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A B S T R A C T

Objective: This study aimed to identify which barriers and facilitators exist and can be

expected whenmeasuring quality of oral health care according to different stakeholders in

the Netherlands.

Methods: A total of 36 semistructured interviews were conducted with dentists, patients, uni-

versities and knowledge institutes, health insurance companies, professional dental associa-

tions, and governmental health organisations. Using qualitative content analysis, barriers and

facilitators were classified according to the frameworks of Grol and Cabana.

Results: In total 70 barrier and 53 facilitating factors were identified in the 5 domains of the

frameworks. Various stakeholders found quality measurement challenging because the

quality of oral health care is difficult to define with a lack of consensus on what constitutes

quality of oral health care. Patients mentioned that, for them, quality of oral health care is

difficult to assess. Dentists experienced a fear of being monitored and were apprehensive

of the administrative burden of quality measurement. On an organisational level, the isola-

tion of dentistry from the medical field was mentioned as a barrier. Facilitating factors

were discussing quality in a trusted environment, and developing more clinical practice

guidelines, which include meaningful quality measures.

Discussion: This study identified barriers and facilitators for measuring quality of oral

health care in the Netherlands. Findings signal the importance of achieving consensus on

the definition of quality of oral health care. Further strategy discussions about how quality

of oral health care can be made insightful in a way acceptable to all stakeholders are

needed to make progressions in quality improvement.

� 2025 The Authors. Published by Elsevier Inc. on behalf of FDI World Dental Federation.

This is an open access article under the CC BY license

(http://creativecommons.org/licenses/by/4.0/)
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Introduction

Oral diseases remain a major public health burden worldwide

and the economic impact of oral diseases is substantial.1-4 To

maximise the quality of oral health care given the fact that

resources are scarce, it is pivotal to provide routine feedback

information on the quality of oral health care. Feedback infor-

mation can help patients, health care providers, and policy

makers make well-informed choices to improve oral health

care quality. A frequently used method to provide feedback
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information is by the use of quality measures. A quality mea-

sure is a “measurable element of practice performance for

which there is evidence or consensus that it can change the

quality of health care provided”.5 These measures can be

used to provide feedback data on the structures, processes,

and outcomes of oral health care. However, thus far, data

from oral health care quality measures are not routinely col-

lected in the Netherlands.

The availability of data from reliable and meaningful

measures can contribute to a more transparent health care

system and help guide the process of decision making about

quality improvement in oral health care. Routinely collected

data can be valuable for patients to determine which care

aligns best with their needs and may help patients monitor

their health and health care pathways.6,7 For dental profes-

sionals and policy makers, comparative feedback data has

the potential to illustrate where improvements are possible

and whether the provided care is consistent with current pro-

fessional knowledge.6

In recent years, more attention has been devoted to quality

measurement and the development of quality measures. In

many parts of themedical field, qualitymeasures are now insti-

tutionalised and part of a standard practice within and across

health care systems.8 Although societal expectations towards

the quality of oral health care continue to increase and many

quality measures have been developed, the routine use of qual-

itymeasures in oral health care is not widespread.6,9,10

There may be several factors that have been obstructing

the implementation of quality measures in oral health care,

for example, barriers related to measurement, data privacy,

logistics, and stakeholder perceptions and concerns. Under-

standing these barriers is essential for making progress

towards quality improvement. It is important that percep-

tions of different stakeholders are explored, such as patients,

dentists, insurers, and dental institutes, as each group has

unique insights and concerns that must be considered to cre-

ate a feasible and acceptable approach to quality measure-

ment. Therefore, the aim of this study was to identify which

barriers and facilitators exist and are to be expected with

regard to measuring quality of oral health care according to

different stakeholders in the Netherlands. By identifying and

addressing the barriers and facilitators, tailored implementa-

tion strategies can be developed that facilitate the adoption

of quality measures, leading to a more transparent and effec-

tive oral health care system.
Methods

Setting and study design

In this study, the barriers and facilitators of oral health care

quality measurement in the Netherlands were qualitatively

explored. Semistructured interviews were conducted with indi-

viduals from 6 stakeholder groups within the Dutch oral health

field: (1) dentists, (2) patients, (3) universities and knowledge

institutes, (4) health insurance companies, (5) professional den-

tal associations, and (6) governmental health organisations and

departments. The interviews were conducted between Septem-

ber 2019 and June 2020. For this study, a waiver was obtained
from the Medical Ethical Committee of the Radboud University

Medical Center Nijmegen (file number 2019-5708).The Consoli-

dated criteria for reporting qualitative research (COREQ) were

used as a standard for reporting.11

Participants and recruitment

Dentists and patients
Purposive sampling was used to select the dentists participating

in the study. The goal was to include a group of dentists from

the Netherlands with varying characteristics with regard to age,

gender, education, location, and practice region. Dentists were

recruited by telephone or e-mail via the author’s network and

snowballing. Prior to the study a professional work-related rela-

tionship existed between 2 of the dentists and the interviewer.

