
THE BIOPSYCHOSOCIAL APPROACH 
TO PATIENT CARE

Dentistry originated with a focus on biological
aspects of illness and health. This “biomedical”
model of disease offered a limited perspective for
understanding patient health. To expand this per-
spective Engel proposed the “biopsychosocial”
approach, which takes into consideration the psy-
chological, behavioral, and social aspects along
with the biological aspects of health.1 This con-
ceptualization offers clinicians a deeper under-
standing of their patients’ orientation toward
health and wellness and the numerous factors that
influence their health behaviors. Thus, this model
can help illuminate why a patient might choose an
action that differs from what the clinician recom-
mends. For instance, a dental professional might
suggest that the patient have root canal therapy
and a crown, but if the patient is accustomed to
extractions and this is the norm in his or her envi-
ronment, he or she may not wish to spend the
money on retaining the tooth. Similarly, if it is
common for most children in a community to
have extensive caries in primary teeth, parents may
come to see this oral disease condition as
inevitable and not accept recommendations for
caries prevention. 
It is important to bear in mind that patient

behavior is a major determinant of oral health. In
terms of general health, it is estimated that 40% of
premature deaths can be attributed to behavioral
patterns, putting patient behavior ahead of other
causes such as genetic vulnerability, social circum-
stances, and experiences within the healthcare sys-
tem.2 Although this statistic applies to general
health, one can extrapolate the implications for
oral health. All dental professionals have encoun-

tered situations in which behavioral issues such as
lack of self-care, improper diet, and tobacco con-
tributed to oral disease. 
The behavioral sciences offer instruments to help

patients achieve optimal oral health; these instru-
ments are in the form of theories. Theories are
intended to serve as a guide or means of explaining
phenomena and offer two major benefits:3

• A way to understand patients and the con-
text of their actions (or inaction)
• A means to effectively intervene, either to
promote a healthy behavior or to stop an
unhealthy one
Dental clinicians often share health informa-

tion with patients in the hopes of persuading them
to adopt recommended behaviors. However, infor-
mation alone is not enough to make a person
change his or her behavior. If it were so, then most
smokers would stop smoking, as they already
know that it is harmful to their health. Simply giv-
ing patients more information and telling them
what to do is an authoritarian way of interacting
with patients and is not likely to bring about last-
ing change. Rather, patients must be encouraged
to take responsibility for their own self-care. By
communicating well with their patients, clinicians
can help to identify barriers to behavioral change,
such as a low level of health literacy or inability or
unwillingness to engage in a behavior. The goal is
to promote self-efficacy so that patients do not
place the burden of their well-being entirely upon
their clinicians. Successful behavioral change
through improved partnerships between clinicians
and patients are crucial for long-term health.
Health behavior is complex and varies among

individuals. Clinicians may feel overwhelmed and
frustrated when patients do not adopt their rec-
ommendations, and may be tempted to stop try-
ing to help their patients change their behaviors.
This chapter offers a means to help clinicians bet-
ter understand patient behavior and to support
clinicians in their quest to have patients adopt
healthy behaviors. 

KEY CONSIDERATIONS 
Social Determinants of Health 
Social determinants of health are the variables out-
side the healthcare system that exert an influence
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on a person’s health and well-being.4 Also termed
“the cause of causes,” social determinants include
income, education, and the social and political con-
ditions under which people live. Clinicians may
offer well-intended advice about optimal oral
health, but when doing so, it is important to consid-
er the social context of the patient’s life and its
impact on his or her health behavior.

Socioeconomic Gradient and Poverty
Poverty and related financial pressures are ubiq-
uitous. In wealthier countries, there are poor peo-
ple; in poorer countries, there are relatively
wealthy people. The distribution of wealth and
differences between members of a society are
referred to as the social gradient, and these
inequalities are manifested in differences in
health status.5 The higher a person is on the gra-
dient, the more likely it is that he or she will be
healthy as compared to someone at the lower end
of the gradient.
Poverty is the single most important social

determinant of health, affecting over a billion peo-
ple.6 Poverty limits access to resources and restricts
the range of options for interventions related to
health. Poverty is stressful because limited
resources, often linked with marginalization in
society, present a multitude of challenges related
to basic necessities such as food, water, shelter, and
health care.7 Disease prevention is relevant to
everyone, but is especially poignant when people
at greatest risk for experiencing disease have diffi-
culty affording a simple product such as tooth-
paste with fluoride.8

Quality of Life 
Disease prevention and timely treatment are self-
evident goals in patient care. However, the individ-
ual’s subjective experience of health (or illness)
and ability to function influences quality of life
(QOL). Within dentistry, oral health is also meas-
ured as the patient’s perceived oral health-related
quality of life (OHRQOL).9,10 The concept of
OHRQOL encompasses such things as the
patient’s ability to chew, speak, eat foods without
restrictions, and be free from pain and infections.

