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Introduction

In today’s health care envi-
ronment, medical professionals 
increasingly utilize interdisci-
plinary collaboration to reach 
optimal decisions regarding pa-
tient care. Collaborative health 
care teams are part of patient 
care in most medical settings.1 
A work environment support-
ive of collaboration better en-
sures positive outcomes for pa-
tient care.2-4 Recent scientific 
studies show strong correla-
tions between oral and system-
ic disease,5-8 indicating a need 
for increased collaboration be-
tween the medical and dental 
professions. Interdisciplinary 
collaboration between medi-
cal and dental professionals is 
emerging as a critical compo-
nent to effective patient care.3 

Consider a case when the 
dental hygienist finds a suspi-
cious lesion on the soft palate 
of a patient. The patient is re-
ferred to an oral surgeon by his 
general dentist and subsequent-
ly diagnosed with oral cancer. 
The collaborative team may 
consist of the medical oncolo-
gist, radiologist, oral surgeon, 
social worker, dentist, and den-
tal hygienist. All of these pro-
fessionals will work together 
collaboratively to make the 
best decisions regarding treat-
ment for the patient. 

In recent years, diabetes,5,6 
cardiovascular disease,9,6 pre-
term, low-birth-weight ba-
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bies,7,8,10,11 and certain respiratory 
diseases12 have been linked to the 
inflammation caused by periodontal 
disease.13 These correlations place 
the dental hygienist in a unique 
position within the interdisciplin-
ary team, as it is often his/her role 
to initiate communication within 
the dental team and with the medi-
cal office concerning the care of the 
patient. Of all the dental team mem-
bers, dental hygienists regularly 
spend the most time with patients, 
updating the medical history and 
listening to patients’ descriptions of 
their medical conditions. 

The dental hygienist’s assessment 
is an important piece of patient care 
as well as potential interdisciplinary 
collaboration. While the role of the 
dental hygienist in interdisciplinary 
health care collaborations deserves 
inquiry, it has not been studied. 

Before defining the role of dental 
hygienists in interdisciplinary col-
laboration, it is important to investi-
gate their current practice regarding 
interdisciplinary collaboration. This 
small exploratory study will pro-
vide a starting point for elucidating 
the role of the dental hygienist in 
interdisciplinary collaboration, dis-
covering barriers to collaborative 
efforts and communication skills 
perceived as necessary for effective 
collaboration.

Review of the Literature

What Is Collaboration?

Collaboration is defined as both 
a process of interaction and an out-
come of decision making.14,15 Col-
laborative process includes open 
communication between parties, al-
lowing for constructive exploration 
of differences in search of workable 
solutions.14,16 A collaborative proj-
ect ultimately brings members from 
multiple disciplines or fields of 
knowledge to collectively engage 
in critical thinking for the purpose 
of meeting a goal. Through collab-
orative interaction, individuals with 

different competencies and skill sets 
can combine knowledge and expe-
rience to create outcomes and an-
swers that no one individual could 
accomplish alone.17 Collaborative 
process centrally involves attributes 
of a democratically oriented flow of 
communication transactions; this 
process involves a sharing of in-
formation that is beneficial to the 
outcome goals of the group.18 As an 
outcome, collaboration is defined 
as how decisions are made within 
a group. Collaborative decision-
making can be measured by shared 
power, collective responsibility and 
meaningful opportunities for input 
by group members.15 An exchange 
of information occurs, leading to 
completion or closure of the col-
laborative problem.19 Optimally, the 
opinions of all are respected, and 
individual biases are secondary to 
the goals of the group.20 For the pur-
pose of this study, interdisciplinary 
is defined as 2 or more academic or 
professional disciplines, coming to-
gether to engage in the process and 
outcomes of collaboration. Interdis-
ciplinary can also be referred to as 
interprofessional, multidisciplinary 
or cross-disciplinary and cross- 
professional.21,22 These various syn-
onyms are used interchangeably 
within the literature.

