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FOREWORD

There’s a very common challenge that we all face, at work and at home, when it comes to encouraging behavior change in other people: we might want them to do this or that, we might encourage, request, ask, implore, beg, or instruct, but in the end, only they can change their behavior; we can’t do it for them. Then there’s our own behavior change, and the struggles we all know about when we try to change ourselves. What has helped us? If we were a patient, what would we find useful and not so helpful?

These questions arise every day in dental practice, and you will recognize the common patterns in the reports of practitioners across the board:

“I just wish he would look after his gums better”.

“If only he could see what I can see. There’s trouble coming.”

“If he doesn’t do his side of the bargain, it’s tough for me to do mine.”

“Smoking: well, it’ s just a problem, and I don’t know how many times I have told them that it’ s a good plan to quit.”

The problem is, people don’t just change their behavior because someone else gives them information that this will be a good idea. You can’t instill motivation to change into someone else!

One of the challenges we must face is that motivation to change is not a black- white phenomenon, but something that comes in degrees, with most people feeling ambivalent about change. They can see reasons to change and they can also see reasons not to change. This makes them quite sensitive to how they are spoken to, and this is where something like Motivational Interviewing can be of help. If you try to persuade people who are feeling ambivalent that they might, should, or could change, their natural inclination is to give voice to the counterargument, why they can’t change. This “resistant” reaction is not just their fault; it’s partly to do with how you approach the conversation. Put bluntly, it’s better if they, rather than you, say why and how they could change.

This book is the first of its kind to take these observations and ideas into the world of everyday dental practice. It’s full of useful suggestions and things to try out, and most important, it’s a resource book for students and practitioners in every field of dental care. Learn how to handle these sometimes tricky conversations about behavior change, and your consultations will feel less frustrating and much more rewarding. Evidence about effectiveness is emerging, and this book could also provide the inspiration for researchers in the years to come.

I wish the authors and particularly those practitioners out there good luck and happier consultations.

Stephen Rollnick

Professor of Health Care Communication

Department of Primary Care and Public Health

Cardiff University, Wales, UK





PREFACE

Following the publication of the chapter on Motivational Interviewing in the fifth edition of Jan Lindhe’ s textbook on Clinical Periodontology and Implant Dentistry, we felt highly inspired to expand the topic of health behavior change within the dental profession. In agreement with the publisher, a new book was to be written specifically designed for dental clinicians as a tool to enable and facilitate the implementation of health behavior change counselling in their everyday patient care.

In order to meet this goal, a multi- disciplinary team of co- authors was carefully selected. We are proud that our book reflects a unique collaboration between dental clinicians and health behavior change psychologists. Countless meetings, phone calls, and e- mails between the co- authors, over the past 3 years, have enabled the creation of the work presented here. Compared to common textbooks in the dental field, the content of this book presents and elaborates a different philosophy of patient care for clinicians. While the book focuses on patient behavior change, it carries the potential to change the dental professional as well —for example, by changing the clinicians’ approach from “asking closed questions” to “asking open questions” or from “giving instructions to the patient” to “actively listening to the patient’ s needs.”

The reader will notice that most chapters have been created and edited as a team effort. As a result of this close collaboration and exchange amongst all the authors, we have been able to formulate and present a concept of health behavior change counselling compatible with the dental setting.

As we reflect on the journey taken to prepare this book, the influence and time invested by our many colleagues and mentors, too numerous to name, who have played a role in our development as dental professionals is greatly appreciated. There is one person, Klaus Lang, who cannot remain unnamed due to the unparalleled impact he has had on each of us as a committed guide in our professional careers.

We would also like to specifically acknowledge the support of Steve Rollnick, who always made himself available for thought- provoking discussions. We are deeply grateful to Bob Suvan and Angela Fundak for providing candid criticism and insightful suggestions based on their diligent proofreading of numerous drafts. In addition, we express our sincere appreciation to our families for their unending support and encouragement. Finally, we would like to express our gratitude to Sophia Joyce from Wiley Blackwell for her constructive assistance and patience in allowing us the time necessary to complete this endeavor.

Christoph A. Ramseier

Jean E. Suvan
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CHAPTER 1

INTRODUCTION TO HEALTH BEHAVIOR CHANGE FOR THE DENTAL PRACTICE

Christoph A. Ramseier, Jean Suvan, Angela Fundak, and Philip S. Richards

HEALTH CARE IN THE TWENTY- FIRST CENTURY

Health professionals working in this century are presented with a unique combination of patient care scenarios. The unprecedented advances in the development of scientific knowledge, means of knowledge dissemination, clinical skills application, public health initiatives, and workforce diversity are well recognized in today’ s health care environment. However, many additional factors influence the opportunity for patients and clinicians alike to achieve the goal of attaining health and continued wellness. Some of these may be derived from catastrophic events associated with the conflicts of war, natural disasters, and critical socio- economic factors. Others are more reflective of circumstances for individuals and the lifestyle choices they make throughout their lifetime. In many situations, health status is not a result of the influence of a single element working in isolation. It is more likely that we see a number of components present in the overall environment in which the patient chooses to exist. The acknowledgement of the potential impact of a variety of influences on health status allows the health professional to work with the patient to understand the individual approach for optimal wellness. As oral health professionals, this recognition is integral to the future development of patient care plans that are not limited to treating the signs and symptoms of common dental diseases.

There is increasing evidence suggesting oral health status can affect general health and quality of life in people of all ages. Most oral diseases are common chronic diseases and are momentous public health issues with a high prevalence across all populations worldwide. Some of the etiologies of oral diseases are well known. They include (1) the causal factors induced by oral biofilms, and (2) the lifestyle risk factors common to a number of chronic diseases: insufficient oral hygiene, tobacco use, diet, behaviors causing injuries, and stress. All of these elements are modifiable and associated with the influence of health behaviors as determinants of disease prevalence.

As we are living in a century of heightened awareness of chronic diseases, health care challenges are becoming more diverse, with an increasing percentage of the population in the developed world being diagnosed with health decline associated with “lifestyle” behaviors. Therefore, the health professional is continuously presented with a dual focus — control of current disease while facilitating the understanding of continuous self- management as part of an effective and equitable long-term solution. Oral health professionals are not exempt from this approach to patient care as we continue our efforts to manage common oral diseases as a chronic condition rather than simply treating the sequelae of acute episodes. This introductory chapter sets the stage for this book through a discussion of past, current, and future understanding of the dental clinician as a health professional supporting the promotion of total health rather than a provider of operative dentistry alone.

There is substantial evidence that oral health can be maintained by ade- quate behaviors such as regular oral hygiene, avoidance of tobacco, and consumption of a healthy diet. Future public health policies should be reoriented to incorporate oral health practices recommending behavioral support and the common risk factor approach for health promotion. Oral health care professionals should gain an understanding of the health effects of inappropriate behaviors in order to successfully target prevention and disease control. As a consequence, services for primary and secondary prevention on an individual level oriented toward the change of inappropriate behavior will become a professional responsibility for all oral health care providers.

From a practical point of view, it may be preferable to apply methods for health behavior change counselling in oral care that are shown to be effective in both primary and secondary prevention of oral diseases. These methods should be

	based on the best available evidence,
	applicable to oral hygiene behavior, tobacco use prevention and cessation, and dietary counselling, and
	suitable for implementation by the dental practice team in a cost- effective way.