OHRQOL provides a means of understanding
the patient’s perspective on how he or she experi-
ences oral health. 
As OHRQOL is a subjective experience,

patients present with a range of perceptions. Yet,
what is evident from research across different
countries is that people report poorer quality of
life when their oral health is suffering.11–13Negative
life events can have an adverse effect on a person’s
OHRQOL.14 Lower levels of parental education
are also associated with lower levels of OHRQOL
among children.15 Taking a proactive stance
toward one’s oral health, as characterized by
engaging in positive health behaviors and seeking
regular dental care, have been found to increase a
person’s OHRQOL.16

Health Literacy 
Health literacy encompasses basic literacy (i.e., the
ability to read and write simple text) and addition-
ally the ability to understand, evaluate, and apply
health information.17 Levels of health literacy vary
widely, depending on age, education, attitudes
toward health issues, and life experiences. Health
literacy should not be underestimated in light of
data indicating that half the adults in the United
States lack the skills to understand print materials
for everyday tasks.18 The European Health Litera-
cy Survey also found that half the Europeans in
the study had “inadequate or problematic health
literacy.”19 Lower levels of health literacy increase
the likelihood that patients may not follow instruc-
tions and may fail to understand the importance
of disease preventive practices. 

Common Risk Factor Approach 
In recent years, there has been a call in the dental
profession for taking a “common risk factor
approach” to preventing oral diseases.20,21 This
approach focuses on three major pathogenic ele-
ments—poor diet, alcohol misuse, and tobacco
use—and seeks to place oral health within the larg-
er context of overall health. These three elements
are associated not only with oral disease, but also
with diabetes and cardiovascular disease—which
are among the leading chronic diseases throughout
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the world. Although this approach has its origins
in public health, it is also relevant to patient care as
it underscores the connection between oral health
and systemic health. In public health, reducing
risk factors common to many diseases can benefit
people on a population level, and in clinical prac-
tice, doing so enables the practitioner to develop
an individualized plan for promoting both the
oral and the systemic health of the patient. 

Understanding and Influencing Health Behavior 
Behavioral science theories and models are
applied in both public health and clinical settings.
They have influenced the development of behav-
ior-based interventions—to both prevent disease
and manage it. The repertoire of behavioral theo-
ries is vast and can overwhelm even the most
ardent researcher. It is helpful to evaluate theories
in connection with research outcomes, and to
focus on the practical application of theory within
clinical settings. Social cognitive theory, stress and
coping theory, and the trans-theoretical model,
along with the psychotherapeutic method of
motivational interviewing are among the most rel-
evant theories and techniques for dental care,
especially with respect to disease prevention.22-25

Social Cognitive Theory 
Social cognitive theory (SCT) contends that peo-
ple exist in a reciprocal relationship with three ele-
ments: what is inside of them (e.g., thoughts,
feelings, and motivation level); what they do (e.g.,
acting with intention); and the world around them
(e.g., their environment, which comprises people,
structures, and social and political forces). Because
of the interconnectedness of these elements, all
three offer entry points for initiating change (see
Figure 1). 

Using this model, it is possible for a person to
change how he or she thinks or feels about oral
health and, as a result, change behavior (e.g., by
brushing with a fluoride toothpaste twice daily). It
is also possible for a person to engage in self-care
behavior, even if he or she does not initially feel
like doing so. Once the action is underway and the

individual is fully absorbed in the activity, ensuing
changes in attitude or level of motivation can
result. A person’s environment can also have a
major impact on oral health. For example, having
candy easily accessible in the home or workplace
serves as a cue to eat it. Modifying the environ-
ment—in this instance, removing the candy—will
reduce the likelihood of a person eating it, as the
cue for eating candy has been removed. 
Self-efficacy is a major element within SCT; it

refers to a person’s confidence in his or her ability
to achieve a goal and overcome impediments
along the way. At first glance, the concept may
seem simplistic, but the importance of self-efficacy
has been borne out by a vast body of research that
supports its validity across various domains,
including dentistry.26,27 Self-efficacy is malleable
and can be increased in the following ways:
• Patients can look back at past challenges they
have successfully dealt with and feel confi-
dent about future challenges.
• Patients can observe role models; that is, oth-
ers who have successfully carried out the
desired change. 
• Patients can identify important people in
their lives who can offer encouragement. 