Competence, Roles and 
Goals within Collaboration

Individual members of an effec-
tive collaborative team need to be 
competent in their fields of knowl-
edge and display critical-thinking 
skills.23,24 The collaborative team 
needs members with skill, knowl-
edge and the expertise from their 
disciplines coupled with a willing-
ness and ability to share.17 Clear 
roles and responsibilities are also 
important to effective collaboration. 
Team members need to understand 
clearly their designated responsi-
bilities and roles. Often, individuals 
within groups will self-organize ac-
cording to their own specialties and 

interests.23,24 Leadership and facili-
tation are roles that can contribute 
to the success or failure of the col-
laboration.3,25 Standard professional 
roles are learned through education 
and the setting in which professional 
training is accomplished.21,22,26 For 
example, dental hygienists trained 
in a dental school setting often have 
the opportunity to collaborate with 
dental students regarding patient 
care. Collaborative efforts then be-
come part of the learning process. 
Collaborative team members must 
have constructive conversations 
about each other’s roles within the 
group in order to understand their 
role within the team. A shared un-
derstood goal is an essential com-
ponent of successful collaboration 
and is the first step in a collaborative 
process.14 There must be a common 
definition of the problem, and a com-
mitment to collaborate for a desired 
outcome. Cooperative goals mutu-
ally benefit the group and the indi-
viduals within the group.24 In dental/
medical interactions, the common 
shared goal is optimal patient care. 
Strategic collaborative members are 
individuals respected by their peers 
who understand their roles and re-
sponsibilities and are committed to 
the shared understood goals of the 
group. Willingness to participate, 
positive attitudes towards commu-
nication, effective communication 
skills, and hard work are individual 
contributions important to realizing 
collaborative goals.3,27

Collaborative Practice Model 

The collaborative practice model 
is taught as one of the foundations 
of dental hygiene practice. This 
model teaches that dentists and 
dental hygienists work together, 
each offering professional expertise 
to reach the goal of optimal patient 
care.28,29 The relationship should be 
one of co-therapists,30 each with 
unique and differing roles. In the 
collaborative practice model, the 
dental hygienist is viewed as the 
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expert in oral health interventions, 
dental hygiene treatment planning, 
and evaluation.30 Today, many state 
practice acts allow dental hygienists 
to work collaboratively with den-
tists in nontraditional facilities and 
in under-accessed populations. Col-
laborative models today include, 
but are not limited to, collaborative 
practice agreements (MN, NM), 
public health endorsements (NV, 
ME), limited access permits (OR) 
and alternative practice hygienists 
(CA).31

Increasingly, dental team mem-
bers need to communicate with 
medical professionals concerning 
shared patients.32,33 Thus, the col-
laborative model that is taught in 
the dental hygiene curriculum, and 
often is at work between the dentist 
and dental hygienist, needs to be 
expanded to include communica-
tion with other medical specialists. 
The growing need for interdisci-
plinary collaboration is driven by 
the current science connecting oral 
and systemic diseases, providing 
new concerns for the whole health 
of the patient. 

Interdisciplinary Education

Increasing shared learning experi-
ences between professions in health 
care education is a way to advance 
interdisciplinary collaboration.1 
Curran et al reported on a study of 
interdisciplinary teams working 
together in education. Health care 
students from medicine, nursing 
and pharmacology concluded that 
continuous exposure to other pro-
fessions leads to improved attitudes 
towards teamwork and a better un-
derstanding of what differing pro-
fessions offer to the collaboration.2 
At Georgetown University, students 
and faculty in medicine and nursing 
have developed an interdisciplinary 
curriculum in clinical ethics. The 
goal is to bring students together 
collaboratively in order to prepare 
future clinicians for the realities of 
practice. Clinical decision making 

and patient care are increasingly 
collaborative endeavors dependent 
on multiple disciplines working to-
gether.34 Rafter et al35 reviewed cur-
rent literature on interprofessional 
education and conducted a prelimi-
nary survey of 7 academic health 
centers. They concluded that top-
ics such as ethics, communication 
skills, and evidenced-based practice 
could effectively be taught in an in-
terprofessional setting.

