
Abstract
Traditional approaches to health promotion 
involve clinicians imparting knowledge 
to patients and ‘telling’ patients what 
changes they should make to benefit their 
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health. This so-called ‘fixing reflex’ can be 
counterproductive and ineffective, creating 
unhelpful discord between clinicians and 
patients. There is little evidence that this 
approach is wholly effective in bringing about 
healthier patient behaviours. In contrast, 
motivational interviewing (MI) is a person-
focused consultation style aimed at developing 
patient motivation and commitment for a 
range of health-related behaviours. It focuses 
on discovering the values, beliefs and goals 
of patients and encourages clinicians and 
patients to work together collaboratively, 
to bring about change and growth. It is an 
effective, evidence-based approach, even 
when used as a ‘brief intervention’ for a few 
minutes only. This paper discusses how MI 
can be applied in dental healthcare settings to 
enhance general and oral health. The evidence 
available for its use in dentistry is discussed, 
along with opportunities for training of the 
dental team in this skill.

Introduction
Motivational interviewing (MI) is a style 
of communication that aims to bolster 
motivation by bringing to light a person’s 
reasons for change in a guided, curious and 

compassionate manner.1 A key principle 
of MI is that the practitioner facilitates the 
process of considering change but attempts 
to take a neutral stance on the patient’s 
decision and not put their ‘thumb on the 
balance scales’, thereby fostering a sense of 
empowerment for change.1 This promotes 
an individual’s intrinsic motivation to 
overcome ambivalence, as well as honouring 
patient choice and control where change 
may be challenging. This communication 
method allows for the delicate and essential 
practitioner-patient rapport to be maintained 
for future discussions about change which 
may then allow for plans about change to take 
seed. Scaling questions regarding confidence 
and importance may be used to evaluate 
readiness for change and can uncover barriers 
and facilitators.1 MI was initially developed to 
aid behaviour change in alcohol-dependent 
patients2 but has since been used effectively 
in diverse healthcare settings, including to 
decrease dental caries, alcohol consumption 
and tobacco use.3 While MI is not the only 
approach to offer a framework for person-
centred care (for example, the Calgary-
Cambridge model),4 skills drawn from MI 
are particularly well-suited to a dental setting 
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Applying MI techniques as a brief 
intervention
Barriers to health education in dental practice 
include a lack of time, inadequate funding, 
workload pressures, a lack of knowledge 
or training (including in communication 
skills) and the possibility of alienating 
patients.13 Yet, oral healthcare professionals 
have a responsibility to provide a preventive 
and holistic approach to care.9 Achieving 
behaviour change is a recognised challenge in 
healthcare; however, research indicates that 
brief motivational interventions can lead to 
beneficial changes.19

MI can be used as a brief intervention, 
making it suitable for the dental setting, 
where time can be a limiting factor.20 
Brief interventions may take different 
forms, including a verbal, time-limited 
counselling strategy,21 delivered in as little as 
5–10 minutes.22,23 Furthermore, the technique 
may be used by all members of the dental 
team24,25,26 as well as students.27 MI skills are 
also a helpful framework when considering 

and are also highly consistent with a trauma-
informed care approach.

Supporting collaborative, 
personalised, person-centred care
MI is an evidence-based, person-focused 
approach to behaviour change, which 
cultivates a collaborative relationship 
between the practitioner and client to 
encourage change5 through the tasks of 
engaging, focusing, evoking and planning.1 
Rather than being rigid and fixed, motivation 
is viewed as a readiness to change which 
varies over time. In MI, the goal is to 
positively shape a patient’s state of readiness 
through discussion and resolution of 
ambivalence towards behaviour change.6,7 This 
approach aligns with various policy drivers, 
including Realistic Medicine, by identifying 
what matters to patients and promoting 
shared decision-making,8 and the first and 
second principles of ‘put patients’ interests 
first’ and ‘communicate effectively with 
patients’ within the General Dental Council 
(GDC)’s Standards for the dental team, by 
considering a patient’s needs, preferences and 
values.9

Traditionally, in healthcare, clinicians 
made treatment decisions and advised 
patients what to do based on clinician 
perception of a patient’s best interests, 
with minimal involvement of the patient 
themselves.10 This approach involved 
providing information and standard 
advice, assuming that improving a patient’s 
knowledge of their health condition would 
lead to behaviour change; however, change 
does not always occur purely on the basis of 
imparting knowledge and advice.11 Moreover, 
retention of medical information given is 
often poor and can be impacted by perceived 
importance of the information and anxiety, 
among other factors.12