THE OPPORTUNITY IN THE DENTAL SETTING

The dental setting provides a unique environment for the provision of care for a range of health issues. For some time, in many developed nations, people have tended to visit the dental practice more frequently than they visit the medical practitioner. They have been more likely to seek medical advice when they are experiencing discomfort or have recognized symptoms that require assistance. The concept of the regular, 6 - month “dental check - up” has enjoyed strong recognition and relevance with many members of the public. In more recent times, health practitioners and public health care initiatives have embraced the concept of regular visits as part of a monitoring/preventive approach rather than a response to an acute episode. This frequency of visitation has allowed collaborative patient care plans to develop with interprofessional exchange. For example, many optometrists regularly screen for signs of diabetic retinopathy as a possible indicator of undiagnosed diabetes or as a consequence of managed diabetes. Within the context of the dental setting, a patient may be a part of the practice for many years and, in some cases, a lifetime. Additionally, the practice may also provide care for the patient’s family members and their friends, who all form part of the individual’ s environment and lifestyle. This unique situation allows the oral health professional to acknowledge and gain a broad understanding of the myriad of influential health care factors associated with patient care. The dental setting, therefore, provides a privileged situation in which the dental professional can realize the opportunity to form a long-standing and supportive relationship in health care management with his or her patient. However, this opportunity is often underutilized or ignored completely when the clinician assumes a more conventional role.

Historically, dental clinicians have been characterized as “active,” “powerful,” and “expert,” while patients have been described as “passive” and “cooperative.” The dental treatment room itself, where the patients are in a submissive position and the clinicians are in a controlling position, supports these traditional roles. With a focus on technical expertise, dental clinicians may believe that their communications with patients will be based on common sense or are secondary to the provision of successful treatment. As shown in Figure 1.1, this traditional view of dental care is generally understood as operative oral medicine, or even dental surgery alone. Even though a patient suffering from oral pain will be correctly diagnosed with a hopeless tooth by the clinician, and subsequently treated with a tooth extraction, the patient may not be approached any further with the measures necessary for the prevention of further tooth loss.

Even if the need for preventive measures is recognized, some dental clinicians struggle with interviewing skills, may miscalculate how much (and how) information should be shared, have difficulty detecting and resolving issues with patient cooperation, or have varying levels of skill in interpreting nonverbal behaviors. Quite possibly due to a familiarity with diagnosing a problem, followed by providing a solution, preventive approaches are delivered in a prescriptive format. This may result in a situation that is illustrated in Figure 1.2: tobacco use is identified in the health history form of a patient who will be approached with the advice to quit. However, since there are no further measures taken, doubt remains whether beneficial health behavior change, such as smoking cessation, will occur.

Figure 1.1. Operative oral medicine.
[image: c01_image001.jpg]

Figure 1.2. Preventive oral medicine.
[image: c01_image002.jpg]

Consequently, current advice giving or health education approaches appear to be unpredictable in accomplishing long-term change, potentially leading to frustration of both the patient and the clinician. Yet, the patient may be blamed for poor compliance and further oral health education may be judged as pointless.

Adoption and i ntegration of health behavior change

History has demonstrated that the past efforts of health professionals to promote changes in behavior that support positive health outcomes have potential for improvement. Compliance with medical recommendations is generally poor across all chronic disease regimens, which increases health care expenditures and prevents patients from achieving the full benefit of health behavior interventions. A number of studies have been conducted investigating ways to improve compliance, but research results have not shown to affect significant changes in compliance behavior (Berg et al. 2006).

This dilemma of patient and clinician agreement regarding long-term changes in health behavior has been systematically examined for over 50 years. In 2001, the World Health Organization (WHO) convened a conference to focus on the issues associated with outcomes commonly termed as treatment adherence and compliance. Poor adherence to treatment of chronic diseases was reported at a rate of 50% in developed countries with even lower rates of adherence in developing countries (WHO 2003). This review not only demonstrates the challenges associated with health behavior change but also provides a catalyst for health practitioners to review their role as a significant factor in the success of compliance strategies.

Health care providers may harbor an unwarranted sense of their own importance in inspiring behavior change, ignoring other variables that impact a patient’ s behavior. This may serve to diminish the patients’ key role rather than empowering the patients themselves. Although health care professionals typically believe that they are providing quality care, it is generally from their own perspective that they are defining quality (Larsen et al. 2006). The patient perspective of quality could be very different, as there may be a fundamental disagreement of needs and expectations in the clinician-patient relationship. Even if there is agreement, the acceptance of care or behavior change (adoption) and the practical application (integration) of care or behavior change often requires further exploration to ensure ongoing success.

Many oral health professionals underestimate the importance of communication as compared to technical skill. This tends to foster a focus on compliance rather than collaboration. Additionally, the framework of dental care delivery reinforces a traditional model of clinician-patient roles that diminishes the value of the communication necessary for successful partnership (Gochman 1997). Despite the possible negativity associated with past approaches, oral health professionals should be encouraged, knowing they operate in an environment that is extremely conducive to success. The nature, frequency, and longevity of clinician-patient interaction within the dental setting are unlike any other health care environment. Therefore, the opportunity to work with patients toward the adoption and integration of positive health behaviors into their current lifestyle is limitless. As oral health professionals choose to take advantage of this privileged situation, they will find themselves valuable providers of integral support across the complete spectrum of health care.

The role and responsibility of the dental professional

Ethical

The ethical basis of interactions with patients to guide behavioral change still needs to be defined. Health care delivery requires competent clinical practice by professionals and avoidance of negative responses by patients that such interventions may induce (such as confusion or loss of self-confidence).

Health behavior change interventions must be devoid of gender, ethnic, cultural, and age bias and designed to be effective for persons of widely varied levels of formal education (Redman 2007). The patient must be an active participant and must willingly engage in the change process. Health care professionals who impose their own values and beliefs on the patient limit the patient’s possibilities and create situations of domination and dependence. Ultimately the patient has the ethical right to choose whether or not to change, to choose when to change, and to determine what form any change will take (Chin 2006).

Legal

The legal basis of all interactions with patients directed at guiding behavioral change has been established through case law, regulations governing professional practice, and prescribed requirements for health care institutions. It is particularly guided by the doctrine of informed decision making and consent (Redman 2007).

In the United States, the Joint Commission on the Accreditation of Healthcare Organizations (JCAHO) and the Centers for Medicare & Medicaid Services (CMS) mandate both patient and family education for hospitals and long-term care facilities that are participating in CMS programs. These mandates include the need for documentation of patient education during hospitalization. The organizational structure of such hospitals provides an infrastructure by which coordination, counselling, and documentation may occur for the institution to meet the JCAHO standards (Rankin et al. 2005). In order for smaller health care organizations (including dental clinics) to meet these goals, the leadership must demonstrate its need. To date, in the United States, no policies or educational guidelines exist for dental care provided outside of hospital settings. Changes in dental professionals’ behavior, in education or practice, typically have been slow unless they are regulated or have a potential impact on livelihood (Gift and White 1997).

Collaborative care toward whole health

Historically, the dental profession has suffered as a result of its isolation from others working in health-related fields (Brown 1994). This isolation may have, in turn, allowed preventable patient suffering caused by a fragmented view of the patient’ s health care network. However, for the future, integration with other health professions is seen as mandatory in order to successfully address the education and practical implementation of health behavior change in the dental practice.