Lastly, it is important to remind patients not to
judge their level of self-efficacy when they are
tired, stressed, or feeling depleted, as these states
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hinder an accurate self-assessment of their capaci-
ty for change. 
Goal setting, done in a collaborative manner,

encompasses not only clear definitions of the goal,
but also the necessary steps toward the goal (i.e.,
the subgoals). Often clinicians focus on the goal
but do not address the subgoals. However, it is
necessary to attend to subgoals, because what may
seem like a simple request to the clinician can be
experienced as something complex by the patient.
Patients may be embarrassed or hesitant to admit
that they cannot actually do what is asked of them
because they lack the skills to do so. Taking time
with patients to elaborate upon the subgoals helps
them break down a complex task into small units
that they can more readily take on. 
Eating fewer sweets and flossing daily are

common health recommendations made in den-
tal settings. The likelihood of behavior change is
increased by breaking each of these recommen-
dations into small steps that are necessary for
reaching the desired goal. Subgoals relevant to
healthy eating include identifying healthy snacks
to substitute for high sugar ones, writing a gro-
cery list that includes healthy items and omits
usual purchases of cookies or candy, structuring
the patient’s home and work environment to
remove easily accessible sweets, and preparing a
plan for refusing sweets when offered by others.
Subgoals for flossing include discovering which
kind of floss best suits the patient’s situation;
knowing how to floss correctly; making adapta-
tions for physical limitations; identifying a time in
the patient’s day when the desired behavior can
be implemented; linking the flossing to an exist-
ing habit such as toothbrushing, so the new habit
can be tied to another behavior; and placing floss
in a prominent area so it serves as a visual cue for
the desired action. 
Environments play an important role in influ-

encing behaviors. While it is beyond the scope of
the dental clinician to address major environ-
mental factors, such as social and political
processes that influence a patient’s life, it is possi-
ble to address the patient’s physical environ-
ment—in terms of the modifications that can be

made in the home and workplace—in order to
support the desired behavior. Previously
described measures, such as omitting sweets in
the home and placing floss where it is readily visi-
ble, are examples of how patients can modify
their environment to support their behaviors.
Other people in the patient’s life are also a part of
the environment that surrounds the individual
and can influence his or her actions. For instance,
a sleep-deprived parent who has to go to work
early in the morning may insist that the other
parent give a bottle at night to soothe a crying
child. Friends who continue to smoke in the pres-
ence of the individual who is attempting to quit
or friends who offer sweets to someone who is
diabetic exemplify how behavior change efforts
can be undermined by environmental factors,
including other people. 

Stress and Coping
Stress is something that every human being expe-
riences, but when it is persistent or overwhelming,
it has the potential to affect people’s health in
adverse ways.28 Stress exerts direct physical effects
on the body. People may also cope with stress in
unhealthy ways—such as eating unhealthy foods,
smoking, or drinking—and may forgo healthy
habits during stressful times. 
Stress is defined as a situation in which the

demands placed on an individual exceed his or her
resources. The process of evaluating the resources
at hand and deciding how to respond to the stres-
sors is referred to as appraisal, and it influences the
coping process.29 Events such as job loss and the
death of a family member are categorized as
major stressors. It is important not to underesti-
mate what are called microstressors or daily has-
sles, as these are important in their own right and
have been shown to have an impact on well-being.
Microstressors include recurring events, such as
problems with paying bills, difficulties with trans-
portation, and neighborhood annoyances beyond
one’s control.30

Broadly speaking, there are two ways of coping
with stress: emotion-focused coping and action-
focused coping (also called problem-focused 
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coping). Emotion-focused coping refers to the
soothing of emotions associated with stress and
encompasses such things as empathy and reas-
surance. Action-focused coping refers to active
problem solving, and taking steps to deal with
the stressor and ease the burden. These two
forms of coping are not mutually exclusive, and
the dental professional can draw upon both
forms of coping to support patients. For
instance, a father may have a job that prevents
him from supervising his child’s nightly tooth-
brushing. In such a situation, the clinician can be
empathic toward the parent’s dilemma and also
brainstorm alternatives to direct supervision. Per-
haps there are other adults who might be able to
supervise brushing in such situations. Or, perhaps
the parent can phone the child from work to
check on the brushing behavior. 
Other people in the patient’s life can offer

social support and, in doing so, help reduce the
patient’s stress. They can offer reassurance to
soothe the individual or offer practical assistance
with stressful tasks. Family members, friends, and
other caring individuals can offer social support
and can become involved in supporting the
patient’s healthy behaviors. 

Transtheoretical Model 
The transtheoretical model (TTM) arose out of
Prochaska and DiClemente’s examination of the
process of change within the context of various
psychological theories.23 It offers a way of under-
standing patient behaviors—and underscores that
people do not reach their desired goals in one step.
Rather, before overt behavior change is visible,
there are underlying steps that set the stage for car-
rying out the new behavior, or the ceasing of
unwanted behaviors. Additionally, people do not
simply move forward through stages of change in
a linear manner, as they may also go back and
forth among the stages. 
The stages of change according to the TTM are
• Precontemplation: The person is neither
aware of the need to change nor has plans to
change, even if he or she knows that there is a
need to change. Examples of this stage

