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ral diseases such as periodontal disease and
caries can be prevented or reduced because,
in addition to medical treatments, there is a
complex relationship between an individual’s behav-
ior and his or her lifestyle that may contribute to oral
diseases.!* As a result, there are evidence-based ap-
proaches to support behavior change that are effective
in chronic disease reduction.'** Health professionals,
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including dental hygienists, need to understand health
behavior theories and concepts in order to do their
jobs effectively.>*7*!! Advice-giving educational
methods generally do not motivate patients and can
potentially discourage them from making a change.”!!
Croffoot et al. found that information provided by
clinicians to patients was not substantial enough to
cause a health behavior change.'? In addition, Brand
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et al.’s study found that informing patients of negative
consequences from non-adherence to professional
advice did not promote or encourage lifelong positive
behavior change.’

In contrast to those methods, behavioral science
research indicates that effective methods to change
a behavior include eliciting intrinsic motivation
through patient-centered counseling. Motivational
interviewing (MI) is a patient-centered, collaborative
counseling approach, focusing on strengthening a
patient’s motivation for a positive behavior change.®
It allows the health care provider to convey a sense of
partnership, acceptance, compassion, and evocation
known as the “spirit of MI.” This feeling supports
patients in becoming responsible for their own health
and developing autonomy for their decisions.

Eight MI strategies can be used to help guide
patients to achieve a behavior change. The first four
are the use of open-ended questions, affirmations,
reflective listening, and summaries (known by the
acronym “OARS”).!"® Open-ended questions are
those that cannot be answered with yes or no state-
ments from the patient.>!° Posing a question that
provides an opportunity to craft a response allows
the clinician to understand the patient’s perception.’
Affirmations are achieved by giving encouragement
to and acknowledgment of the patient’s strengths.
When clinicians affirm a patient, it enhances rapport
and helps patients build confidence in changing a
behavior. Reflective listening allows a clinician to
show an understanding of a patient’s perceptions,
ambivalence, and efforts.!® It also helps patients hear
their own statements of thoughts and feelings in a dif-
ferent form, which may assist in their internal motiva-
tion to change a behavior.® Summaries help to close
the MI session, ensure the clinician understands the
patient’s perspective, and connects the information
provided by the patient.’ According to Croffoot et al.,
using OARS is important in obtaining desired goals
when implementing MI during patient interactions.'

The next four MI strategies are change talk,
importance ruler, elaboration, and supporting self-
efficacy, all of which assist patients in overcoming
their ambivalence.® Change talk occurs when the
patient’s own statements identify a behavior that
needs to be modified. The importance ruler can
be used to ask an evocative question and have the
patient assess his or her level of importance and/or
confidence to change a behavior on a scale from 0 to
10. Asking patients to elaborate on their decisions is
a strategy to evoke intrinsic motivation. Supporting

self-efficacy is used to encourage and praise patients’
accomplishments, building confidence in their ability
to change a behavior.*®

MI can be and is used by a variety of health
professionals including those in oral health care.’¢
17 Due to time constraints, an alternative approach
used in health care is brief MI (BMI), a derivative of
MI.# BMI is intended for use by providers who have
limited time (five to ten minutes) to discuss behavior
change with patients. The focus is on the collabora-
tive spirit of MI, allowing the patient to think about
the benefits and challenges of change. The goal of
both MI and BMI is to evoke a change from within
the individual to improve his or her health.®®

As increased emphasis is placed on improve-
ment of oral health and prevention of oral and sys-
temic diseases, dental hygienists need to position
themselves as effective providers of counseling
regarding behaviors that impact their patients’ oral
health.!'? The integration of MI training in dental
hygiene curricula may improve students’ use of such
counseling in their professional roles.!®

