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In order to maintain a viable practice,
general dental practitioners have to be
astute managers, using their business
skills and acumen to survive. However,
research suggests that most of the man-
agerial skills dentists use appear to have
been learnt experientially.1 For example,
marketing is one of the key management
skills required in dentistry, especially as
communication is one of the important
parts of marketing management. Dentists
should take time to consider the value of
communication as a marketing tool.

This article will discuss how to commu-
nicate with ‘reluctant patients’ as they tend
to demonstrate poor attendance patterns.2

In fact previous research suggests that com-
munication messages for reluctant patients
should be developed by sharing informa-
tion, feelings and beliefs in positively
framed messages from the dental team to
the patient.3 There is also the added advan-
tage that if reluctant patients can under-
stand and act on information from the
practitioner then it will be that much sim-
pler to interact with interested patients.

This article is concerned with the behav-
iour of reluctant patients and the possible
impact of marketing communications
from GDPs. However, before looking into

the role of communications within den-
tal practices, some of the characteristics
of these types of patients should be con-
sidered. Previous researchers in this area
classified the reluctant patient as a
‘rejecter’ or ‘waverer’, defining them as:2

• Rejecters — not interested in dental care
unless they are in pain, they may be cost
conscious and have dental phobias.

• Waverers — do not attend on a regular
basis as defined by the dental profession
but who understand the benefits of
dental care. They may accept advice
when prompted.
A number of models have been devel-

oped to try and explain why people do or
do not act on advice or seek medical care.
One of the these models used frequently is
the Health Belief Model (HBM).4 This is a
conceptual formulation designed to help
understand why individuals engage in a
wide variety of health related actions. It has
been criticised as being too simplistic and
formulaic; ignoring factors such as fear,5

dental fatalism,6 and aesthetics,7 which are
important concerns for patients. Figure 1
shows the basic components of the HBM
which consists of four dimensions:
• Perceived susceptibility
• Perceived severity
• Perceived benefits
• Perceived barriers.

Although useful in identifying some of
the key factors relating to health behav-
iour, the HBM could be classed as being
psychosocial and really gives little help to
those interested in understanding why
patients do or do not take certain deci-
sions. It is certainly time for dental
researchers to look beyond the traditional
HBM, therefore other behaviour models
should be considered.

In the field of marketing there are a
number of behavioural models which
could help dentists understand the stages
of the general decision-making process.8

Figure 2 illustrates a useful and fully vali-
dated American model9 which shows the
sequential consumer decision-making
process, and the many variables which may
have some influence on final outcome. It
refers to different stages of behaviour:
• Need recognition (which could be pain

or concern about appearance)
• Search (for information/new dentist/

appointment)
• Pre-purchase evaluation (discussions

with families/friends/colleagues about
good or bad dentists in the area)

• Purchase (attendance at a dental prac-
tice)

• Consumption (treatment experience)
• Post-purchase evaluation (perceptions

of treatment/experience after the visit
has taken place)

• Positive satisfaction (may result in a
change of purchasing behaviour)

• Dissatisfaction (may be likely to result in
rejection or reinforced ‘waverer’ char-
acteristics caused by the patient consid-
ering pre-purchase alternatives linked
to beliefs, negative attitudes and future
non regular attendance intentions).
This is a more realistic model than the

HBM as it also considers other influences
such as memory, environment and indi-
vidual differences. The first part of the
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There are many varying factors which impact on the
behaviour of reluctant patients and the understanding of
theoretical behavioural models can help to understand some
of the key issues. This paper considers such models and the
effective use of marketing communications in helping to
change behaviour. The paper concludes with an acronym —
OPTIMEM to help dental practitioners and practice managers
plan realistic and efficient marketing communications within
the overall management strategy.
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In brief
l The consideration of sequential

consumer behavioural models helps
to identify key issues relating to
reluctant patients.

l Dental practitioners need to consider
a range of marketing
communications for changing
reluctant behaviour.

l The OPTIMEM acronym offers a
framework for the management of
marketing communications within 
the practice.
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model considers the importance of com-
munication. It shows that a patient (or
consumer) is exposed to a range of com-
munications, such as general media, and
planned communications such as dental
brochures, leaflets and reminder letters.

