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ABSTRACT 
 

Behaviour change is the key to prevention of diseases; oral diseases being no exception. 
Behaviours such as frequent consumption of sugar sweetened beverages (SSBs), feeding milk 
using a bottle and lack of oral hygiene maintenance are a few examples of behaviours that can 
cause early childhood caries. Dentists must adopt skills to counsel patients in a manner that will 
elicit behaviour change. Motivational Interviewing (MI) based on the transtheoretical model of 
behaviour-change has been effective in tobacco cessation and also has been shown effective in 
oral health behaviours. This qualitative study demonstrates effectiveness of MI practiced by a 
paediatric dentist for bottle-feeding cessation. Sixteen mothers were counselled by a single trained 
MI counsellor in one-to-one counselling sessions and followed up telephonically. Fifteen mothers 
could stop the practice of bottle feeding. Mothers reported positive feedback on the counselling 
sessions and satisfaction with the result. 

Original Research Article 



 
 
 
 

Acharya and Jawdekar; JPRI, 33(55B): 35-46, 2021; Article no.JPRI.77956 
 
 

 
36 

 

Keywords: Behaviour change; health behaviours; Motivational Interviewing (MI); transtheoretical 
model; early childhood caries; bottle feeding; counselling. 

 

1. BACKGROUND RATIONALE 
 
Breast feeding is the most ideal way to feed 
babies, and has many benefits to mother and 
child. In spite of the worldwide increase in 
governmental, institutional and professional 
support for breast feeding, majority of babies still 
receive at least some amount of bottle milk in the 
first year of life [1]. The World Health 
Organization (WHO) recommends exclusive 
breast feeding until six months of age and 
continued breast feeding for at least two years 
[2]. Mother’s milk (Human Breast Milk, HBM) is 
exclusively designed for the infant and even 
science and technology cannot provide a better 
substitute [3]. 
 

A systematic review published in 2003, identified 
five studies that reported a high frequency of 
errors in the composition of formula-feed 
preparation [4]. Additionally, these inaccuracies 
in the measurement and over-concentration of 
bottle-feeds may contribute to overfeeding, 
leading to obesity later. It has also been 
proposed that bottle-feeding gives more control 
to the parent and the infant less self-regulation, 
thereby misleading the satiation clues [5]. 
Moreover, shorter duration of breast feeding and 
early bottle-feeding with cow’s milk may play a 
role in the development of constipation and anal 
fissures in infants and young children [6], severe 
Iron Deficiency Anaemia (IDA) [7], affect oro-
facial development, and cause respiratory 
diseases such as otitis media and wheezing [8] 
and delayed developmental milestones in infants 
after the first year of age [9]. There is an 
increasing body of literature co-relating bottle 
feeding with respiratory conditions including 
nocturnal cough, otitis media, sinusitis, chronic 
cough, etc. along with certain Gastrointestinal 
(GI) symptoms like regurgitation and vomiting, 
etc. as a result of prolonged bottle-feeding 
practices in infants [10]. Another recent cross-
sectional study on Indian infant population has 
shown association of bottle-feeding with Severe- 
Early childhood caries (S-ECC) and 
gastrointestinal infections. The study also 
concludes that exclusive breast feeding had 
protective benefits against caries, anaemia, GI 
infections, constipation and delayed milestones 
[11]. 
 
Infant-feeding practices are a key component of 
child caring practices and have been principally 

influenced by environmental, socio-cultural, 
economic and demographic factors [12]. As 
rightly stated by Sheiham (2000), “Health 
behaviours of people depend on the environment 
people live in and the choices people make” [13]. 
Until the last decade, medicine has always 
explained that “disease” can be defined only in 
terms of somatic parameters, and physicians 
need not be concerned with psychosocial issues 
which lie outside medicine’s responsibility and 
authority. However, only medicine is actually 
responsible for the treatment and cure of disease 
and it involves treatment of psychosocial aspects 
which are concerned with the re-education of 
people with the “environmental factors” or 
“problems of living [14].” 
 