To adequately implement MI, faculty members
need training.'”?° Curry-Chiu et al. found that fac-
ulty training and buy-in were important aspects of
implementing MI in a curriculum.'® The combination
of MI training with coaching and feedback has been
found to increase retention of M1 skills.!”?° Also, the
spirit and delivery of MI were found to improve when
faculty training sessions occurred.!” Furthermore,
Croffoot et al. reported that students’ ability to apply
MI skills improved when their faculty members had
received MI training.'® In addition, Kenny et al. found
that a significant aspect of medical students’ ability
to learn was influenced by positive role modeling by
faculty members.?! In Kenny et al.’s study, learning
was achieved when students observed those in pro-
fessional roles and then applied those observations
to their own practice. Curry-Chiu et al. found that
faculty involvement in embracing the spirit of MI
had an effect on dental hygiene graduates’ desire to
implement MI in their professional practice.'® The
aims of our pilot study were to assess dental hygiene
faculty members’ perceptions of the importance of
motivational interviewing (MI) and their confidence
in teaching students about MI and to determine the
effect of MI training sessions on those perceptions.
We hypothesized that participation in MI faculty de-
velopment activities would increase the participants’
perceptions of MI importance and their confidence
in facilitating students’ Ml interactions with patients.
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Materials and Methods

The University of Michigan (U-M) Institutional
Review Board determined that this study was exempt
from oversight (HUMO00065102). A convenience
sample of all 16 U-M dental hygiene program faculty
members who taught in the clinic in 2014-15 par-
ticipated in the study. These faculty members were
directly involved with supporting students’ delivery
of MI during patient care.

In 2013, the U-M dental hygiene program’s
health behavior change curriculum was enhanced
with a special focus on MI. Prior to this curricular
change, students had only one 50-minute didactic
session that was partially devoted to MI. The en-
hancement took place over four semesters of the
six-semester dental hygiene program and included
14 didactic sessions that were 50 minutes each. In
addition, three semesters included a clinical appli-
cation assessment. Two of the clinical assessments
were graded audio recordings of student-patient MI
interactions. One assessment included the applica-
tion of MI with a standardized patient instructor
(SPI), focusing on tobacco cessation. The Class of
2015 was the first cohort to participate fully in the
enhanced curriculum. A study by Mills et al. assessed
the student-related outcomes of this enhanced MI
curriculum.?

Professional development activities in MI for
the U-M dental hygiene faculty were added to support
the health behavior change curricular enhancement.
Faculty members participated in MI workshops in
2012 and 2014 with a focus on increasing their un-
derstanding of MI and how to integrate it into their
teaching; this study focused on the impact of the
2014 workshop. The 2012 workshop was a two-day
(14-hour) event, and the 2014 workshop was a five-
hour session facilitated by faculty members from the
University of Missouri-Kansas City (UMKC) School
of Dentistry who had extensive experience with MI.
This training was designed to provide U-M dental
hygiene faculty members with better understanding
of MI as well as to enhance their ability to support
students’ application in clinical care. During these
sessions, faculty members participated in activities to
strengthen their understanding of this counseling ap-
proach. They were also provided with opportunities
to apply the MI grading rubric to sample recordings
and to provide feedback.

In the three semesters following the 2014 MI
workshop, the same dental hygiene faculty members
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were given the opportunity to participate in team
grading. Beginning that fall, those faculty mem-
bers—in a small team setting that included the MI
faculty coordinator as the facilitator—met to grade
and discuss feedback on audio recordings of student-
patient MI interactions. Four to 12 sessions of 90
minutes each were offered each semester to accom-
modate faculty availability. During these sessions,
faculty members listened to students’ recordings and
graded them using the Motivational Interviewing
Clinical Audio Recording Rating Form adapted from
the Motivational Interviewing Treatment Integrity
(MITT) code.? This rating form’s criteria assessed
students’ adherence to the eight MI strategies as
well as maintaining the spirit of MI through rapport,
empathy, and respecting autonomy. Also in fall 2014,
the faculty began evaluating students on their overall
application of the spirt of MI as an element of their
daily grade in clinic.

For this study, the dental hygiene faculty
members completed evaluation instruments on four
occasions. Three of the instruments were the pretest,
posttest 1, and posttest 2. All three of these tests used
the same survey instrument, with the additions to
posttest 2 explained below. The fourth instrument was
the Motivational Interviewing Qualitative Faculty
Questionnaire. The pretest, posttest 1, and posttest
2 were adapted from an instrument designed by the
UMKC Division of Dental Hygiene. Modifications
were completed in consultation with U-M’s Center
for Research on Learning and Teaching. To determine
content validity, we pilot tested the instruments with
two faculty members who had been involved with
MI faculty development training. Modifications were
made based on their feedback.