Successful marketing communications
should allow patients to follow the stages
shown in the second part of the model
shown  in figure 2. The key points are: 
• Exposure (the exposure to all general

and specific communication messages)
• Attention (communication messages

should draw attention to personal
benefits)

• Comprehension (messages should be
easily and fully understood)

• Acceptance (they should be related to
the beliefs and values of the patient)

• Retention (the messages should be strong
enough to be retained and will have
some bearing on the patient’s search and
pre-purchase evaluation process).
Although figure 2 is a rather busy

appearing in newspapers, magazines,
television, radio, cinema or outdoor
posters) by GDPs comes from American
sources.10–12 These studies tend to con-
centrate on their home market and were
prompted by the American Dental Asso-
ciation’s changed Code of Ethics, remov-
ing the restrictions on advertising in 1979.
The effectiveness and moral integrity of
such advertising campaigns has been
questioned13,14 with a further study con-
cluding that radio, television and newspa-
per advertisements were not as effective as
internally generated communications
such as newsletters, press releases and
direct letters.15

An interesting British study aimed to
test the use of generic advertising to over-
come some of the perceived barriers to
dental care for rejecters and waverers.2

Its aim was to increase the uptake of gen-
eral dental practitioner services by those
people who did not attend regularly. A
promotional campaign (costing £210,000)

model, it highlights the stages of a highly
complex decision process for any patient
and looks at the impact of communica-
tion. However, one could argue that the
key problem related to this process and
the reluctant patient, is that there is often
no need recognition. If someone is not in
pain or sees little benefit in dental care
then this would explain the resulting non-
attendance. This is an important point
when thinking about the timing of com-
munications to reluctant patients.

A number of studies have been under-
taken using marketing techniques to
improve the value of dental communica-
tions to reluctant patients. Two different
categories of marketing tools have been
employed which are mass media tech-
niques and internally generated commu-
nications.

Mass media campaigns
Much of the research relating to mass
media communications (such as adverts

Fig. 1 Basic elements of the Health Belief Model



who were dentally conscious but had
not attended for some time, to seek
advice. The general conclusion of the
research was that a friendly approach,
the provision of treatment in a confi-
dent way and the creation of effective
relationships put people at their ease
and was therefore an effective market-
ing communication tool.

Another British study16 used an
advertising poster campaign (costing
£120,000) with the objective of increas-
ing the uptake of dental treatment
among young adults at work, young
mothers (socio-economic grouping C2,
D & E) and their children up to 11 years
of age. Again, the results showed that
although the campaign had raised
awareness, there was very little change in
dental visiting behaviour.

featuring Phil Cool, a well known come-
dian, was commissioned. The message
was not to actually promote dental health
but to improve the image of dental ser-
vices by informing the public that the bar-
riers to care are not as they perceived
them. Therefore a visit for a dental check
up should be the outcome.

This was done by ‘repositioning’ dental
services using the slogan ‘dentistry is not
what you think it is; it has changed in
recent years’ — a positive message. This
was coupled with a ‘free dental update’
which was a pass giving an individual per-
mission to approach a dental practice and
discuss any aspect of dental treatment
without any obligation to actually have
the treatment. The campaign used out-
door poster sites, local newspaper adver-
tisements and door-to-door leaflet drops.

It included ‘teaser’ posters — this is where
posters are changed weekly, building up a
changing picture without saying what the
advert is all about — in other words,
teaser posters aim to initially gain interest
before the main message is given. This
research was conducted in Dudley, West
Midlands and it was assumed that reluc-
tant patients from the lower socio-eco-
nomic groups would be the main
respondents.