One of the four strategic directions for promoting 
health as stated by The World Oral Health 
Report 2003 was, “Promoting healthy lifestyles 
and reducing risk factors to oral health that arise 
from environmental, economic, social and 
behavioural causes” Apart from the biological 
factors influencing a particular disease, there are 
other problems resulting from social and 
community networks and from living and working 
conditions [15]. However, in late 90’s, there has 
been a paradigm shift in treatment of illness i.e. 
from “lesions” to “disease” and to “the whole 
person” and thus “Biomedical model” to cure 
illnesses has changed to “bio-psychosocial 
model” focusing on over all well-being of an 
individual [13]. To summarize, the main 
determinants of health can be very well 
understood by the model given by Dalhgreen and 
Winterhead (1991) [15].

 

 

This helps us to focus on the common risk factor 
approach in curing the sickness, and considering 
the social, cultural and environmental 
determinants of health. Hence, modifying 
behaviours and habits becomes an integral part 
of medicine and management of illness. Over the 
past 20 years, social psychology theories have 
gained popularity, and use of their applications to 
predict and understand social behaviours in 
different domain has been increased. Hence, 
there is a need for a Behaviour Change 
Technique (BCT) which can alter or modify the 
habits that regulate unhealthy behaviour/s. 
Various authors have tried to understand the 
dynamicity of human behaviours and have 
proposed various models of health behaviours to 
explain the interactions between individuals, their 
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behaviours and environment. Following are a few 
models that have been proposed: 
 

1. Health Belief Model was proposed by 
Rosenstock et al (1966) and Becker (1974) 
did the addition of “cues to action” to the 
model. It states that the health behaviour is 
determined by perceived seriousness, 
perceived susceptibility, the benefits 
outweighing the costs and the perceived 
threats of the condition, and cues to action 
(the situation). Various researchers have 
used this model to explain the dental 
health behaviours. Kunher and Raetzke 
(1989) demonstrated moderate 
effectiveness of this model in explaining 
variance (around one third) in oral hygiene 
behaviours in periodontal patients. Baker 
(1994) studied the patient compliance with 
preventive dental advice and reduction in 
plaque score and found a significant 
correlation with factors such as the 
“perceived benefits” and “susceptibility” 
and “benefits” combined together. Rayant 
and Sheiham, (1980), however, reported 
that none of the factors of the model was 
significantly associated with the Gingival 
Index and Plaque Index in patients with 
periodontal disease. Overall, Pine (1987) 
reports that dental behaviours are thought 
to be more complex than those explained 
by this model [16].

 
 

2. Protection-Motivation Theory: A behaviour 
such as consumption of sweets can be 
explained on the basis of this model as the 
one that involves intrinsic reward 
(satisfaction from eating sweets), extrinsic 
rewards (approval by others), factors 
decreasing the behaviour (beliefs that 
tooth decay can result and it is possible to 
avoid consuming sweets), and factors 
increasing the behaviour (temptation). The 
two sources of information- education and 
personal (coping) initiate threat and coping 
appraisals that lead to adaptive or 
maladaptive behaviours. This model has 
not been studied in dentistry [17]. 

3. Health Locus of Control (HLOC) by Rotter 
(1966): This model states that the 
behaviour is multidimensional; and could 
be due to the ‘internal LOC’ (when 
depends on the person’s ability) or the 

‘powerful others LOC’ (when depends on 
other person’s ability) or the ‘chance LOC’ 
(when is determined by chance and                   
can be minimally influenced as reported 
Daly et al, 2002). This model has                   
been applied in the dental literature with 
mixed results. Regis et al (1994) found low 
correlation between the LOC and tooth-
brushing frequencies. Kneckt et al (1999) 
reported a significant relationship between 
the LOC and plaque index in diabetics. 
Wolf et al (1996) found an association 
between only the external LOC and oral 
hygiene behaviours. Borkowska (1998), 
however, found no association between 
the LOC and oral hygiene behaviours          
[18]. 

4. Theory of Reasoned Action by Fishbein 
and Ajzen (1975): According to this theory, 
‘attitudes’ and ‘subjective norms’ that 
originate from beliefs, determine the 
intentions of the behaviour. This model has 
been applied in dentistry. Tedesco et al 
(1992) reported that this theory could 
moderately predict the oral hygiene 
behaviours [19]. 

5. Theory of Planned Action by Ajzen (1991) 
was proposed to include an additional 
variable ‘perceived behaviour control’ in 
the gap between intention and behaviour 
as mentioned in the Theory of Reasoned 
Action. In a study by Beale and Manstead 
(1991), the ‘perceived behaviour control’ 
was found to be an important predictor in 
the mothers’ behaviour of restricting sugar 
for the babies [20]. 