The pretest was conducted in August 2014 prior
to the MI workshop, and posttest 1 was conducted
immediately following that session. Posttest 2 was
conducted nearly eight months later, in April 2015,
at the conclusion of the 2014-15 academic year. The
fourth evaluation instrument was administered after
the third semester of team grading in November 2015.

On the pretest, posttest 1, and posttest 2, faculty
members used a five-point rating scale to self-assess
their perceptions of the importance of MI strategies
and their confidence in supporting students’ ap-
plication of MI strategies and embracing the spirit
of MI. The MI strategies named in these evaluation
instruments were the following: using open-ended
questions, listening reflectively, making affirmations,
summarizing, eliciting change talk, using the impor-
tance ruler, asking for elaboration, and enhancing
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self-efficacy. In addition, posttest 2 had questions to
evaluate the faculty member’s own perceptions re-
garding modeling the spirit of MI. The fourth instru-
ment used, the Motivational Interviewing Qualitative
Faculty Questionnaire, asked for recommendations
on how to maintain faculty confidence, identify
time management strategies to provide feedback
to students in clinic, assist students in recognizing
faculty modeling of M1, and enhance their influence
on students’ application of the spirit of MI.

Statistical Package for the Social Sciences
(SPSS) version 22 was used for data analysis. De-
scriptive statistics including mean and standard error
(SE) were used to report the results. The median and
semi-interquartile range (SIV) were determined for
participants’ perceptions of importance of and con-
fidence in facilitating the eight MI strategies. The
Wilcoxon signed-rank test was used to determine
differences in average ranks for comparisons for
three time spans: from pretest to posttest 1 (T ), from
pretest to posttest 2 (T,), and from posttest 1 to post-
test 2 (T,). Significance was set at p<0.05. Qualitative
data were categorized into themed responses by two
independent raters.

Results

Information on the participants’ demographic
and professional characteristics is shown in Table

Table 1. Faculty members’ demographic and profes-
sional characteristics, by number and percentage of
respondents to each item

Characteristic Response Option Number (%)
Gender Female 16 (100%)
n=16 Male 0
Age 21-30 years 3 (19%)
n=16 31-40 years 3 (19%)
41-50 years 4 (25%)
51-59 years 1 (6%)
60 years or more 5 31%)
Years practicing <5 years 2 (12.5%)
n=16 5-10 years 2 (12.5%)
11-15 years 2 (12.5%)
>15 years 10 (62.5%)
Employment Part-time 13 (81%)
n=16 Full-time 3 (19%)
Years teaching <5 years 6 (40%)
n=15 5-10 years 5 (33%)
11-15 years 1 (7%)
>15 years 3 (20%)

1. The participants’ perceptions of the importance
of and their confidence in supporting students’ em-
bracing the spirit of MI is shown in Figure 1. Mean
scores regarding the importance of MI were 4.9+0.07
at the pretest, 5.0+0.06 at posttest 1, and 4.8+0.12 at
posttest 2. The mean of all three ratings was 4.9 for
the participants’ perceptions of importance and 4.0
for their confidence (not shown).

The participants’ perceptions of the importance
of and their confidence in facilitating the eight MI
strategies with students are shown in Table 2. Their
perception of the importance of the eight MI strate-
gies stayed the same over time. However, the SIV
decreased for the items “use open-ended questions”
and “elicit change talk” immediately following MI
training. By the conclusion of the academic year,
the SIV increased for the items “summarize,” “elicit
change talk,” and “use of the importance ruler.”
There was no statistically significant difference for
any of the three comparisons (T, T,, or T,). Effect
size calculated for the comparison T, using r-squared
ranged from 0.10 to 0.20.

The participants’ perceptions of their confi-
dence remained the same as prior to training im-
mediately following the workshop (Table 2). The
SIV increased for the item “ask for elaboration” and
decreased for the item “use the importance ruler”
immediately following MI training. By the end of
the academic year, the participants’ median score on
their confidence had decreased for the items “ask for
elaboration” and “enhance self-efficacy.” In addition,
the SIV increased for the items “make affirmations,”
“summarize,” “elicit change talk,” “use the impor-
tance ruler,” “ask for elaboration,” and “enhance
self-efficacy.” The difference between the compari-
sons T, T,, and T, were not statistically significant.
Effect size calculated at T, using r-squared ranged
from 0.01 to 0.20.

