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 n Learning Goals
 5 Learn about the importance of autonomy and self- 

regulation in self-determination theory (SDT) in 
order to improve oral health

 5 Learn about why autonomy is one of the most 
important of moral pillars in biomedical ethics, 
professionalism and informed consent related to 
oral health choices and challenges

 5 Learn about the three basic psychological needs 
(BPN) in SDT, and how they are connected to 
autonomy support, learning, motivation and mas-
tery of oral health

 5 Learn about how to give patients autonomy support 
related to their own oral health challenges

 5 Learn about the internalisation process and how 
different motivational regulations are related to dif-
ferent oral health behaviours

8.1  Introduction to Self-Determination 
Theory (SDT)

Self-determination theory (SDT), developed by Edward 
L. Deci and Richard M. Ryan [1], is a modern empirical 
macro-theory of human motivation. SDT [2] is one of 
the most researched and applied theories of human 
motivation in the field of psychology.

Motivation lies in the human nature. When we are 
motivated, we are active, engaged and curious. We are 
inspired, and we want to learn, develop and master new 
skills. Most people want to make great efforts, but it is also 
clear that some individuals are passive and alienated [3].

SDT is anchored in Carl Rogers [5] and his humanistic 
perspectives such as unconditional positive regard, 
authenticity, warmth, empathy and patient centered-
ness, thus being sensitive to patients’ psychological and 
social needs.

The SDT theory can explain how and why motiva-
tion is important in most contexts and situations [6].

Further, SDT is concerned with how dental profes-
sionals can give autonomy support and how this gener-
ates patient’s autonomous motivation, self-regulation 
and relevant oral health changes.

Autonomous motivation and self-regulation, in SDT 
research, have shown positive impacts on oral health 

changes, decrease in dental anxiety, increase in well- 
being and oral health-related quality of life besides 
maintaining positive dental health behaviour over time 
[7–10].

A fundamental issue in SDT is how dental profes-
sionals are able to implement counsel and guide auton-
omy support in a non-controlling and non-conditional 
way [11].

SDT represents patient centredness and a holistic 
patient view by focusing on the biopsychosocial model 
by Engel and Williams & Deci [12, 13].

 > “Autonomy support instantiates the type of provider 
behavior that is widely advocated by adherents to the 
biopsychosocial approach to medicine” [13, p. 767].

When implementing SDT in oral health interven-
tions, we can understand more about what lies behind 
motivational processes related to changes in oral health 
behaviour, patient’s well-being and oral health quality 
of life. This is fundamental in order to be able to help 
patients in a better way in the future to manage oral 
health challenges [10, 14].

8.1.1  Ethical Considerations Using 
Autonomy

The concept of autonomy has become increasingly 
accepted in all health contexts and has become one of 
the most important of moral pillars. This is considered 
an ethical mandate for medicine [15].

Autonomy support is a factor that makes SDT par-
ticularly useful in health care contexts because it is con-
sistent with biomedical ethics [16], medical 
professionalism [17] and informed consent [17, 18]. 
Clinical practitioners are, therefore, obligated to respect 
autonomy regardless of the theoretical frame they are 
using [15]. Emphasis on patient autonomy has been 
widely embraced in physician charters [17].

Biomedical ethics claims that autonomous motiva-
tion and self-regulation are important health outcomes 
in itself. SDT is, therefore, consistent with tenets of clin-
ical practice as medical professionalism and principles 
of biomedical ethics.

Box
Motivation represents both energy and direction of a 
behaviour [1]. Motivation plays an uttermost and cen-
tral role in learning, leadership, teaching, counselling 
and guiding processes related to behaviour change [4, 2].

Box
Autonomy-supportive guidelines refers to SDT’s 
three basic and fundamental psychological needs 
(SDT-BPN): autonomy, competence and relatedness.

Supporting the three SDT - needs has shown pos-
itive effects on patients' health-promoting and pre-
ventive behaviours and oral health status [10].

 A. E. M. Halvari



115 8

8.1.2  Autonomy and Self-Regulation

Autonomy is derived from the Greek words “autos” 
(self) and “nomos” (rule). Autonomy refers to self- 
regulation and self-endorsement [19]. Autonomous peo-
ple experience ownership of their behaviour [2].

When people are self-ruled and self-motivated, they 
will be able to make volitional and personal choices 
which generate their own energy, implicitly feeling vital 
and moving forward [20].

 > “SDT is concerned about how autonomy develops, and 
how it can be either diminished or facilitated by specific 
biological and social conditions. SDT has attention on 
the interplay between inherent tendencies toward inte-
grated vital functioning, but also pays attention to peo-
ples vulnerabilities to being controlled” [19, p. 1562].

8.2  Basic Psychological Needs (BPN)

SDT focuses mainly on three basic psychological needs 
(BPN): competence, autonomy and relatedness. BPN 
are fundamental for personal growth, optimal func-
tioning, well-being and quality of  life. The satisfaction 
of  BPN is essential for people to be fully functioning, 
actualise their potentials, to flourish, and being pro-
tected from stress, ill-health and maladaptive function-
ing [2].

Deci and Ryan [1] point out that our behaviour is 
governed by a desire to cover and satisfy the three 
inner BPN [3]. BPN can help explain why only some 
behaviours will enhance well-being and some will pro-
duce pathological consequences, for example, somati-
sation.

