Cooperation and Self-Regulation

Learning Objectives
· Explain the importance of intraprofessional cooperation in maintaining public trust and promoting patient-centered care
· Describe ethical approaches to managing referrals, suboptimal treatment outcomes, and communication about prior dental work
· Differentiate between bad outcomes and substandard care, and apply appropriate, non-disparaging language when discussing them with patients
· Identify the ethical and professional obligations to report grossly substandard care or impaired colleagues, and describe appropriate steps for intervention
The doctor cooperates on behalf of the patient’s needs.
You may recall from Chapters 1 and 3 the idea that cooperation is an essential component of the professional’s identity. Dentists are members of a profession, a group of people committed to the care of other people who are in a vulnerable position because of their maladies, pain, and relative lack of information about dentistry. Dentists cooperate and self-regulate the profession because the public is ill-equipped to do so. Remember that your professional autonomy, the ability to conduct your practice in ways that suit you, is granted to you by the public. It is not a right or a given. When the public loses faith, legislation and regulation follow. Therefore, it is in dentistry’s best interest to maintain high standards so that it is perceived as trustworthy by the public.
It is unprofessional to compete with other practitioners, especially when patients are deceived or harmed.
Dentists cooperate with patients and collaborate with other healthcare providers on behalf of the needs of patients. It is unprofessional to compete with others in your profession, especially if patients lose as a result. Dentists share information and expertise, and, to a considerable extent, they look after each other.
This chapter explores some of the specific guidelines and behaviors associated with intraprofessional cooperation, including:
• How do you handle referrals (sharing patient care with another dentist)?
• What do you do when treatments (done by others) are suboptimal? What do you say to patients?
• What do you do when you think that a colleague is behaving poorly?
• What do you do when you perceive that a colleague is impaired in some way?
Sharing Patients
Obviously, no single dentist can provide all the services that every patient needs. Your scope of practice dictates that you refer patients to other dentists from time to time so that patients get the best possible treatment. Dentists refer to other generalists and to specialists depending on patient needs. If you decide to perform a root canal treatment, you must be able to do it to the standard expected of a specialist. If not, refer to one. This situation becomes ethically complex when a patient rejects your referral. Sometimes patients balk at the cost of specialty care, sometimes they do not want to drive a longer distance for treatment, and sometimes they simply trust and like their current dentist.
When a patient is referred to you, communicate with the referring doctor to ensure that you understand your proper role. Return that patient to the referring doctor for ongoing care as appropriate (unless the patient volunteers that they do not wish to return), and do your best to support the relationship that this patient has with his or her current dentist.
Error
Dentistry is a very challenging profession. Dentists, hygienists, and assistants perform difficult, intricate tasks in the mouths of live human beings who move and jolt, produce saliva, and feel what is being done to them by hand pieces and burrs that rotate at 400,000 RPM. Variations in anatomy and patients are common. Mouths and tongues are large and small, pain tolerances high and low, patient responses to anesthesia differ, and tooth and nerve anatomy vary from person to person. Some patients are super cooperative while others, not so much. The list goes on. Dentists treat fifteen to twenty patients a day, sometimes more. Orthodontists treat thirty to one hundred patients in a single day, day after day.
Everyone makes mistakes.
Everyone makes mistakes. No one likes to think about doctor error, and as a result, medical error sometimes does not get the attention and recognition it deserves. Doctors and hospitals are not immune to error, and this presents a significant challenge.
What follows are some thoughts about your own errors. First, do everything you can to prevent or minimize errors in your work.
There are four main ways to do this:
1. Continuously grow your knowledge and skills. Get as much continuing education as you can. Stay involved with study groups, organized dentistry, and professional inquiry. Real doctors never stop learning. Refresh your professional joy by expanding yourself. That said, do not stretch yourself beyond your capacities, especially when tempted by the chance to make more money. Be sure that you know what you are doing before you start a treatment.
2. Prepare for each appointment adequately. Mistakes are sometimes made when a doctor is not prepared for a treatment or has not studied the patient’s chart.