6. The Transtheoretical Model/ Stages of 
Control Model: This model was developed 
by Prochaska and DiClemente (1982). 
According to this model, the behaviour has 
five stages: Pre-contemplation, 
Contemplation, Preparation, Action and 
Maintenance or Relapse-Prevention. The 
transitions between the stages are effected 
by 10 “processors of change” that can be 
grouped as experimental and behavioural. 
Based on this model of behaviour             
change, a contemporary counselling 
technique, Motivational Interviewing (MI) 
has been widely used in the process of de-
addiction to evoke behaviour change        
[21].
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Table 1. Stages of behaviour change and the objectives to be achieved by the health care giver 
 

Stage Practitioner tasks 

Pre-contemplation 
 

 Raise doubt – Increase the client’s perception of risks and problems 
with current behaviour 

Contemplation 
 

 Tip the decisional balance - Evoke reasons  for change, risks of not 
changing; 

 Strengthen client’s self-efficacy for behaviour change 

Preparation  Help the client to determine the best course of action to take in seeking 
change; 

 Develop a plan 

Action  Help the client implement the plan; Use skills; 

 Problem solve; 

 Support self-efficacy 

Maintenance/ relapse 
prevention 

 Help the client identify and use strategies to prevent relapse; 

 Resolve associated problems 

 
“Motivational Interviewing (MI)” is one such novel 
behaviour modification technique which aims to 
activate patients own motivation for change and 
adherence to treatment [22].

 
MI can contribute in 

constructing new knowledge and to reducing the 
individual’s resistance to change, thus, helping to 
overcome difficult situations by evoking their 
motivation to make change in the health 
behaviours. According to Miller and Rollnick 
(2003), MI can be defined as “a collaborative 
conversation to strengthen a person’s own 
motivation for and commitment to change [23].” 
Newer definition given by Miller and Rollnick 
(2013) is “a person-centered counselling style for 
addressing the common problem of ambivalence 
about change” [24].  MI can contribute to 
constructing new knowledge and to reducing the 
individual’s resistance to change, thus, helping to 
overcome difficult situations by evoking their 
motivation to make change in the health 
behaviours. In the 21st century, health care is 
focusing on long-term condition management 
and thus about health behaviour change— those 
things that people can do to improve their health. 
Miller and Rollnick explain, “When a patient 
seems unmotivated to change or to take the 
sound advice of practitioners, it is often assumed 
that there is something the matter with a patient 
and that there is not much one can do about it. 
These assumptions are usually false. No person 
is completely unmotivated.” The way in which 
you talk with patients about their health can 
substantially influence their personal motivation 
for behaviour change. 
 
MI in healthcare is considered to be an advanced 
form involving three styles of communication: 
direct, guide, and follow; plus three skills: ask, 
inform, and listen [25]. MI can be considered as a 

counselling technique for the behaviour-change 
related to bottle-feeding since it has proved to be 
highly effective in addiction disorders, and has 
recently been adapted to achieve various health 
goals including oral health [26]. A systematic 
review published in 2014 reveals that MI could 
be a promising approach for changing individual 
behaviour in many health outcomes [27]. 
Behaviour-change occurs in phases as outlined 
by the Transtheoretical Model (TTM) proposed 
by Prochaska and DiClemente (1982), which 
may be regarded as the foundation of MI. The 
effectiveness of the MI approach for more lasting 
behaviour-change with consequent 
improvements in health outcomes has been 
documented in several studies related to alcohol 
use, smoking, eating disorders, as well as the 
promotion of physical activity and healthy eating 
habits [25].

 

 

1.1 Evidence in Relation to the Use of MI 
in Dental Health Settings 

 

Various studies have demonstrated effectiveness 
of MI in dental heath settings. A systematic 
review that studies the effectiveness of MI 
approach on adolescents and adults and 
observed that MI outperformed conventional 
education, especially in preventing [28]. 
Weinstein et al (2006) compared MI with 
traditional health education in infants aged 6 to 
18 months and their mothers. Post two years, 
significantly less new caries in MI group was 
observed. This showed that MI had a protective 
effect w. r. t. ECC [29]. Naidu et al (2015) 
reported the results of a randomized controlled 
trial comparing MI with the conventional health 
education to mothers in relation to ECC. The 
study concluded that, MI exhibited positive effect 
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on parent/ caregiver oral health knowledge, 
attitudes and behaviours compared to the 
conventional methods [22]. When MI was 
compared with the conventional health education 
to mothers in reducing new caries and plaque 
levels, Gonzalez et al (2014) found out that MI is 
better than traditional educational programs [30]. 
 