The three BPN are universal and fundamental to all 
people in all cultures [2].

Box
When dental practitioners are able to use the SDT 
guidelines (see later in this chapter), which implies 
giving patients autonomy support, they will be in line 
with ethical principles and evidence-based medicine. 
Using the SDT’s autonomy support will, therefore, 
have great ethical, human and practical implications. 
Dental practitioners’ attitudes and roles will depend 
on how they integrate autonomy support in line with 
humanistic and ethical tenets. This implies how den-
tal personnel relate to and cooperate with their 
patients, thus executing their work in a humanistic 
and biopsychosocial way [15].

Box
In order to understand how and why people are motivated, it is important to understand more of  the concepts of  BPN 

(. Fig. 8.1).

Autonomy Competence

Self-determination → autonomous motivation → self-regulation

Relatedness

Support patients feelings and
perspectives

Create trust and empathy

Create meaningful rationales
Relevant information

Explaining the purpose

Choices and self-determination
Encourage asking questions

Do not press or control

       . Fig. 8.1 The model shows the three basic psychological needs in SDT; autonomy, competence and relatedness, represented in 
SDT’s guidelines for autonomy support [21]. Supporting psychological needs generates integration of  autonomous motivation and 
self- regulation

Self-Determination Theory – Autonomy Support and Improving Oral Health
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8.2.1  The Need for Autonomy 
and Self-Determination

The need for autonomy is related to when you feel you 
can execute personal, important and volitional choices 
willingly. Persons feel they have a personal and valued 
ownership of their behaviour. The need for autonomy 
implies the need to experience that one is in control over 
one's own actions, thus self-initiating and self-regulating 
these actions. According to Deci and Ryan [1], individuals 
have an inner need to perceive themselves as the source of 
their own actions. Internally self-controlled and autono-
mous persons want to act on the basis of voluntariness 
related to their own interests, engagements and integrated 
values    [1, 2, 21]. The need for autonomy means that we 
experience self-determination, and it contributes to make 
more self-conscious and more aware (mindful), strategic 
and meaningful choices [2]. When patients can make their 
own autonomous choices and develop valued and ratio-
nal competence fitting into their own self, they become 
more and more self- regulated and appropriately compe-
tent related to their own goals and a given behaviour [21].

 ► Example

Example of support for the need for autonomy: When patients 
experience receiving support for the need for autonomy, 
they will experience that they can freely and effortlessly 
convey their own thoughts, reflections and feelings. Thus, 
they will more easily be able to ask questions and tell about 
their own needs and choices. Patients experience that they 
can more openly discuss different treatment options with 
dental personnel. In this way, patients feel that they have the 
opportunity to make more autonomous, competence- gen-
erating and relatedness-building, self- determined and self-
regulated choices. The patients experience that they more 
easily can be themselves and that they honestly and authen-
tically master to convey, for example, their own frustrations 
by not being able to lie down in the dental treatment chair 
or express clearly about pain experiences or other discom-
forts that can occur in treatment  situations [22]. ◄

8.2.2  The Need for Competence 
and Mastery

The need for competence refers to the need to master 
and thus be able to experience oneself  as a self  governed 
chief who is able to solve challenges and tasks, perform 
an appropriate behaviour and, therefore, be able to 
achieve the desired goals and results. Competence refers 
to the need to experience making important and rele-
vant effects in the environment. Patients who feel 
the oral health competence need supported, know them-
selves as effective and skilled when executing  tasks 
related to oral health challenges [1].

The need for competence is also related to when you 
feel capable and effective in interactions with people in 
the environment. Persons who seek optimal challenges 
make efforts along with strategic thinking until they 
master their challenges  and along with this  personal 
growth is a result [2].

The need for competence represents individuals’ 
desire to feel they have appropriate  knowledge and at 
the same time perceive themselves as capable, competent 
and able to develop and bring about reasoned, impor-
tant new skills [23]. A  supported competence need 
involves an understanding of how to attain various 
external and internal outcomes, and at the same time 
feeling efficacious in performing the requisite behaviors.

 ► Example

Example of support for the need for competence: When 
the need for competence is supported in dental treatment 
situations, patients experience that they master taking care 
of their dental health. They are able to perform their own 
dental home care qualitatively well. They will use their 
effort to master their oral challenges well, and they experi-
ence mastering the challenges in a meaningful and appro-
priate way. ◄

Research has shown that positive feedback provides 
satisfaction for the need for competence, which signifies 
direct and concrete effect on mastering in different situ-
ations, thus enhancing more intrinsic autonomous and 
self-regulated motivation. Negative feedback conveys 
negative effects and tends to thwart the need for com-
petence and thus undermine intrinsic autonomous self- 
regulated motivation [2].

8.2.3  The Need for Relatedness 
and Belonging

The need for relatedness is about sharing intimacy and 
to establish close emotional bonds and attachment with 
other people depending on interpersonal, friendly and 
warm relationships. Relatedness need is about feeling 
socially connected and being engaged in giving and 
receiving of care and attentiveness from significant peo-
ple in one’s life.

