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10 Strategies for motivating
the non-compliant
patient
Ruth Freeman1

The word motivation is often used by dentists
to describe their patients’ non-compliance with
recommended preventive actions. Colloquially
motivation seems to refer to anything from the
patients’ lack of understanding, apparent
inability to listen, to changing their health
behaviours. It is as if the patient, like a naughty
child, is being purposively irritating and is
ignoring the advice being given. However,
within this clinical scenario, no allowance is
made for whether patients have the listening
skills or the wish to change, or whether the clin-
ician can listen, provide appropriate amounts
of information and be patient enough to allow
new health behaviours to become established.
These important aspects of behaviour change
are absent in discussions and complaints about
disinterested and apparently unmotivated
patients. It is the role of the dental health pro-
fessional to assist patients to attain and main-
tain their oral health. In order to do so dentists
must free themselves from any preconceptions
or previous experiences of health education.
Thus they can examine new ways to enable their
patients to adopt and maintain oral health.

Advice-giving strategies for motivation
and compliance
Most health education is given in the form of
advice and the advice is usually given in the
form of knowledge. It has been assumed that by
providing knowledge there will be a modifica-
tion in attitude which will result in behaviour
change. The advice model of health education
(KAB)1 is based upon the idea that by increas-
ing patient’s awareness of the severity and
threat of the disease (the cons) together with
the benefits of complying with the recom-
mended preventive actions (the pros) will
result in a lasting behaviour change.1 Essen-
tially, this model proposes that patients can
move from a state of being unaware of the need
to change to a state of complete compliance
with the recommended actions. However, the
advice approach to motivating patients is
flawed.2 The problem with giving advice is that,
although there may be some short-term bene-
fits, for the most part the advice is largely
ignored. The limitations of the advice strategy
include the behavioural aim of the 

intervention, the methods used, the time given
for imparting the information, the inertia of
mental life (resistances) and the ambivalence or
disinterest on either the dentist’s or patient’s
part. 

In general practice dental health profession-
als use advice to help to persuade their patients
to adopt preventive actions. Patients hear the
advice as critical and intrusive. The patients’
resistance to change is increased and unhealthy
behaviours reinstated.3 Dental health profes-
sionals, sensing that their words are ignored,
feel that dental health education is a waste of
time.  Brief advice interventions thus end in
impasse with patient and dentist retreating to
previously held positions with respect to dental
health education and the adoption of preven-
tive actions.2, 4–5

Patient-centred strategies for motivation
and compliance
How can dentists enable their patients to adopt
and maintain preventive health behaviours?
First, it is clear that whatever strategy is to be
used it must incorporate some means of pro-
viding information other than in an advice-giv-
ing format. Secondly, rather than the
information being given like a prescription for
some dreadful medicine, it must be presented
in such a way that patients feel that it is impor-
tant to them and that they can, so to speak, take
ownership of it. In other words patients, within
the equality of the dentist–patient relationship,
can take co-ownership of the health education
interaction and in doing so acknowledge their
readiness to change. In such participative inter-
actions, motivation can be perceived quite dif-
ferently with patients’ readiness to change
acting as the key factor in promoting health
skills. Readiness to change, can provide a bridge
between the health care professional and
patient with respect to understanding patients’
lack of motivation to change their health
behaviours.

Bringing about lasting and effective changes
in health behaviours is not about being pre-
scriptive but it is about participation. It is about
encouraging patients to identify and express
their own dental health needs, exploring their
own attitudes and values as well as empowering

Both the dental health
professional and the
patient are responsible
for the patient’s failure
to act on advice, the
subsequent failure of
treatment and
worsening oral health.
This paper looks at
what can cause the
failure and suggests
various new ways of
helping a previously
non-compliant patient
maintain their oral
health.
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Fig. 1, To
change or not to
change.

them to make any necessary changes in their
own lives. At the centre of the success of one-to-
one health education is yet another partner-
ship.  This partnership is three-way. It is
between the dental health professional, the
patient and time. For all concerned, lasting and
effective changes in health behaviours are
dependent on time. The role of the health pro-
fessional is to identify which patients are ready
to change, and to provide them with the appro-
priate help and support to enable them to do so.
By doing so the health professional’s time can
be most effectively employed, not only by

enabling patients who are in a state of readiness,
but also by offering other patients, who are still
ambivalent, time to become ready for change.
There are two procedures which are important
in this regard. These are first a patient-centred
technique known as motivational
interviewing2,4–5 and secondly, a framework
for health actions known as the stages of change
model.6,7 Using a combination of these proce-
dures allows dental health professionals
together with their patients to accept mutual
responsibility for oral health.8 At the same time
it provides the health professional with the
opportunity to appreciate that change is a slow
and gradual process from unawareness through
motivation to compliance.