One of the invited dentists refused to participate due to time

constraints. Participating patients were recruited by mail or e-

mail via dentists and via a patient panel of the Radboud Univer-

sity Medical Center. There was no personal connection between

the researchers and patients. In addition, a patient representa-

tive was invited. Similar to the dentists, purposive sampling

was usedwith respect to age, gender, and region of the patients.

For both groups, the number of persons interviewed was not

defined in advance but was dependent on data saturation,

meaning, the point at which no new information was obtained

from the interviews.12

Other stakeholders
Representatives from 4 other stakeholder groups were invited

to participate: the 4 largest health insurance companies in the

Netherlands, all 3 dental schools in the Netherlands, 1 knowl-

edge institute for oral health, the 2 professional dental associ-

ations, and 4 governmental health organisations and

departments. The representatives approached were all work-

ing on quality of oral health care within their function.

Data collection

Prior to the interviews, all participants received a letter with

information about the research aim and procedure. Written

and verbal consent for participation was obtained. At the start

of each of the interviews, it wasmentioned that the interviews

could be stopped at any moment without giving a reason. The

developed interview guide was discussed with all authors and

pilot testedwith a convenience sample of 2 patients and 2 den-

tists. The interview guide for each participant group can be

found in Appendix A. Each interviewee received questions

about quality of oral health care that focused on 4 topics: (1)

perceptions of the meaning of quality of oral health care, (2)

measuring quality of oral health care, (3) domains of quality of

oral health care, and (4) the ideal way to measure quality of

oral health care. Examples of questions were “According to

you, what constitutes quality of oral health care?,” “What

makes it difficult to measure quality of oral health care?,” and

“What could facilitate oral health care quality measurement?”.

The domains of quality of oral health care were structured on

the basis of the framework of the Institute of Medicine (IOM)

and a previous study in which a working definition for quality

of oral health care was defined.9,13 The interviews with

patients were held via telephone. The interviews with other



Table 1 – Characteristics of participating patients and den-
tists.

Characteristics of participating patients*

Variable (n = 10)

Age, y Mean (range) 54.7 (29-75)

Gender, n Women 6

Men 4

Characteristics of participating dentists

Variable (n=11)

Age, years Mean (range) 39.6 (27-65)

Gender Women 5

Men 6

Years active Mean (range in years) 19.6 (2-38)

Type of practice Solo practice 3

Group practice 4

Corporate dental chain 3

Education location ACTA, Amsterdam 2

Radboud University, Nijmegen 3

Groningen, University of

Groningen

4

Utrecht, University of Utrecht 1

Foreign universities 1

Practice region North of the Netherlands 4

Middle of the Netherlands 4

South of the Netherlands 3

* Excluding a patient representative, who was a representative of patients
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stakeholders and dentists were held face-to-face at a location

of their preference, either at the workplace of the stakeholder,

the workplace of the first author or house of the participating

dentist. First the authors AR, DD, and KS conducted 2 inter-

views per researcher. The remaining interviews were con-

ducted by the first author (AR). No repeat interviews were

carried out. The interviewers aimed for rich descriptions. The

transcripts were not returned to participants for comments or

correction but were available on request. Only the primary

researchers had access to the data.

Data analysis and rigor

The interviews were audiotaped, transcribed verbatim and

qualitatively analysed with ATLAS.ti (version 22.0.11). Field-

notes were made after the interviews. The transcripts of the

interviews were analysed using qualitative content analysis

and took into account both the direct meaning and the under-

lying meaning of the text. To enhance thoroughness and pre-

vent the risk of potential blind spots, 2 researchers (AR and DD)

read, re-read and coded the first interview of every stakeholder

group independently. The codes were compared, and discrep-

ancies were discussed until consensus was reached. Themes

and codes were derived from the data. The interviewees did

not provide feedback on the findings. Peer debriefing took place

on a biweekly basis (AR/DD/KS). In peer debriefing discussions,

the main findings, minor themes, and diverse cases were dis-

cussed. The codes were categorised according to 2 theoretical

frameworks, the frameworks of Grol14 and Cabana.15 Both

frameworks facilitate the categorisation of barriers and incen-

tives for change in evidence-based clinical practice, whichmay

help to develop effective implementation strategies. The

frameworks were combined according to previous research16,17

and the combined frameworks facilitated the classification of

potential barriers and facilitators into 5 domains: (1) factors

related to the guideline/quality measurement (2) factors related

to the dental professional, (3) factors related to the patient, (4)

factors related to the organisation/system and (5) social setting

factors (eg, colleagues of the dental professionals). The final

barriers and facilitators found were discussed inmeetings with

multiple authors (DD, KS, SL, PW, AR).