Relatedness, belonging and socialising are basic 
human needs that help develop the opportunity for close 
relationships built on mutual trust, respect and benevo-
lence, accept and recognition. Being able to experience 
that someone cares about you establishes social ties and 
when someone can be present for you, it is of significant 
importance in order to satisfy wellness and support for 
the relatedness need. Experience of cohesion with the 
environment and society in general is of great impor-
tance for relatedness need satisfaction [2]. Relatedness 
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and belongingness involve developing secure and satis-
fying connections and collaborations with significant 
and important persons [24].

 ► Example

Example of support for relatedness: When the need for 
relatedness is supported, the patient experiences he has a 
good connection and relationship with dental personnel. 
Patients feel safe, well, natural, authentic and relaxed in 
the treatment situation. Experiencing a pleasant atmo-
sphere that helps patients feel comfortable with the dental 
personnel is important when building relatedness and col-
laboration around dental health challenges. The patients 
experience that the dental personnel both see them as a 
person and listen to what they convey during the entire 
treatment session. In this way, patients experience dental 
personnel as friendly, aware and attentive, which supports 
the relatedness need. ◄

When all the three BPN are met and satisfied, patients 
are able to develop sufficient inner autonomous and self-
regulated motivation, and they are now able to learn 
optimally and master challenges related to their own 
dental health and sustain long-lasting oral health pro-
motion and preventive behaviour [2].

Thus, for the dental personnel, it is important to be 
able to satisfy all the three BPN of patients. This can be 
done when using the SDT guidelines (see later in this 
chapter).

Behaviours which lead to satisfaction of the three 
BPN will enhance autonomous motivation and self- 
regulation, personal growth and well-being [2].

The need support promotes positive emotions and 
more autonomous motivation to continue a given behav-
iour even though this behaviour sometimes can be 
 challenging, strenuous or even boring [2].

When dental personnel are able to provide highly 
individualised and differentiated counseling that satis-
fies the three BPN, this will facilitate integration of more 
autonomous motivation and self-regulation. In this way, 
patients are more likely to achieve their oral health goals. 
When dental personnel thwart or frustrate psychologi-
cal needs in dental treatment, negative oral health conse-
quences will arise [25].

8.2.4  Need Thwarting – Need Frustration

Dental professionals who do not take into consideration 
patients’ individual differences or support BPNs will 
undermine patients personal growth. This hindering or 
thwarting of BPN will be associated with lower autono-
mous motivation, less self-regulated motivation, diffi-
culties in mastering oral health challenges and 
diminished well-being [2].

Autonomous motivation will not be facilitated when 
need-thwarting or need-frustrating situations arise in the 
course of treatment. Thwarting of BPN is a conse-
quence of dental professionals who want to control their 
patients. Control are  for example, negative evaluations, 
withdrawal of attention and criticism. Controlling person-
nel lead patients to become more vulnerable and this may 
lead to dental anxiety. As a consequence of this control, 
patients often will avoid dental appointments [26].

Examples also include dental professionals who 
dominate the conversation, minimise the patient’s 
choices, instruct the patient on what he/she “should or 
must do” or give few or no rationales for reflection. This 
will not be in line with giving autonomy support [15].

Examples When Patients Feel Their Needs Thwarted
 5 When  the need for autonomy is thwarted, patients 

experience less choice and feel their actions are 
other-initiated [27]. They may feel that dental per-
sonnel will do what they want themselves and will 
not listen to patients when they sit in the chair.

 5 Thwarting of the need for competence means that 
patients experience that they are not capable of act-
ing effectively to attain desired results [23]. For 
example, when the teeth are being examined, patients 
may feel underestimated and/or humiliated.

 5 Thwarting fulfillment of  the relatedness need will 
involve an experience of  not being safely attached 
to and understood by dental personnel [24]. An 
example is when a dental practitioner does not see 
the patients needs, but only sees the teeth.

8.3  Guidelines for Autonomy Support

Autonomy support is consistent with support of the 
three BPN [2]. SDT guidelines can provide a basis for 
appropriate guidance to promote, enhance and change 
dental health behaviour besides preventing and decreas-
ing dental anxiety, increasing dental well-being and oral 
health quality of life [10]. Research shows that patients 
can learn to become more autonomously motivated and 
self-regulated.

8.3.1  Autonomy Support

Autonomy support is a motivating style, and it is an 
important issue in SDT. Autonomy support is connected 
to how the three BPN (autonomy, competence and relat-
edness) are addressed and supported in diverse contexts 
[2]. Autonomy support can facilitate more self- 
determined regulation for uninteresting activities like 
tooth brushing [28].

Self-Determination Theory – Autonomy Support and Improving Oral Health
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 > Autonomy support is about when dental personnel 
are non-judgemental, aware of  the patient’s feelings 
and perspectives, provide appropriate explanations 
and rationales when self-determined choices are 
given, and at the same time focus on minimising pres-
sure and control in all situations [2, 26].

Autonomy support concerns making the patients more 
aware and involve them in their own oral health situa-
tion and encourage them to become more self- 
determined related to choices and decisions. Dental 
personnel listen to the patients’ own reflections, stimu-
late them to ask questions and they  ask questions in 
order to stimulate additional reflections, thus opening 
up for a more meaningful dialogue. Autonomy support-
ive dental professionals will stimulate and promote more 
autonomous self-regulation and self-directed motiva-
tion towards patients’ own dental health goals [2].

Integration of appropriate dental health behaviour 
will, according to Deci and Ryan [21], depend on 
whether significant persons like dental personnel and 
the environment provide sufficient autonomy support.