Motivational interviewing
Motivational interviewing as a patient-centred
technique encourages patients to speak and by
doing so enables them to identify their oral
health needs. The health professional acts as a

catalyst only intervening when necessary thus
allowing patients to recognise internal resis-
tances reflected in lifestyle barriers. It is during
this initial period that the health professional
starts to assess patients’ ambivalence, conflict
and readiness to change. 

In practical terms the health professional
must have a series of ground rules. These are
first a fixed length of time for the appointment,
secondly, to take time to explain to patients
what is to happen during their times together
and thirdly, to provide an environment in
which patients feel able to speak, question and
discuss the priority of their oral health needs.
Some patients can speak freely whereas others
find it difficult to start but with encouragement
can overcome their reticence. However a third
group exists who find it impossible to articulate
their feelings. For such people the use of an
‘agenda-setting chart’ is essential5 (Figure 1).
The chart sets out a series of visual images of,
for example, dental health actions for discus-
sion. Patients choose (from the pictures) or
suggest various options (as represented by the
query in the blank circle) which they feel are
most important to promote their oral health
(Figure 1). In this way patients identify their
own dental health goals and negotiate the time
for change. Readiness to change now becomes a
vital part of the process and can be assessed
visually using the readiness to change ruler.
This scale runs from ‘not ready’ through
‘unsure’ to ‘ready’.

The motivational interviewing technique
together with assessments of readiness to
change, enable patients to develop their own
agenda and health goals. Irrespective of
whether patients feel they wish to start or not
the emphasis of the motivational interview is
on the individual patient. Patients’ awareness of
their feelings, conflicts and opinions will allow
an identification of their own health goals while
acknowledging their wish to change. If this is
the right time for change then a personalised
preventive regime may be negotiated. However
when a patient is ‘ambivalent’ or ‘not ready’
then the health professional must wait. The oral
health agenda and the speed of change from
unawareness to compliance belong not only
with the health professional but with the
patient. Therefore patients in partnership with
the health professional place in motion the
beginnings of their behaviour change.

Increasing awareness within a patient-
centred exchange may be all that is necessary to
enable a mother and child to change from
unhealthy to less unhealthy behaviours. In the
following example the dentist had to negotiate
with the mother while acknowledging mother’s
fears that she had caused her daughter’s dental
decay. In this difficult situation the dentist had
to allow the mother to state her fears. Giving
advice at this point in the exchange as outlined

?

Procedures important
for patient motivation
• Motivational 

interviewing
• Stages of change

model
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in Case 1 would have resulted in conflict and
impasse.

During the initial interview the dentist
realised that Jane’s mother was motivated.
Mother had already thought about the reasons
for her daughter’s tooth decay. She had weighed
up the pros and cons of removing juice as a bed-
time and night-time drink and had decided
that something had to be done and she was
ready to change. With support from her partner
at home mother was able to establish and main-
tain a new preventive regime for her daughter.
How can dental health professionals be confi-
dent of their assessments of where their patients
lie on an unawareness-compliance continuum?
Such evaluations are necessary if dental health
professionals are to negotiate, implement, re-
negotiate and understand difficulties their
patients experience when complying with pre-
ventive regimes.