Trustworthiness

The 4 components of trustworthy qualitative research were

incorporated in the design: credibility, dependability, confirm-

ability, and transferability.18 Extensive use of quotes from

interviewees contributed to the authenticity and credibility of

the description of the barriers and facilitators, and illustrate

the consistency between data and the findings. Researcher tri-

angulation was used during the data collection and analysis.

Independent open coding and re-coding by 2 authors (AR/DD)

was used, group discussionswere held, and all researchers pro-

vided feedback on the writing process to enhance credibility

and dependability. Transferability of the data was improved by

the provision of context information and thick description.

Diversity in the backgrounds of the research team contributed

to the confirmability of the study. The first author AR (female,

PhD candidate, dental hygienist, and dental public health

researcher) was qualitatively trained. The second analysing
researcher DD is a dental public health researcher and had pre-

vious experience with qualitative research (female, PHD, asso-

ciate professor). The other researchers had a background in

public health (KS, female, PhD, postdoc), dentistry and health

economics (SL, male, PhD, professor), physical therapy (PW,

male, PhD, professor) and ethics (AO, female, PhD, assistant

professor). PW and AOwere also qualitatively trained.
Results

Participants

In total 36 interviews were conducted. The face-to-face inter-

views lasted 30 to 75 minutes, the telephone interviews with

patients lasted 20 to 40 minutes. Eleven dentists, ten patients

from across the Netherlands and a patient representative were

interviewed. For these 2 stakeholder groups, no new barrier and

facilitating topics occurred in the final 2 interviews and satura-

tion was reached. Table 1 shows the characteristics of the par-

ticipating dentists and patients. Furthermore, 14 other

stakeholders across 4 stakeholder groups participated (universi-

ties and knowledge institutes, health insurance companies,

professional dental associations, and governmental health

organisations and departments. For these groups it was not

possible to reach data saturation, since there were no similar

stakeholders to be interviewed. New data from these interviews

still emerged until the final interview.
Barriers and facilitators

Barrier and facilitating factors were grouped into overarching

topics and later categorised into the 5 domains of the
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theoretical frameworks. In total 70 barrier and 53 facilitating

factors were identified in the 5 domains. Most barriers were

found for ‘topics and factors related to the organisation/sys-

tem’ and ‘topics and factors related to the dental profes-

sional’. Overall, frequently mentioned barrier topics were

acceptance, definition, fear, data, and feedback. Frequently men-

tioned facilitating topics were related to implementation, IT

infrastructure, guidelines, and data. Table 2 provides an over-

view of all barriers and facilitators related to quality improve-

ment in oral health care according to all stakeholders. All

topics and factors were classified based on the 5 domains of

the 2 theoretical frameworks. Appendix Tables 1 to 6 provide

an overview of the barriers of each of the stakeholder groups

separately. Figure presents quotes from all stakeholders for

each of the 5 predetermined domains.

1. Barriers and facilitators related to quality measurements and

guidelines

The guideline and quality measurement barriers men-

tioned by the interviewees were related to the topics of data,

definition, quality indicators, and guidelines. Regarding data, bar-

riers mentioned were a lack of reliable data, the data was not

experienced as useful, or a lack of data availability was per-

ceived. With regards to a definition of quality of oral health

care, especially dentists and patients mentioned that quality

of oral health care is difficult to define. For example, one of

the dentists said:

Dentist 2: ‘’I really don’t know how to measure quality. Quantity

is no problem of course, but quality is very difficult to measure”.

Other stakeholders frequently mentioned that the diffi-

culty of measuring quality is due to a lack of consensus on

quality of oral health care and conflicting interest of involved

stakeholders in quality improvement initiatives. In addition,

interviewees often mentioned that quality of oral health care

is subjective or not measurable (see Figure). It was frequently

mentioned that clinical practice guidelines can foster quality

improvement through the provision of professional stand-

ards. Therefore, it was suggested that quality measurement

should be linked to clinical practice guidelines (see Figure).

Most of the interviewees pointed out that the availability and

quality of clinical practice guidelines in oral health care is

often limited and they emphasised the necessity to fre-

quently update the clinical practice guidelines to the current

professional standards. Some mentioned that clinical prac-

tice guidelines frequently lack a clear goal. For quality indica-

tors interviewees, except for patients, experienced an

absence of acceptable and valid quality indicators with a sub-

stantial evidence base.

Facilitators in the guideline and quality measurement

domain were classified as related to the topics of data, imple-

mentation, education, and guidelines. To facilitate quality mea-

surement, the majority of the interviewees mentioned that

there is a great need for the availability of data. For the data

collection, interviewees emphasised the need for objective

observations and up-to-date patient records. Some men-

tioned the necessity of benchmark data about outcomes of

care for practices with similar patient populations. Many

interviewees reported that the implementation of quality
measurement could probably count on more support if they

were implemented without judgment or sanctions:

Governmental health organization 4: “Being judged on quality

would be killing, we do not have enough insights in quality of

care. If you use sanctions, you will not get quality, people are not

going to be transparent.”