Providing choices implies that patients are being 
involved in planning and discussions related to different 
treatment or behavioural options together with dental 
personnel. When patients feel they can talk more freely 
and authentically with their dental professionals, it will 
be easier for them to decide on what is the best alterna-
tive and solution for themselves [22].

8.3.2  Autonomy – Guiding to Choice Rather 
Than Control

Developing autonomous motivation, self-regulation 
and self-management is challenging work in many 
health care contexts, but first and foremost, it is all about 
not pressing or controlling the patient’s feelings, 
thoughts, choices, goals and behaviours [29].

Resistance and low autonomous motivation are natural 
reactions along with many change processes. It is worth 
to remark, if  dental personnel are too eager to focus on 
change or outcomes, it will create a feeling of control 
and pressure. Patients have to feel they are going through 
the change process in their own way and in their 
own  rhythm. Outcome-focused dental personnel who 
follow their own treatment goals instead of focusing 
on patient’s own goals for treatment, will be using a con-
trolling style. This feeling of pressure will not be in line 
with autonomy support.

Tip

When counselling, dental professionals can be trained 
to develop awareness and emphasis on avoiding words 
as: “you could, you should or you must do” in order 
to be less controlling.

Autonomy support gives patients a sense of being in 
their own control, they are their own chief, and there-
fore, they feel they are in charge. This is because auton-
omy relates to self-control. Dental professionals can 
teach patients to feel in control in many ways. For exam-
ple, to raise their hand in order to stop treatment, they 
can hold their own saliva-ejector, or  hold their own 
X-ray holders in order to feel in control. When dental 
professionals stimulate patients to make choices and be 
more self-determined in treatment, can lead patients to 
be more self- conscious. Thus, over time, patients can 
learn to be more able to make more relevant and auton-
omous choices for themselves. When patients have a 
feeling of being in control, can result in a more authen-
tic dialogue, because patients now feel more recognised 
and believed in. Because of this, patients now can express 
their feelings and thoughts more freely and directly. 
Patients will feel more in control when dental personnel 
ask more open-ended questions instead of close-ended 
questions. Asking questions about how patients are feel-
ing, thinking and reacting in dental treatment sessions is 
important in order to understand and be able to com-
municate properly about patients needs. Dental person-
nel can train patients to be more aware of their own 
thinking and reactions. This is important in order to 
make appropriate  plans together. These conversations 
can hopefully lead to more autonomous motivation in 
patients, being more aware of  choosing of oral health 
promotive behaviour, which implies  prevention and 
decrease of dental anxiety, increase in oral well-being 
and oral health quality of life [7–9, 26].

Dental professionals can provide patients with 
advices or recommendations when it is done in an 

Box
Controlling aspects can be: pressure to behave in cer-
tain ways, argue (disagree), convince, seduce, humili-
ate, ignore, underestimate, confront, not being 
responsive, withhold information, setting conditions, 
push to make choices, pressure to decide and expect-
ing patients to make choices before they are ready for 
it, decide for the patients or give direct advices with-
out asking. All of  these controlling elements will con-
tribute to decreased autonomous regulation, 
decreased feelings of  competency and  relatedness, 
besides often increased dental anxiety.
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autonomy supportive way. Dental professionals have to 
have in mind that it is easy for patients to view dental 
personnel as authorities, and therefore, understand and 
interpret their words as controlling, even if  it is not 
meant to be [11].

Dental professionals are experts in their field, and 
therefore, they need to provide relevant, evidence-based 
and understandable information along with structure 
for their patients [2]; this in order to give patients infor-
mative, comprehensive, personally useful and appropri-
ate information about their oral health challenges, 
health risks, and consequences regarding the  patients’ 
own health goals. Important questions are: “What are 
the patients concerned about?” “What  is important to 
inform patients about?” and “What is necessary to have 
an appropriate conversation around?” Informed con-
sent is important to have in mind when giving this infor-
mation [30].

When patients are given the opportunity to actively 
participate in a dialogue and reflect upon the pros and 
cons related to what they feel and think are important 
issues that matter for themselves they often will feel 
more involved, and hopefully more secure, satisfied and 
comfortable with their choices.

Feedback is importantly related to autonomy and 
mastery in executing different behaviours. It is only 
when we provide opportunities for willingness and 
choice that development of intrinsic autonomous moti-
vation and self-regulation can be realised [7].

Research shows that when patients have the opportu-
nity to make their own choices, long-lasting changes in 
behaviour can occur [31].

8.3.3  Competence – Providing Meaningful 
Rationales and Explaining Purposes

Competence is about creating a meaningful rationale. 
Meaningful and appropriate rationales have to be con-
structed in collaboration with the patients. The patients 
have to understand why a behaviour is important to per-
form. A meaningful and appropriate rationale is for 
example  explaining: “Why is it important to brush our 
teeth?”

When dental personnel guide patients to change 
behaviour, it is important to provide meaningful and 
appropriate justifications.

Patients who feel sufficiently informed can develop 
relevant competence and mastery in order to make sig-
nificant and appropriate choices for themselves. Dental 
personnel can encourage exploration when choices are 
to be made and thus help with appraisals and decisions. 
Dental personnel, who are counselling in order to give 
the patients the possibility to develop experience of  self- 
regulation, self-control, personal valuable competence 
and efficiency of  the activity, will probably succeed 
more often in helping patients to improve their oral 
health.