The results showed that the awareness
of the campaign was high, but there
were equally high levels of misinterpre-
tation which led to rejection by many in
the target population. The campaign
did not achieve its stated objective —
which was to encourage the non-atten-
ders to go to the dentist. However, it did
persuade a group of people, ‘waverers’,
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Fig. 2 Adapted consumer buying process (Engel, Blackwell & Miniard)9



cations are perceived as negative. Therefore,
to ensure that the practice communications
are effective, dentists should follow a sys-
tematic planned approach.

Communications objectives
It is important that dentists carefully
evaluate their current letters, brochures,
Yellow Pages advert, office stationery,
business cards, promotional materials/
stickers, considering the key objectives
which dentists want to achieve by their
communications. For example, the main
objective could be to convey a caring,
friendly and convenient service to help to
reduce the patient’s anxiety and fear of the
unknown. If this is to be the main objec-
tive then each form of communication
should endorse that message. 

Messages
The messages projected by each form of
communication should be consistent and
planned to achieve the objectives set.
Therefore, it is important to identify what
perceived messages are being received by
reluctant patents from the current Yellow
Pages advertisement, reminder letters or
from the dental receptionist when making
an appointment. In other words, the den-
tist needs to consider exactly what mes-
sages should be projected and what
messages are projected — a list of ideal
objectives can be formed from this.

Communications tools and costs
An in-depth look at the current methods
or communications tools used should be
undertaken. The costs of these methods
should be considered, remembering that
verbal communications can be very effec-
tive, in terms of cost and strength of mes-
sage.27 There are a wide range of such
communications tools available, such as: 

Business cards and stationery should
reflect the culture and image of the prac-
tice and include a logo, emergency line,
map illustrating convenient parking,
opening hours and any special services.
Include the first names of the reception
staff as well as the dentist if a friendly mes-
sage is to be projected. This could com-
municate information which patients
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Internally generated marketing
communications
Studies have shown that dentists should
be considering the use of tangible inter-
nally generated communications,17 such
as the practice brochure, business cards,
in-house information centres (a glass
enclosed case designed to give informa-
tion about the practice and the staff ’s con-
tinuing education), thank you notes and
direct mail. Further studies18,19 highlight
the impact of personal communication
skills as part of the marketing effort.

The ability of dentists to interact well
with patients, especially with anxious
individuals, or those holding negative
attitudes to dentistry, may result in
increased patient satisfaction, leading to
retention of these patients with the prac-
tice. Many dentists are aware of their own
lack of knowledge and training in social
and communication skills.18 In a recent
American study,19 of professional and
patient views of dentistry, it was found
that of the 3,275 patients surveyed, 1,836
(56%) patients mentioned the interper-
sonal caring (eg gentle, patient and
friendly) in response to the open ques-
tion ‘What do you like most about this
(their) dentist?’ This research concluded
that although dentists should provide
skilful dentistry, they should take the
time to communicate articulately and
clearly with patients ie showing patients
that they are cared for. This is an impor-
tant finding as other studies have shown
that people respect their own dentist
more favourably than dentists in
general.20–22 This may explain the nega-
tive media image of dentists, as it may
reflect how patients view dentists in gen-
eral rather than their own.

Framing messages
It is essential to consider the actual mes-
sage which a communication aims to
project. The ‘framing’ of the message is
very important.23,24 A decision about
whether the message should be consid-
ered in relation to prevention, detection
or cure should be analysed. The message
should be ‘framed’ in a positive manner
(gain-framed). A poster in the waiting

room saying ‘Do you want healthy,
attractive teeth?’ (showing a good
mouth) is an example of a gain-framed
message, rather than ‘Do you want your
teeth to end up like this?’ (showing a
problem mouth) which is a loss-framed
message. However, the message should
not only be gain-framed, it should be
given in enough depth to be accepted,
believed and relevant to the patient if it is
to have any effect on behaviour.23 It is a
salutatory lesson for the dental team to
take a close look at posters in the waiting
room, practice brochures and reminder
letters. Indeed, dental practitioners
should consider their own practice com-
munications in terms of projecting gain-
framed messages.