This realization has been the stimulus for the collaborative efforts initiated to write this book. Each of the co-authors has integrated the health behavior change principles in his or her clinical research agenda, patient care plans, or dental and dental hygiene curricula. The six subsequent chapters are uniquely aligned as a course to inspire and facilitate integration of health behavior change counselling in the dental practice.

Following this introduction, chapter 2 reveals “The Challenge of Behavior Change” and highlights the complexity of behavior change counselling in a clinical setting. Within chapter 3, “Communication and Health Behavior Change Counselling,” the importance of establishing a good rapport is introduced together with the styles and key skills for effective communication. Subsequently, chapter 4 focuses on “Motivational Interviewing (MI) and Its Basic Tools” for use to engage the patient in discussion about behavior change. In chapter 5, “Brief Interventions in Promoting Health Behavior Change,” several approaches on how to engage the patient in a short amount of time are introduced. In order to demonstrate the “Implementation of Health Behavior Change Principles in Dental Practice,” chapter 6 presents the translation of the theory into practice. It presents a case scenario adapted for the dental practice. Chapter 7, “Health Behavior Change Education,” discusses the implementation of health behavior change counselling into the dental and dental hygiene curriculum.

The theoretical content presented in this book provides more than sufficient background for the implementation of health behavior change counselling into practice. The reader may prefer to follow each chapter in sequence or utilize the key points provided at the beginning of each chapter to locate specific information.
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CHAPTER 2

THE CHALLENGE OF BEHAVIOR CHANGE

Nina Gobat, Vanessa Bogle, and Claire Lane


Key Points of This Chapter

	Behavior change is complex and can seem like a struggle for both the patient and the clinician.
	Patient behavior change happens outside the treatment room within the context of your patients’ lives.
	There are ways of approaching the challenge of health behavior change that make it less stressful for the clinician and with a greater potential for effecting results in a brief period of time.
	There are limits to what you can achieve with advice alone: research suggests that the conversational environment in which the advice is given makes a significant difference to how that advice is received.
	Ambivalence—or “feeling two ways about something”—is a normal part of the change process.
	How you communicate with your patient makes all the difference: evidence has shown that the expression of empathy is perhaps the most important factor in facilitating patient behavior change.
	It will be the patient’s task to say how and why he or she should or might change. The clinician’s role is to elicit these arguments for change from the patient.
	For patients facing the need for a number of changes to be made, involving them in the process of decision making at the beginning is important. The use of a specific skill, agenda setting, and agreeing on priorities canfacilitate this process.
	There are many different models and theories of behavior change that can help guide ways of thinking about practice. 



INTRODUCTION

Behavior change requires effort. It involves consciously making different choices or adopting new habits and lifestyle patterns and is seldom comfortable, easy, or convenient. Consider the case of Mrs. K, a 38-year-old mother of three children. She comes home from a recent appointment with her dentist with a firm resolve to follow the self-care advice given. As the weeks pass, however, she loses momentum and one evening while halfheartedly flossing her teeth, she notices her gums bleeding more than usual. She feels guilty about this and so considers cancelling her upcoming dental hygiene appointment, not wanting to explain the increase in the bleeding of her gums to her hygienist.

We may agree that the worst step Mrs. K can take at this stage is to cancel her dental hygiene appointment. A basic understanding of the progression of gum disease would indicate that doing so is counterproductive. So, what happened to Mrs. K that she was considering taking a step like this? And further, how can dental clinicians encourage patients to make better decisions in support of the oral care they need?

Questions about how and why people act in certain ways in relation to their health have absorbed clinicians and behavioral scientists alike across many disciplines for years. Within the study of health behavior, many theories have been proposed and numerous studies conducted in an attempt to develop and evaluate effective interventions promoting behavior change. Theories vary in their philosophy of which factors determine behavior change. Some place greater emphasis on individual factors such as cognitions or emotions, while others include environmental factors such as socio-economic status or the influence of the family. However, the evidence to date suggests that behavior change is a challenging task and no single approach guarantees success.

In this chapter, we will focus on the challenge of addressing behavior change with patients at an individual level. First we will highlight some key concepts related to behavior change illustrated from both the patient’s and the clinician’s perspectives. We will then provide an overview of popular theories and models as ways of understanding behavior change.

BEHAVIOR CHANGE: SOME KEY CONCEPTS

This is a book for clinicians. The challenge of behavior change we will focus on lies within the oral health care environment. Clinicians say things like, “I repeat the same information every time I see this patient, what part of it doesn’t he understand?” Patients say things like, “I’ve smoked for 25 years and now even my dentist is telling me to quit. Give me a break!” And the struggle continues.

So what is it about behavior change that gives rise to these challenges? One way to approach this question would be to have a look at the process of change itself and identify some key concepts. The following case example is an illustration of one man’s struggles to improve his health. The story may have obvious paralels with patients you see in your practice. We will use this example to highlight some key concepts in working with behavior change in the clinic.

Behavior change is complex and can seem like a strug1gle for both the patient and the clinician.


The patient’s perspective

Consider a 65-year-old man receiving treatment for periodontal disease. This man is mostly compliant with his oral hygiene routine and attends his appointments regularly. However, despite repeated information and advice given to him by his dental clinician and others, he continues to smoke forty cigarettes a day. He is also slightly overweight and, on assessment, admitted he had a high sugar diet with little intention of changing this.

Several years into treatment the man returns for an appointment having lost a significant amount of weight. His dental clinician notes an improvement in his disease progression and asks the man what has changed. She learns that the man had started walking daily with his wife, who had recently retired. Encouraged by the success of losing some weight, he had made some small changes to his diet and had been steadily cutting down the amount he was smoking.

Clearly, stopping smoking and making some dietary changes significantly improved this man’s general health as well as his periodontal condition. Of course the dental practitioner knew this and had been wanting him to make these changes for some time. However, this patient’s perspective tells a different story. The man knew the benefits of quitting smoking but, despite efforts made in the past, he had not managed to succeed and had lost the confidence that this was something he was able to do. He would then try changing his diet. Results here were familiar too. He would start with the best intentions and then old habits would creep back in. Although he knew these changes would make a difference to his periodontal disease, he focused his efforts on his oral hygiene routine and attending visits and felt he was doing all he could to manage his oral health. His decision to start walking had very little to do with improving his oral health and more to do with joining his wife for walks, then feeling motivated by the effects of this activity. The man was encouraged by his dental clinician’s response to these changes and this strengthened his resolve to maintain the changes further.

What does this simple story illustrate about behavior change?

Change can happen naturally in everyday life

It is now generally accepted that in many different contexts, positive change occurs relatively frequently without more formal intervention. One way of understanding behavior change interventions, therefore, is to see them as ways of facilitating this naturally occurring process (Miller and Rollnick 2002). Reflecting on this patient’s story, we see that this man made changes at a time that made sense to him and in a way that made the effort seem worthwhile. A simple conclusion is this: that all patients have the potential to make changes despite the struggles that so frequently characterize this task. Reminding yourself of this potential can encourage you to approach the challenge of behavior change with optimism and curiosity, thereby creating a conversational environment more conducive to talk about change.

Intrinsic motivation affects patient behavior

There is a difference between motivation that arises from an internal source (intrinsic motivation) versus that which is prompted from an external source (extrinsic motivation). Take a moment to think about your own experience of change. There is a difference between your doing something because you decide it is a good idea and your doing something to receive a reward or to avoid punishment.