A constructive collaboration between patients and 
dental personnel is a valuable opportunity to build trust-
ing relationships and to activate and motivate patients in 
order to develop their own meaningful and appropriate 
competence. 

It is important for dental personnel to familiarise 
with the perspectives and assumptions that form the 
basis for patients being able to understand and apply 
knowledge and information that is provided in oral 
health care contexts, and thereafter build new perspec-
tives and more effective competence together with 
patients [8, 32].

It is important to support patients’ own progress (in 
most cases, this takes time) related to their own autono-
mous goals they are pursuing and when self- 
determined competence is developing at the same time.

To improve perception of competence, the tasks 
ought to be tailored to the capacity, ability and resources 
of the patients, but at the same time one can give sup-
port to patients optimal challenges and believe in their 
ability to achieve their own goals [2]. With optimal chal-
lenges and goals, dental personnel show confidence in 

Box
Dental professionals can be trained to provide more 
involvement and meaningful dialogues with their 
patients, containing different opportunities for 
choices, in order to develop increased autonomy and 
competence.

Box
Deci and Ryan say that autonomy support does not 
mean: “telling them what to do and expecting them 
to do it” [11, p. 4]. This attitude will turn autonomy 
support into control, undermine patients’ autono-
mous motivation and decrease optimal health behav-
iour. Deci and Ryan convey [11] that there is no 
evidence that a controlling style produces positive 
health effects.

Box
What sort of competence is necessary to be developed 
for different patients?

Self-Determination Theory – Autonomy Support and Improving Oral Health
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patients’ efficiency, believing they can manage their own 
oral health challenges.

The experience of being able to choose and being 
able to make self-determined decisions relates to the 
experience of being competent and this leads to the 
patient’s personal growth [14].

Dental professionals who optimise competence and 
support  needs will significantly be contributing to 
patients, making a greater effort to learn more about 
their oral health and improve their own skills. This can 
contribute to better perception of their own ability, their 
own  effects on oral health, and thus  facilitate more 
autonomous self-regulated motivation [33].

Research supports the importance of supporting the 
patient’s autonomous motivation, competence concep-
tualisation and development of new skills and how 
patients can use their capacities efficiently to emphasise 
greater control over their oral health and the factors that 
create promotion of oral health [7].

For dental professionals, it is important to consider 
what relevant competence is especially important for dif-
ferent patient groups to learn about? 

 > “The highest quality of conceptual learning seems to 
occur under the same motivational conditions that pro-
mote personal growth and adjustment” [34, p. 326].

8.3.4  Relatedness – Acknowledging 
the Patient’s Feelings 
and Perspectives

Dental professionals, who take into consideration 
patient’s feelings, perspectives and respect their frame of 
reference, will support relatedness and the feeling of 
belonging. Along with this understanding, dental per-
sonnel have to be nonjudgemental [35].

Empathy is central and important in the feeling of 
relatedness. Dental professionals who emphasise 
empathic and compassionate styles will be able to take 
into consideration the patient's feelings, experiences and 
personal considerations in an easier way. 

Dental professionals who listen carefully, are pres-
ent, aware/mindful, sensitive, attentive and supportive 
of the patient's own thoughts, experiences, feelings, 
actions, goals and behaviours will give support to the 
need of relatedness.

When dental professionals are aware, pay extra atten-
tion to, and take into consideration every step in the 
treatment session [36], they learn more of the patient’s 
own feelings and reactions, besides they become more 
aware of their own feelings and reactions to these issues. 
For example, personnel have to take into consider-
ation  when  patients  expresses their feelings and reac-

tions related to their experience of pain and discomfort, 
anxiety, traumas, depression, or other vulnerabilities.

Importantly, emphasising these factors can lead to 
increased levels of confidence and trust between patients 
and dental personnel, which in turn could help patients 
overcome fear and anxiety. Thus, this increases the 
patients feeling of confidence and trust [37].

Facilitating a near, accepting and warm relationship 
can create better  cooperation and safer treatment alli-
ances which is an important prerequisite for all patient 
and health personnel relationships. Focus on developing 
and building relatedness, related to trust and confidence, 
will affect learning and self-training positively and result 
in patients becoming more autonomously motivated, 
self-determined and self-regulated. This will  in turn 
facilitate oral health competence and oral health promo-
tion (see Nutbeam, [38], and 7 Chap. 5).

 > The context is characterised by mutual respect when 
dental personnel communicate with their patients. 
Dental professionals who take into consideration the 
patient’s challenges, values and plans related to tak-
ing care of  their own dental health will build more 
consistent and valuable relations with patients. While 
patients learn about their own oral health and how 
they can relate to this in the best possible way, the 
need for relatedness is important to take into consid-
eration for dental personnel [7–9, 26, 32].

Dental professionals who create predictability and 
structure [39] will often contribute more to patients’ 
engagement and desire for more involvement in future 
activities. Positive feedback is needed for relatedness, 
feeling of  mastery and developing competence and sup-
porting development of  more autonomy and self- 
regulation. Patients choosing to be more self-determined 
is directly connected to patients being able to take more 
responsibility for their own choices related to oral 
health. In general, dental professionals who take into 
account patients’ individual differences when counsel-
ling, using SDT related to autonomous motivation in 
learning processes, more often succeed in  motivat-
ing  the patients taking  their own  relevant oral health 
changes. Lack of time and stress will be a threat when 
patients are learning about oral health promoting issues 
and tasks.