So what can dentists do to
communicate messages to the
reluctant patient?
It has been acknowledged25 that an under-
standing of the decision process is vital if
the correct type of message is to be trans-
mitted to modify any behaviour. Indeed, all
marketing communications messages need
to be underpinned by an understanding of
the patient’s decision process if they are to
be effective and this is essential when con-
sidering the reluctant patient. Referring to
the American behavioural model in figure
2, dentists should be aware of the environ-
mental variables and individual differences
which impact on the patient’s decision
process.  As the model illustrates, the
patient’s memory will recall the processing
of information from any communication
(or exposure to stimuli such as practice let-
ters, brochures, adverts), which will lead to
the understanding, believing and ulti-
mately remembering of any messages
which they convey. Therefore, dentists
should plan their marketing communica-
tions to commit desired messages to
memory which will, in turn, impact on the
patient’s decision process. 

In light of recent previous research relat-
ing to male patients displaying irregular
attendance behaviour,26 it is important to
also consider the communications strategy
related to the messages and tools used in
practices, as much of the current communi-
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(especially reluctant) tend to require to
minimise the risk of uncertainty.

Letters (adopting a friendly tone)
should be used to send to patients after
their initial visit as well as for their recall
visit, thanking them for attending and
emphasising any other required messages.
The aim should be to communicate a car-
ing tone rather than a functional or
impersonal message.26

Promotional material or give-aways from
the practice, should have the name and
logo printed. It is often possible to arrange
sponsorship of these by local firms such as
leisure centres, to stretch the budget fur-
ther. These could be used to reinforce the
practice image in the eyes of the patient.

Staff communications (verbal communi-
cation) are one of the most powerful
internal marketing tools available. Recep-
tion staff should be encouraged to add the
personal touch when dealing with a
patient — using pleasantries such as tak-
ing an interest in the patient’s journey to
the practice, reassuring them about the
treatment and explaining basic informa-
tion when completing any forms.

In-house information centre is a useful
internal tool. This is a board or cabinet
which houses information relating to the
practice staff and dentists, such as docu-
mentation about recent educational/
training courses which staff have attended.
Apart from communicating success, this
would also reassure the patient of the cur-
rent skills of the service providers, again
minimising the ‘potential risk’ of harm in
the eyes of the reluctant patient.

Telephone on-hold information can be
effective also. If possible, use the on-hold
recordings to turn a negative situation
into an educational one, perhaps explain-
ing about new developments in the prac-
tice or dentistry in general, raising
awareness of such innovations.

Practice brochures can be expensive but
a tool which should convey the practice
image and values, subtly selling the bene-
fits of attendance. They should be infor-
mative and contain the policies and
attributes of the surgery, including the
logo and photos of all of the staff to
encourage a caring, friendly approach.

Press releases in the local press can
stimulate interest with the target
patients. Regular articles should be writ-
ten, for example, the new techniques
now offered at the practice, a before and
after story (with pictures), a ‘dad and
lad’ initiative (emphasising the benefits
of a double appointment), pictures of
the ‘friendly’ staff and dentist(s) cele-
brating an anniversary (eg the practice
operating for 20 years communicating
stability and assurance of standards to
the reluctant patient).

An in-house camera can be a useful mar-
keting tool when used to give the patient
an ‘after’ photo at the conclusion of a
course of clinical care. Again this can pro-
ject and create a positive, caring image.

Communications related to behaviour
With the reluctant patient there is a prob-
lem that non attendance is due, in part, to
a perceived lack of need. Therefore, in
order to communicate with this type of
patient, it is probably most effective to
‘launch the communications strategy’ at
the reluctant patient when the initial first
appointment, (often for emergency treat-
ment), is made. 