On three occasions (pretest, posttest 1, and
posttest 2), the same questions were asked of the
participants regarding their perceptions of students’
ability to use MI strategies and the amount of time
in clinic to incorporate MI. In addition, the partici-
pants were asked their perspectives regarding their
own skills and ability to be a positive influence to
facilitate students’ use of MI strategies in clinic
(Table 3). On the question “I believe students have
enough time in clinic to incorporate MI strategies
with their patients,” the median score was 3.0 (SIV
0.5) at pretest, 4.0 (1) at posttest 1, and 3.0 (1) at
posttest 2. The difference found in the comparison
T, was statistically significant (p=0.03). Differences
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Pre-Test
n=15 n=16 n=12

Post-Test 1 Post-Test 2

H Importance Confidence

Figure 1. Faculty members’ perceptions of the importance of supporting students’ embrace of the spirit of motivational

interviewing and their confidence in doing so, on the pretest, posttest 1, and posttest 2

Note: The spirit of motivational interviewing is defined as collaboration, showing empathy, supporting autonomy, acceptance, and
client-centeredness during patient care. Resﬂonse options on the importance question were O=unable to answer, 1=not very important,

2=of little importance, 3=neutral, 4=somew!

represent the standard error.

were not statistically significant for T, (p=0.57) or T,
(p=0.08). The effect size was 0.28. On the question
“I can have a positive influence on my students and
their use of MI strategies in clinic,” the median score
was 4.0 (SIV 0.5) at pretest, 5.0 (0.5) at posttest 2,
and 4.0 (1) at posttest 3. The difference found in the
comparison T, was statistically significant (p=0.04).
Differences were not statistically significance for T
(p=0.59) or T, (p=0.15). The effect size was 0.03.

Faculty Team Grading

Faculty team grading of recorded MI student-
patient interactions took place during the fall 2014,
winter 2015, and fall 2015 semesters. In these se-
mesters, a total of 16 clinical faculty members could
have participated in team grading. In fall 2014, there
were 14 clinical faculty members employed. By win-
ter 2015, two of those faculty members had left the
university, and two new faculty members had been
hired. There were no changes in the clinical faculty
from winter 2015 to fall 2015.

Four team grading sessions were available in
the fall 2014 semester, when there were 14 faculty
members in the clinic (Table 4). Seven (50%) of
those did not participate in any sessions, and the
other seven (50%) participated in at least one session.
The winter 2015 semester offered 12 team grading
sessions, when there were 14 faculty members in
the clinic. Of those, 57.2% (n=8) did not participate
in any sessions, and 42.8% (n=6) participated in at
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at important, and 5=very im
O=unable to answer, T=not at all confident, 2=little confidence, 3=neutra

Fortant. Response options on the confidence question were
, 4=somewhat confident, and 5=very confident. Error bars

least one session. During the fall 2015 semester,
four team grading sessions were offered, when there
were 14 faculty members in the clinic. Of those, 64%
participated in at least one session, and 36% (N=5)
did not participate in any.

Analysis of Qualitative Responses

The qualitative responses on posttest 2 and
the Motivational Interviewing Qualitative Faculty
Questionnaire were combined for analysis at the
end of the study period (Table 5). On posttest 2, the
participants reported that team grading 50% (n=7)
and the MI workshop 36% (n=5) were most help-
ful in enhancing faculty support of student delivery
of the spirit of MI during patient care. When asked
about their ability to assess students’ application of
the spirit of M1, 69% (n=9) reported being limited by
time constraints. However, 23% (n=3) reported they
were able to assess students’ application of the spirit
of MI. In addition, 66% (n=4) reported they were able
to model the spirit of MI on a limited basis, but time
constraints on that were reported by one participant.