Currently, some academic health 
centers are attempting to develop in-
terprofessional education programs. 
At Oregon Health Sciences Uni-
versity, an Interprofessional Ethics 
Education Team is being co-chaired 
by the associate dean of the dental 
school and an MD at the university 
hospital. The goal of this team is 
to educate multiple specialties on 
professionalism and ethics of care. 
Collaboration is emphasized in this 
setting.36 In other studies, dental 
and medical students report a posi-
tive attitude towards interprofes-
sional education, yet they have little 
concept of collaborative teamwork 
between the two disciplines nor the 
roles of each other to achieve it.36,37 
In a 2007 national study of dental 
hygiene program directors, 99% 
agreed that dental hygienists will 
play an increasing role in collabora-
tive endeavors concerning patients 
with periodontal and systemic dis-
ease connections, yet only 4% re-
port teaching periodontal disease 
curriculum content with other al-
lied health professionals.39 Clearly, 
there is much work to be done in 
this area.

Interdisciplinary education can 
help promote mutual respect and 
trust in the competence of others 
and decrease barriers such as status 
posturing and self-preservation.40 

Students in medicine, nursing, phar-
macy and dentistry need to learn to 
work together as a team in order 
to provide efficient, high-quality 
patient care. The changing face of 
medicine with increased patient ex-
pectations, the growing complexity 
of medical care, and the developing 

science of discovery require the col-
laborative expertise of many disci-
plines working together,3,41 includ-
ing dentistry, dental hygiene, and 
medicine.

The purpose of this study was to 
determine 1) how dental hygienists 
view their role in interdisciplin-
ary collaboration within their pro-
fessional setting; 2) what barriers 
dental hygienists face in becoming 
an active participant in interdisci-
plinary collaboration; and, 3) com-
munication skills dental hygienists 
perceive as being important to inter-
disciplinary communication.

Methods 

A 45-item, quantitative survey in-
strument was designed and utilized 
for this study. The survey consisted 
of 5 sections: foundation questions, 
roles, barriers, communication skills 
and demographics. Section 1 in-
cluded 14 Likert scale questions that 
address current interdisciplinary 
practices. For example, “I have ex-
perienced interdisciplinary collabo-
ration in patient care.” And, “I am 
more confident collaborating with 
dental professionals than with medi-
cal professionals.” 

The second section was divided 
into 2 parts. Part 1 consisted of 10 
Likert scale questions focusing spe-
cifically on issues of leadership, 
value and respect when collaborat-
ing. For example, “I initiate com-
munication between my workplace 
and other dental specialists, regard-
ing patient care.” Part 2 asked re-
spondents to rank roles fulfilled in 
patient care, such as clinician and 
patient educator.

The third and fourth sections 
focused on perceived barriers to 
becoming an active voice, and 
communication skills needed to 
better participate in interdisciplin-
ary collaboration. Both the barriers 
and communication sections asked 
participants to check all items that 
applied to them. Barrier choices 
included items such as insufficient 
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time, being taken seriously, and insufficient knowledge 
of medical diseases/conditions. Communication skills 
important for interdisciplinary participation included 
listening, leadership, and speaking skills. The com-
munication section also asked participants if they had 
previous communication training and if so, where the 
training took place. The final section consisted of de-
mographic questions. 

After approval from Oregon State University’s In-
ternal Review Board (IRB), the survey was pilot tested 
with 8 Oregon dental hygienists with diverse educa-
tional and practice backgrounds. Comments and sug-
gestions for changes were incorporated into the final 
survey instrument. No additional review was required.