Intrinsic motivation is related to individual experiences of confidence, vitality, and self-esteem, and these factors are unique to each individual (Deci and Ryan 1985). Gaining an understanding of what these factors might be for your patient contributes to knowing how best to tap in to his or her positive potential for change.

Let us return to the story of the patient described above to illustrate this. The man in the example developed an inner sense of satisfaction and well-being not only due to the health improvements he was noticing but also as a result of the quality time he was spending with his wife. These internal factors reflect the man’ s intrinsic motivation to sustain the positive changes he had made and even begin to provoke some small changes in other areas of his life.

People change when they are ready

What happened to inspire the man in the case study to cut down on his smoking and change his diet? One way of answering this question would be to say that he simply reached a point when he was ready to make some changes. This concept of readiness was introduced with the Stages of Change model (Prochaska and DiClemente 1983) and plays a central role in helping us understand how it is that some patients seem “more motivated” to make changes than others. Motivation is a dynamic concept. At any one moment in time, patients may be at varying points of readiness to change a particular behavior. Additionally, they will be at different points of readiness for different behaviors. From the case study above, we can see that the man first made changes to his oral hygiene routine, then to his physical activity levels, to his diet, and, finally, to his tobacco use. From a “readiness” perspective, it seems clear that the man was “more ready” to comply with his oral health routine than with smoking cessation advice. Attempts by the clinician to influence his smoking behavior may therefore have been unsuccessful. And this would not have been because the man is generally “difficult” or “unmotivated.”

Ambivalence is part of the process

Perhaps one of the greater limitations of behavior change theories proposed thus far is an over-reliance on logic or linear processes when approaching the change process (Ryan and Deci 2000). Behavior change appears, by nature, to be irrational. Attempts in this area are typically characterized by periods of success and then reverting back to familiar habits. Rather than being pathological in any way, this kind of process is both familiar and to be expected. Moreover, it can be captured succinctly with the concept of ambivalence.

Ambivalence is an internal process where a person feels two ways about doing something. Most people will experience a certain amount of ambivalence throughout the process of change (Rollnick et al. 2007; Ryan andDeci 2000). The man in this case study clearly knew the reported health benefits of stopping smoking. His inability to quit smoking was not linked to a lack of information but rather to an internal “tug of war” where one part of him felt it important to do something about his smoking, that is, his early attempts to quit, but another part of him felt the task was too difficult. In addition to this, the man may have experienced some benefits to smoking. He may, for example, have felt that cigarettes helped him relax. No matter how illogical this may seem from the outside, when it comes to behavior, it is the patient’s perception that counts toward what choices he or she will make.

Change happens in the context of our patients’ lives

This story illustrates a final key point: that patient behavior change happens outside the treatment room within the context of our patients’ lives. Clinicians who take time to engage with their patients, listening closely to understand their life context, are certainly more likely to influence some of the decisions and choices their patients may make when leaving the consulting room.

Patient behavior change happen outside the treatment room within the context of our patients’ lives.


The clinician’s perspective

The clinician working with the man described above may tell a very different story. Every time they met the clinician would raise the subject of the patient’ s tobacco use, giving him information leaflets and a helpline number to help him with the recommendations provided. The man would sit and listen to the advice and take the leaflet home with him, but he seemed reluctant to talk about his tobacco use in any detail. At times he seemed irritable and sullen whenever the topic was brought up again. The clinician felt frustrated by this, as it was clear the man was making good attempts with his oral hygiene routine. It seemed impossible to understand why he couldn’t grasp the improvements he could make by simply cutting down his tobacco consumption. The clinician would also give the man some information regarding diet but felt tobacco cessation was the greater priority.

This type of experience is fairly common in routine clinical practice. As a dental clinician, in any consultation, you may have as little as 5 or 10 minutes to speak with your patient about changes they could be making to improve their oral health. The frustrations expressed by the clinician working with this man are therefore understandable. However, there are ways of approaching this challenge that make it less stressful for the clinician and with a greater potential for effecting results in a brief period of time. The challenge remains to use the time available to maximum effect and to make the “window of opportunity” you have available count (see chapter 5).

There are ways of approaching the challenge of health behavior change that make it less stressful for the clinician and with a greater potential for effecting results in a brief period of time.


Limitations of giving advice

A familiar approach in addressing oral health-related behavior change has been to give advice or to try to persuade patients toward a particular course of action. However, the limitation of this approach becomes clear when considering the psychological theory of reactance (Brehm 1966; Brehm and Brehm 1981). When someone feels pressured to accept a certain view or attitude, his or her immediate emotional reaction is to argue for the opposite. This reaction occurs when individuals perceive a freedom, or choice, is to be taken from them. As a result, trying to persuade a person to adopt a particular course of action frequently elicits the exact opposite result to the one you are trying to achieve.

This goes some way to explain why it is that traditional educational interventions have not proved effective in promoting patient behavior change (Renz et al. 2007). This is not to say that clinicians should not give advice or information to patients. However, research suggests that the conversational environment in which the advice is given makes a significant difference to how that advice is received (Salter et al. 2007). This finding complements research by Najavits and co-workers that emphasizes interpersonal interaction as the single most important factor in influencing motivation and behavior change (Najavits et al. 2000).

Another way of saying this is that it is the way in which we communicate with our patients that affects behavior change outcomes (Rollnick et al. 2007).

There are limits to what you can achieve with advice alone: research suggests that the conversational environment in which the advice is given makes a significant difference to how that advice is received.


The role of ambivalence

A common assumption when working with motivation and behavior change is that this is a static or absolute concept. However, as discussed above, patients are seldom 100% certain about making a change or following recommended advice, even if this is clearly in the interest of improving their health. How might this appear to the clinician?

Ambivalence—or “feeling two ways about something”—is a normal part of the change process.


Take, for example, a patient who says:

“I really want to floss properly in the evening but it seems to take too long.”


If you recognize this as a statement of ambivalence you are likely to respond in a very different way than if you felt your patient was trying to explain why he or she doesn’t floss. Likewise in the example given at the start of this section, the man may have tried to explain his struggle with stopping smoking to the clinician, only to be met with more information that he already knew. This would only have strengthened the patient’s frustration, as well as the frustration of the clinician.

Changing behavior may be a struggle. However, clinicians who are skilled enough to help patients understand this struggle are clearly better equipped to help them resolve it. Recognizing ambivalence allows the clinician to respond to it in a more helpful way (Rollnick et al. 2007).

For example, compare the following two dialogues:

Patient: “Every time I come here you give me these leaflets. I know I should stop smoking but I’ve done it for years and it’s just not that easy.” (Patient is expressing ambivalence)
Clinician: “All the information you need to help you is on the leaflets I’ve given you. I’d suggest you give it a try.” (Clinician responds giving advice and more information)


Now, compare with this dialogue below in which the clinician acknowledges ambivalence about behavior change:

Patient: “Every time I come here you give me these leaflets. I know I should stop smoking but I’ve done it for years and it’s just not that easy.” (Patient is expressing ambivalence)
Clinician: “You’re ambivalent about this. Quitting smoking is harder than it seems. On the other hand you know the harm smoking causes to your health and you’d like to do something about it.” (Clinician provides statement reflecting the patient’s ambivalence)


In this second example, the clinician demonstrates an understanding of the patient’s challenge and offers him a new way of seeing it himself. The patient is now more likely to respond non-defensively. Recognizing ambivalence as a normal part of the change process allows the clinician to create a conversational environment in which behavior change can be discussed constructively.