include a parent giving a child a bottle filled
with milk at bedtime because he or she is
unaware of the potential harm it can cause;
or a smoker who is aware of the dangers of
tobacco use but has no plans to quit. 
• Contemplation: The person is thinking
about changing his or her behavior but is
weighing the cost versus the benefit of the
new behavior. Using the earlier examples,
this stage includes a parent who is thinking
about stopping the child’s bottle use at bed-
time but doubts whether he or she can deal
with the child crying when refused the bot-
tle; or a smoker who is thinking about quit-
ting reflects on the effort involved in
cessation, and doubts whether he or she can
be successful. 
• Preparation: The person creates a plan of
action to reach the desired goal. At this stage,
individuals may acquire skills if needed to
carry out the desired behavior. For example,
the parent comes up with a list of responses
to opposition from the child when not given
the bottle; or the smoker identifies ways to
modify his or her home environment so that
cues for smoking are eliminated. 
• Action: The person finally undertakes the
desired behavior, and repetition of the behav-
ior helps to strengthen the change. Examples
include the parent not giving a milk-filled
bottle to the child at bedtime; or the smoker
refraining from smoking. 
• Termination (or Maintenance): This is the
stage where action has taken hold and
become a long-term habit. For example, the
parent no longer feeds the child milk in a bot-
tle at bedtime and has established a new rou-
tine, replacing the old one; or the smoker has
stopped smoking, and furthermore has
stopped craving cigarettes and no longer has
the desire to smoke.

The TTM led to efforts to match interventions
with the patient’s stage in the change process.
Although this approach appears logical, studies
have shown that for patients enrolled in smoking
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cessation programs, the mere fact of being offered
assistance with quitting was beneficial, even if the
cessation intervention did not match the patient’s
particular stage of readiness.31

Motivational Interviewing 
Motivational interviewing (MI) is a technique to
help resolve ambivalence about the change
process, and seeks to draw forth the patient’s
intrinsic motivation to help reach the goal. Key
elements that contribute to its success include
combining empathy with evoking the patient's
own desire to change his or her behaviors. MI has
emerged in the literature as a promising interven-
tion in dental settings both for patients and for
parents of pediatric patients.32,33 This technique
has also been found to be useful in addressing
alcohol misuse and smoking cessation.34,35Howev-
er, the originators of the method, Miller and Roll-
nick, caution against adopting a simplistic
approach to MI.36 Although free resources on the
Internet offer training in MI, and various continu-
ing education courses teach this technique, they
advise that this technique be approached with
caution. It is a sensitive intervention that needs to
be carried out by people with proper training in
the method. Without extensive training, it is diffi-
cult for dental professionals to replicate the precise
methods used in research studies of MI; therefore,
clinicians may not achieve the same results as
reported in the scientific literature. 
An important lesson from the body of work on

MI is that it is natural for patients who are “stuck”
to have ambivalence about the process of change.
The best response in such situations is to reflect back
to the patient with empathy while also striving to
promote self-efficacy. For instance, if a patient says,
“I’m not sure about quitting smoking; it’s really diffi-
cult,” the dental professional could respond by say-
ing, “Tell me more about that. I’d like to understand
what’s going on.” After the patient elaborates on the
situation and feels understood, the clinician might
reply, “I realize that it’s not easy to quit, but it is pos-
sible. If you would like me to, I can share resources
with you that you may find useful.” Such a response
from the clinician, couched in empathy and curiosi-

ty, invites dialogue and potential partnership. This is
in contrast to an authoritarian response, such as,
“You have to quit smoking, otherwise your gum dis-
ease will continue to progress and you also risk get-
ting cancer.” Often strong emotions, such as
ambivalence, that surround a behavior change (e.g.,
quitting smoking) can override rational factors (e.g.,
that smoking is harmful to the patient’s health).
Therefore, it is necessary to address emotions in
order to facilitate change.

APPLICATION TO CLINICAL PRACTICE 
The Process of Disease Prevention 
Despite advances in medical and dental research,
it is not possible to entirely prevent disease. One
may speak of disease prevention and predict the
efficacy of a preventive measure on a population
level. However, in clinical terms, it is impossible to
predict with accuracy whether a person will devel-
op a disease. As a result, while one can prevent dis-
ease on a population level, on a clinical level the
dental professional can only reduce risk of disease
occurrence for each individual. 
Nevertheless, by adopting healthy behaviors

and ending unhealthy ones, individuals can greatly
increase their odds of being disease free. Sporadic
behaviors have little to no impact in terms of
improving a patient’s health. In order to exert
maximum benefits, healthy behaviors must be car-
ried out on a regular basis. Making a behavior a
habit and integrating the desired behavior into the
patient’s lifestyle are best. If the patient has
unhealthy habits, such as tobacco use or improper
diet, then these behaviors need to be eliminated
from the patient’s routines and replaced with
healthy alternatives. 

