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To prepare graduates that effectively communicate and collaborate with clients'’, substitute decision makers, communities, and other professionals.

· Read the article “An Overview of health behavioural change theories and models: Interventions for the dental hygienist to improve client motivation and compliance”. Reflect on your communication with clients and discuss client belief/value modification using approaches identified in the article. Further, explain how you can overcome the challenge.



Health behaviour theories I feel have become a way to explain reasoning for actions, the ongoing research and further development of this allows a better understanding for clients’ and clinicians alike to be able to provide effective oral hygiene care. Many barriers affect certain cliental and understanding how to overcome these can assure clients’ are able to provide themselves with proper care. These health belief models and theories include the self-efficacy theory, locus of control theory, attribution theory, theory of reasoned action, health belief model, transtheoretical model, conversational interviewing, motivational interviewing. I will discuss how I have encountered these with clients’ while at CADH. 

Self-Efficacy Theory 

This deals with the client’s perception of oneself and what they believe they are capable of (Gallagher 2012). The dental hygiene intervention with this theory would be valuable to ensure that the client can reach the goals set out (Collins 2011). As explained “success reinforces success” (Collins 2011, P. 111). My experience with clients’ and this model has been to ensure a thorough assessment is made to get the full picture of the clients’ situation. In example I saw a client who was experiencing homelessness, when delivering care, I stressed the importance of regular oral hygiene and provided resources to further aid this client. I wanted to ensure the client felt heard and seen and that they left the care with the tools necessary to benefit their health. A barrier to this was trying to convince and prove to the client how important this self-care was, when they were dealing with far larger concerns concerning housing. 

Locus of Control Theory

Locus of control is related to control and can either be internal when client believe they are the cause of an outcome or external when clients’ believe a higher power, or an outside source is the result of situations (Collins 2011). Some examples I feel will benefit a client dealing with this would be to ensure that responsibility is obtained for the clients’ oral health (Collins 2011). In circumstances like this I would use evidence-based practice to provide explanation for my clients’ on whatever the intervention was whether that be proper oral hygiene education, debridement, the use of products and more. I would also ensure that the client felt that the care was appropriate for them and to adjust the treatment plan as needed to accommodate (Collins 2011). 

Attribution Theory

The attribution theory is based on perception. To some degree I feel that this can relate to positive self-talk. If you believe that you can obtain a goal you are more likely to achieve that goal, and vise versa (Collins 2011). In my experience I have noticed this theory in the amount of effort that is used, for example when demonstrating oral hygiene techniques. When the client is involved and asking questions a better result is the outcome. In relation to when a client is distant and not interested in discussing oral hygiene techniques at follow up care, I did not notice a difference in the inflammation status of the clients’ gingiva. A barrier to this would be to encourage clients’ and help them believe that they can achieve the desired outcome (Collins 2011). 

Theory of Reasoned Action

The theory of reasoned action is related to influences that include, potential risks, expectations, outcomes, and benefits (Collins 2011). To me I feel this is how most individuals make decisions. An example of an experience I encountered with this is a client believed that fluoride had a negative impact on them. After oral hygiene education and discussing further this client still believed that fluoride would not benefit them. The potential hurdle I see with this is to be able to further convince clients’ of the actions (Collins 2011). 

Health Belief Model 

The health belief model is one I feel I have encountered the most, a great explanation of this is it “described how behavioural changes depends on the perceived threat of a health condition” (Collins 2011, p.112). In my personal experience with clients', some feel that teeth cleanings and X-rays are unnecessary and that they can control things better at home. However, that is when oral hygiene education comes in handy, lots of the population don’t understand that certain interventions are needed to maintain oral health. For example, if clients’ don’t believe that they have periodontal disease or that it’s a concern for them, they are not likely to seek treatment (Collins 2011). 