Dental clinicians are aware of frustrations 
when using traditional methods to encourage 
healthy behaviours.13,14 When clinicians 
impart advice with the goal of persuading 
patients to do ‘the right thing’, perhaps 
delivering information-laden arguments for 
the change, strong emotion may be provoked 
in recipients. This technique is termed the 
‘fixing reflex’. Although clinicians may be 
well-intentioned in their advice giving, 
using the fixing reflex tends to evoke a 
paradoxical reaction in patients, who may 
choose to remain ambivalent, or indeed resist 
beneficial change.1

In MI, resistance to change (more 
recently termed discord) is the product of 
the interaction between patient and clinician, 
i.e. patient motivation may be increased 

or decreased as a result of the clinician’s 
approach and responses. MI avoids using the 
fixing reflex and instead encourages the spirit 
of MI which includes ‘rolling with resistance’, 
i.e. meeting resistance with a reflective and 
curious attitude rather than confrontation or 
argumentation.15 Tailoring patient education 
and providing person-focused, supportive 
and personalised care is a cornerstone of 
ethical healthcare.8,16,17 The importance of 
clinicians building a collaborative relationship 
with patients, accepting the context of oral 
health within the lives of patients and using a 
non-judgemental approach are key factors in 
successful oral health promotion.18 Miller and 
Rollnick’s method of cultivating ‘change talk’ 
and softening ‘sustain talk’ allows exploration 
of reasons why a patient may be struggling 
to make a particular change, recognising 
the patient as an expert in their own health.1 
This supports patients towards identifying 
their goals, rather than the clinician solely 
imparting knowledge.

diverse healthcare settings, including 

‘MI has been used effectively in 

consumption and tobacco use.’
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Fig. 1 Examples of the range of healthcare settings in which MI has been reported as used (this list 
is not exhaustive)7
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when patients received MI and a positive 
impact on patient confidence and intention to 
make health behaviour changes was reported.3

Can using MI in dentistry improve 
oral health outcomes?
The role of MI in dentistry has been examined 
because a multiplicity of health behaviours 
are crucial to oral health.37 Behaviour change 
is therefore central to improvement of patient 
oral and general health and approaches 
focused on behaviour change may enhance 
the effectiveness of oral health education.38 
MI has been shown to have a positive impact 
on self-efficacy – the belief that one is capable 
of the required behaviour change – which is 
key to commencing and maintaining healthy 
behaviours.39,40 Higher patient self-efficacy 
in relation to oral health behaviours, such as 
frequency of toothbrushing and regular dental 
visits, has been linked to better performance 
in these areas.41

A number of studies have examined the 
role and impact of MI in dentistry. Relevant 
areas in dentistry include the below.

Caries risk/susceptibility reduction
Dental caries risk/susceptibility is influenced 
by sociocultural, environmental and health 
system factors.42 A number of health 
behaviours impact caries risk, including oral 
hygiene practice, sugar consumption and 
utilisation of oral health services.42 MI can 
be used to help patients identify the benefits 
of good oral hygiene, understand risks of 
poor oral hygiene, and explore barriers 
to practising good oral hygiene. This can 

the competencies required for the Safe 
practitioner framework ‘clinical knowledge 
and skills’ and ‘interpersonal skills’ published 
by the GDC.28

Can using MI enhance general 
health outcomes?
It should be recognised that health behaviours 
are influenced by a wide range of factors, 
including a person’s health beliefs, income 
and education, as well as social, physical, 
mental and societal circumstances.29 MI has 
been used successfully by various healthcare 
specialties to promote positive healthy 
behaviours. Figure 1 illustrates some reported 
uses of MI in health settings.7

MI has been successful in improving 
patient outcomes when compared with 
control groups for antiretroviral therapy 
adherence in patients with HIV (human 
immunodeficiency virus),30 decreasing 
depression symptoms,31 reducing body mass 
in patients who are overweight,32 reducing 
excessive alcohol consumption33 and 
increasing physical activity.34 Additionally, MI 
is more effective for smoking cessation when 
compared with brief anti-smoking advice.35

However, not all publications find 
significant improvement with the use of MI. 
Individual studies have shown improvement 
in dietary behaviour change through the use 
of MI,36 but a meta-analysis found non-
significant results when MI was used to 
tackle healthy eating, blood glucose control 
and medication adherence.3 Nevertheless, 
the chances of improving a range of health 
outcomes increased by one and a half times 

increase patients’ motivation to care for teeth 
and gums, improving oral hygiene habits.43 
MI, in comparison to traditional approaches, 
has been shown to result in significantly 
decreased levels of caries in children, 
particularly in those from lower income 
backgrounds, where the burden of disease 
lies.44 Thus, MI may hold a key role in tackling 
oral health inequities. A systematic review and 
meta-analysis of eight studies on the role of 
MI in preventing early childhood caries found 
there was greater benefit in caries reduction 
in children with higher caries experience; 
although, it was noted interventions provided 
were varied and further studies focused on 
high-risk groups were recommended.45

