and patients). On the
other hand, providing too much information too soon
to GDPs during the recruitment procedure may be a
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barrier to recruitment for some GDPs because of in-
formation overload.
DISCUSSION
This study confirms that the Field Studies approach is a
feasible way to stimulate discussions and reflection on oral
health-care delivery and that, for some GDPs, these led to
actual changes in some aspects of their care delivery. It
confirmed that GDPs found the Field Studies to be useful
and acceptable, apart from some technical and data-
collection issues. Hence, these results from the PoP phase
are consistent with the findings from the PoC phase,25

indicating that the Field Studies approach is reproducible
when tested in new and different contexts. In addition, the
Field Studies approach increased focus on patient-
centered and preventive oral health care, these being the
overall goals of the ADVOCATE project.

Outside dentistry, several studies have shown positive ef-
fects of AD. For instance, a recent study by Cochella and-
Bateman focused on AD’s effect on prescribing patterns of
opioids leading to reduced opioid-related death rates.30 A
systematic review of the effect of educational outreach
visits (synonymously AD) on prescribing behavior showed
relatively consistent, small but potentially important
effects, superior to audit and feedback methods.23 In our
study, we did not aim to measure effects quantitatively but
explored qualitatively self-reported experienced effects of
participation. Our findings are similar to those from a ran-
domized controlled trial on analgesics-prescribing behaviors
of medical general practitioners. In this randomized
controlled trial, interviews with 13 Stewards and 20 medical
general practitioners showed that Stewards and GP’s found
AD useful and to be a practical strategy for continuous
medical education that enhanced their knowledge and
increased reflection on prescribing behavior.31 The
development of an electronic dashboard used for tailoring
the feedback provided to the participating dentists
showed that dentists, in general, appreciated the data
made available in the dashboard and found it useful for
informed discussion and reflection. However, some
challenges around user-friendliness and ease of access
were identified. Such findings correspond to findings in a
study on dashboard development also used for AD in clin-
ical practice. User perceptions were useful for further
development of the dashboard and challenges around user
engagement and technical limitations, and communication
needed improvement before the dashboard would be
optimized for adding to the AD approach to identify areas
to be potentially improved in clinical practice.32

This is one of the first studies of AD being used to improve
oral health care. One study has used AD for promoting
smoking cessation counseling in dental practice and found
AD to be a useful approach, despite some initial reluctance
among dentists toward the method.33 This is similar to the
experiences from our study, for example, with some
Stewards encountering difficulties in recruiting GDPs.
However, once GDPs become involved, their attitude
toward AD became more positive.

The Field Studies approach not only offers tailored
feedback-enhanced continuous medical education with the
potential to improve care delivery it also constitutes a pro-
fessionally led route by which dentists can potentially meet
the expectation to explicitly demonstrate individual and
health system competencies.34 The results of the PoC study
and this PoP study indicate that the approach is potentially
an acceptable way of helping dental professionals to self-
identify areas of care delivery they need to improve, as
opposed to a normative judgmental approach which risks
provoking resistence and feelings of threatened profes-
sional autonomy. GDPs were receptive to the finding that
patients who answered the questionnaire sometimes saw
care delivery very differently from how the GDPs perceived
the care that was delivered, resulting in a number of
participating GDPs recognizing the need for improving
communication skills. These specifically related to discus-
sions about patient concerns and preferences and would
increase the use of shared decision-making when this is
appropriate and desired by the patient.7

The comprehensive and patient-centred nature of the Field
Studies questionnaire secures a broad basis for discussing
what matters to individual GDPs, patients, and health sys-
tems. A wide range of measures were used with the goal of
learning, rather than excessive or narrow measurements
carried out for normative judgements about practice for
control purposes.34 The Field Studies approach may
therefore be useful in the future as a valuable supplement
to more traditional regulatory and financial incentives to
care delivery contractural changes and may reduce or
avoid some of the known drawbacks resulting from a
“sticks and carrots” approach used by health systems.3,34

Expanding the approach to 6 countries, with local project
management successfully delegated to academic associ-
ates, can be regarded successful “spread” of the innovative
approach of the ADVOCATE Field Studies. Implementation
on a larger scale would increase the complexity and require
detailed planning including ecological, contractual, and
social perspectives.