Other facilitating factors mentioned were more educa-

tional about quality measurement in dental curricula, which

could enhance a focus on quality improvement later in life,

and the development of more high-quality clinical practice

guidelines with measurable elements of care.

2. Barriers and facilitators related to the dental professional

Barrier topics mentioned related to the dental professional

were feedback, implementation, quality improvement,

patient-centeredness, patient satisfaction, regulation, accep-

tance, fear, workflow, variation, and change. Most interview-

ees, both dental professionals and other stakeholders, noted

that they thought the professional group would not be open

to feedback due to the fact they think it is either unnecessary,

have limited reflective skills, or they overestimate one’s own

abilities. The majority of interviewees mentioned that there

is a fear of being monitored or they assume that quality mea-

surement comes with a large administrative burden or addi-

tional workload (see Figure). It was also pointed out by

younger dentists and other stakeholders that older dentists

have difficulty accepting change:

Dentist 4: “I think we need to wait until the current older dentists

are retired, we need to start with quality improvement early in

the dental curricula so that people know it is part of the job. And

yes, this is not something you can arrange in the next two

years.”

Further, some mentioned that the fact that it can be an

autonomous profession could hinder the willingness to par-

ticipate in quality improvement initiatives (see Figure). Facili-

tators mentioned were mainly related to the IT

infrastructure, implementation, and a needed culture change

with regard to being susceptible to feedback. Frequently it

was mentioned that dental professionals were more likely to

participate in quality improvement initiatives if their involve-

ment was non-labor intensive due to a well-functioning IT

infrastructure. It was also noted that voluntary participation,

preferably in a trusted setting, could contribute to a wider

support for quality measurement.

3. Barriers and facilitators related to the patient

The barriers and facilitators in the domain of patient-

related topics and factors were mostly mentioned by patients

themselves. The ones related to the topic of patient satisfac-

tion focused on survey fatigue and how difficult it is for

patients to assess quality (see Figure). Some patients men-

tioned they felt that concerns regarding anonymity were a

large barrier to provide feedback about the quality of oral

health care:

Patient 7: “I feel that when you provide negative feedback after a

treatment, the dentist will probably know who the feedback is

from, it does not feel anonymous.”



Table 2 – Barriers and facilitators related to quality improvement in oral health care according to different stakeholders

Domain / topic Barrier factors Facilitating factors

Topics and factors related to measurement

and guidelines

Data Lack of reliable data The presence of data about objective

observations

Expectations that feedback data is not useful Comparable patient populations

Lack of data availability The availability of (feedback) data

Up-to-date patient records

Definition Quality is perceived as subjective

Other factors have an influence on quality of

oral health care

Quality is not measurable

Unknown influence of dentist on the health

outcome of the patient

Patient satisfaction Lack of usable patient satisfaction data

Implementation No value judgement or sanctions whenmea-

suring quality will increase willingness to

participate in quality improvement

initiatives

Accessible quality improvement information

and initiatives

Education More education about quality measurement

in dental curricula

Guidelines Lack of quality and availability of clinical

practice guidelines

Availability of clinical practice guidelines

Wide range of professional standards in clini-

cal practice guidelines

Clear care options in clinical practice guide-

lines to facilitate evidence informed deci-

sion making

Lack of a clear goal Availability of a clear goal and care plan

Guidelines change quickly over time

Quality indicators Absence/incorrect quality indicators

Limited evidence base

Topics and factors related to the dental

professional

Feedback Dental professionals not open to feedback Mindset shift to being open to feedback

Feedback believed to be unnecessary

Feedback data difficult to interpret

Absence of reflective skills of dentists

Overestimating one’s own abilities

Implementation Participation obligation Voluntary participation

Professional autonomy regarding willingness

to improve quality of care

IT infrastructure Non-labor intensive

Quality improvement Absence of intrinsic motivation of dentists

Patient centeredness Strong professional autonomy hinders com-

munication with patients and willingness

to improve quality

Patient satisfaction Information about patient satisfaction per-

ceived as unnecessary

Regulation Fear of regulations

Knowledge gap about regulations

Acceptance Resistance of the occupational group

Fear Fear of being monitored

Fear of quality indicators being used for

enforcement

Fear of quality indicators being used as a

sanction

Workflow Administrative burden

Additional workload

Additional time investment

Variation Lack of comparability of results/practices

Change Lack of adaptation to the times

Lack of acceptance of change

Lack of feeling responsible for one’s own

work due to many changes in personnel

(continued)
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Table 2. (Continued)