The survey sample was cross-sectional, voluntary, 
and non-random. It consisted of dental hygienists reg-
istered to practice within the state of Oregon. One hun-
dred seventy-two surveys were distributed, at 2 sepa-
rate dental hygiene meetings, 1 statewide and 1 local. 
After data were collected, surveys were numbered and 
results were manually entered into a spreadsheet. All 
statistical analyses were performed using the data anal-
ysis tools in Microsoft Excel version 11.2.42 Statistical 
analyses included generating descriptive statistics and 
histograms for all responses. Data were analyzed using 
nonparametric correlation analysis: specifically, Spear-
man’s rank correlation analysis was used to investigate 
correlations between appropriate variables, determin-
ing positive or negative relationships and the relative 
strength of those relationships.

Results

A total of 103 surveys were completed and returned 
for a response rate of 60%.

Demographics 

Survey respondents generally work in urban and 
suburban areas. The majority of respondents (68%) 
live in the northwest corner of Oregon. The surveys 
were distributed at 2 meetings, both in northwest ur-
ban settings. This would account for the lower number 
of respondents from rural practice areas and from dif-
fering parts of the state. Respondents overwhelmingly 
answered clinician (77%) when asked about their pri-
mary work responsibility. Private practice was the pri-
mary type of work setting reported (67%), followed by 
dental HMO, education and independent practice, each 
with 10%. Respondents reported a fairly equitable dis-
tribution of years in practice, 0-10 years (38%), 10-25 
years (35%), and 25+ years (27%). Almost one half of 
study participants hold bachelor’s degrees (48%). Over 
one third has associates degrees and almost 1 in 8 has 

earned a master’s degree. Finally, over two thirds of 
respondents are members of the American Dental Hy-
gienists’ Association (ADHA).

The Dental Hygienist’s Role in 
Interdisciplinary Collaboration

Respondents were asked multiple questions address-
ing their perceptions of their role in interdisciplinary 
collaboration. Aspects of role include experience, im-
portance, leadership, knowledge utilization, and future 
(Table 1). Three items generated mean scores above 4, 
or reasonably strong agreement. Hygienists noted the 
importance of interdisciplinary collaboration, the fu-
ture of interdisciplinary collaboration and knowledge 
utilized as key factors. Respondents agreed that the role 
of the dental hygienist is important in interdisciplinary 
collaboration even though they only occasionally have 
experienced it in daily practice. They concur that their 
knowledge is utilized when they engage in interdisci-
plinary collaboration and that the dental hygienist will 
have a greater role in collaboration in the future. The 
lowest ranked variable is experience in interdisciplin-
ary collaboration, although the collective response in-
dicates a modest degree of agreement. 

Primary Role Perceptions in the Workplace

Respondents were asked to rank the role of the den-
tal hygienist, in order of importance to them, in their 
working practice. The role choices were patient advo-
cate, patient educator, clinician, treatment coordinator, 
and communication facilitator. This role ranking was 
undertaken both in light of their current practice and 
what they foresee for the future (Table 2). More than 
half of survey participants identified clinician as the 

Table 1. Perceptions of the Dental 
Hygienist’s Role in Interdisciplinary 
Collaboration (IC) (n=103)
Role Factors X

Mean
S.D.

Standard 
Deviation

I have experience in IC 3.27 0.98

My knowledge is utilized in IC 4.2 0.73

The role of the dental hygienist is 
important in IC

4.58 0.55

The dental hygienist will have a 
greater role in IC in the future

4.42 0.70

I take a leadership role in IC 
within my work setting

3.82 0.98
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most important role (54%). The role ranked as least im-
portant was treatment coordinator (6%). The role iden-
tified as increasing the most in the future was patient 
advocate, from 7% to 17%. However, clinician still 
ranks as most important in the future (39%) and com-
munication facilitator (7%) and treatment coordinator 
(6%) rank last.

Barriers

Respondents were asked, “What barriers or obsta-
cles does the dental hygienist face in becoming an ac-
tive voice in interdisciplinary collaboration regarding 
patient care?” They were asked to check all that ap-
plied to them. The top 4 barriers reported were insuf-
ficient time (72%), willingness of other professionals 
to collaborate (67%), need more professional freedom 
(51%), and insufficient knowledge of medical diseases 
(50%) (Table 3). 