Research has shown that relevant health changes are 
likely to occur and last over time when dental personnel 
are autonomy supportive and patients have integrated 
and accepted the options, opportunities and informa-
tion given in a counselling dialogue, often followed up 
over time [2]. Autonomy support will facilitate internali-
sation of more autonomous motivation and at the same 
time prevent and decrease dental anxiety [26].
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Research shows that when people are autonomously 
motivated they are more deeply engaged and productive, 
and they are more freely and willingly developing their 
own appropriate competence capital. Being autono-
mously motivated gives patients the possibility to make 
better plans in order to gain their own chosen oral health 
goals [40]. Autonomous motivation is related to fuller 
and more optimal functioning, which is essential for 
personal growth and mental health [21, 41].

SDT gives the opportunity to understand more of 
how significant persons can support and contribute 
related  to how patients can develop optimal health 
function, increase their own health by using their own 
capacities and resources, increase general health, men-
tal and psychological well-being and general quality 
of  life [2].

8.4  Internalisation Process

The internalisation process is unique in SDT [1]. This 
process gives the possibility to understand different 
qualities of  motivation. This quality is reflected in 
how and to what extent and degree a person is regu-
lating his or her behaviour autonomously. Ryan and 
Deci [2] maintain that motivation is qualitatively dif-
ferent if  a person is extrinsically versus intrinsically 
regulated, controlled versus autonomously motivated, 
and these concepts  are predictors of  health  behav-
iours, well-being, and quality of  life. Many theories 
of  motivation have treated motivation,  when 
only focusing on the amount of  motivation, but SDT 
is the only theory which differentiates between quali-
tative types of  motivation [42]. Quality of  motivation 

is, therefore, a main theme in SDT related to the inter-
nalisation process.

Internalisation and integration is a process when a 
person is active and can transform an external regulation 
into more inner self-regulated behaviour connected with 
the self and their own values [43]. This process is success-
ful if  the behaviour functions optimally, when people can 
be able to identify with the importance of autonomous 
self-regulations, assimilate these  regulations into their 
sense of self, and thus fully accept them as their own.

Autonomous self-regulation will contribute to 
patients being able to give more effort, have greater 
engagement and persistence with health behaviours [15] 
and oral health behaviours [32].

The internalisation process is presented as a contin-
uum (. Fig. 8.2). This internalisation continuum shows 
how a person's behaviour, by different qualities, can 
become more autonomously self-regulated, or how per-
sons can move up and down on this continuum.

Different extrinsic forms of regulations represent the 
internalisation process in SDT. The SDT refers to four 
different types of extrinsic motivations in the internalisa-
tion process. The four external forms start as an initia-
tion from the outside, for example, from persons or 
norms from cultural contexts. In this way, the internali-
sation process starts from the “outside”. When individu-
als have become autonomously and inner motivated, 
they have integrated a behaviour through the internali-
sation process. Intrinsic motivation represents behav-
iour sustained with engagement and without external 
rewards. The rewarding experiences lie within people 
and we can say they are the most genuine intrinsically- 
motivated individuals. Amotivation refers to missing or 
lack of motivation [2].

Self-determined

Intrinsic

motivation

Extrinsic motivation

Behavior

Motivation
type

Type of
regulation

No
regulation

External
regulation

Introjected
regulation

Identified
regulation

Integrated
regulation

Intrinsic
regulation

Autonomous motivationControlled motivation

Amotivation

Not self determined

       . Fig. 8.2 The Internalization Continuum [2, p. 193]
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8.4.1  Amotivation

Amotivation represents no regulation, no motivation 
and lack of intentions to act [2]. Patients will think they 
will not be doing anything, because nothing will lead to 
desired outcomes anyway. They feel powerless and help-
less. The patients seem uninterested and indifferent. 
They lack the feeling of competence and mastery, either 
in a sense of efficacy or they have a feeling of lack of 
self-control [44]. A motivated patients  often develop 
anxiety and depression [2].

 ► Example

Example of an amotivated patient: He feels powerless and 
helpless, perhaps because having to “fix his teeth” feels like 
too much of a challenge. ◄

8.4.2  Four Different Types of Extrinsic 
Motivation

Deci and Ryan [1] describe four different types of extrin-
sic motivation. Below we will consider all four regula-
tions. Extrinsic regulations are intentional and 
motivated.

External and introjected regulations are called con-
trolled motivation, while identified and integrated regu-
lation are called autonomous motivation [45].

The process of internalisation shows how a behav-
iour that was originally initiated by an external influ-
ence, eventually can end up with more self-determined 
and autonomously motivated behaviour, which corre-
sponds to a person who acts more self-regulated [45].

8.4.2.1  External Regulation
External regulation is the first of the four extrinsic moti-
vations and the least self-determined motivation. The 
behaviour is controlled by external stimuli, which means 
that the behaviour is initiated by other people or of a 
context outside the person. The individual's behaviour is 
mainly governed by a desire related to a reward or to 
avoid punishment. In this regulation, other people's 
assessments or judgements of what the person is think-
ing, feeling or doing, become important [46].