Domain / topic Barrier factors Facilitating factors

Continuing education Participation in (quality of oral health care

related) continuing education

Topics and factors related to the patient

Patient centeredness Lack of transparency of treatment plans and

costs

Improve transparency of treatment plans and

costs

Facilitate online comparison of experiences

with the provided care

Patient satisfaction Survey fatigue Provide simple options for patients to give

feedback

Quality difficult to assess for patients Useful questions

Lack of anonymity experienced by patients Find ways to reach younger people in patient

satisfaction surveys

Guidelines Availability of patient information

Topics and factors related to the organisa-

tion/system

Data Fear data ends up in the wrong hands Comparable on a large scale

General data protection regulation makes it

harder to gather data about quality of care

Recording use of the data

Clear data ownership

Definition Difficult to define quality of oral health care Availability of a definition

No consensus regarding the definition

Lack of a general vision of what constitutes

high quality care

Conflicting interests

Feedback Pedantic/didactic Positive feedback

Finance Costs of measuring quality Detach quality and finance

Current financing system does not promote

measuring quality

Link quality to finance

Implementation Dentistry is isolated Enthuse quality improvement among all

stakeholders

Influence of professional dental associations Acknowledgement /rewarding quality

improvement activities

Financing of quality improvement National or European implementation

Participation obligation

IT infrastructure Absence of IT infrastructure facilitating data

collection for feedback information

Presence of IT infrastructure to facilitate data

collection for feedback

Possibility central monitoring Automated systems

Checklist in electronic health records

Electronic health record filing

Link between systems

Quality components in electronic health

record software

Quality improvement Absence of quality thinking among dentists Reward quality

Warranty on delivered care

Independent quality institute

Availability of benchmark information

Feedback data for comparisons with peers

Improvement cycles

Quality vison about what needs to be done to

deliver high quality care

Education Lack of attention for quality in the curriculum Encourage quality thinking

One dental curriculum in the Netherlands

Independent policy/no conflict of interest

Patient satisfaction Digitalisation

Regulation Frequent changes Provision of clear information about

regulations

Information overload

Sole focus on hygiene as indicator for quality

Acceptance Distrust in health insurance companies and

governmental health organisations/

departments

Lack of support

(continued)
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Table 2. (Continued)

Domain / topic Barrier factors Facilitating factors

Resistance of professional associations

Lack of consensus on what constitutes good

oral health care

Quality indicators Distorted picture because of use by health

insurance companies

Variation Variation in patient characteristics

Change Frequent changes of boards and visions

Topics and factors related to the social setting

Feedback From colleagues

Implementation Start small

Discuss results in a trusted environment

Compare results with colleagues

Quality improvement Address willingness to discuss quality

improvement

Education Encourage attention for teamwork and

reflection

Communication Facilitate discussions about quality of oral

health care
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A lack of transparency about the costs of care and about

the execution of the provided care was frequently mentioned

as a barrier. Facilitating factors mentioned were the improve-

ment of transparency, the facilitation of online comparisons

of experiences with provided care, and measuring patient

satisfaction using simple and useful questions. Further it was

stressed by patients that there is a need for information writ-

ten specifically for patients in clinical practice guidelines.

4. Barriers and facilitators related to the organisation/system

Most barriers and facilitators were found for the domain

organisation and system-related topics and factors. One

main impeding implementation barrier pointed out was that

dentistry is isolated from the rest of the medical field and in

some cases also from other dentists:

Health insurance company 4: “Dentists do not like to let other

people take a look behind their curtain. They are individualists,

at least for the most part. They think; I am in my own practice

minding my own business and health insurance companies, the

health care inspectorate, and government should not interfere.”

Other noted barrier factors related to the success of imple-

mentation are the financing of quality improvement and the

strong influence of professional dental associations in the

Netherlands. For example, one of the governmental health

organisations mentioned:

Governmental health organisation 2: “It is difficult to get

consensus on outcome measures if you leave it up to den-

tal professional associations. It is crucial to detach content

related decisions from material interest groups. History proves

that if you leave it up to the professional dental associations that

is not possible.”

Other organisation and system-related factors that con-

cerned many of the interviewees were the lack of a definition

and an IT infrastructure that facilitates comparison between

practices and quality improvement. Acceptance emerged as a
topic due to a distrust in health insurance companies and

governmental health organisations and departments, a lack

of consensus on the quality of oral health care, a lack of sup-

port from various stakeholders, and more specifically several

interviewees mentioned a resistance from professional den-

tal associations. Dentists frequently mentioned that there are

too many changes in regulations and that they experience an

information overload. Concerning the financing system, it

was both mentioned as a facilitator and a barrier to detach or

link quality and the financing system of oral health care. In

general, interviewees were not satisfied with the current

financing system of oral health care, but few alternatives

were suggested. Also, opinions differed with regard to

whether or not oral health care should be covered in the basic

insurance coverage.