On the Motivational Interviewing Qualitative
Faculty Questionnaire, 50% (n=4) of the respondents
suggested continuing faculty development to help
them maintain confidence in supporting students’
use of MI. Two faculty members (25%) suggested
team grading continue to assist in maintaining their
confidence. To help maintain a positive influence
on students’ use of MI during clinic, 37.5% (n=3)
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Table 2. Faculty members’ perceptions of importance of motivational interviewing (MI) strategies and confidence in

facilitating students’ Ml strategies (N=16)

Pretest Posttest 1 Posttest 2 Wilcoxon Z Effect
Median Median Median Signed Rank Test ~ Statistic ~ Size
MI Strategy (SIV) (SIV) (SIV) T /T, T, T,
Importance
Use open-ended questions 5.0 (0.5) 5.0 (0) 5.0 (0) 0.08/0.08/1.0 0.00 vV
Listen reflectively 5.0 (0) 5.0 (0) 5.0 (0) 1.0/1.0/1.0 0.00 \Y
Make affirmations 5.0 (0.5) 5.0 (0.5) 5.0 (0) 0.66/0.31/1.0 0.00 \%
Summarize 5.0 (0) 5.0 (0) 5.0 (0.5) 0.56/0.10/0.18 -1.3 0.10
Elicit change talk 5.0 (0.5) 5.0 (0) 5.0 (1) 0.48/0.23/0.06 -1.9 0.17
Use the importance ruler 4.0 (1) 4.0 (1) 4.0 (1.5) 1.0/0.37/0.33 -0.98 0.20
Ask for elaboration (“what else?”) 5.0 (0.5 5.0 (0.5) 5.0 (0.5) 0.94/0.48/0.59 -0.54 0.02
Enhance self-efficacy 5.0 (0.5 5.0 (0.5) 5.0 (0.5) 0.67/0.79/0.78 -0.28  0.04
Confidence
Use open-ended questions 5.0 (0.5) 5.0(0.5) 5.0 (0.5) 0.13/0.86/0.48 -0.71 0.13
Listen reflectively 5.0 (0.5) 5.0 (0.5) 5.0 (0.5) 0.48/0.74/0.48 -0.71 0.10
Make affirmations 5.0 (0.5) 5.0 (0.5) 5.0(1) 1.0/0.38/0.38 -0.88 0.16
Summarize 5.0 (0.5) 5.0 (0.5) 5.0 (1.5) 0.33/0.36/0.07 -1.8 0.14
Elicit change talk 4.0 (1) 4.0 (1) 4.0 (1.5) 0.39/0.57/0.11 -1.6 0.09
Use the importance ruler 4.0 (1.5) 4.0 (1) 4.0 (1.5) 0.47/0.77/0.49 -0.69  0.15
Ask for elaboration (“what else?”) 5.0 (0.5) 5.0 (1) 4.0 (1.5) 0.55/0.32/0.13 -1.5 0.01
Enhance self-efficacy 5.0 (1) 5.0 (1) 4.0 (1.5) 0.64/0.51/0.30 -1.0 0.20

Note: On importance items, response options were O=unable to answer, 1=not very important, 2=of little importance, 3=neutral,

4=somewhat important, and 5=very important. On confidence items, response options were O=unable to answer, 1=not at all confident,
2=little confidence, 3=neutral, 4=somewhat confident, and 5=very confident. Effect size was determined by r-squared test (V=variable

constant).

SIV=semi-interquartile value; T,=pretest to posttest 1; T,=pretest to posttest 2; T,=posttest 1 to posttest 2

Table 3. Faculty members’ perceptions about students’ use of motivational interviewing (MI) and their own abilities to

teach MI (N=16)

Pretest Posttest 1 Posttest 2 Wilcoxon Z Effect
Median Median Median Signed Rank Test ~ Statistic ~ Size
ltem (SIV) (SIV) (SIV) T /T, T, T,
I believe Ml will help students achieve 4.0 (0.5) 5.0 (0.5) 4.5 (1) 0.08/0.94/0.29 -1.0 0.00
behavior change with their patients.
I believe students have enough time in 3.0 (0.5) 4.0 (1) 3.0(1) 0.03*/0.57/0.08 -1.7 0.28
clinic to incorporate Ml strategies with
their patients.
With proper education and training, 5.0 (0.5) 5.0 (0.5) 4.0 (0.5) 0.36/0.41/0.20 -1.3 0.08
I believe students have the ability to
use MI strategies with their patients.
I have the skills needed to facilitate 4.0 (1) 4.5(0.5) 4.0(0.5) 0.17/0.55/0.62 -0.50  0.02
students’ use of Ml strategies in clinic.
I can have a positive influence on my 4.0 (0.5) 5.0 (0.5) 4.0 (1) 0.59/0.15/0.04* 2.1 0.03

students and their use of Ml strategies
in clinic.