Interpersonal s kills—a key clinical tool

In a busy clinical practice in which clinicians are faced with competing priorities and demands, it is not surprising that frustration is expressed toward patients who seem unwilling to make the necessary changes to support their treatment. However, we know that the attitude a clinician has toward a patient influences behavioral outcomes (Miller and Rollnick 2002; Rogers 1951; Rollnick et al. 2007). Behavior change is a subtle and confounding process. It is essential that the patient feels heard and understood. Empathy is a key skill in being able to communicate this to patients. Change takes conscious effort and is a process characterized by periods of successes and periods of relapse (DiClemente 2003). Empathy is a skill that enables clinicians to accurately reflect back to patients both the content and emotions underlying what they have said. It plays a key role in enabling clinicians to swiftly and effectively communicate their understanding of this process, thereby influencing behavioral outcomes.

One review has shown that the use of interpersonal skills such as expression of empathy is perhaps the most important factor in facilitating patient behavior change (Najavits et al. 2000). It is the clinician’s “way of being” with patients that has a significant influence on how motivated they are to change. In addition, as patients are all different, clinicians need to be flexible in the way that they consult with patients to increase their motivation. This concept of flexible communication styles in practice, rather than a fixed way of consulting, is something that has been advocated by Rollnick and co-workers (Rollnick et al. 2007). By matching their consulting style to the behavioral style of the patient, clinicians can select the “way of being” most appropriate to facilitate change for that patient.

How you communicate with your patient makes all the difference: evidence has shown that the expression of empathy is perhaps the most important factor in facilitating patient behavior change.


Limitations of a “fix it” approach

A common approach for the clinician to address the challenge of behavior change is to assume that patients are somehow lacking in something. If they had enough knowledge, insight, skills, or concern about their disease, then they would make a change (Morrison and Bennett 2005). This way of thinking leads clinicians to logically assume that if they were just to give patients the knowledge they seem to lack, then patients would change. So clinicians respond by giving patients information and advice or repeatedly teaching them the skills needed to be adherent, sometimes with an increasing sense of urgency. However, unlike a restorative dental procedure such as filling a cavity, behavior change interventions do not necessarily work with the same laws of cause and effect. In addition, behavior does not occur in an isolated manner divorced from the everyday demands and expectations of an individual’s life. Instead, it calls for a different way of approaching the challenge and another, sometimes opposite way of thinking about it.

The logic behind many of the approaches in this book is that there is another way of looking at this; it is the patient’s task to say how and why they should or might change. The clinician’s role is to elicit these arguments for change from the patient. Terry Pratchett, a British author, humorously describes this with a touch of irony in the following quote: “After all, when you seek advice from someone it’s certainly not because you want them to give it. You just want them to be there while you talk to yourself ” (Pratchett 1997). This is also the premise of Self Perception Theory (Bem 1967), which holds that it is the individual’ s perception of his or her difficulties that has the most powerful effect in persuading one to change. Another way of saying this is, “As I hear myself speak, I learn what I believe and it is persuasive to me because I said it.”

It will be the patient’s task to say how and why he or she should or might change. The clinician’s role is to elicit these arguments for change from the patient


Agreeing on priorities

Finally, as illustrated in the case study earlier, you may be working with a patient for whom there are a number of potential behavior change areas, with competing priorities. The man in this example was faced with making a number of changes: (1) complying with his oral hygiene routine, (2) changing his smoking, and (3) changing his diet. The clinician working with him may have felt that smoking cessation was the priority area to work on. However, adopting the patient’s point of view, he identified a different place to start. Involving patients in the process of decision making at the beginning is important. The use of a specific skill, agenda setting, can facilitate this process (Rollnicket al. 2 007). You can find out more about agenda setting in chapter 3.

For patients facing the need for a number of changes to be made, involving them in the process of decision making at the beginning is important. The use of a specific skill, agenda setting, and agreeing on priorities can facilitate this process.


UNDERSTANDING H EALTH B EHAVIOR C HANGE

Numerous approaches to explaining behavior change have been proposed in an attempt to provide a framework upon which health behavior change interventions can be based (Deci and Ryan 1985). We will now move on to provide an overview of some popular models and theories of behavior change, some of which provide the foundation to more practical approaches described in detail throughout this book (see chapters 4 and 5).

There are many different models and theories of behavior change that can help guide ways of thinking about practice.


Social cognitive theory and self -efficacy theory

Social Cognitive Theory is associated with the work of Albert Bandura. Bandura’s early work was strongly influenced by theories of social learning and imitation described in 1941 by Miller and Dollard (Miller and Dollard 1941). However, by the late 1970s, Bandura identified a key missing element: self-efficacy (Bandura 1997). Self-efficacy beliefs reflect an internal awareness that one is able to perform a specific task. Without an internal belief that one is able to make a change, change is unlikely to happen. In this way, Bandura proposed a view of human behavior in which the beliefs that people have about themselves are central to the choices they make in shaping their lives.

A brief diversion to the world of clinical practice illustrates how this understanding can influence clinicians. Consider if patients tell you:

“I just can’t floss the way you want me to.”


They may be expressing low self-efficacy in their ability to floss. Having confidence in one’s ability to do something is more than having the skills to be able to do it. It is also about an internal belief that one is able to make a change and integrate this change into everyday habits and routines with ease. Recognizing this statement as one indicating low self-efficacy would enable the clinician to respond in a way that might in fact increase confidence, therefore leading to an effective outcome (Rollnick et al. 2007). Chapter 4 explores this in more detail when discussing self-efficacy in the context of Motivational Interviewing (Miller and Rollnick 2002), and chapter 6 offers practical examples of how this appears in the clinical arena.

Bandura’s Social Cognitive Theory embraced the concept of self-efficacy and considered the role of the environment in shaping human behavior (Bandura 1997). This theory suggests that environmental factors such as socio-economic status and familial structure are significant in the way they impact self-efficacy beliefs and aspirations. With this view, an individual is both a product of the environment and active in influencing the environment through the choices he or she makes. Bandura’s work had a profound influence on psychological thinking and on subsequent theories of behavior change.

The health belief model

The health belief model (Figure 2.1) attempts to explain and predict health behaviors by focusing on the attitude and beliefs of individuals (Becker and Maiman 1975). The model hypotheses that an individual’s decision to change behavior is determined primarily by two elements: one’s perception of a threat to personal health, and one’s perception of the efficacy of treatment proposed to reduce the threat. An individual’s perception of a threat is determined by two underlying beliefs, namely the perceived susceptibility of the disease and the perceived severity or seriousness of the disease. The perceived efficacy of treatment is dependant on the individual’s assessment of the benefits and barriers to performing the suggested behavior. Further dimensions were added to later versions of the model, namely health motivation (motivation to be concerned about health matters), perceived efficacy (the belief in one’s ability to successfully enact a desired behavior to produce desired outcomes), and cues to action (events that motivate people to take action). Other variables including demographics (gender) and psychological characteristics (personality and peer group pressure) were also included.