Periodontal disease risk reduction
Modifiable risk factors influencing 
periodontal disease include plaque control, 
smoking and management of diabetes.46 MI 
may be used to achieve periodontal disease 
risk reduction through encouraging patients 
to improve oral hygiene practices, reduce 
or quit smoking, and improve glycaemic 
control for patients with diabetes. Patients 
participating in MI (compared to traditional 
intervention) in a randomised controlled 
trial reported a higher frequency of daily 
interdental cleaning and improved adherence 
to oral hygiene practices for one year, with 
greater reductions in dental plaque and 
gingivitis.43 Similar findings in periodontitis 
patient cases are reported; although, it must 
be noted that these findings reflected the 
patient perception, not clinical outcome 
measures.19 Another randomised controlled 
trial found that using MI to enhance oral 
hygiene instruction (OHI) resulted in 
improved plaque and gingivitis levels in 
orthodontic patients when compared with 
conventional OHI alone, which was sustained 
at six months.47

Woelber et al.48 reported improvement in 
periodontitis patients’ interdental cleaning 
self-efficacy following only a one-day 
MI training intervention, delivered to 
dental students, promoting MI compliant 
conversations with patients without 
increasing total conversation time. This 
demonstrates translation of education and 
evidence to improve patient outcomes, 
supporting adoption of MI within busy dental 
settings. Moreover, use of MI-consistent 
language has been shown to evoke ‘change 
talk’ in periodontal patients.49

In contrast, a systematic review by Carra 
et al.50 and meta-analysis by Zhan et al.51 
evaluated clinical outcomes, finding no 
significant improvement when using MI 
for outcomes such as bleeding and plaque 
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Fig. 2 Applications for MI in dentistry20
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instruction resulted in improved plaque 

‘Using MI to enhance oral hygiene 

patients compared with OHI alone’

and gingivitis levels in orthodontic 

levels in periodontitis patients. A review by 
Gao et al. found varied effectiveness of MI.52 
Others found some significant improvement 
in indices such as plaque levels and bleeding 
on probing when MI was used alongside 
periodontal therapy.53 In 2016, Kay et al. 
reported that most reviewed literature 
supported the use of MI in dental settings.18

Tooth wear risk reduction
Behavioural risk factors linked to tooth wear 
include excessive consumption of erosive 
drinks, parafunctional habits, substance use 
and overzealous toothbrushing.54

There is limited data on the effect of MI 
for tooth wear risk reduction; although, 
other behaviour change techniques have 
been trialled with some success. For example, 
‘implementation planning’ was successful in 
reducing tooth wear and self-reported dietary 
acid frequency at six months when compared 
with standard advice.55 MI could potentially 
be used to promote reduction in tooth wear 
by encouraging modification of risk factors.

Oral cancer risk reduction
Modifiable factors, such as smoking, diet 
and alcohol intake, impact upon oral cancer 
risk and other oral health problems.56,57 MI 
can help patients identify and explore the 
benefits, risks and barriers related to smoking 
cessation and reducing alcohol intake, thus 
aiming to reduce oral cancer risk. MI can be 
used to encourage patients to quit smoking; 
although, taking longer to deliver than 
conventional brief advice, MI is significantly 
more effective at increasing patient likelihood 
to be ready for smoking cessation.22,35 Given 
the increased time to deliver MI for smoking 
cessation, future research could explore the 
cost-effectiveness of MI delivery in relation to 
the decreased burden on healthcare services if 
smokers successfully quit.

Dental general anaesthetic need 
reduction
Management of carious teeth is one of the 
most common reasons for hospital admission 
in paediatric patients.58 Dental caries can lead 
to pain, disturbed sleep and missed social 
activities and school days for children.59 
General anaesthesia (GA) for dental 
procedures can cause distress to patients, 
families and those involved in their care.60 
Additionally, there is a significant financial 
burden associated with hospital admission 
for caries-related extractions; in England 
alone, for the year 2019–20, this was around 
£33 million for 0–19-year-olds.61 Avoiding 
repeat GAs prevents distress and benefits 
health economics.