Some limitations around the use of the dashboard (used for
presentation of the collected data) and the online patient
questionnaire (used for data collection) were reported by
participants in the study. In PoC and PoP studies, difficulties
of this nature are inevitable given the novelty of the ap-
proaches, and identifying them is a large part of the raison
d’etre for carrying out the research. Participating GDPs
December 2020 15
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found that “lack of time” or “shortage of staff” were barriers
for both GDPs and their patients collecting more patient-
reported data. Such individual level findings are consistent
with findings in other studies on the success of imple-
menting evidence-based interventions in dental
practice.35,36

The Field Studies design explicitly included patient-
reported data that would be based on a convenience
sample. Obtaining a representative sample for such data
collection was not the aim. As anticipated, not every patient
filled in the questionnaire, and that would never be the case
even if the data-collection period was prolonged. This study
showed that representativeness of clinical practice data was
not a prerequisite for stimulating discussions and reflection
on care delivery to patients. Nevertheless, face validity of
patient-reported data could be strengthened in future larger
and longer studies using similar approaches by a more
comprehensive set of patient-reported data which met
predetermined tests for representativeness.

Training of Stewards is an important aspect of AD, and an
infrastructure would be required to deliver initial training
and ongoing support if there were wider implementation.
Identification of a larger number of willing individuals who
would undertake the role of Stewards would be required in
larger studies, and there is currently, in most health systems,
no existing funded posts equivalent to that of the ADVO-
CATE Steward.

Setting up similar AD systems would potentially increase the
dentists’ awareness of the value of truly incorporating the
values and preferences of their patients in their consulta-
tions, where preference-sensitive decisions exist. Summa-
rized data, based on patient views and not on administrative
data collected for a completely different purpose than
quality evaluation, inherently signal the parties that should
be key stakeholders in quality of care. While health au-
thorities and payers have a legitimate interest in the quality
of care, quality in health systems should first be a concern
for the individual patient and the health professional. This is
because preceeding any behavior change is a personal
realization and a valuing of the change that needs to
happen. The Field Studies approach results indicated that
dentists were stimulated to consider whether a change in
care delivery was needed. Furthermore, the dentists
recognized and valued that changes were based on iden-
tified needs of their own patients, rather than being stimu-
lated by externally derived contractual incentives, sanctions,
and targets. They also valued that possible solutions to
newly discovered problems could be discussed with peers
in an open and safe environment.

This pilot study was not designed to evaluate effectiveness.
This would require larger study samples with longer follow-
up periods and repeated measurements. In addition, there
Volume 20, Number 4
are many methodological difficulties in demonstrating that
educational interventions are causally related to subsequent
and maintained changes in delivered health care. This study
only has the GDPs’ own reporting of them having become
more willing and motivated to make changes to care de-
livery or to already have made changes in their way of
practising oral health care. Whether AD enhanced with
feedback data could stimulate reductions in unwarranted
variation in the use of evidence-based interventions would
be a target for future research.

In addition to the limitations related to the Field Studies
approach and to measuring the effect of the approach,
there are some limitations related to the qualitative
approach to evaluate the reproducibility of the PoP phase
compared to the PoC phase. Directed content analysis
based on the themes that emerged in the PoC inherently
risks carrying forward any biases introduced in the PoC
phase. In both the PoC and PoP phases, the research team
was involved in all processes of the study, and hence also in
data collection and analysis. This means there is a risk that
preconceived ideas of the research team may have skewed
data and its analysis in both phases. In addition, issues that
the research team were blind to or had poor understanding
of may have been underrepresented. However, the research
team had a heterogenic composition, and attention was
given in all steps of the process to openly discuss the po-
tential for such biases. Also, in all steps of the data-
collection process, the importance of an open discussion
involving all participants was emphasized; interviewers were
instructed to step back and let the discussion evolve
depending on what participants found important.

The study population (patients and oral health professionals)
of the Field Studies was not intended to be a representative
sample which is an aspect that should also be further
considered in future studies of the approach. Furthermore,
the Field Studies approach was tested, both in the PoC and
the PoP phases, in primarily Western European countries,
with the exception of Hungary, which limits the trans-
ferability of the results to countries with different health-care
systems and conditions of life.

CONCLUSIONS
The Field Studies approach, based on AD reinforced with
feedback data, has the potential to improve oral health care,
by stimulating and intrinsically motivating practitioners to
improve their clinical practice. The Field Studies approach is
considered to be reproducible as replicable results on
feasibility, acceptability, and usefulness were seen. The
approach is considered ready for further testing of its scal-
ability into even larger contexts after adjustments of tech-
nical issues and to data-collection procedures have been
made. The principle that complex, wide-ranging data,



The Journal of EVIDENCE-BASED DENTAL PRACTICE
including both clinical aspects and patient experiences, can
be collected from patients represents a potential game-
changer, not just in oral health care.
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