The main facilitators related to organisations and/or the

system concern the topics of implementation, quality

improvement, data, and IT infrastructure. Many dentists

mentioned that a great facilitator would be to enthuse quality

improvement and to acknowledge or reward quality improve-

ment. For example, dentist 8 noted:

Dentist 8: “One way to stimulate quality improvement is to

reward dentists who invest in quality improvement and perform

well. This could be a financial reward, but you could also think

about other ways of rewarding quality care.”

Dentists noted that an obligation to participate in quality

improvement initiatives would result in a counterproductive

effect. Quality improvement initiatives should start small

and focus on the intrinsic motivation of dental professionals.

Among the governmental health organisations and health

insurance companies, it was frequently mentioned that

implementation of quality improvement initiatives would

benefit from obligatory participation and should focus on

how to enthuse the dental field for quality improvement.

With regard to the IT infrastructure, almost every interviewee

mentioned that quality measurement should be made as



Figure – Illustrative quotes from various stakeholders concerning barriers and facilitators of measuring quality of oral health

care.
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simple as possible for participating dental professionals. Fac-

tors mentioned were automatic data collection, the presence

of a working IT infrastructure, a link between different elec-

tronic health record systems (EHRs) or checklists in EHRs.

5. Barriers and facilitators related to the social setting
For the social setting factors, no barrier topics emerged.

Facilitating factors were to make the topic of quality open for

discussion. Dentists and other stakeholders pointed out to

discuss quality in a trusted environment, and that quality

measurement can count on the most support when results
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are compared and discussed with colleagues (see Figure). For

the future, many interviewees mentioned it would be benefi-

cial if dental schools focus more on teamwork, reflection and

quality thinking in the dental curricula:

Dentist 6: The reflectivity of dentists is mediocre. The average

dentist my age was taught to drill in a barn or garage, since a

few years there are dentists who focus on teamwork. I think if

there would be more attention for reflection and feedback in the

dental curriculum later in their professional life they will be

more open to feedback from colleagues.”

Discussion

This is the first study to describe an in-depth analysis of

which barriers and facilitators exist for measuring quality of

oral health care according to various stakeholders in the

Netherlands. This study confirms that a lot of obstacles are to

overcome before quality measurement in the Dutch dental

field can be practically executed and is to be accepted by the

involved stakeholders. The findings of this study confirm that

quality measurement is challenging because of a lack of a

definition and consensus on what constitutes quality of oral

health care. From the perspective of the dentists, impeding

factors of quality measurement were a fear of being moni-

tored and a fear of an additional administrative burden. For

patients an important barrier exists in the difficulty to assess

quality. In addition, the necessity of more information

regarding the provided care and the costs of care were

emphasised by patients. On an organisational level it was

shown that dentistry is frequently isolated from the rest of

the medical field and sometimes also from other dentists. It

became apparent that facilitating factors for quality measure-

ment are to discuss quality of oral health care in a trusted

environment and to develop more clear clinical practice

guidelines with ready to use quality measures.

There is a willingness from all stakeholders to work on

improving the quality of oral health care in a trusted environ-

ment and with a limited impact on the administrative bur-

den. Similar to previous research in the United Kingdom, it

was frequently mentioned that younger dentists were more

open to quality measurement and feedback on their perfor-

mance than older dentists.19 The reasons for willingness to

invest in quality improvement do seem to differ. In the study

of Byrne et al.,19 in the United Kingdom, the quality measures

were perceived as a possible threat to the clinical autonomy

and business, while in this study in the Netherlands dentists

were mainly suspicious of being monitored and a possible

additional workload. In both studies, concerns were raised

with regard to being punished for poor outcomes. The setting

and manner in which feedback is delivered can greatly

impact the willingness to participate and contribute to more

quality improvement.7,20 Feedback from quality measures

can contribute to creating awareness and reflection, which

may result in a change in behavior.7,20,21 While internation-

ally it has been shown that routinely collecting data aiming

to improve the quality of oral health care is possible, thus far

this has not been the case in the Netherlands.6,22 A recent

example from the United States shows the potential of
learning and improvement towards advancing the imple-

mentation of oral health care quality measures.23 In the Neth-

erlands, the fact that there is no broad consensus on what

quality is and what to measure which seems to hinder next

steps in quality improvement. There are other studies in

which it was highlighted that a trust in the quality of the data

is essential in facilitating behavior change.24 To be able to use

quality measures for decision making measures should also

be fit for purpose and actionable.8

A strong point of this study is that many different

stakeholders were included in the study resulting in a

broad overview of attitudes towards quality measurement.

The findings of this study should also be interpreted con-

sidering some limitations. The findings of the study are

dependent on the Dutch system and contextual condi-

tions, meaning that the findings may not be generalisable

to other countries. With the use of purposive sampling,

the aim was to include participants with different views

on quality of oral health care. Possible bias may have

occurred since patients were approached by their dentists.