In other words, all the staff should be
aware of all new patients and a special
communications procedure could be
undertaken for the visit. This may be to
offer more attention to verbal communi-
cations, ensuring gain-framed messages.
If possible, more time could be allowed to
explain procedures and the receptionist
should make a follow-up call or send a
card 2 days later to help confirm the mes-
sages and convey a friendly image.

Measurement of effectiveness
As with all strategies it is important to
check the effectiveness from time-to-time.
Communication strategy is no different.
Once it has been launched the results
should be monitored. This could be com-
pleted by reviewing, on a twice-yearly
basis, the number of new patients who
have returned and are continuing to
attend on a regular basis. A ‘quick’ ques-
tionnaire for patients as they are waiting
for treatment could investigate their per-
ception of the messages which they feel
that they are receiving from all the prac-
tice staff. These should then be reviewed
against the objectives which the practice
team have set; for example, the objective

Table 1 OPTIMEM

Objectives Consider the precise achievements which are to be required by the practice 
communications in terms of increases in patient attendance.

Patients Although this paper mainly considers reluctant patients, other patients and their
behaviour must not be ignored. The practice staff should analyse the patient
behaviour in terms of future and present orientation — considering the current
and potential relationships.

Tools The development of integrated messages should be achieved by the use of a
range of tools such as letters, brochures, posters and press releases.

Incurred costs The whole communication process needs to be fully analysed from a financial 
viewpoint, remembering that verbal messages are effective and not too expensive.

Message It should be remembered that positive ‘gain framed’ messages should be used to
convey the messages required.

Everyone To ensure complete understanding and integration of the messages, it is essential
that all of the practice team are aware of this approach, and fully committed to
the strategy.

Monitoring A monitoring exercise should be undertaken on a regular basis to ensure the success
of the strategy. This can be completed on a longitudinal basis over a number
of years by monitoring and recording the views of previous non attending patients.
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could be to encourage a positive image of
dentistry and the questionnaire could
monitor achievement. Obviously, if there
is a short-fall in the objectives set and
those met, then further analysis of the
communications should be undertaken.
In other words, the messages should be
reviewed and refined on a regular basis.

This article does not report on new
empirical research, but considers previ-
ous successful work in health communi-
cations and shows the complexity of
communications aimed at changing
behaviour. Although different studies
vary in their results (related to communi-
cations), a very recent study, from general
health education, concluded that both
interpersonal (verbal communications)
and mass methods (advertising) of health
education can contribute effectively to the
promotion of health.28 However, it is
unrealistic to think that mass media com-
munication tools are suitable for individ-
ual dental practices. The costs are too
high, unless, of course, a group of prac-
tices joined together to commission a
media based project. Dentists should look
first at their verbal and written communi-
cations with view to a planned approach,
with the intention of ‘converting’ the
‘rejecter’ or ‘waverer’ when they come in
for emergency treatment.

With this in mind, dental practition-
ers should consider their communica-
tion skills as part of an overall
management strategy, recognising the
differing buyer behaviour processes of
their patients. Communications should
be positively-framed and stress the per-
sonal benefits of dental services as previ-
ously identified.29 All of the dental team
(including dental nurses and reception-
ists) should be encouraged to think
about their verbal communications and
the messages given to patients, especially
to the reluctant ones.

The acronym — OPTIMEM — covers

most of the areas discussed in this article
(Table 1). This could be used with prac-
tice staff to help formulate their market-
ing communications strategy when
considering reluctant patients.

This general article has sought to stim-
ulate the dental team to consider market-
ing communications targeted at the
reluctant patient, and the need to develop
key marketing communication skills. The
British Dental Journal’s Management
Research Initiative (MRI) has been a suc-
cessful trail blazer, but more joint work
between academics in management, mar-
keting and general dental practitioners is
required. Communications are only a
small part of the marketing and manage-
ment process but an important one which
can bring benefits to a practice, improv-
ing both the patients’ and staff ’s interest
and expectations.
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