1.2 Potential to Recommend MI in Dental 
Settings 

 
There is a potential to recommend MI for 
achieving a behaviour change in following dental 
health conditions: 
 

 Management of ECC parental counselling 
for the comprehensive care 

 Stopping of bottle feeding behaviours of 
mothers 

 Smoking cessation 

 Improving compliance of the patient during 
an appliance therapy 

 Improving dental attendance behaviour 

 Altering dietary behaviours 
 
Advantages of MI 
 

 MI enhances patients’ participation by self 
motivation and helps them to achieve their 
goals 

 Unlike other behaviour modification 
techniques MI does not have a ‘victim 
blaming’ or ‘paternalistic’ approach. It has 
a rational approach allowing the patient to 
perceive costs and benefits of behaviour 
change. 

 It is an evidence based approach. 
 
Limitations 
 

 It may not be a quick-fix and requires 
patience on the part of the interviewer as 
well as the interviewee. 

 It requires training in the field of 
counselling. Additional help from a 
psychologist may be needed. 

 It may not be effective where health 
literacy is poor. 

 
MI is a behaviour change technique that elicits 
health behaviour change based on the 
Transtheoretical model, and can be used to 
achieve health related goals. However, research 
is necessary to substantiate the claims of its 
effectiveness dental health related behaviours 
and interventions. 

1.3 Aim 
 
To assess the effectiveness of Motivational 
Interviewing (MI) on bottle feeding behaviour in 
an urban population. 
 

2. METHODOLOGY 
 
It was a preliminary qualitative study which was 
the Part 2 of a cross-sectional study. The primary 
study assessed Severe Early Childhood Caries 
(S-ECC) and General Health Status (GHS) in 
One to Two Year-Old Children Related to Bottle-
Feeding, in Urban Indian Population. In the main 
study, 824 infants were examined for dental and 
general health status and their mothers were 
interviewed for the same [11]. This sample was 
drawn from 3 different set-ups (2 government 
general hospitals and 1 private Paediatric set up) 
across the urban area. 
 
From the 824 infants that were selected for the 
Part 1 [11], 60 parents were screened for the 
qualitative analysis. 26 parents reported bottle 
feeding behaviour and 21 parents showed 
readiness to participate in the study. However, 
only 16 mothers expressed willingness to 
continue interaction for the stoppage of bottle 
feeding habit, meeting the inclusion and 
exclusion criteria (refer to Table 2) for our current 
qualitative study. 
 

Piloting of Motivational Interviewing (MI) was 
done with the help of a psychologist prior to the 
commencement of the same in the parents who 
had reported. The technique of MI is based on 
TTM of behaviour change developed by 
Prochaska and DiClemente (1982). It is 
framework for understanding the process of 
change. This model has been extensively used in 
the studies on the effectiveness of stage-
matched interventions for smoking cessation as 
reported by Riemsma et al (2003). This model 
categorizes patients into 5 stages of behaviour 
change by assessing the status quo of the 
individual. The stages are: 1) Pre-contemplation, 
2) Contemplation, 3) Preparation,4) Action, 5) 
Maintenance/ Relapse prevention (Refer to Table 
1 and Fig. 1). The assessment of these statuses 
is based on “the change talk” of the patient which 
may express their desire, ability, reasons and 
need to change. Patients may also demonstrate 
their commitment and actively start taking steps 
to change their unhealthy practices. 
 

After piloting, the questions to be included in the 
interview were standardized (Annexure I 
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describes a conversation with mother). As per 
the recommendation of MI, more emphasis were 
given on open ended questions and mothers 
reflections were received to assess the ‘ change 
talk’ and thus change in the stage of behaviour. 
Mothers were provided enough time to reflect 
upon. After the 1

st
 session of counselling, 

mothers were followed up with telephonic 
counselling session for the period of one month. 

The process of MI is thus explained in the        
Table 3. 
 