Disease Prevention Across the Lifespan
Children are dependent upon parents or other
caregivers for their well-being. Thus, it is impor-
tant to include both the child and the parent or
caregiver when offering oral hygiene instructions.
Many parents experience difficulty in motivating
their children to brush their teeth regularly. The
best way to encourage children to brush is to
model the desired behavior.37
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If parents or caregivers are stressed, they are
less able to attend to the oral health needs of their
child.38 Depending on their social norms, parents
may not view primary teeth as important, and
thus may not be concerned about a healthy pri-
mary dentition. In such situations, the importance
of primary teeth in the child’s overall health and
well-being should be explained to the parents,
given that if left untreated, decayed primary teeth
can lead to pain and potentially life-threatening
infections. 
Progression from childhood to adolescence is

marked by the emergence of autonomy, which at
times may lead patients to resist guidance about
self-care. In such instances, the dental professional
can attempt to establish rapport and take a collab-
orative approach with the patient. Additionally, it
can be helpful to connect with the values and
goals of the adolescent and his or her family. For
instance, if the patient values looking good, one
can link oral hygiene to appearances; or, if the
patient values being a good son or daughter, then
self-care can be linked to being virtuous. This is
also a period when individuals begin experiment-
ing with tobacco and alcohol use. Thus, it is neces-
sary to inquire about substance use—and offer
assistance in linking patients with resources to
support responsible drinking and tobacco avoid-
ance. Additional strategies for communicating
with youth about alcohol and tobacco use include
addressing ways to resist peer pressure to partake
of these substances. It can be challenging to coun-
sel an adolescent not to smoke, especially when his
or her parents are smoking. In such instances, it is
best to emphasize the health benefits of smoking
cessation, and offer to help both the patient and
his parents in stopping tobacco use. 
Older adults may experience difficulty with

oral hygiene because of physical limitations such
as arthritis, neurodegenerative diseases or motor
disorders, or mental challenges due to cognitive
impairment. These situations impair the older
adult’s ability to effectively complete self-care,
including oral care. Along with exploring how to
adapt oral self-care behaviors according to the
individual’s ability, it is equally important to vali-

date the person’s expression of independence. 
When caring for elderly patients who are not

living independently, it becomes necessary to
involve caregivers in oral hygiene instructions. In
situations where patients present with complex
medical conditions or cognitive impairment, it is
necessary to use a collaborative, interdisciplinary
approach to inform other healthcare providers
and family members about the individual’s oral
healthcare needs.39,40 Patients affected by dementia
may engage fully in conversation, but may not
recall health-related instructions later on. Visual
cues and written instructions may provide
prompts that allow the individual to participate in
self-care, with assistance from others to ensure 
efficacy. 

Common Risk Factors and Links to 
Systemic Health 
The dental appointment presents an opportunity
to link oral health with systemic health and to
emphasize this connection to patients. It is a way
of approaching oral health that underscores the
fact that the mouth is situated within the body,
and that what a patient does to his or her mouth
(e.g., consumption of tobacco or sugar-sweetened
beverages) has far-reaching effects beyond caries
and aesthetics. These are sensitive issues for
patients, and a nonjudgmental approach when
inquiring about them is less likely to elicit a defen-
sive response. If a patient indicates that he or she
has a problem in one of these areas, it is beneficial
to offer practical suggestions to stop the habit. If
the patient expresses a desire to change but does
not know how, he or she can be referred to online
resources and in-person programs, for instance,
for smoking cessation.

From Trying New Behaviors to Establishing
Healthy Habits
For optimal health, it is necessary to regularly
engage in health-promoting behavior. Introducing
patients to new behavior is only the first step, and
the greatest benefits are obtained when the behav-
ior becomes a habit. A habit can be defined as
something the patient does automatically in
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response to external cues.41 For example, a red
traffic light is an external cue to stop at an intersec-
tion, and likewise the process of getting dressed in
the morning for school or work can become a cue
for brushing one’s teeth. 
The following elements are helpful in turning a

new or sporadic behavior into a lasting habit: 
• Defining the desired behavior and goal 
clearly 
• Stating an intention to carry out the behavior,
or committing to the goal
• Bolstering the patient’s self-efficacy
• Learning the desired behavior
• Repeating the desired behavior so it becomes
automatic
• Integrating the behavior into existing routines
so it becomes part of the patient’s lifestyle
• Monitoring the repetition of the behavior by
tracking the frequency with which the desired
behavior is carried out
• Anticipating impediments in advance and
planning ways to deal with them
• Rewarding efforts, especially through internal
rewards such as feelings of accomplishment
(versus external rewards such as gifts)
• Attending to the patient’s environment to
make modifications so that the environment
is conducive to carrying out the new behavior 
• Identifying people in the patient’s life who
can support and encourage the adoption of
the new behavior. (It may also be necessary to
identify people who might undermine the
patient’s efforts at behavior change, and
develop a plan to address that challenge.) 

These processes can be used not only to acquire a
positive health behavior, but also to eliminate neg-
ative health habits. For example, a patient may
state “not smoking cigarettes” as a goal. 