Behaviour, like brushing the teeth, starts as an exter-
nal regulation. Thus, this behaviour starts as an external 
“requirement”. Demands to perform an action can 
come from parents, family or friends but can also be a 
normative demand that lies in the environment or in the 
culture. Brushing our teeth is, therefore, not governed by 
an independent autonomous motivation from the begin-
ning but can become an integrated, accepted and valued 
behaviour over time.

 ► Example

Example of a patient with external regulation: Brushing 
is performed out of duty. Patients often want to “satisfy” 
dental personnel by being a “good” and clever patient. 
Patients perform their dental home care in order to avoid 
criticism or to get praise from dental personnel. ◄

8.4.2.2  Introjected Regulation
Introjected regulation is the second type of extrinsic 
motivation on the internalisation continuum and is still 
characterised as controlled motivation. Patients have 
partially accepted the behaviour as their own. Introjected 
regulation is conceptualised as “partial internalisation” 
[28] and refers to patients who have “taken in” the 
behaviour, but who have not fully accepted it as their 
own. The behaviour is not self-regulated. The behaviour 
is still not integrated.

The patient acts mainly due to bad conscience like 
shame and guilt. The patient experiences that he should 
or must act in certain ways. Or, patients do not perform 
the behaviour they feel they should have executed. 
Introjected patients often feel an inner stress and pres-
sure themselves to act. 

 ► Example

Example of  a patient with introjected regulation: The per-
son experiences that he should or must brush his teeth, 
but he really does not like to perform this behaviour. 
The brushing act is often executed in a mechanical and 
instrumental way and often performed as a self-imposed 
duty. Or they refrain from doing the behaviour, but at the 
same time they feel guilt and shame by not doing this 
behaviour. ◄

8.4.2.3  Identified Regulation
This is the third type of extrinsic regulation. Identified 
regulation is the first autonomous regulation. The 
behaviour is now self-determined, self-regulated and the 
patients are therefore  self- motivated. Persons feel the 
behaviour is important to execute for themselves, and 
they recognise and accept the underlying value of a 
behaviour. The internalisation process is now fuller than 
with an introjection.

 ► Example

Example of a patient with identified regulation: The patient 
thinks that it is important to perform regular dental home 
care in an efficient and quality-conscious manner. The 
patient thinks it is important to care for his teeth and meet 
regularly with dental personnel. Patients naturally think it 
is important to achieve their own oral health goals; besides, 
they are concerned about their own oral well-being and 
their oral health quality of life. ◄
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8.4.2.4  Integrated Regulation
This regulation represents the last of  the four extrin-
sic regulations. This is the most autonomous and self- 
regulated of  the external regulations. The behaviour 
is now fully integrated within the person’s sense of 
self. The behaviour is consistent and in harmony with 
the person’s value system and other personal goals. 
We say the behaviour is integrated into their own 
value system.

Patients now experience the behaviour as their own 
and self-chosen and they think the behaviour is impor-
tant and valuable to perform. Dental behaviour is exe-
cuted out of self-interest and patients are  valuing the 
behaviour. The priorities lie in the good feelings and 
experiences with doing this behaviour. When the behav-
iour is integrated, dental personnel do not have to inform 
the patients about why it is important to do this explicit 
behaviour, because patients  now know themselves. 
Integrated behaviour is usually maintained over longer 
periods of time.

The behaviour is accepted and connected to the 
underlying value of this behaviour. This behaviour is 
executed without conflicts and it is more easy for these 
patients to take personal responsibility for their own 
oral health challenges [7, 28]. The result is integrated 
autonomously self-determined motivation.

 ► Example

Example of  a patient with integrated regulation: The 
patient values   performing dental home care regularly, effi-
ciently, qualitatively and consciously. Patients can reflect 
upon why oral health promotion is valuable and impor-
tant and what type of  behaviours which leads to good oral 
health. Patients have high awareness about how to care 
for their own dental health. Patients’ attitudes and beliefs 
are carried out in the best way and they will be eager to 
solve their own dental challenges and problems. Patients 
will follow up their own dental visits regularly and take 
responsibility as a natural habit in an appropriate man-
ner to achieve the best possible oral health. Patients often 
do their own research around oral health issues and tasks 
to perform. They  ask questions and are eager  to learn 
about their oral health and they want to solve their own 
challenges. They are now autonomous and self-motivated 
(self-regulated). ◄

8.4.3  Intrinsic Motivation

This is the motivation Deci and Ryan [1] describe as the 
most genuine. This intrinsic  regulation is as highly 
autonomous motivation and the activity starts from 
within a person. Therefore, it differs from the four exter-

insic regulations/motivations which are initiated from 
outside a person. Intrinsic motivation is characterised 
when a person chooses, on an independent basis the 
behaviour that he or she finds interesting and wants to 
perform. As an example, we can observe the intrin-
sic motivation in infants who grab a rattle without being 
told if it is an important behaviour. According to Ryan 
and Deci [2], intrinsic motivation is our natural motiva-
tion that arises spontaneously, is exploratory and is 
stimulated and initiated by our own curiosity and a feel-
ing of mastery is followed when we executing optimally 
challenging tasks.