2.1 Statistical Analysis 
 

The results of MI in terms of habit discontinuation 
or persistence over the scale of TTM were 
statistically assessed on MS Excel (version 
2012) and reported using descriptive statistics. 

 
Table 2. The inclusion and exclusion criteria 

 

Inclusion criteria Exclusion criteria 

1. Mothers having children between 6-24 
months of age 

2. Mothers with history on-going bottle feeding 
practice 

3. Mothers willing to participate and follow up 
for the counselling sessions 

1. Mothers practicing exclusive breast feeding 
for their child 

2. Children with any known systemic disorders, 
physical or mental illness; thus impacting 
the parameters of the study (dental 
conditions and dietary practices) 

 

 
 

Fig. 1. Stages of behaviour change based on the transtheoretical model 
 

Table 3. The process of MI describing initial counselling phase and follow-up phases 
 

Activity Time Goals 

Initial 
counseling 
 
 
 
 
 

Start of study 1. Preparatory- Initial rapport 
2. Participatory- Open ended Questions to evoke response 
• What your view regarding feeding practices? 
• What are perceived costs and benefits of bottle use? 
• When and how are you planning to stop? 
3.  Reflection- reflective listening of their needs, reasons 

and difficulties 

Follow-up with 
telephonic 
conversation 

1 week after initial 
counseling 
1 month after initial 
counseling 

Assessment 
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3. RESULTS 
 

The behaviour change in mothers was assessed 
at one week and one month follow-up through a 
telephonic communication. Out of the 16 mothers 
who went through the initial counselling, all 16 
mothers were followed up post 1 week; however, 
at the end of 1 month only 15 mothers were 
followed up (Refer to Fig. 2 and Table 4). 
Behaviour change was found in 87.5% of 
mothers by the end of 1 month follow-up. At the 
end of 1 week, 18.75% mothers were in the 
stage of Pre-contemplation, 6.25% mothers were 
in the stage of Contemplation, 12.5% mothers in 
the stage of Preparation and 62.5% mothers 
were in the stage of Action. At the end of 1 
month, 6.25% mothers were in the stage of Pre-
contemplation, 6.25% mothers were in the stage 
of Contemplation, 6.25% mothers were in the 
stage of Preparation, 18.75% mothers were in 
the stage of Action and 56.25% mothers in the 
stage of maintenance. 
 

4. DISCUSSION 
 

We had assessed the behaviour change in 
mothers who bottle-fed their children after 
counselling them using a BCT, MI. This being a 
study of its kind, only a preliminary investigation 
was possible and hence a small non- 
probabilistic sample was obtained. The use of MI 
for behaviour change in the bottle feeding 
practice of mothers as the intervention is unique 
in itself and the study thus provides a model for 
aspects of MI implementation, such as desirable 
characteristics of intervention providers, 

individual adaptation of the approach, and 
reliability. The results of MI in terms of habit 
discontinuation or persistence over the scale of 
TTM were reported quantitatively. Behaviour 
change was found in 87.5% of mothers by the 
end of 1 month follow-up. We could not assess 
the intervention qualitatively; however, the 
conversation were recorded and the ‘change 
talks’ were noted during the telephonic follow up 
sessions which helped us understand the stage 
of behaviour. Participants (mothers) with 
continues practice of bottle feeding after 
unsuccessful attempts to quit in past exhibited 
following reflections suggestive of changed 
behaviours. A few examples of ‘change talks’ are 
cited here. A mother in the stage of 
contemplation stated, “I definitely want to leave 
this habit of bottle, the only reason I give him is 
that it gives me my ME time.” This statement 
indicated her willingness to stop the habit but 
inability to do so. Another statement made by 
one of the mothers, “ …his grandparents, 
particularly my in-laws, do not agree; but, I have 
started taking a stand, I do not want to rely on 
something like this to feed my child” indicating 
that the  mother has started taking steps for the 
stoppage of habit i.e stage of preparation. We 
also came across certain confident statements 
boldly stated by mothers who had already 
reached the stage of action; like, “No, that is not 
going to happen now, I have thrown away the 
bottle and he saw it, he feels that it cannot come 
back” or another statement like, “ .. So I keep the 
bottle empty, he takes, feels disappointed and 
then leaves it. He engages himself into playing. I 
think he will manage”. 