Integrating Desired Behavior into 
Patient Lifestyles
Any change from a person’s norms and routines
has the potential to create discomfort. Patients
may intellectually understand the benefits of dis-
ease-preventing behavior, such as eating less sugar
and not smoking. However, asking them to

change long-term habits can elicit stress and con-
flicting feelings, resulting in ambivalence. On the
one hand, the patient may desire health, but on
the other hand he or she may find it difficult to do
what is required and thus dread the effort involved
in behavior change. What may seem like an obvi-
ous choice of action for a dental professional can
be experienced as a major stressor by the patient,
or the parent of a child patient—for instance,
when asking the parent not to feed the child with a
bottle at bedtime. Patients may experience
ambivalence and express doubts about their abili-
ty to adopt new behaviors or to let go of long-last-
ing ones. 
Respectful inquiry can illuminate reasons for

the patient’s reluctance to adopt the recommend-
ed behavior. It is important to keep in mind that
not all patients are ready to change behaviors
immediately. Additionally, individuals who are
experiencing stressful life situations, such as caring
for a severely ill family member or dealing with
unemployment, may hesitate to adopt a new
behavior because they perceive it as yet another
stressor, even if the benefits are apparent. In such
instances, clinicians can let their patients know
that they are available to help whenever they are
ready to change, and offer to connect patients with
supportive resources. 

Interpersonal Communication 
Interpersonal communication is a fundamental
element of all dental appointments. It is the vehi-
cle through which the psychological and social
aspects of the appointment are manifested. It is
important to maintain a caring and empathic tone
when striving to build a partnership with patients,
as they are sensitive to nuances of the clinician’s
voice. 
A study of surgeons and their tone of voice

found that it was possible to differentiate between
those who had a history of malpractice and those
who did not, solely on the basis of listening to 10-
second snippets of conversations with their
patients.42 Surgeons who used a harsh tone of
speech were more likely to have been sued for mal-
practice compared with those who used a warmer
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tone. Interpersonal communication also touches
upon health literacy as it influences how one
speaks and the words one uses.

Health Literacy in the Context of the 
Dental Appointment 
In practical terms, attending to a patient’s ability
to comprehend and utilize medical information
will yield better patient outcomes, and reduce frus-
tration for both the patient and the clinician.
Patients may not admit that they do not under-
stand medical terms or instructions fully. They
might be embarrassed to let the clinician know
that they have not understood what they have
been told. Even patients who hold advanced
degrees may lack the capacity to understand med-
ical and dental terminology, especially if their
degrees are in another field. 
Health literacy is closely linked with patient

communication, and the following suggestions
offer strategies to increase the likelihood that
patients will more fully comprehend what is being
said: 

Respectful Patient Communication
• Do not “talk down” to the patient when he
or she does not understand dental terminolo-
gy, or has misconceptions.
• Be sensitive to the patient’s gender, age, and
culture.
• Engage in a dialogue and establish a partner-
ship with the patient rather than speaking
with an authoritarian tone. 

Simplified Communication
• Use straightforward language to explain situ-
ations to patients.
• Avoid use of technical terms.
• Explain concepts using short sentences that
allow the patient to closely follow what is
being said. 

Use the Teach-Back Method
• Ask the patient to repeat back in his or her
words what the healthcare provider has said
(e.g., details about a medication regimen).

• Ask the patient to demonstrate the self-care
technique (e.g., flossing) to ensure that the
patient has the necessary skills to carry out
the behavior at home. 

Common Psychological Conditions 
Depression is one of the leading causes of disabili-
ty around the world.43 Although its manifestation
can vary across cultures, the most common ele-
ments include feelings of hopelessness and dimin-
ished ability to engage in and enjoy life. It may also
manifest as complaints of feeling unwell. One can
think of depression as existing on a spectrum
from mild to intense distress. From a practical
point of view, it is important to consider whether
the distress is interfering with the patient’s func-
tioning and whether a referral to a mental health
professional might be indicated. Often depression
is found as a comorbid condition among patients
with chronic illnesses, such as heart disease and
diabetes, and is associated with diminished self-
care.44

In many cultures, there are negative attitudes
toward depression and other psychological condi-
tions. Unfortunately, these conditions are viewed
as personal weaknesses rather than as an illness. It
is important to be open-minded toward patients
who may be depressed and make appropriate
referrals for further care. Depression is associated
with increased risk for suicide; thus, a timely men-
tal health referral can benefit the patient greatly. In
terms of preventing dental disease, it is important
to explore ways of supporting the patient’s self-
care and draw upon individuals in the patient’s life
who might be able to help encourage compliance
with recommended self-care regimens. 
Anxiety is also a common psychological con-

dition experienced around the world.45 It can
occur in a generalized form or as a specific phobia
(e.g., dental phobia); it can also occur as post-trau-
matic stress disorder following a traumatic experi-
ence. Anxiety disorders vary in presentation and
tend to be characterized by feelings of vulnerabili-
ty, threat, or lack of a sense of safety. It is very
important for care providers to reassure patients
and not dismiss their concerns, or brand the
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patients as “excessive worriers.” If the patient
appears to be experiencing difficulty because of
anxiety, referral to a mental health care profes-
sional may be beneficial. In situations where a
mental health professional is not accessible, the
dental professional might consider referring the
patient to a primary care physician. 