Communication Skills

Respondents were asked, “What communication 
skills are important to learn to better participate in inter-
disciplinary collaboration?” They were asked to check 
all that applied. Survey respondents marked speaking 
skills, listening skills, leadership skills, working effec-
tively with teams, dealing with difficult people, power 
and influence strategies and motivation and persuasion 
strategies at 58% and above. Negotiation (43%) was 
the only communication variable marked in less than 
half the surveys (Table 4). The majority of respondents 
(62%) have had some communication skills training. 
Forty-one percent report that communication train-
ing happens at the college (23%) and university level 
(18%), as part of the dental hygiene general education 

curriculum, while only 6% report receiving communi-
cation training from a professional organization. 

Correlations

Correlation analysis was performed on a number of 
variables. Having experience in interdisciplinary col-
laboration relates positively to the importance of the 
dental hygienist’s role (r=0.345, p<0.000), and to taking 
a leadership role in collaboration (r=0.429, p<0.000). 
Perceiving collaboration as important is also positively 

Table 2. Reported Roles of the 
Individual Dental Hygienist, Now, and 
in the Future (n=83)
Roles: 
Individual

Present Future

Frequency % Frequency %

Clinician 45 54% 32 39%

Patient 
Educator

22 27% 26 31%

Patient 
Advocate

6 7% 14 17%

Communication 
Facilitator

5 6% 6 7%

Treatment 
Coordinator

5 6% 5 6%

Table 3. Barriers to Interdisciplinary 
Collaboration (n=103)
Barrier Yes

% (#)
No

% (#)

Insufficient time 72% (74) 28% (29)

Willingness of other 
professionals to collaborate

67% (69) 33% (34)

Need more professional freedom 51% (53) 49% (50)

Insufficient knowledge of medical 
diseases

50% (51) 50% (52)

I won’t be taken seriously 42% (43) 58% (60)

Unsupportive work environment 41% (42) 59% (61)

Lack of confidence in using 
professional language

39% (40) 61% (63)

Insufficient education 29% (30) 71% (73)

Unable to identify correct contact 
person

18% (19) 82% (84)

It is not my job 14% (14) 86% (89)

Insufficient knowledge of dental 
diseases

13% (13) 87% (90)

Other 12% (12) 88% (91)

Table 4. Communication Skills 
Necessary for Interdisciplinary 
Collaboration (n =103)
Communication Skill Yes No

% (#)

Speaking skills 79% (81) 21% (22)

Listening skills 72% (74) 28% (29)

Leadership skills 66% (68) 34% (35)

Effectively working in teams 64% (66) 36% (37)

Dealing w/difficult people 61% (63) 39% (40)

Power/Influence strategies 60% (62) 40% (41)

Motivation/Persuasion 58% (60) 42% (43)

Negotiation 43% (44) 57% (59)
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correlated to taking a leadership 
role in interdisciplinary collabora-
tion (r=0.306, p<0.002).

Correlation analysis was per-
formed on collaboration factors 
between medical and dental pro-
fessionals. One hypothesis exam-
ined was that the number of years a 
hygienist has practiced would cor-
relate positively with experience 
and confidence in interdisciplinary 
collaboration. The findings of this 
study do not support that hypoth-
esis. In this study, years in practice 
did not predict levels of experience, 
feeling respected, or having confi-
dence in collaboration with medical 
or dental professionals. Another hy-
pothesis was that the level of educa-
tion would positively compare with 
self-confidence and experience in 
collaboration. This hypothesis was 
also not substantiated.