3. Put systems in place to minimize error. Use routines and checklists that require safe practice, including double-checking by at least two sets of eyes. Do not assume that you will naturally notice or catch every possible error. Do not assume that you will not make mistakes; assume the opposite.
4. Slow down. Many errors are made by clinicians who are simply moving too fast. There are many forces in daily dental practice that tend to push practitioners to move too fast.

Take responsibility for mistakes or suboptimal outcomes.
Tell the truth.
When you make a mistake, own it. Be truthful with patients about the situation. This is often embarrassing and truly difficult to do. Do not make the situation worse by offering misinformation or a lie, even though it may be tempting to do so. In the end, most people will respect you for stepping up and taking responsibility, even though it can be awkward and distressing. You may lose a patient, but when you step back and think about it, isn’t that better in the bigger picture than telling a professional lie? It may help to know that state dental boards are unlikely to severely discipline practitioners for one simple mistake.They do, however, punish providers who cover up mistakes. Never alter or falsify records. Contact your malpractice insurance provider for help with the error as necessary.
The Work of Other Dentists
All dental practitioners encounter dental work that appears suboptimal. Sometimes a restoration looks wrong or even strange. How should you respond? What are the ethics involved in this everyday situation?
Bad Work Versus Bad Outcome
The first step in sorting things out requires a look at the distinctions between a restoration that was poorly done and one that was done properly (or as well as could be done under the circumstances), but did not result in an optimal outcome (Ozar & Sokol, 2002).
Bad work is defined as follows:
Diagnosis, treatment, or communication that falls below the standard of care. Poorly, improperly done, or a “mistake.”
There are several possible causes of bad work:
· poor or inadequate technique
· wrong diagnosis
· mistakes in the preparation or restoration of a tooth
· poor lab work
· inadequate quality control and follow-up
· speed and greed
Bad outcome:
Work that fails to accomplish a benefit to the patient or involves harm or risk; not the result of “bad work.” May be the best that could be accomplished under the circumstances.
There are many possible causes of bad outcome:
· difficult or challenging patient conditions
· small oral opening
· patient could not sit still
· patient could not get numb
· temporary restorations are still in place; the patient did not follow through to receive the permanent restoration
· patient had limited resources, and the dentist provided a less good treatment, perhaps as a stop-gap or temporary measure
· restoration did not work out well, the patient did not return for a redo
· patient did not employ adequate home care
Patients cannot tell the difference between bad work and bad outcomes.
Patients typically cannot tell the difference between bad work and bad outcome. Sometimes—especially when clinical rapport is not good—patients assume that a bad outcome is bad work, “the doctor’s fault.” Other times, especially when rapport is good, patients give their dentist the benefit of the doubt, excusing bad work and figuring that “it was just one of those things” or “everyone makes mistakes.”
An ethical response to suboptimal work requires great care and skillful communication. The ADA’s Code provides the key to such communication:
Patients should be informed of their present oral health status without disparaging comments about prior services.
This implies that a) you must comment on the condition of a patient’s oral health, including any work that seems problematic; and b) you should do so without criticizing. This can seem hard to do when you encounter a restoration that looks horrible, but no matter what you assume, there is almost always an alternative explanation. Sure, bad work exists. It’s out there in patients’ mouths. But, for every restoration that looks terrible, there is a possible exculpatory explanation that would make it a bad outcome. You just don’t know because you weren’t there when it all went down. For example, there’s always the possibility that the treating dentist placed a crown or bridge, realized that it was inadequate, informed the patient, and instructed them to come back in a week to have that restoration replaced with a “good” one. The patient never came back and then forgot about it completely after a couple of years. Now, it certainly looks like bad work, but it’s really a case of bad outcome, compounded by patient indifference or misunderstanding.
Your ethics codes say that,
“…when informing a patient of the status of his or her oral health, the dentist should exercise care that the comments made are truthful, informed and justifiable. There will necessarily be cases where it will be difficult to determine whether the comments made are justifiable.”
This means that dental providers must come up with scripts and phrases to use in such situations, and the phrases need to be truthful. First, describe what you see in objective terms rather than judgmental ones.