Figure 2.1. The health belief model (Becker and Maiman 1975).
[image: c02_image001.jpg]

The health belief model highlights the importance of the individual’s subjective reality. For example, if a patient believes that flossing is not an essential part of good oral hygiene and doesn’t see this as threatening his or her health in any way, he or she is unlikely to see a need for changing an oral hygiene routine. In the context of this model, information and advice is therefore only helpful if it is meaningful to an individual and is assimilated into his or her belief and value system.

The health belief model has been used to guide research, and support for the theory has been demonstrated. However, its relevance within oral health related contexts has been debated in the literature. For example, Weisenberg and co-workers conducted a school-based, preventive dentistry study with 11-to 14-year-olds using the health belief model to predict and understand their long-term oral health behavior (Weisenberg et al. 1980). The authors concluded that changing health beliefs of children to achieve acceptance of preventive health procedures such as fluoride treatments is difficult and often unrelated to behavior. In addition, they found an inverse relationship between health beliefs and behavior through consistently finding that lower beliefs of susceptibility led to greater program acceptance than higher beliefs of susceptibility.

Theory of planned behavior

Social psychologists Fishbein and Ajzen developed the theory of reasoned action, a theory linking a person’s attitude with his or her behavior. This theory was later expanded and developed into the theory of planned behavior (Ajzen 1985) by adding a further construct to the earlier model to enhance its ability to predict more complex non-volitional behaviors. This third dimension, perceived behavioral control, is similar to Bandura’s concept of selfefficacy. It considers the importance of perceptions of control over performance of the behavior as a further predictor of behavior.

Figure 2.2. Theory of planned behavior (Ajzen 1985).
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The theory of planned behavior (Figure 2.2) proposes that the best predictor of behavior is an individual’s intention (the construct representing motivation) to perform the behavior. The three components influencing intention are

1. attitudes toward the behavior: an individual’ s positive/negative evaluation of performing the behavior;

2. subjective norms associated with the behavior: an individual’ s perception of the social pressures exerted on him or her to perform or not perform the behavior; and

3. perceived behavioral control: the degree to which the individual perceives the behavior to be under his or her control. This component is said to reflect external factors (e.g., social support and time) and internal factors (e.g., skill, self-efficacy). It is suggested that it can also directly influence behavior when the behavior is not under the complete control of the individual.

The efficacy of the theory of planned behavior in explaining intention and behavior has been widely examined to predict a range of health behaviors (Conner and Sparkes 1996). The findings generally support this theory in its ability to predict intention. However, evidence suggests it is less effective in predicting actual behavior change and is, therefore, limited in enabling clinicians to effectively influence behavior change outcomes with patients.

The transtheoretical model of behavior change

The transtheoretical model (TTM) emerged as an attempt to integrate approaches in addiction treatment (DiClemente 2003). Early research on TTM consisted of naturalistic studies of people’s attempts to stop smoking. As the research broadened, the model developed to capture the nature of the process of change across a number of dimensions. The TTM proposes that individuals pass through five main stages when attempting to change behavior (Figure 2.3). The process is dynamic and individuals may cycle through the stages several times in their efforts to change, or they may remain at a stage for some time without movement. Each of the stages is defined by specific tasks that individuals need to complete in order to move through to the next stage. In addition, the model incorporates a set of ten processes that create and sustain movement through the stages. These processes are described in two categories: cognitive or experiential (e.g., commitment to act or believing in the ability to do so) and behavioral (e.g., being open and trusting to someone about problems). The model also describes signposts or markers of change. Finally, it considers the context of change (DiClemente 2003; Prochaska and DiClemente 1983, 1989). The TTM explains the process of change through observation of the interaction between these four dimensions (i.e., stages, processes, markers, and contexts of change). Interventions to facilitate movement through the stage cycle have been proposed through matching the intervention to the particular stage an individual is in.

Figure 2.3. The transtheoretical model of behavior change (TTM; Prochaska and DiClemente 1983).
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The first of the five stages described is that of pre-contemplation. Persons in this stage do not consider their behavior—such as smoking or noncompliance with oral hygiene routines—to be affecting their health negatively in any way. They do not see any reason why they should consider changing their behavior despite any objective evidence that may be shown to contradict this. Stage two is the stage of contemplation, in which patients have become aware that a problem exists and begin to contemplate change. They typically vacillate between change and no change, both in their thinking and what they actually do. As part of this process, they may weigh up the pros and cons of change. Once patients begin to get ready for change, they move into stage three, the stage of preparation. Patients in this stage have the clear intention to change their behavior and begin to make small changes in this direction. Smokers in this phase might, for example, cut back on smoking or not buy a carton of cigarettes but rather one pack at a time. These patients may not have integrated the change of behavior fully into their lives but are beginning to take some steps toward doing so. Prochaska and co-workers refer to this stage as the phase of decision making (Prochaska et al. 1992). Patients are understood to have made a decision to change and are beginning to formulate ways of following this through. Stage four is the stage of action, in which patients are actively engaged in the changed behavior. They might have stopped smoking, be flossing regularly, or begun drinking sugar-free drinks. Permanent behavior change takes some time to integrate, however, and is unlikely to occur right away. The action phase is often a time of high motivation where patients feel encouraged by their success. However, this is also a time when they are vulnerable to relapse back into old habits and patterns. With sustained efforts and support, patients move into the final stage, maintenance, during which the new behavior is more fully integrated into their lifestyle habits and routines.

The TTM has come under criticism in recent years, with particular regard to rejecting the stage-based model on conceptual grounds. Critics argue that the model oversimplifies the complexities of behavior change into artificial, discrete categories based on arbitrary cut-off points (Davidson 1992, 1998). West elaborated on some of the flaws of the TTM and argued strongly for it to be discarded on the grounds that it has impeded the advancement of health promotion (West 2005). Davidson’ s critique of the TTM also pointed out numerous problems with the model but concluded that despite these, the model continued to have heuristic and practical utility, in the addictions field at least (Davidson 1998).

Self-determination theory

Self-determination theory developed out of studies into the results of environmental effects on intrinsic motivation (Markland et al. 2005). Motivation is fundamental to all human behavior and central to self-regulation. It can be defined as a force that directs and energizes behavior and encompasses personality factors, social variables, and cognitions. Understanding motivation is of paramount importance to clinicians involved in helping their clients to act (Ryan and Deci 2000). The results of meta-analyses suggest that individuals are motivated by situations where some choice, control, and self-determination exists, and they prefer not to be controlled and pressured (Koestner et al. 2 002). However, the presence of motivation may be insufficient on its own to ensure behavioral change.

Self-determination theory is a general theory of human motivation and personality that explains differences in motivation. It is made up of four mini theories, each of which has been developed to explain a set of motivationally based phenomena. The theory is concerned with conditions that elicit and sustain intrinsic motivation. It proposes that individuals (regardless of gender, group, or culture) have an innate psychological need to act in autonomous, self-determined ways and to engage in tasks that are intrinsically meaningful, as opposed to those that are mandated by internal or external forces. Dec and Ryan examined factors related to intrinsically motivated behavior and identified three key innate psychological needs essential for health and wellbeing (Deci and Ryan 1985).

1. Competence: Perceived competence in the ability to enact the necessary behavior to yield the desired outcomes.

2. Autonomy: Related to self-determination and refers to feelings of perceived behavioral control and to feelings that one is voluntarily engaging in the behavior, regardless of whether the behavior is dependent on others or not.