Firstly, it is possible that the dentists chose patients who

are more positive about the care the dentists provided.

Secondly, only patients from dentists were included, peo-

ple who do not see a dentist on a regular basis were not

included in this study. Possibly, they have a different

opinion on the quality of oral health care. Furthermore, it

is possible that the participating patients had a higher

socio-economic position resulting in a possible better oral

health and fewer negative experiences with oral health

care.25 Lastly, since oral health care in the Netherlands is

not only provided by the dentist it is worth recommending

to also include other oral health care professionals in

future initiatives. However, due to the limited time and

already large sample of interviews this was unfortunately

not possible for this study.

This study bears practical implications to overcome

barriers when measuring quality of oral health care. Next

steps towards measuring quality of oral health care in the

Netherlands should include discussions about what con-

stitutes quality of oral health care and which measures

can be agreed upon and implemented in practice. Previous

research led to a working definition and a core set of oral

health care quality measures.9,10 The working definition

could be used as a first step to achieve consensus on a

multistakeholder definition for quality of oral health care

in the Netherlands. To achieve a broad consensus, it is

important to not only take into account the perspectives

of the various stakeholders but also understand the reason

why they experience certain barriers of quality measure-

ment. Sufficient support is necessary, and measures

should be tested before use in practice. The development

of an adequate automated information system that col-

lects routinely collected feedback data based on objective

observations could contribute to reducing the administra-

tive burden and facilitate quality measurement. For the

implementation of quality measurement, it is pivotal that

dental students and dentists are familiar with feedback

data. Discussing feedback data in a small and trusted

environment could help gain support for oral health care

quality measurement.
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Conclusion

This study adds to literature by describing which barriers and

facilitators exist for measuring quality of oral health care in

the Netherlands, which may also translate to other European

countries with oral health care systems comparable to the

Netherlands. It provides insights into attitudes towards oral

health care quality measurement and which factors should

be taken into account when aiming to improve the quality of

oral health care by quality measurement. The findings signal

the importance of achieving consensus on what constitutes

quality of oral health care in the Netherlands and how to

measure quality of oral health care. A culture shift and dis-

cussions about how quality of oral health care can be made

insightful in a way acceptable to all stakeholders, are needed

to advance quality improvement.
Author contributions

Concept of design: AR, DD, KS, PW, SL; data acquisition: AR,

DD, KS; data analysis: AR, DD, AO; drafting manuscript: AR;

critical revision of the manuscript: AR, DD, KS, AO, PW, SL;

agreement for submission and to be accountable for all

aspects of the work: AR, DD, KS, AO, PW, SL.
Conflict of interest

None disclosed.
Acknowledgements

We thank all the interviewees who participated in this study.

The authors received no financial support and declare no

competing interest.
Supplementary materials

Supplementary material associated with this article can be

found in the online version at doi:10.1016/j.identj.2025.03.004.
R E F E R E N C E S
1. Watt RG, Daly B, Allison P, et al. Ending the neglect of global
oral health: time for radical action. Lancet 2019;394:261–72.

2. Kassebaum NJ, Smith AGC, Bernabe E, et al. Global, regional,
and national prevalence, incidence, and disability-adjusted
life years for oral conditions for 195 countries, 1990-2015: a
systematic analysis for the global burden of diseases, injuries,
and risk factors. J Dent Res 2017;96:380–7.

3. Listl S, Galloway J, Mossey PA, et al. Global economic impact
of dental diseases. J Dent Res 2015;94:1355–61.

4. Righolt AJ, Jevdjevic M, Marcenes W, et al. Global-, regional-,
and country-level economic impacts of dental diseases in
2015. J Dent Res 2018;97:501–7.

5. Lawrence M, Olesen F. Indicators of quality in health care. Eur
Gen Prac 1997;3:103–8.
6. Righolt AJ, Sidorenkov G, Faggion Jr CM, et al. Quality meas-
ures for dental care: a systematic review. Community Dent
Oral Epidemiol 2019;47:12–23.

7. van Overveld LFJ, Takes RP, Vijn TW, et al. Feedback preferences
of patients, professionals and health insurers in integrated head
and neck cancer care. Health Expect 2017;20:1275–88.

8. Barbazza E, Klazinga NS, Kringos DS. Exploring the actionabil-
ity of healthcare performance indicators for quality of care: a
qualitative analysis of the literature, expert opinion and user
experience. BMJ Qual Saf 2021;30:1010–20.

9. Righolt AJ, Walji MF, Feine JS, et al. An international working
definition for quality of oral healthcare. JDR Clin Trans Res
2020;5:102–6.

10. Righolt AJ, Duijster D, van der Wees PJ, et al. Dutch oral health
care quality measures: a modified Delphi study. Int Dent J
2020;70:277–86.