Transtheoretical Model 

This model is most directly related to us in clinic as tobacco cessation. This model was developed for substance addictions and has been used for health promotion (Collins 2011). The use of this model is to place individuals into categories, with the potential for relapse and for maintenance as well (Collins 2011). The transtheoretical model includes several stages such as pre-contemplation, contemplation, preparation, action, maintenance, and relapse (Collins 2011). During the tobacco cessation I delivered for my client I also explained all the stages to them so they had a better understanding of the way their own progress would develop. A potential hurdle for this I could see is that if the client is dishonest or believes that they are in a different category than they actually are. 

Conversational interviewing

I personally feel like conversational interviewing to some degree should be involved in the dental hygiene process of care. Conversational interviewing is related to if the intervention compliments the client (Collins 2011). Open ended questions about the client can better aid the clinician in obtaining a thorough health, social, and dental history in result better care (Collins 2011). An example of this is on the basic health and dental history we interview our clients’ on cultural considerations and how they demonstrate daily oral hygiene. I feel a potential barrier to this would be that clients' do not wish to share on certain topics. I think to overcome, a conversation about patient confidentiality would be in order. 

Motivational interview 

Like conversational interviewing the use of open-ended questions are involved and is used to establish a professional client and clinician relationship, in addition to provide support (Collins 2011). The difference in motivational interviewing is that it it uses the transtheoretical model to implement change (Collins 2011). Another example of this is during each clients' care. I find that discussing clients' experiences and their own opinions of for example oral health, periodontal disease and more it can give me as a clinician a better idea of treatment options. To conclude these theories and models allow clinicians an opportunity to better understand the clients’ reasoning and to be able to provide great dental hygiene care. 
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	DH 301 Reflective Journaling Rubric

Journals 1-8 and final self-reflection: 
· Each reflection has a maximum score of 5. 
· Overall maximum score achievable = 45 points
· Overall minimum score required to successfully complete the requirement: 80% 


	Criteria
	Meets Expectations - Successful (S)
	Below Expectations - Unsuccessful (U)
	Score

	Content

/ 3
	· Describes the topic with sufficient detail.
· Usually focuses on important information and details.
· Usually identifies key points / relationships between ideas.
· Explanations are sufficiently focused and developed, and usually logical.
· Usually supports ideas with sound rationales and/or relevant evidence (including references).
· Demonstrates an adequate level of critical thinking ability.
· Relates the topic to previous experiences and/or to dental hygiene theory and /practice with adequate depth.
	· Does not describe the topic with sufficient detail.
· Does not focus on important information or details.
· Often fails to identify key points / relationship(s) between ideas.
· Explanations are often tenuous and vague, not fully developed, and/or not logical. 
· Provides little or no support or rationales for ideas (including references).
· Demonstrates some, but limited, critical thinking ability.
· Does not relate the topic to previous experiences and/or to dental hygiene theory and /practice.
	3

	Communication

/ 1
	· Generally uses a fluid style of writing that informs and convinces. 
· Usually uses professional terminology.
· Usually sequences ideas logically.
· Satisfactorily uses English language conventions; may include some weaknesses, but no meaning is lost.
	· Demonstrates a lack of coherency and clarity in the writing.
· Limited or no use of professional terminology.
· Ideas not logically sequenced.
· Often fails to integrate English language conventions and /or meaning is lost
	1

	Referencing

/ 1
	· Consistently uses credible information from reliable sources of literature to support information that is not considered common knowledge.
· LITERATURE CITED page and citation(s) is/are accurately formatted using CADH’s Vancouver referencing style both in-text and on the LITERATURE CITED page (no more than 1-2 minor errors).
	· Information that is not common knowledge is cited, but information is often not credible and/or sources are frequently not reliable.
· Fair use of CADH Vancouver style, although some elements were missing or incorrect, either in-text or on the LITERATURE CITED page (multiple errors).
	0.5

	
	** NOTE: Including plagiarized content will result in grade penalties and/or other consequences as outlined in the CADH Student Handbook.
	4.5