Prochaska and DiClemente6 devised a model
for this eventuality. They called it the ‘stages of
change model’. The model is divided into six
different stages of behaviour change. These are
precontemplation, contemplation, prepara-
tion, action, maintenance and relapse. The
stages reflect and hence provide a means of

assessing progress from unawareness (precon-
templation) through motivation (contempla-
tion, preparation) to compliance (action,
maintenance). The stages are based upon mea-
sures of readiness to change which include the
degree of ambivalence, the resolution of con-
flict, as well as the establishment and mainte-
nance of the health behaviours. Thus progress
through the stages is slow and torturous with
many false starts and relapses. People with
chronic dental problems cannot jump from
precontemplation to maintenance nor can they
progress in an orderly fashion from one stage to
the next. Their behaviour change is charac-
terised by forward and backward movements
with progress from precontemplation to main-
tenance being a spiral rather than a simple lin-
ear advance.6,7,9–10

The stages of change model
The stages of change model can assist dental
health professionals in their work with patients.
It provides a framework by which they may eval-
uate their patients’ progress from unawareness
through motivation to compliance. This section
describes each of the stages in detail.  Clinical
illustrations from practice are presented. These
clinical examples demonstrate the usefulness of
this technique in motivating patients to establish
and maintain new health behaviours.

Stage 1: Precontemplation.
Precontemplation is characterised by patients
being made aware of the need to change their
health behaviours. It is at this stage that motiva-
tional interviewing as a technique is used to
assess ambivalence and readiness to change.
The need to acknowledge patients’ ambiva-
lence, concerns, anxieties together with their
wish to change provides the dental health pro-
fessional with the opportunity to set out the
pros and cons of changing.9,10 The discussion
of the pros (dental health education) together
with the identification of the cons (barriers)
provides the basis of the precontemplation
stage. Interventions used at this time must
include providing patients with health infor-
mation as well as the dental health professional
discovering lifestyle difficulties which might act
as barriers and resistances to progression to the
next stage. Changes in personal health status, at
this early time can act as a catalyst for progress.
This was so, in the case of Mr I (Case 2) who
had recently been diagnosed with maturity
onset diabetes mellitus.

In this example Mr I’s impetus for changing
from precontemplation to contemplation was
his overall physical health. Using motiva-
tional interviewing the pros and cons of
changing were discussed, not only in relation
to his dental health status but also in relation
to his overall health. Gradually Mr I was able
to move into the next stage of change.

Case 1
Jane is a pretty three year old. Jane and her
mother attended after Jane had a general
anaesthetic to have her deciduous incisors
extracted as a result of bottle caries. Jane
was quite unaffected by the strange sur-
roundings and lay quietly on mother’s lap to
have her teeth examined. Jane had a num-
ber of small carious lesions and so the issue
of prevention needed to be addressed, in
particular Jane’s diet. Gently the dentist
asked about it. Mother admitted that Jane
was a poor eater and they had gotten into
the habit of putting her to bed with ‘juice’.
Mother feared she was to blame, ‘The juice
could not have caused this it is pure — no
sugar — Jane cries if she doesn’t have her
juice...it’s difficult to get her down at night.’
Mother wanted to know how she could pre-
vent Jane having further problems with her
teeth — she was ready to change. However
a conflict situation still existed which needed
to be addressed. Although Mother recog-
nised the need to prevent tooth decay she
feared the difficulties she would experience
if ‘juice’ were removed as a bed-time and
night-time drink.

A solution to the problem of dental caries
prevention had to be devised within the
wider context of home life — that is an
achievable rather than an ideal solution had
to be negotiated as an interim health goal.
Mother felt that Jane would tolerate a bed-
time drink of milk and she would put water in
the dinky cup if Jane needed a drink in the
night. This solution worked with little disrup-
tion to home life. Gradually night-time drinks
became unnecessary and fluoride supple-
ment use was included in the next phase of
this patient-centred preventive programme.

Prochaska’s ‘stages
of change’ model
• Precontemplation
• Contemplation
• Preparation
• Action
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Stage 2: Contemplation
In this stage the patient is thinking about the
pros and cons of changing. The pros and cons
usually have equal importance and this is
illustrated in the above example of Mr I.
Once provided with the necessary informa-
tion and his preventive strategy Mr I had to
decide, to think and to contemplate what to
do next.  However difficulties are often
encountered during this stage.11,12 Many
patients become stuck and while the pros of
changing may outweigh the cons, moves to
the next stage of preparation simply do not
happen. These individuals have been
described as ‘chronic contemplators’.11,12

Such patients are regularly seen in practice.
Often children in particular can be described
as chronic contemplators because although
the cons of eating cariogenic snacks outweigh
the pros, they are unable to give up the plea-
sure of their carbonated drinks, confec-
tionery, cakes and biscuits. However the
example given here is of Mr C a 35 year old
married man (Case 3). He seemed unable to
brush his teeth effectively even after many
years of oral hygiene instruction.