11. Tong A, Sainsbury P, Craig J. Consolidated criteria for report-
ing qualitative research (COREQ): a 32-item checklist for
interviews and focus groups. Int J Qual Health Care
2007;19:349–57.

12. Pope C, Ziebland S, Mays N. Qualitative research in health
care - analysing qualitative data. BMJ 2000;320:114–6.

13. Institute of Medicine (IoM), Committee on Quality of Health
Care in America. Crossing the quality chasm: a new health
system for the 21st century. Washington: National Academies
Press; 2001.

14. Grol R, Wensing M. What drives change? Barriers to and
incentives for achieving evidence-based practice. Med J Aus-
tralia 2004;180:S57–60.

15. Cabana MD, Rand CS, Powe NR, et al. Why don’t physicians
follow clinical practice guidelines? A framework for improve-
ment. Jama 1999;282:1458–65.

16. Woiski MD, Belfroid E, Liefers J, et al. Influencing factors for
high quality care on postpartum haemorrhage in the Nether-
lands: patient and professional perspectives. BMC Pregnancy
Childbirth 2015;15:272.

17. Stienen JJ, Ottevanger PB, Wennekes L, et al. Delivering high-
quality care to patients with a non-Hodgkin’s lymphoma: bar-
riers perceived by patients and physicians. Neth J Med
2014;72:41–8.

18. Guba EG, Lincoln YS. Effective evaluation: Improving the use-
fulness of evaluation results through responsive and natural-
istic approaches. Hoboken, New Jersey, United States: Jossey-
Bass; 1981.

19. Byrne MJ. Defining and measuring quality in primary dental
care. Thesis. 2021. Manchester, United Kingdom: Manchester:
University of Manchester.

20. Ivers N, Jamtvedt G, Flottorp S, et al. Audit and feedback:
effects on professional practice and healthcare outcomes.
Cochrane Database Syst Rev 2012:CD000259.

21. Bowles EJA, Geller BM. Best ways to provide feedback to radi-
ologists on mammography performance. Am J Roentgenol
2009;193:157–64.

22. ADA DQA. Improvement initiatives. DQA State Oral Health-
care Quality Dashboard 2023 [Accessed 8 September 2023].
Available from: https://www.ada.org/resources/research/
dental-quality-alliance/dqa-improvement-initiatives.

23. ADA DQA. Implementing the latest standards. 2023 [Accessed
27 March 2025.] Available from: https://www.ada.org/resour-
ces/research/dental-quality-alliance/dqa-dental-quality-
measures.

24. van der Veer SN, de Keizer NF, Ravelli AC, et al. Improving
quality of care. A systematic review on howmedical registries
provide information feedback to health care providers. Int J
Med Inform 2010;79:305–23.

25. Guarnizo-Herre~no CC, Scholes S, Heilmann, et al., et al. Dental
attendance and behavioural pathways to adult oral health
inequalities. J Epidemiol Community Health 2021;75:1063–9.

https://doi.org/10.1016/j.identj.2025.03.004
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0001
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0001
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0002
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0002
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0002
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0002
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0002
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0003
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0003
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0004
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0004
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0004
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0005
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0005
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0006
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0006
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0006
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0007
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0007
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0007
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0008
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0008
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0008
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0008
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0009
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0009
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0009
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0010
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0010
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0010
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0011
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0011
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0011
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0011
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0012
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0012
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0013
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0013
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0013
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0013
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0014
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0014
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0014
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0015
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0015
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0015
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0015
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0016
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0016
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0016
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0016
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0017
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0017
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0017
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0017
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0017
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0018
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0018
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0018
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0018
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0020
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0020
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0020
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0021
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0021
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0021
https://www.ada.org/resources/research/dental-quality-alliance/dqa-improvement-initiatives
https://www.ada.org/resources/research/dental-quality-alliance/dqa-improvement-initiatives
https://www.ada.org/resources/research/dental-quality-alliance/dqa-dental-quality-measures
https://www.ada.org/resources/research/dental-quality-alliance/dqa-dental-quality-measures
https://www.ada.org/resources/research/dental-quality-alliance/dqa-dental-quality-measures
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0024
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0024
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0024
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0024
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0025
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0025
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0025
http://refhub.elsevier.com/S0020-6539(25)00075-9/sbref0025

	Stakeholders´ Perspectives on Quality Measurement of Oral Health Care in the Netherlands: A Qualitative Study
	Introduction
	Methods
	Setting and study design
	Participants and recruitment
	Dentists and patients
	Other stakeholders

	Data collection
	Data analysis and rigor
	Trustworthiness

	Results
	Participants
	Barriers and facilitators

	Discussion
	Conclusion
	Author contributions
	Conflict of interest
	Acknowledgements
	Supplementary materials
	REFERENCES