Note: Rez,oonse options were O=unable to answer, 1=strongly disagree, 2=disagree, 3=neutral, 4=agree, and 5=strongly agree. Effect

size was determined by r-squared test.

SIV=semi-interquartile value; T,=pretest to posttest 1; T,=pretest to posttest 2; T,=posttest 1 to posttest 2

*Statistically significant at p<0.05 (two tailed)
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Table 4. Faculty members who participated in 2014-15 motivational interviewing team grading, by number and per-
centage of total potential participants in each semester

Fall Semester 2014

Winter Semester 2015

Fall Semester 2015

(4 Sessions) (12 Sessions) (4 Sessions)
n=14 n=14 n=14

Number of Number of Number of Number of Number of Number of
Sessions Participants (%) Sessions Participants (%) Sessions Participants (%)
0 sessions 7 (50%) 0 sessions 8 (57.2%) 0 sessions 5 (36%)

1 session 5 (36%) 1 session 0 1 session 3 (21%)

2 sessions 1 (7%) 2 sessions 3 (21.4%) 2 sessions 6 (43%)

3 sessions 1(7%) 3 sessions 3 (21.4%) 3 sessions 0

Table 5. Analysis of participants’ qualitative responses regarding motivational interviewing (MI), with number and
percentage of total responses to each item

Percentage

Instrument Response Theme (number)
Posttest 2 MI activities and training that were most Team grading 50% (n=7)
helpful in enhancing faculty support of MI workshop 36% (n=5)

student delivery of spirit of Ml Training class 7% (n=1)

(respondents=9, total responses=14) Other 7% (n=1)

Perception of own ability to assess students’ Limited by time constraints 69% (n=9)

application of spirit of Ml Able to assess 23% (n=3)

(respondents=11, total responses=13) Unsure about effectiveness of Ml 8% (n=1)

Perception of own ability to model spirit Model spirit of Ml on a limited basis 66% (n=4)

of Ml with students and patients in clinic Time constraints 17% (n=1)

(respondents=5, total responses=6) Other 17% (n=1)

Motivational Suggestions for how to maintain confidence Professional development/in-service 50% (n=4)
Interviewing in supporting students’ delivery of MI Team grading 25% (n=2)
Qualitative Faculty  (total responses n=8) Student Ml test case 12.5% (n=1)
Questionnaire MI video examples 12.5% (n=1)
Suggestions for maintaining positive Application of Ml strategies 37.5% (n=3)
influence on students” use of Ml in clinic Student Ml test case (non-recorded) 37.5% (n=3)

(total responses n=8) Provide MI dialogue examples to faculty ~ 25% (n=2)
Suggestions to assist students in recognizing MI should occur throughout the 37.5% (n=3)

faculty members’” modeling spirit of Ml appointment
(total responses n=7) Enhance DHPOC form to have Ml 25% (n=2)
strategy section
Other 25% (n=2)

Note: On the three items in posttest 2, participants provided more than one response each.

suggested applying MI strategies with students dur-
ing patient care, and 37.5% (n=3) recommended a
student MI test case (non-recorded) requirement.
Respondents also suggested using MI throughout the
patient’s appointment to assist students in recogniz-
ing faculty members’ modeling the spirit of MI.

Discussion

In this study, the majority of the faculty mem-
bers expressed that it was important to personally
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embrace the overall spirit of MI during patient care,
and they were confident supporting students as well.
However, their rating for embracing the spirit of
MI increased from pretest to posttest 1, but slightly
decreased by posttest 2. This trend was also evident
in their assessment of the importance of and their
confidence in facilitating the eight MI strategies
over time.

We hypothesized that professional develop-
ment activities would enhance the participants’ per-
ceptions of both importance and confidence regarding
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MI. This hypothesis was affirmed by the increase
in scores immediately following the MI workshop
(posttest 1) held right before the start of the academic
year. This result was consistent with the findings of
Brand et al. that both importance of and confidence
in applying Ml increased after training.’ However, the
general decrease in the faculty members’ perceptions
of both importance and confidence by the end of the
academic year needs further exploration.