Intrinsic motivation comes from within a person and 
it reflects an inner driving force, energy and vitality 
which leads to behaviours that we really want to engage 
in. Here, the only reward is when executing the perfor-
mance (for example, mountain climbing). The feelings 
of flow, spontaneity and authentic enjoyment that 
accompany the performance are characteristics related 
to genuine intrinsic motivation [2].

8.5  Self-Determination Theory and Dental 
Health Research

Several of the studies from Halvari et al. [7–10, 14, 22, 
26, 32] refer to autonomy support versus controlling 
dental personnel and how this is related to differ-
ent patient motivation.

Autonomy support is positively associated with the 
patient's oral well-being, reappraisal and decrease of 
anxiety, oral well-being and oral health-related quality 
of life and increased dental health, as  reduction of 
plaque and gingivitis, and attending dental treatment. 
When patients perceive dental professionals as control-
ling, the results are shown to be the opposite. The results 
from these studies show that autonomy-support from 
dental professionals give important and valid results 
over time. Building relevant oral health competence and 
mastery is important in order to contribute to  more 
autonomous motivation, improved oral health, thereby 
helping patients to feel more wellness  related to  their 
oral health and understand how they can increase the 
oral health quality of life [10].

Summary
 5 This chapter has provided a theoretical framework 

using self- determination theory (SDT).
 5 First, the chapter gives a brief  introduction of 

SDT.
 5 Further, the importance of autonomy is presented 

as a professional and ethical issue. Autonomy is 
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directly related to informed consent which is a duty 
for all dental professionals to provide.

 5 Autonomy is importantly related to professional 
patient care, thus it is important to integrate into all 
dental health care contexts.

 5 Autonomous motivation implies to be self- 
determined, self-regulated, self-ruled and self- 
motivated.

 5 The three basic psychological needs (SDT- BPN); 
competence, autonomy and relatedness are 
described thoroughly and related to examples in 
the dental field.

 5 Supporting SDT-BPN is shown to be fundamental 
in order to create a motivational climate and to 
facilitate internalisation of a behaviour.

 5 The SDT-BPN are essential to be included and 
taken into consideration when dental professionals 
give autonomy support.

 5 Autonomy support and support of basic psycho-
logical needs are:
1. Focus on patient-centred communication.
2. Building oral health relevant competence with 

choices and options related to patients own 
oral health challenges.

3. Building relatedness, empathy and trust related 
to successful prevention of pain and under-
standing of patients vulnerabilities.

4. Support of patient’s feelings and perspectives. 
Patients are given self-control (autonomy). 
They are not pressured or controlled to do 
something they do not want to do.

 5 Dental professionals who emphasise empathy, 
friendliness, acceptance, patient’s involvement and 
personal choices in relation to patient’s competence 
building, learning and personal growth will sup-
port relatedness, autonomy and mastery of oral 
health.

 5 Competence-building and sufficient oral health 
understanding is appropriate in order to be able to 
promote, prevent and reduce oral health prob-
lems.

 5 Dental personnel can counsel, guide, teach and 
train patients to be more autonomously self-moti-
vated by using guidelines related to autonomy sup-
port.

 5 Patients can learn to be more autonomous, self- 
motivated and self-regulated, conscious and inten-
tional about their oral health behaviour.

 5 Self-determined and autonomously motivated 
behaviour is in line with promotion of oral health.

 5 The chapter shows with examples how dental per-
sonnel can learn to give autonomy support and be 
less controlling.

 5 A model (. Fig. 8.3) shows how autonomous sup-
port versus controlling dental personnel is associ-
ated with psychological and mental health 
outcomes in patients.

 5 The internalisation process in SDT is described 
with examples from the dental field, helping dental 
personnel to understand different motivational 
processes.

 5 The internalisation process shows qualitatively dif-
ferent motivations related to the integration of a 
behaviour. This quality is reflected in how and to 
what extent and degree a person is regulating his or 
her behaviour autonomously.

 5 Autonomously motivated patients will develop 
more long term goals and maintain more relevant 
dental behaviour over time.

 5 This chapter shows how dental professionals can 
use SDT research and the understanding of quali-
tatively different motivations and regulations and 
integrate the practical consequences into the dental 
health field.

 5 By focusing on how important autonomous moti-
vation is and how this relates to human behaviours, 
we can probably be able to help more patients in 
the future. This is in order to help patients to better 
succeed in managing their own oral health chal-
lenges.

 5 An important issue to understand more of in the 
future, is how SDT and motivation influences 
patients’ attitudes, behaviours, choices and goals.

 5 A theory like SDT is concerned about the what, 
how and why of motivation [45]. Because of this, 
SDT has been increasingly used in many health 
research designs [15].
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Autonomy
support
from DP

Control
from DP

Need
satisfaction

Need
frustration

*Controlled
motivation

*Amotivation
*Low in self-
regulation
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health
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*Automomous
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regulation
*Volition

*Engagement
*Health-care
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Somatization

Dental Anxiety
Depression

Little attention to their
oral health
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       . Fig. 8.3 This oral health promotion model is supported by a lot 
of  research [2]. This model shows how autonomy support versus 
control given by dental professionals will influence the three SDT-
Basic Psychological Needs; autonomy, competence and relatedness, 

and how satisfaction versus frustration of  these SDT  -  needs will 
imply different motivations and regulations and different positive 
versus negative outcomes related to mental and physical health
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