3. Relatedness: Strive for positive interactions with other people. Considered the most fundamental psychological need; developmental studies have found that relatedness is essential for growth of autonomy functioning.

However, if social factors do not allow for the satisfaction of these three needs, the model suggests that this will result in diminished motivation, impaired psychological development, alienation, and possibly poor performance (Deci and Ryan 1991).

One example of a well-designed study of self-determination theory applied to dental practice is that by Münster Halvari and Halvari (Münster Halvari and Halvari 2006). These authors developed an intervention and tested it by randomly allocating eighty-six participants to either receive the intervention or to receive “standard dental care” (as a control group). Self-determination theory was translated into practice through particular strategic steps. In delivering the intervention, clinicians began by asking the patients about what they perceived their dental problem to be. They then listened and acknowledged the patient’ s feelings before providing highly personalized information and presenting a range of different treatment options, emphasizing the patient’s right to choose to adopt these treatments or not. When demonstrating brushing and flossing, the clinician allowed the patient to practice the behaviors and reinforced the patient’s ability to conduct these practices well. However, clinicians did not put the patient under pressure to conform to these practices, leaving the choice about whether to continue up to the patient.

Patients who received this intervention demonstrated a greater sense of perceived competence and self-motivation than those who received standard care, as measured using validated instruments over the 7-month study period. Patients in the intervention group also showed a significantly greater decrease in plaque and gingivitis in comparison to those in the control group. In addition, they showed better dental self-care and more positive dental health attitudes in comparison to controls. The authors conclude that the use of an “autonomy-supportive approach” can positively influence patient selfdetermination and motivation.

Self-determination theory offers a theoretical framework for understanding the processes involved in motivating people to change. Parallels have been drawn in the understanding of human motivation between this theory and Motivational Interviewing, a scientific method of facilitating behavior change (Markland et al. 2005) described in chapter 4 of this book. It is suggested that self-determination theory could be seen to provide a theoretical framework in attempting to understand the efficacy of Motivational Interviewing. However, it is worth bearing in mind that many have questioned the crosscultural validity of this model, particularly its emphasis on autonomy. This is because not all cultures have an emphasis on the self as an individual.

SUMMARY

Human behavior is complex and confounding. Understanding the best way to influence it presents a challenge to clinicians working in oral health-related contexts. From a review of the theoretical foundations of behavior and behavior change, it is evident that there is no single way to address this challenge. However, there are some clear and practical guidelines for clinicians introduced in this chapter and expanded upon throughout this book. Encouraging patients to speak about solutions they identify themselves and placing them in the role of an active decision maker, free of coercion, may be important. Helping patients feel confident about making changes may also play a useful role. Taking time to establish a good relationship with patients and switching consulting style in line with the patient’s needs is perhaps the single most important thing that clinicians can do, on an individual level, to influence motivation. In short, this is about effective communication.
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“How might you go about making this change?”

“What gives you some confidence that you can do this?”

“I quit smoking before when I was pregnant, so I think T
could quit again if I set my mind to it.”

“What difficult changes have you made in the past? What
enabled you to do thar? How might those strengths help
with this?”

“Who has helped you before? How could they help this time2”

Elicit: “If it’s OK with you, I'd like to share some information
that I think you might find useful. What have you been told
abou the benefits of avoiding sugary foods?”

Provide: “You're right about that, but also .. So one
possibility that many paients tell me is helpful is to ... ;
another s o ...”

Elicit: “What do you think about that? Do any of those
options sound like something that would work for you?”

“You're disappointed because you quit for so long but then
lapsed when your father died. But the good news is that this
means you really know how to quit. Lots of my patients
wish they could quit but haven' figured out how to get past
the initial cravings. It sounds like the challenge is to build
on that to learn how to avoid a relapse when something
catastrophic oceurs.”

“What if you were a completely healthy cater. How would
that have happened?”

“It sounds like you do have some confidence that you could
do this.”
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Patient: *I really don't think I'm ready to make a change.”

Clinician: “You think that now is not a good time to
make a change.”

Patient: “Well, I really enjoy smoking, and frankly it just
doesn't seem to be causing me much of a problem right
now.”

Clinician: “You're not secing any problems at all with
your smoking.”

Clinician: “On the one hand you fecl that it will be really
hard to change because of how much you enjoy candy,
but on the other hand you recognize there would be a
lot of benefits, not just for your tecth and gums but also
for your weight.”

Clinician: “Well, you're right, flossing can be time
consuming and a hassle, but for most people so is dental
treatment. Its sort of a trade-off between flossing and
dental treatment.”

Clinician: “1 notice you're a smoker and I'd like to talk to
you about that if you would be willing. I promise I do
not want to nag you or make you feel bad about being
a smoker. The choice to smoke is completely up to you,
but I would like to gain a better understanding of how.
you feel about your smoking.”

Clinician: “You feel like ice cream and candy s a way to
treat yourself, but in the long run you are also treating
yourself to a lot of pain and expense.”

Clinician: “You see absolutely no way to make a change
and no possible way that I could help.”

Clinician: “Well it sounds like you are quite doubtful
abou the information you have been provided and
whether it really applies to you. Let’s switch gears and
talk about the concerns that you do have.”
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“What else are you concerned abou?”

“Are there any other advantages of changing that
you see?”

“You fecl that there could be some benefits to
changing.”

“Changing would be really hard for you but you do
worry about your health.”

“I think you're right about that.”

“I¢’s important to you to be a good parent.”
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“What wories you the most about your current
situation?™

“What do you think will happen if you don’t
change anything?”™

“How would you like things to be different?”

“What would be the advantages of making a
change?”

“What success have you had in the past?”

“Is there anything that gives you some confidence
that you could change this?”

“What's going to have to change for you to be
completely committed?”

“What would you be wiling to try?”
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Clinician: “We have talked about a number of items Summarizes
today. Let’s see if I can summarize what we've been
talking about so far. Because the health of your gums is
imporant to you, you are going to go on with your
routine even if you miss now and then. You are just
going to keep going even if only a small amoun is
possible. We have agreed to re-evaluate this at your next
visit. We could also discuss the value and feasibility of
implants for you at that time. Anything I've left out?
Anything you would like to ask before you go?”

Patient: “I think that is about covered for now: I'll make
my next appointment and we'll sce how the gums are
then.”
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Clinician: “So it is very important for you to keep
your gums as healthy as possible. If we look at
how confident you feel about regularly
following your self<are routine, where would
you rate yourself roday on that 1 to 10 scale?”

Patient: “Well, I would have to say about a 4
because I try to do better but I just don’t have
the time to do everything.”

Clinician: “OK, 5o although time is an issue, you do
try to make an effort with your self-care routine.
You scored yourself at a 4, why a 4 and not, say, a
2o0ra3?”

Patient: “Well I do manage to do the full routine
some days. And I actually fecl quite pleased
with myself on those days, you know.”

Clinician: “You give yourself a pat on the back.”

Patient:

“Yeah, I do. I have a really busy life, you
know, and so it really takes an effort o fit in
my cleaning routine.”

Clinician: “And there are days that you manage
this.”

Paient: “Exactly.”
Clinician: “Tell me a bit more about those days.”