Stage 3: Preparation
Although many clinicians would have given up
with Mr C, it seemed that the hygienist, recog-
nised the need for a preparation time prior to
Mr C being able to move into action. She felt
that he needed constantly to hear the pros and
cons of changing as well as participating in oral
hygiene activities.8 Cases of chronic contem-
plators seem to be helped by repeatedly hearing
the pros and cons of changing. They are sup-
ported, encouraged and prepared for action by
participating in their preventive programmes.
For Mr C this meant being video-recorded
while brushing his teeth. Preparation time
improves self-awareness and self-image,
increases readiness to change and helps in
reducing the patient’s ambivalence and con-
flict.9–12 The need for a prolonged preparation
stage seems to be essential for chronic contem-
plators. However their apparent lack of motiva-
tion and compliance may lead to
disillusionment on the part of the dental health
professional.

Stage 4: Action
By the time patients have reached the action
stage they have resolved their conflict. It is as if a
‘cross-over’ has occurred and the pros of chang-
ing now outweigh the cons. There is the need to
support the patient through these early days
since the newly acquired behaviour will be 
subject to every possible influence — both pos-
itive and negative (Case 4).13

Jim’s problem in complying with his preven-
tive regime was related to his wish to ‘fit in’ with
his peers. It was necessary to find a solution —
a compromise — and this meant retreating to
the contemplation stage. The compromise
solution allowed Jim to ‘fit in’ without his
actions being entirely detrimental to his dental
health status. This example illustrates the need
to re-negotiate health goals as well as focusing

Case 3
Mr C is an example of a chronic contempla-
tor. His gingival condition was poor and his
plaque scores high. Although he had
attended the hygienist on many occasions
and felt somewhere in himself that it was
important to brush his teeth he seemed
unable to put this thought into action.
Nevertheless the hygienist continued to pro-
vide support and encouragement. She video-
recorded Mr C while tooth-brushing believing
if she gave him an active role in his preven-
tion, he would gradually understand what he
was being asked to do. He would change as
she had seen others do before.

Case 2
Mr I is a 75 year old widower. At a routine
appointment the dentist noted that he had
secondary caries affecting a number of his
restorations. Mr I was referred to the dental
hygienist for dental health education.
Discussions as to why these lesions had
developed took place. Since the death of
his wife Mr I had never really ‘got into the
way of cooking’. He got hot meals from
meals-on-wheels and survived the rest of the
time on sweet cups of tea with cakes and
biscuits. He told the hygienist that he had
been diagnosed as being diabetic but it
was being controlled by diet. The hygienist
using this information linked Mr I’s carious
teeth to his sugary snacking pattern and
related it to his overall health. A preventive
plan was negotiated in which the sugar
was to be replaced by an artificial sweet-
ener and the biscuits or cakes by an easily
made sandwich. The hygienist continued to
see Mr I. As part of his continuing care she
encouraged Mr I to consult the dietician at
his doctor’s practice.

Case 4
Jim is 15 years old. He is quite frightened
of dental treatment and this anxiety has
provided the impetus for Jim to restrict
sugar to mealtimes. His mother has pro-
vided the main support for his actions.
However, recently he has found it difficult
to comply with his preventive programme.
He plays football for the school team and
after training or a match was thirsty and
hungry. He feels constrained by his team-
mates and so usually joins them for a fizzy
drink and sugary snack. It seemed like
there was no way out of this difficult situa-
tion and so it was decided to retreat to the
contemplation stage. The pros and cons of
using sugar-free drinks and less cariogenic
snacks was discussed. It was decided that
he would try this option when he was next
faced with peer group pressure. This
interim solution has worked. All involved
recognise its limitations.
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prevention upon Jim’s psycho-social needs. In
this way, although the compromise health goal
may not be ideal, it will be attainable and
appropriate for the individual at that point in
time. After all, ‘health goals [are] staging posts
on the way to the final destination of positive
health behaviours’.14

