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Improving Oral Health among Patients with Serious Mental Illness

A changing health care system requires that the health care provider’s role extends beyond prescribing medication as therapy.  Engaging the patient to change negative lifestyle behaviors and learn new skills to improve health and health care outcomes are critical components in patient care (Dyer, Levy, & Dyer, 2005).  Application of the transtheoretical model (TTM) can assist the clinician in achieving this goal by leading the patient through a progression of stages: precontemplation, contemplation, action, and maintenance (Glanz, Burke, & Rimer, 2011).  Caring for the vulnerable population of the chronic, seriously mentally ill in a psychiatric hospital lead the writer to identify a need for oral health care promotion and oral disease prevention.  Kisely et al (2011) found that individuals with a serious mental illness are more than six times more likely to suffer from dental problems.  Oral health impacts overall well being with neglect creating the potential for a serious, progressive disease (Huff, Kinion, Kendra, & Klecan, 2006). 
The intent of this paper is to develop an oral health care program with the goal of improving oral health care among adult patients with a serious, chronic mental illness hospitalized in a stabilization unit.  Utilizing the TTM with support from additional theories and principles guides interventions for the objectives of increasing knowledge of oral health care and patient adherence to an evidence based daily oral care practice.  A collaborative effort from disciplines of social services, psychology, nursing, medical and nutrition become active participates in assisting the patient toward this goal.  Patient assessment data is collected through use of the Newman’s system model to determine perceived importance of oral health, confidence level, motivation, risk factors, cultural influences, barriers, and learner characteristics (Whetsell, Gonzalez, Moreno-Ferfusson, 2011).  Initiation of an individualized treatment plan begins after assessment data is collected and patient readiness stage of change is determined by use of an algorithm (Tillis, Stach, Cross-Poline, Annan, Astroth, 2003).
Precontemplation
Patients identified in this stage are considered apathetic and disinterested in changing oral health care behavior, adopting a new behavior, or increasing oral health knowledge.  The goal in this stage is increased awareness by acknowledging the importance of oral health and how oral health affects one’s overall welfare.  Past failed attempts of improving oral hygiene, unawareness, or misinformation of the potential negative consequences of poor oral care and the impact dental disease has on health can influence one’s readiness for change (Collins, 2011).  An educational approach utilizing motivational interviewing encompasses empathy and listening while encouraging patient behavioral reflection and recognition.  The clinician validates lack of readiness, provides oral and printed information emphasizing the risks associated with poor oral health care while respecting and supporting the patient’s decision (Zimmerman, Olsen, Bosworth, 2000; Martin & Fell, 1999; Collins, 2011). 
Contemplation
Patients in contemplation are aware and have some knowledge about good oral health and behaviors.  These patients are open to learning and communication but hesitant to commit.  Exploring how previous and current patient actions affect behaviors through the Locus of Control Theory and previous assessment data collected assist the healthcare team in understanding patient behavior and guides intervention development in contemplation (Buhagiar, Parsonage, & Osborn, 2011; Hollister, 2004).  Interdisciplinary strategies assist with interventions targeting oral health knowledge and oral health behavior.  Working together with the patient encourages the patient to assist in problem solving, identify resources, social support systems, sets goals, and reinforces patient strengths paralleling techniques of counter conditioning, social liberation, self efficacy, self reevaluation, and environmental reevaluation.  Gain framed messages utilized in counseling and active learning classes encourage behavioral changes and assist in patient recognition of oral health care benefits, an important component of the Decisional Balance Model.  Use of this model can assist the clinician in helping the patient to identify and weigh advantages and disadvantages of oral health care allowing better understanding of one’s readiness to move into the next stage of preparation (Astroth, Cross-Poline, Stach, Tilliss, & Annan, 2002).
Preparation
Patients intending to act on improving oral care behaviors and knowledge within the month are characterized in the preparation stage.  The goal in this phase is decisive action (Singer, 2007).  During preparation, small changes, such as giving consent for dental cleaning by the hospital-based dentist may be achieved.  Additional personalized interventions using cognitive behavioral principles may be further integrated into the individual’s treatment plan upon evaluation by the dentist.  Interventions are partnered with the patient for realistic goal achievement and routinely updated throughout the process by the different disciplines.  Active learning classes along with counseling sessions emphasize patient strengths, the ability to overcome obstacles, and benefits of goal attainment (Dyer, Levy, & Dyer, 2005; Zimmerman, Olsen, & Bosworth, 2000).  Self-efficacy, a component in the Behavioral Cognitive theory, plays an increasing role as one progressively moves through the TTM.  Increasing patient confidence influences patient attitudes, behaviors and improvements of oral health (Hollister, 2004).  Use of patient dairying, an intervention utilized in the Auto Regulation Theory, may prove beneficial in increasing patient reflection, understanding choices, and patient adherence (Collins, 2008). Providing encouragement and patient tools for empowerment facilitates progression into the next stage.  If the patient is willing and prepared to incorporate planned interventions into one’s lifestyle, than progression into the action stage is achieved. 
Action

Patients with a mental illness in the action stage display overt changes of less than six months in oral care knowledge and behavior.  This stage is characterized by commitment (Stoltz & Kern, 2007).  The patient has made efforts to modify risk behaviors, such as selecting dietitian recommended healthy snacks and is practicing concerted strategies developed by the different disciplines to decrease risk of oral disease and promote oral health.  Patients are participating in class discussions, practicing recommended health care behavior, and receiving positive feedback on partnered interventions.  Use of the Commitment to Health Theory determines the degree of patient commitment providing further creation of interdisciplinary interventions to strengthen self-efficacy.  Self-efficacy fluctuates and varies among individuals therefore requiring different interventions for goals.  Understanding the level of commitment can assist with these strategies to achieve adherence (Kelly, 2008).  Supporting and guiding the patient continue to be important interventions in this stage, as in previous levels (Kushner, 2003). 

Maintenance

Individuals adhering to an individualized oral health care plan for at least 6 months are considered in maintenance.  This stage of change is considered an ongoing process for optimum oral health care behavior.  Self efficacy is further emphasized with interventions of support and encouragement from the different health care disciplines along with continued behavioral skill building to overcome future barriers and potential regression to an earlier stage (Singer, 2007; Patten, Vollman, & Thurston 2000 ).  Increasing the patient’s self-efficacy and providing the ability to confront and overcome oral health care obstacles plays a major role in increasing the patient’s capability of maintaining oral health care goals as reflected in the TMM and the Health Promotion Model (Vakili, Rahaei, Nadrian, & YarMohammadi, 2011).  Patients in the maintenance stage are mentoring other patients, have increased self-confidence and self-image.  Upon hospital discharge, patients receive a scheduled community dental appointment with the discharge summary faxed to the community dental clinic providing patient history, progress, and goals for continuation of optimizing oral health care. 
Conclusion

Oral health care plays an important role in the well-being of individuals.  Efforts are needed to prevent oral disease and to promote oral health care among this high-risk population.  The TTM recognizes that the patient must be motivated to learn allowing individualized treatment plan development according to one’s readiness of change level.  Recognition and utilization of different learning principles and theoretical frameworks can further support individualized interventions.  Interdisciplinary collaboration, use of a holistic patient assessment, effective communication skills, an active learning environment with patient involvement, and application of theoretical models can lead the patient in succeeding in goal attainment of optimum oral health care. 
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