Supporting Patients in the Clinical Setting: 
A Chairside Checklist
The Chairside Checklist (Appendix 1) presented in
this chapter draws upon theoretical constructs from
the social and behavioral sciences, and aims to trans-
late them into a practical instrument that dental pro-
fessionals can use to enhance patient outcomes. It is
hoped that this checklist will lessen dental profes-
sionals’ frustration with patient challenges, and
thereby enhance enjoyment of their work. The
Chairside Checklist is intended to facilitate the appli-
cation of the information presented in this chapter.
It is a guide to help dental professionals support
their patients in the adoption and maintenance of
healthy behaviors. Additionally, it can also be
applied to help patients stop unhealthy behaviors. 
The checklist integrates practitioner and

patient variables and can be used to enrich the
patient appointment. Some items on the checklist
may not be relevant to each patient or each
appointment. The nature of the clinical encounter
will dictate which items might be most applicable
to a patient, and the clinician can choose those ele-
ments that are most relevant. Another value of the
checklist is in understanding challenging patients,
who might be variously referred to as “difficult,”
“uncooperative,” “resistant,” or “stubborn.” In an
ideal situation, the checklist can enhance the
appointment. But in a difficult situation, the
checklist can help to identify problems and identi-
fy potential solutions. Lastly, the checklist can be
viewed as an instrument to help foster an atmos-
phere of patient-centered care. 

SUMMARY 
Good oral health is a component of overall well-
being, and disease prevention is a goal shared by
dental professionals around the world. What peo-

ple eat and drink, and whether or not they use
tobacco, will influence their oral health status.
Convincing patients to develop health-promoting
habits and eliminate harmful behavior is a chal-
lenge frequently encountered by dental profes-
sionals. Patients cannot be kept free of disease
solely through biomedical agents, nor can health
be guaranteed solely on the basis of procedures
carried out in the clinical setting. Patients need to
actively engage in self-care in an ongoing way. In
many instances, clinicians give their patients health
information with the expectation that patients will
immediately adopt the recommended behavior.
However, providing information is but one step
within the larger process of eliciting and maintain-
ing healthy behavior. Information alone is not
enough to change behavior.
The behavioral sciences contain numerous the-

ories that can explain patient behavior. Patient
behavior must be understood in terms of internal
influences (i.e., thoughts, feelings, motivations), as
well as external influences (i.e., the environment,
which comprises other people, physical structures,
cultural norms, economics, and sociopolitical fac-
tors). Owing to practical considerations, it is not
possible to explore all theories of potential rele-
vance in this chapter. The theories and constructs
discussed were selected because of the strong basis
of support from research, and for their utility in
the clinical setting and relevance to patients from
varied cultures and socioeconomic levels. 
The authoritarian approach to patient educa-

tion is outmoded; it leads to frustration (for both
the clinician and the patient) and hampers inter-
personal communication. Dental professionals
should not merely inform patients about strategies
for disease prevention and hope that patients will
automatically adopt their recommendations. The
wealth of information from the behavioral sci-
ences informs dental professionals about how to
create an efficacious and meaningful partnership
that facilitates the process of change. It is possible
for patients to adopt new behavior leading to last-
ing habits; it is also possible to eliminate harmful
behavior in the long term. The partnership
between clinician and patient is the vehicle
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through which the process of change is facilitated,
and the contents of this chapter, including the
Chairside Checklist, are intended to guide the
reader in supporting his or her patients in their
quest for optimal oral health. 

1. Interpersonal Communication 
• What is the provider’s tone of voice? 
• Is it warm, expressing empathy and concern? 
• Is the manner of speaking authoritarian or
collaborative? 
• Are messages framed to motivate the patient
by emphasizing the benefits of disease pre-
vention, rather than evoking fear of disease? 
• Does the provider seek to promote the
patient’s self-efficacy by offering encourage-
ment and identifying role models, and build-
ing upon past successes? 

2. Expectations for Treatment
• What are the provider’s expectations for
treatment, and how might these differ from
those of the patient? 
• What is the patient’s perception of his or her
oral health quality of life, and does this need
to be reconciled with the expectations of the
care provider?

3. Defining Goals and Identifying Resources 
Needed to Reach and Maintain Them
• What are the desired preventive goals, and
are they clearly defined? 
• What are the subgoals (i.e., steps along the
way that must be reached on the way to
achieving the main goal)? 
• What resources and skills are needed to reach
the goals? 
• What are potential barriers to achieving the
goals and how might the patient plan ways to
address these barriers? 
• Is the patient aware that repetition of the
desired behavior will lead to mastery and sup-
port the long-term maintenance of the goals? 
• How will the patient monitor his or her

progress toward the goals? 
• How can the patient connect with the inter-
nal rewards of success, such as feeling pride
in one’s accomplishment? 
• How can the goals be integrated into the
patient’s lifestyle so they become automatic? 