Stage 5: Maintenance

Using the strategy as suggested in Case 4
enabled Jim to maintain his behaviour change.
Although Jim was on the verge of relapse, using
the stages of change provided all concerned
with the opportunity to re-group and re-nego-
tiate Jim’s preventive programme. It is impor-
tant that the intervention reflects the stage of
change the patient has reached. Patients who
have reached the action and maintenance stages
benefit from shorter, more intensive and more
participative interventions.  They have taken
responsibility for their oral health while
acknowledging the supportive role of the dental
health professional.  Once action and mainte-
nance have been reached the interventions
must be ‘mutually-participative’ reflecting the
joint responsibility for maintaining oral health
improvements (Case 5).8

Stage 6: Relapse
Relapse occurs when maintenance strategies
breakdown and previous unhealthy behaviours
are resumed.  Although this stage is common
and may appear as a disaster it provides an
opportunity for re-grouping and re-negotia-
tion of health goals.  It appears that patients in
the relapse phase may return to the contempla-
tion stage but progress quickly through prepa-
ration to action.14 Relapse allows patients to
recognise that what they have achieved once
they will achieve again. The need for the health

professional to be supportive and re-negotiate
more realistic, achievable goals allows the
patient’s doubts to be expressed and conflict-
changing to be resolved. According to Jacob
and Plamping:14

The challenge...at the relapse stage is to be sup-
portive and accepting...to aid the patient...re-
enter the action stage rather than blaming
her...this has the effect of returning the patient to
the precontemplation or contemplation stages,
where she may question if she really wants to
change anyway!

The example of Kate (Case 6) illustrates
Jacob’s and Plamping’s concerns. Kate feared
criticism and as her ambivalence increased, her
readiness to change decreased. Hence there is
the need to use alternative strategies. In this
case a health-related approach proved fruitful.
Appealing to the importance of Kate’s appear-
ance reduced Kate anger and ambivalence. This
allowed Kate to appreciate the importance of
changing her health behaviour.

Conclusions
There is the idea that it is easy for patients to
change their health behaviours.  All that needs
to be done is to give health information and
patients will change.  However this disregards
the inertia of mental life and the difficulties
people have in changing.  Many people feel
ambivalent about the idea of changing since it
means having to give up things which provide

Case 5
Mrs F had recently had her last child. She
was in her early 40s and this had been a
second pregnancy within three years. She
was shocked to learn that she had experi-
enced considerable bone loss during the
intervening three years. Her oral hygiene
was good and she was at a loss to know
how this could have happened. Discussions
concerning the need for periodontal treat-
ment on the one hand and need to maintain
a rigorous level of personal oral hygiene on
the other provided the opportunity to re-
negotiate health goals based upon mutual
participation. At this point in the intervention
there was a retreat to contemplation and to
preparation stages. During the preparation
stage Mrs F was shown how to improve her
oral hygiene using dental tape and an inter-
dental brush. Periodontal care was pro-
vided. She was given support during this
period in order to allow these new oral
hygiene routines to become established.
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them with pleasure and enjoyment. If the con-
flict patients experience in trying to change is to
be resolved then dental health professionals
need to use patient-centred interviewing tech-
niques to help them. Using motivational inter-
viewing allows patients to explore their attitudes
to both the cons (costs) and the pros (benefits)
of changing as well as allowing the dental health
professional the opportunity to assess their
readiness to change.  The patients’ position on
the unawareness-compliance continuum can
then be assessed using the stages of change
model.6–7,9–12 This dynamic framework 

provides a reassurance for the health profes-
sional since it demonstrates that people can
progress as well as regress through the stages.  

Motivating patients to change their health
behaviour is a complex issue which relies upon
the understanding and patience of health pro-
fessionals.  By using motivational interviewing
together with the stages of change model, den-
tal health professionals can facilitate behav-
iour change in their patients, as well as
enabling them to achieve the long-term health
goals of compliance with maintenance of their
newly, secured health actions
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