Discussion 

This exploratory study revealed 
perceptions dental hygienists hold 
concerning their role in interdisci-
plinary collaboration. The 2 highest 
scoring factors are the importance 
of the dental hygienist’s role in in-
terdisciplinary collaboration and 
having a greater role in the future 
with interdisciplinary collaboration. 
Those who believe their role is im-
portant are more likely to initiate or 
engage in the experience of collabo-
rating with other health care profes-
sionals and are more likely to take a 
leadership role in collaboration. Re-
sults of the study show that experi-
ence in interdisciplinary collabora-
tion is the best predictor for positive 
responses to collaboration. Howev-
er, experience was the lowest ranked 
variable. Dental hygienists need to 
use their clinical knowledge of oral 
disease to communicate with their 
patients’ medical providers when 
necessary. Literature states that col-
laborative team members need to 
recognize the unique contribution 
each profession offers to the pro-
cess.1,21 Therefore, dental hygienists 

need to perceive their role as impor-
tant in order to be valuable in the 
collaborative process. Respondents 
overwhelmingly view their role as 
that of clinician both now and in 
the future. Discovering how to bet-
ter facilitate interdisciplinary col-
laboration within the clinical role is 
important to the dental hygienist’s 
increasing role in it. 

Findings indicate there are 2 pri-
mary reasons dental hygienists are 
not more proactive in initiating and 
leading collaborative efforts. First, 
they lack sufficient time during 
dental hygiene appointments, and 
second, interdisciplinary collabora-
tion is not a conventional role. Re-
garding conventional roles, the pro-
fession of dental hygiene emerged 
from the historical model of a tra-
ditional, dominant patriarchal male 
dentist and a subservient female 
hygienist in a helper or auxiliary 
role.43 Even today, hygienists are re-
ferred to as auxiliary to the dentists. 
While the dental workplace culture 
is beginning to develop more gen-
der equality, a strong patriarchal 
attitude still exists in many dental 
practice settings. 

Respondents report higher lev-
els of confidence, experience, and 
feeling respected when collaborat-
ing with dental professionals as 
compared to medical professionals. 
This may reflect the fact that the 
dental hygienist works in dental set-
tings and is more comfortable and 
understands better how the profes-
sion of dentistry functions. Dental 
hygienists collaborate with dental 
professionals during their clinical 
education; however, they do not of-
ten have opportunity to collaborate 
with medical professionals during 
training. Dental hygienists would 
benefit from receiving education 
and clinical training in interdisci-
plinary academic and health care 
facilities with opportunities to col-
laborate with medical professionals 
on individual patients. Respondents 
reported a high level of competency 
in knowledge of dental diseases 
(87%); however, half of all respon-

dents feel they have insufficient 
knowledge of medical diseases. 
Feeling comfortable with medical 
diseases and the appropriate lan-
guage or cultural protocol in medi-
cine will greatly enhance dental hy-
gienists’ experience in collaboration 
with medical professionals.

 Insufficient time, unwillingness 
of other professionals to collabo-
rate, and need for more professional 
freedom are the top 3 barriers re-
ported. These barriers are not in di-
rect control of the individual dental 
hygienist, but rather involve work-
place expectations and behaviors of 
others. Having insufficient time may 
limit the willingness of the dental 
hygienist to attempt collaboration 
with other providers. Willingness 
of others to collaborate is a variable 
controlled by all individual dental 
and medical team members. If other 
medical and dental personnel do not 
see value in working together with 
dental hygienists, collaboration will 
not occur. Interdisciplinary educa-
tion seeks to address this barrier by 
training medical and dental profes-
sionals about the benefits of col-
laborating with other disciplines.35 
Finally, needing more professional 
freedom is an issue that ADHA is 
addressing through education and 
legislation. 

Barriers the individual dental hy-
gienist controls include insufficient 
knowledge of medical diseases and 
lack of confidence using profes-
sional language. The dental hygien-
ist can attend continuing education 
courses and read peer-reviewed 
journals to gain familiarity with 
medical terms and to increase their 
vocabulary skills in the correct lan-
guage to use and the proper ques-
tions to ask.