Judgmental:
“This crown was poorly done.
This is a poorly constructed bridge.
Wow! Where did you get this bridge done?”
Objective, without disparaging comments:
“The crown on tooth number 14, the first molar on your upper left side, has an open margin. We really need to replace it, because there’s a space around the gum line that is likely to allow bacteria to get inside the crown and damage the tooth. (Let me show you with this picture).”
If your patient asks why or how this happened, you can answer:
“It’s impossible for me to tell. I can tell you that at this point it’s important that we remove the crown, inspect the tooth structure underneath, and replace it.”
These conversations can be difficult, especially when patients (understandably) ask probing questions about prior services or assert that the restoration was done recently, and that they paid a significant amount of money for it. You can certainly recommend that your patient contact the previous dentist, and you could even offer to do this for them. But refrain from speculation about how that open margin came about. The Golden Rule applies here: remember that there are probably restorations out there in the world that you placed that are not working out perfectly. Think about how you would like a colleague to handle that situation.
Gross or Continual Faulty Treatment
All of this is not to infer that you should cover up for colleagues. A profession is not a group of people who circle the wagons and simply look out for each other, reflexively protecting themselves from patient criticism. Remember that the point of a profession is to use your special knowledge and skills to look after the interests of people who are vulnerable because they cannot evaluate your recommendations or treatments. In fact, ethics codes also say this about the work of colleagues:
“Dentists shall be obliged to report to the appropriate reviewing agency … instances of gross or continual faulty treatment by other dentists.”
This means that you have a professional obligation (to the public) to monitor and help manage colleagues who are practicing below the standard of care. This could include the following:
· Colleagues who have inadequate training or skills
· Colleagues who are attempting treatments that are beyond their skill set
· Colleagues experiencing a loss of skills due to medical or cognitive conditions or age-related deterioration of abilities
· Colleagues who suffer from substance abuse or addiction
Impaired Colleagues
Often dentists in the above categories do not or will not recognize their limitations, and need outside help to adjust or retire. Patients depend on professional colleagues to intervene. There are several possible actions to be taken:
1. Meet with the colleague in person and discuss your observations
2. Contact your local peer review committee for help
3. Contact the state dental board
Such interventions are mandatory. Ethics codes require some kind of appropriate action. Gossiping or grousing to colleagues without taking action is professionally inadequate and unacceptable. The ADA Code also says this:
“It is unethical for a dentist to practice while abusing controlled substances, alcohol or other chemical agents which impair the ability to practice. All dentists have an ethical obligation to urge chemically impaired colleagues to seek treatment. Dentists with first-hand knowledge that a colleague is practicing dentistry when so impaired have an ethical responsibility to report such evidence to the professional assistance committee of a dental society.”
Most, if not all, states offer diversion programs for addicted healthcare providers. California has two, one run by the dental board, the other by the California Dental Association. Diversion programs typically allow a practitioner to enter treatment and continue to practice with a license (while being monitored for compliance and sobriety).
Summary
Dentists are expected to cooperate with each other on behalf of patient welfare. This means that they accurately and objectively inform patients of their oral health status without criticizing colleagues. This constraint is not in place simply for members of the profession to protect each other, but is necessary because one never really knows what happened or why a restoration looks “bad.” That said, dentists do have a duty to act when a colleague is impaired and likely to harm future patients.

Suggested Learning Activities
1. Script Practice: Delivering Difficult News Without Disparaging a Colleague
Write two versions of how you would explain the need to replace a faulty crown to a patient:
· Version A: Disparaging, judgmental language (what not to say).
· Version B: Ethical, factual, patient-focused language that avoids speculation.
Then, reflect in 3–4 sentences:
· How does Version B help maintain professional integrity?
· How would you feel if a colleague spoke about your work like Version A?

2. Decision-Making Journal: When to Report a Colleague
Imagine you notice signs that a respected older colleague may be experiencing declining dexterity or cognitive decline. Write a 300-word journal entry answering:
· What steps would you take?
· What emotions might be involved in confronting them?
· How would you balance loyalty to your colleague vs. duty to the public?
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