Patient: “Well, sometimes it’s because my gums
have been bleeding a bit more than usual and T
know that it’s because I've not been so good at
keeping up with my routine. And then when I
get back into it, T can’t imagine why I don’t do
it. The bleeding stops and I actually feel much
better about myself.”

Clinician: “You really notice a difference in the
condition of your gums and how you feel about
yourself when you clean regularly. So, what
might help with shifting your confidence up a
R R O
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Clinicians “Okay, thanks for your patience while
we reviewed how everything looks today.
From what you have already told me and
from our review, it scems that you have a
number of concerns.”

Patient: “Well, yes! T know my gums are not so
healthy and smoking again is probably not a
good idea.”

Clinician: “You are right. We often find with
other patients that unhealthy gums and
smoking are not good partners! We know that
the gums can’t resist bacteria as well if you
are a smoker. So, I guess there are fwo aspects
here to consider, bacteria around the gums
and the impact of smoking.”

Patient: (sighs) “Well, I just can’t see myself
getting free of the cigarettes right now, to be
honest.”

Clinicians “Well, you're the one who knows
what is possible now. How about other areas
to think abour?”

Patient: “I could get back into my regular
brushing routine now that I am finally in my
own house permanently.”

Clinician: “So making some changes to your
self-care routine scems more manageable right
now. Perhaps we could spend a few moments
talking about that?”

Patient raises
multiple bebaviors

Practitioner clarifies
potential behavior
change topics

Low readiness to
change smoking

Autonomy support

Change talk

Reflective listening
statement

Behavior change
focus agreed

Practitioner initiates
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Patient: “Well, I just have to do it. And maybe
not give myself such a hard time about not
doing it. Because sometimes I just think, oh,
what's the use? Pll just skip it tonight. But
maybe s just about giving it a go and doing
something. That's better than nothing, right?”

Clinician: “Sure, because this is important to you.
You've said that and you know that, so even
the smallest effort is something. And it really is
up to you.”

Patient: “Well, I don’t want to end up like my
uncle ... and I do wish they looked better.”

Clinicians “So, it sounds like you would like to
give it another go. I can plan to evaluate things
again in 3 months. Sound okay?”

Patient: “Sure. Sounds reasonable.”

Patient is defining a
plan for himself
Change talk

Reflective listening.
statement
Autonomy support

Change talk
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Clinicians “You try to do the best you can with
the time available. What concerns do you have
that I could help you with today?”

Patient: “Well, I don like the color of my tecth
and I get bleeding occasionally when I brush o
if T remember to floss! Sometimes, the gum areas
get sore 5o [ brush them a bit more often and
that scems to clear it up. I know that my gums
are not as good as they should be. Jenny ells
me the same thing every time!”

Clinician: “So you’re worried about discoloration
and some bleeding during cleaning. Anything
clse?”

Patient: “Well, Pve decided I would like to have
these middle two tecth replaced with implants.
My friend just had some put in. They are really
great. He says they don’t even need cleaning,
just always look great. That would make my life
casier. Less of the scraping that makes my mouth
hurt after [ come here. No offense but it is so
unpleasant. You know that stain that always
comes on my front teeth really bothers me and 1
think the gap in the middle might be getting
wider. Implants could solve the whole story.”

Clinician: “You'd also like us to consider some
solutions to the discoloration of your teeth
today and maybe talk about implants. Anything
else?”

Patient: “No, that’s it.”

Clinician: “OK, so I don’t really have any specific
concerns to add to that list. Perhaps I could to
take a look at your teeth and gums, and we can
then discuss those concerns in a bit more
detail?>

Patient: “Sure.”

Reflective listening.
statement

Open question—
agenda setting
(eliciting patient
concerns)

Reflective listening.
statement

Open question—
agenda setting
(checking re:
patient’s list of
concerns)

Reflective listening.
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Resisting the
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Clinician: “Good morning Mr. R. I don’t think
that we have met before, have we?”

Patient: “No, I usually sce Jenny, who looks after
my teeth. But I was told that I would be secing
you today.”

Clinician: “Oh good! Well, my name is Serena and
it is a pleasure to meet you. I have reviewed all
of the records we have on your care o date.
How have you been since your last visi to the
practice?”

Patient: “Oh, as busy as ever, you know there are
never enough hours in the day trying to manage
the business and keep everyone happy. Plus we
have just moved so everything is really chaotic!”

Clinician: “It sounds like you keep a hectic pace
with many things to balance at one time. How
have things been surviving in the ‘tooth and
gum department’?”

Patient: “Well, you know, I try my best but I don’t
always have the time to really pay much
attention.”

Warm introductory
greeting

Shakes hands with
patient

Open question

Reflective listening
statement
Open question






OEBPS/images/c06_image005.jpg
Patient: “Sure.”

Clinician: “Periodontitis is a progressive disease.
What [ mean by that is that if left to its’ own
devices the disease will keep attacking the gums
and then move into the bones and so on. The
teeth may even start to move slightly due to the
inflammation and reduced bone support. This
inflammation can develop around implants just
the same as around the teeth. Fortunately there
are ways of slowing or controlling this process.
Some of the things you've no doubt heard
about ...”

Patient: “Like flossing and coming to see you for
some scraping or ‘gum gardening’ as Jenny
jokingly calls i.”

Clinician: “Exactly. Doing those things like
flossing, regular brushing with a good
technique, and coming to appointments like
these—we refer to all of that as ‘self<are.” So,
doing all those things regularly can really help
slow the progress of the disease. What sense do
you make of all this?”

Patient: “Well, T was just thinking, you know ...
my uncle had this when he was quite young.
That kind of worrics me. Is there much chance
for me?”

Clinician: “That's a difficult question to answer.
Like I said, there are things we can look at to
help slow down the progression of the disease.
So, in some ways how it progresses is really up
to you. Id like to understand a bit more about
how important this is to you right now. Can I
ask you a couple of questions?”

Patient: “Sure.”

Clinician: “If you were to rate the importance of
self-care of on a scale of 1 to 10, with 1 being
not important and 10 being very important,
where would you say you are today?”

Patient: “Definitely a 10! T don’t want to lose my
teeth and if I do, I want those implants.”

Provides
information

Elicits response to
the information
provided

Introduces
readiness ruler
Asks permission

Practitioner asks a
scaling question
on importance

Change talk
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Clinician: “OK, thanks for your patience while we
reviewed how everything looks today.>

Patient: “No problem. I was a bit concerned to
hear that some of those numbers were bigger
than the “healthy” range you mentioned before
you started.”

Clinician: “Yes, you are right. Some of the gum
pocket measurements are deeper than we would
like to see. Would it be OK for us to spend the
next few minutes talking about those
concerns?”

Datient: “Yeah, great.”

Clinician: “What do you think is going on there?”

Patient: “Well, I've been told before that if you
don’t brush properly your gums can start to
pull away from your teeth. So I guess thar's
what could be happening to me.”

Clinician: “Yes, you are right. The gum
attachment can become less secure around the
tecth when bacteria are continuously causing
inflammation that you may notice as bleeding.
What other kinds of things do you know about
gum disease?”

Parient: “Well, I've also heard that some people
even have their teeth taken out because of gum
disease that gets info the jawbone.”

Clinician: “Yes, that happens to some people.
Can I review some information with you about
that?”

Raises the topic
Asks permission

Open question
(elicits what the
patient already
knows)

Open question
(eliciting current
knowledge)

Asks permission to
provide
information