Studies by Miller et al. and Hinz concluded
that MI training should use a multi-modal approach
that includes coaching and feedback for long-term
retention of skills.!”!* As part of the MI faculty
development in our study, the clinical faculty mem-
bers were invited to participate in team grading of
student-patient MI recordings over three semesters.
For these activities, however, faculty members were
not required to participate; for those who did not, it
was due to either scheduling constraints or a personal
decision to not be involved. Interestingly, of those
who did participate, all found those sessions very
helpful in supporting student delivery of MI. These
findings suggest it may be useful to make the sessions
mandatory in the future.

For nearly half of the faculty members who par-
ticipated in this study, there was an eight-month gap
between MI training and the end-of-year assessments,
which aligned with a decrease in their perceptions
of importance and confidence on posttest 2. These
results support Miller et al.’s findings that training
with coaching and feedback improved retention and
that, when feedback was not provided, MI skills
decreased over time.!” Curry-Chiu et al. found that
faculty training and buy-in were important aspects of
implementing MI in a curriculum.'® Their study also
reported that continual faculty training and support
were needed for retention of MI skills.

On the pretest, posttest 1, and posttest 2 in
our study, there were five questions about the par-
ticipants’ perceptions of students’ ability to use MI
strategies and the amount of time in clinic to incor-
porate MI. In addition, the participants were asked
their perceptions of their own skills and ability to be
a positive influence in facilitating students’ use of M1
strategies. At the end of the MI workshop, the partici-
pants’ perception that students had adequate time to
incorporate MI strategies increased; that finding may
be related to the momentum immediately following
the workshop. The fact that the participants’ percep-
tions peaked immediately following the MI workshop
also supports Curry-Chiu et al.’s finding about the
value of MI faculty training to provide skills needed

for faculty to support students’ use during patient
care.'® Croffoot et al. also found that dental hygiene
students improved their MI skills after receiving
coaching and feedback from faculty members who
had attended a two-day training session.'”

By the end of the academic year, however, the
perceptions of the faculty members in our study had
decreased regarding being a positive influence on
students’ use of Ml strategies. Time constraints were
frequently mentioned by the participants as the great-
est challenge in assessing and providing feedback
to students. This finding aligns with Mills et al.’s
study in which students also reported feeling time
constraints were a challenge to incorporate MI strate-
gies during patient care.” Rollnick et al. suggested
that BMI instead of full MI be used by providers with
limited time and that use of BMI may allow faculty
to better support and provide feedback to students.®

The Motivational Interviewing Qualitative
Faculty Questionnaire provided valuable insights
for our study, especially since faculty confidence in
facilitating the eight MI strategies and supporting
students’ embracing the spirit of MI decreased over
time. However, the fact that half of the participants
did not complete the questionnaire was unexpected.

The respondents’ recommendations for main-
taining their confidence included professional de-
velopment activities, in-service, and team grading.
These results aligned with other studies that found
training to implement MI should include education
tools, coaching, feedback, and follow-up coaching/
feedback regarding performance in order to achieve
long-term sustainability.'®!

The limitations of this study included a small
number of participants and a lack of control or
comparison groups for the dental hygiene faculty
members who participated, potentially impacting the
validity of the results. This study’s participants were
at only one institution, limiting the generalizability
of its results. In addition, since all faculty members
participated in the MI workshop but not all of them
participated in the team grading, it is not possible to
distinguish the effects of one intervention from the
other. Finally, the study did not attempt to identify
any additional factors beyond the MI workshop and
team grading sessions that may have affected the
participants’ attitudes about or use of MI during
any of the assessment periods, so any confounding
variables remain unknown. Carefully designed,
multi-institution longitudinal studies on the impact
of MI professional development activities, including
team grading, should be conducted to address these
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limitations and provide further understanding of the
most effective ways to prepare dental hygiene faculty
members to teach MI to their students.

Conclusion

This study found that a faculty development
workshop in MI increased dental hygiene faculty
members’ appreciation of the value of MI and con-
fidence in teaching it to students immediately after
the workshop. However, both measures decreased
from immediately after the workshop to the end of
the academic year. Half of the faculty members also
took part in team grading sessions on MI, which those
participants reported enhanced their perceptions
about and teaching of MI. The addition of faculty
incentives and modifying schedules to increase par-
ticipation in MI professional development activities
should be considered. In addition, an MI refresher
in-service should be provided during the academic
year with the inclusion of more BMI activities for
faculty members due to reported time constraints.
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