Respondents identify training in 
nearly every communication skill as 
highly important, with percentages 
from 58% (motivation and persua-
sion strategies), to 79% (speak-
ing skills). This high response rate 
speaks to an enormous need for 
education in communication skills. 
Oral and written communication 
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education is part of the general edu-
cation required for dental hygien-
ists by the Commission on Dental 
Accreditation; however, most den-
tal hygiene programs require only 
3 credit hours in these subjects.44 
The need for education in speak-
ing (79%) and listening (72%) 
proficiencies are the top 2 commu-
nication skills identified by respon-
dents. Because their daily practice 
involves much more than technical 
skills, dental hygienists see a great 
need for communication education. 
A competent dental hygienist can 
motivate, educate, and build rela-
tionships with patients. She/he can 
present a case for referral to other 
dental specialists and often is ex-
pected to take a leadership role in 
office activities. All of these respon-
sibilities are enhanced by excellent 
communication skills. 

Limitations of this research 
project include sample size, demo-
graphic questions and the research-
er’s association with participants. 
The generalizability of this study is 
limited because of the small sample 
size and the demographic charac-
teristics of the sample population. 
Due to time and access limitations, 
a random, stratified sample was dif-
ficult to obtain. The cross-sectional 
convenience sample of participants 
numbered 172 with a response rate 
of 60%, N=103. The total number 
of registered dental hygienists in 
Oregon is 2,593 (Oregon Board of 
Dentistry, 2007, personal telephone 
conversation). Therefore less than 
5% of the dental hygienists in Ore-
gon answered the survey. In the de-
mographic section, educator and in-
dependent practice categories were 
omitted from the choices for area 
of primary practice. This oversight 

was recognized when 6 respon-
dents wrote in educator and 5 wrote 
in independent practice. Finally, a 
limitation may exist regarding the 
researcher’s association with re-
spondents. At both events where the 
survey was presented and partici-
pants were solicited, many dental 
hygienists knew the researcher on 
a personal and professional level. 
While this may have been a limi-
tation, actions were clearly taken 
to receive unbiased, voluntary and 
honest results from respondents. 
First, the researcher was physically 
present at both meetings, available 
to answer any question or concerns 
about the study. Second, all respons-
es were voluntary and anonymous. 
A clear explanation was given of 
the research goals, and there was 
no direct benefit given to those who 
chose to respond. Nevertheless, the 
limitations of this study make it dif-
ficult to generalize to larger popu-
lations of dental hygienists. The 
intent is to initiate a discussion of 
the dental hygienist’s role in inter-
disciplinary collaboration.

Further research is needed to de-
termine how interdisciplinary col-
laboration fits with the role of cli-
nician. If no change is expected in 
the primary role of clinician, where 
will the increased collaboration be 
evidenced? Studies focusing on the 
expected roles of different medical 
and dental professionals within col-
laborative efforts will be useful in 
expanding participation of dental 
hygienists. Continued research into 
the patient care benefits derived 
from dental and medical clinicians 
who have been educated in an in-
terdisciplinary model of care will be 
beneficial to advance further inter-
disciplinary education efforts.

Conclusion

In light of the findings of this 
exploratory study, the following 
conclusions are made. Interdisci-
plinary education needs to become 
the expected standard in dental and 
medical education. Learning to col-
laborate in the educational environ-
ment will translate to the practice 
setting, allowing the hygienist more 
opportunity and experience in col-
laboration. Increased communica-
tion education in accredited dental 
hygiene programs should be pro-
moted concurrently with continuing 
education courses in multiple areas 
of communication. Continued edu-
cation in medical conditions that 
have a strong correlation to dental 
disease such as diabetes, cardiovas-
cular disease, and pregnancy may 
increase dental hygienists’ knowl-
edge and consequently increase 
their confidence in collaboration. If 
the dental hygienist is to be a key 
player in interdisciplinary collabo-
ration, changes in expectations and 
time management strategies of the 
individual hygienist and her or his 
employer entities will be essential.
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