4. Lifespan Considerations
• Are the goals and recommendations age
appropriate and realistic in terms of the
patient’s level of comprehension and motor
skills? 
• Is there a caregiver in addition to the patient?
• Is this caregiver included in important con-
versations? 

5. Environmental Factors that Influence the
Patient’s Behavior 
• What kinds of cultural norms might be influ-
encing the patient’s behavior? 
• Are there economic constraints that impose
limitations on the patient’s ability to care for
him- or herself, or purchase health necessities
such as toothbrush and toothpaste?
• Who are the important people in the
patient’s life who can be sources of support
and encouragement? 
• Might there be people in the patient’s life who
can potentially sabotage the patient’s efforts for
behavior change? If so, how might the patient
make a plan for dealing with this situation? 

6. Barriers to Preventive Care
• What are potential barriers to self-care, and
how can the patient cope or overcome the bar-
riers? Has the patient anticipated barriers and
identified strategies to overcome the barriers? 
• Are there unsupportive people who detract
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from the desired goals? How can the patient
be assertive and navigate around these people? 
• If finances are a barrier, are there alternate
paths to the goals? Can the patient and
provider brainstorm and arrive at creative
solutions? 
• If the patient is experiencing stress, which
people in the patient’s life can assist with both
emotion-focused coping and action-focused
coping? 

7. Basic Literacy 
• Can the person read and write and, if so, at
what level of literacy? How might the clini-
cian adapt communication to optimize
patient engagement in the conversation?
• Do the consent forms, educational materials,
and appointment reminders need to be
adapted to the patient’s literacy level? 
• Is the patient being treated respectfully, even
if his or her literacy level is low? 
• Might the teach-back method enhance
patient understanding of his or her situation? 

8. Health Literacy 
• Is communication with the patient respectful,
free of jargon, and clearly understood? 
• Has the patient been asked to “teach back”
to demonstrate his or her level of under-
standing of critical concepts? 

9. Resources to Support the Patient in Self-Care
• Which person or people in the patient’s life
can be a source of encouragement, support,
and stress reduction? 
• Which resources, such as Internet sites and
educational materials and guides, might be of
use to the patient? 
• Are there smartphone applications (apps) or
other technologies that the patient can use to
set up reminders and to track progress
toward a goal? 

10. Stressors and Coping Resources
• What are the demands that the patient (or
parent of child patient) is experiencing that

interfere with carrying out health behavior? 
• What kinds of emotional support might help
the patient to achieve his or her goals? 
• What kinds of practical support might help
the patient to achieve his or her goals? 
• Are there individuals in the patient’s life who
might be recruited to support the patient in
the pursuit of his or her health behavior? 

11. Patient’s Self-Dialogue
• Is the patient speaking in a manner that con-
notes hopelessness or helplessness? If so, how
might the clinician increase the patient’s self-
efficacy? 
• How might the clinician respectfully counter
the patient’s negative self-talk? 
• Does the patient need additional help if he or
she is expressing a degree of helplessness or
hopelessness that prevents achievement of
the goal? 
• Are there family members and friends who
can be recruited to encourage and support
the patient? 

12. Medical Referral 
• Does the patient have unhealthy habits that
have implications for poor oral health, and is
there a need for medical consultation?
• Does the patient present with medical condi-
tions that impede self-care?
• Might the patient have a systemic condition
such as diabetes that interferes with achieving
good oral health? 
• If the patient’s medication is exerting a nega-
tive side effect on the oral cavity, are there
alternatives that have fewer side effects?

13. Referral to a Behavioral Health Provider
• Does the patient engage in unhealthy behav-
iors, such as unhealthy diet, tobacco use, and
alcohol misuse, and might he or she benefit
from a referral for counseling? 
• Does the patient present with signs of depres-
sion, anxiety, substance use, or other psycho-
logical problems? If so, might the patient
benefit from a psychological referral?
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• If the patient is having trouble establishing
healthy habits, would a psychological referral
be beneficial? 

14. Structures and Resources to Help the Patient
Maintain Lasting Habits
• What kinds of stressors might be occurring
in the patient’s life that prevent him or her
from maintaining a healthy behavior? 
• What kinds of environmental barriers might

be influencing the patient’s behavior? 
• What are ways to promote the patient’s self-
efficacy—especially if the patient is express-
ing loss of hope? 
• Is the patient adequately connected with the
rewards and benefits of the healthy behavior,
rather than focused on the efforts to achieve
the goal? 
• What kinds of internal rewards might boost
the patient’s motivation? 
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