Pine et al.25 tested the efficacy of a 
30-minute, brief MI intervention delivered by 
dental nurses to parents of children who had 
deciduous extractions under local anaesthesia, 
GA or inhalation sedation. Results found a 
29% decrease in relative risk of new caries at 
two years in the intervention group.25 This 
landmark study evidenced successful MI use, 
delivered by the wider dental team.

Reducing dental anxiety
Many people experience anxiety or fear when 
visiting the dentist.62 MI may help patients 
overcome anxiety and feel more comfortable 
during dental procedures. MI could be 
used to explore fears and concerns, identify 
coping strategies and build self-efficacy. 
However, evidence attesting to this lacks. 
One pilot study involved participants who 
rated forgetfulness and fear of the dentist 
among reasons for non-attendance. MI-based 
counselling was found to be a viable way 
to reduce avoidance of dental visits among 
this group.63 Further research into the role of 
MI in relation to reducing dental anxiety is 
needed.

In summary, current evidence suggests 
that MI can be used by the whole dental team 
to support several behavioural changes known 
to reduce the risk of oral health problems 
(Fig. 2).20

MI training for the dental team
The evidence currently available is 
compelling. There is a need for the dental 
team to develop skills in MI. Effective skill 
development may translate to improved 
patient outcomes in terms of readiness for 
change and/or change making.

Today, training opportunities appear to be 
at local levels rather than UK-wide. Readers 
are directed to the Motivational Interviewing 
Network of Trainers website to learn more: 
https://motivationalinterviewing.org.64

Undergraduate/pre-registration 
training
Dental and medical undergraduates must 
develop and evidence proficiency in 

communication skills by the end of their 
undergraduate education.28,65 Evidence 
regarding MI knowledge and skills training 
embedded in dental school curricula across 
the UK is challenging to find and it would be 
helpful for more courses to foster the spirit of 
MI within teaching programmes.1

Outwith the UK, student hygienists 
attended 14 hours training and completed 

pre- and post-training evaluations in the 
United States of America (USA).66 Those 
trained in MI were able to demonstrate 
patient-centred communication skills which 
were statistically, and clinically, significantly 
improved. Third-year dental students in 
Illinois, USA, had three hours teaching on 
MI, they used their newly learned skills on 
a patient case and completed an assignment 
on the experience.67 Those students who 
accurately identified their patient’s readiness 
to change were most effective in using MI. 
In the Netherlands, over a two-year period, 
undergraduate dental students were either 
taught nothing about MI, or taught to use MI 
for smoking cessation. The group of students 
trained in MI use had a significant number 
of patients quit smoking compared to the 
non-MI dental student group.68

The GDC’s The safe practitioner: a 
framework of behaviours and outcomes for 
dental professional education comes into 
effect from September 2025 and is relevant 
to undergraduate dental and dental therapy 
students.28 This guidance highlights the need 
for the dental team to develop and use skills 
to achieve the best oral health outcomes 
for patients. The framework outlines the 
need for interpersonal skills and effective 
communication, underpinned by empathic, 
personalised, preventive and person-focused 
care which considers the impact of patient 
adherence and self-care. It is acknowledged 
that behaviour change advice should be given 
in a way which motivates adherence and 
encourages patients to take responsibility 
for improvement and maintenance of their 
oral health.28 MI is well-placed to fulfil this 
curricula requirement. It has been reported 
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as important that health coaching-based 
interventions, specifically MI, are provided for 
learners, and that learners are appropriately 
trained in their use.69 Although training can 
be effectively delivered in short two-day 
courses or less,70 longer-term training has also 
been shown to be important in developing 
MI skill competency.71 As such, introducing 
MI at the undergraduate level and building 
on this to develop sustained practice could be 
beneficial.

In recent years, ‘non-technical skills’ have 
emerged, adopted from high-risk industries 
into healthcare settings for reducing all 
manner of adverse events and increasing 
the quality of patient care.72,73 Non-technical 
skills are cognitive and interpersonal abilities, 
which are essential clinical skills and are 
characteristic of effective interventions.73,74 
Communication is a vital non-technical 
skill. There have been various studies 
examining non-technical skill development 
and assessment in acute medicine, with 
recognition that training should be included 
in medical curricula.75,76 Going forward, the 
alignment of MI knowledge and skills training 
within the teaching and training of non-
technical skills may be beneficial.

Integrating MI techniques into dental 
training has been recommended as beneficial 
for some years,77 but a barrier may be an 
absence of suitably trained clinical mentors.66 
Thus, to effectively embed MI training and 
proficiency in its use clinically, postgraduate/
post-registration training of the existing 
dental team is needed.

Postgraduate/post-registration 
training
Evidence is surprisingly sparse on MI training 
for postgraduate or post-registration members 
for the dental team, given recommendations.18

There is increasing focus on the 
importance of non-technical skills for 
post-qualification healthcare staff, as seen 
in the General Medical Council’s Generic 
professional capabilities framework in medicine 
and the Faculty of Dental Trainers (Royal 
College of Surgeons, Edinburgh) development 
of a ‘DeNTS taxonomy’ (dental non-technical 
skills) for assessing non-technical skills in 
dentists.78,79

Effective communication plays a key 
part of dental specialty training, and core 
and foundation/vocational training for 
postgraduate dentists and dental hygienists 
and dental therapists.80 Therefore, further 
evidence may emerge as focus grows 
on non-technical skills and specifically, 
communication.

Of the evidence currently available, one 

study in the USA focused on training the 
dental reception team to improve the care 
co-ordination of patients, which involved 
training in the use of MI. Following the 
intervention, dental receptionists felt 
better able to answer patients’ oral health 
questions.81 The effectiveness of MI training 
for primary care dentists and dental health 
technicians in Brazil has been reported.82 
Participants received eight hours training 
in MI and were followed-up for 1–2 years. 
Participants demonstrated that the MI skills 
learned were maintained over this period.

Additionally, there are a number of 
publications from the USA in relation to the 
use of MI by dental hygienists. These studies 
report that dental hygienists trained in MI use 
pre-graduation value and embrace the spirit 
of MI and the majority continue to use it post-
qualification; however, periodic ‘refresher’ 
training is likely to promote and sustain the 
values and use of MI long-term.83,84,85

It therefore appears that the use of MI 
within dentistry is recommended. It is a 
collaborative and supportive tool which 
allows patients to explore the benefits and 
barriers for specific behaviour changes and 
identify their own behaviour change goals. 
It can be applied to cases where better oral 
hygiene practices are likely to be of benefit, 
aiding caries and/or periodontal disease 
management. It is effective for supporting a 
decrease in both alcohol and tobacco use, and 
also reducing dental anxiety and identifying 
coping strategies in dentally anxious 
individuals. MI can be used by all members of 
the dental team as a brief intervention. Recent 
GDC guidance regarding undergraduate 
curricula aligns with the incorporation of 
the spirit of MI; however, current dental 
team members registered with the GDC may 
require training to use it effectively.

Conclusion
MI is a powerful tool for supporting patients 
to make positive changes towards improved 
health outcomes. Since the publication of the 
last systematic review in this area in 2016,18 
related to general oral health promotion, there 
has been further consistent evidence for its 
efficacy and high relevance in dental settings 
in several domains relating to general and 
oral health. Incorporating the spirit of MI 
training into pre-registration curricula for 
members of the dental team would likely offer 
continued opportunities to practise and hone 
communication skills in supported simulated 
and clinical environments. Ample research has 
shown that the therapeutic relationship is as 
important in the dentist-patient relationship 
as it is in other healthcare settings.86,87 

Incorporating MI skills would help cultivate 
strong therapeutic relationship growth, 
alongside sustainable skill development for 
MI-compliant conversation and enhance 
confidence and competency in MI techniques 
for the dental team during their working lives.

Of the available evidence in dentistry, a 
substantial amount relates to caries prevention 
in children, improving oral hygiene practices 
in children and adults, and self-efficacy. MI use 
to promote dental attendance, healthy eating, 
and reduction of plaque, gingivitis, alcohol 
consumption and tobacco use has also been 
reported. Effectiveness of MI in a variety of 
dental areas, as well as practitioner training, 
would benefit from further robust research due 
the heterogeneity of the evidence base.88

In future research, standardising MI 
intervention methods and evaluation would be 
useful because self-reported ‘improvements’ 
as to the effectiveness of MI training are not 
necessarily objective or representative of the 
actuality. Research into training delivery 
methods, effectiveness of one-off events 
versus longitudinal training programmes, 
and if online training or in-person events 
work best to promote translation of MI skills 
learned into clinical practice, are needed. 
Further information on the frequency of 
MI interventions, number and duration 
of appointments that most likely support 
healthier behavioural changes would be useful. 
It is unclear what level of training is needed for 
the dental team to enable likely translation into 
improved patient oral health outcomes.

Going forward, existing dental team 
members need training opportunities to master 
and use MI skills. This, together with training 
pre-qualification, appears to be the essential 
step needed for regular and routine application 
of MI in oral healthcare, and would assist in 
gaining better insight into the role MI can play 
in supporting oral health improvements.
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