 

 
 

Fig. 2. Flow diagram showing number of patients enrolled for the study 



 
 
 
 

Acharya and Jawdekar; JPRI, 33(55B): 35-46, 2021; Article no.JPRI.77956 
 
 

 
42 

 

Table 4. Stage of behaviour change at 1 week and 1 month follow-up 
 

Stage of behaviour change 1 week follow-up 1 month follow-up 

Pre-Contemplation 3 1 
Contemplation 1 1 
Preparation 2 1 
Action 10 3 
Maintenance - 9 

 
The technique had evoked a positive response 
by the end of each follow-up session and 
mothers came up with the reasons and barriers 
that the felt must have stopped them from 
quitting the practice. Mothers felt that the long 
working hours in office and inability to give time 
to the child made them bottle feed the child even 
if not required thereby getting addicted to it. At 
times mothers wanted to buy some time away 
from their crying child and hence giving bottle in 
the hands of the child was a good escape. Also, 
infants were bottle fed in the absence of mother 
and they felt that there was ‘no option’ other than 
bottle feeding. Similar reasons and barriers and 
reported in studies by Naidu et al (2015) and 
Freeman (2008) [31]. Mothers had dealt with 
difficulties in breaking the habit easily and hence 
had come up with their own solutions and ideas 
to de-addict themselves. A few mothers 
suggested the use of sipper or cup instead                 
of bottles or hiding the bottle. Mothers                      
would hide or would go away from child’s                 
vision if child cries for bottle or demands milk. A 
few other mothers preferred replacing the                   
milk in the bottle with water or not filling the bottle 
at all. 
 
It was further observed that mothers were 
comfortable in communicating with the examiner. 
Open discussion of oral health goals and barriers 
along with sharing of experiences was done at 
both the follow-up sessions with the examiner. At 
the same time, opinions offered did not feel 
intrusive and seemed helpful and no participants 
indicated discomfort with the same. One of the 
statements in regards to the helpfulness of the 
MI technique is quoted as follows, “Yes, it was 
really good (the MI talk), because I was aware 
about the general aspects of bottle feeding and I 
did enquire from my dentist. So now whenever 
she demands for bottle I am handing her a 
sipper, she resists but I am sure she will be used 
to it.” Also, from the views expressed by the 
mothers it could be inferred that after the 
intervention, participants felt more confident in 
their ability to use the information that was 
provided. Exploring practical ways to overcome 
barriers to oral and general Healthcare for their 

child/children may also have helped participants 
to persist with introducing new oral healthcare 
and dietary regimes about which they had 
learned during the follow-up sessions. 
Nevertheless, it has been suggested in literature 
that MI provides an opportunity to address ‘felt 
needs’ [32], which supports a view that primary 
healthcare professionals should address the 
needs of families in the context of their 
environment and experience as the choices that 
people make are because of the conditions in 
which they live [33]. It has also been suggested 
that health practitioners are likely to gain a 
greater sense of achievement from recognizing 
progress in an individual’s ‘readiness for change’ 
as an important outcome rather than using 
behaviour change as the only goal since 
behaviour change is a dynamic process and it 
may not be possible to measure behaviours in 
the short term [34]. 
 

5. LIMITATIONS 
 
Out of the 64 mothers informed about the 
intervention (MI), only 15 reported and could be 
followed up for 1 month. MI was carried out in 
different settings and not where the parents were 
accessed for the observational study. Hence, 
direct and indirect costs involved (due to                
time and travel) could have altered their               
decision and attendance. Moreover, the 
technique of MI although very effective                     
may be expensive as it requires time 
commitment from both the sides (the patient             
and counsellor). No precise sample size 
calculation was made for MI as this was the             
first study in this population without any              
previous data to enable the same. 
 

Our study has limited generalizability despite its 
observational nature. The study is unique and 
first of its kind linking several general                 
health conditions and dental caries to the  
feeding practices in the age group of 1-2                 
year olds. This study generates a few new 
hypotheses to be tested through prospective 
observational and interventional studies,                  
such as: 
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 Effectiveness of MI in relation to the 
behaviour change of feeding practices as 
against educational approaches. 

 Effectiveness of MI as a group behavioural 
intervention. 

 
This study identifies bottle feeding as common 
risk and establishes an opportunity for a 
paediatric dentist to become a counsellor for the 
behaviour change. However, a larger sample and 
multi-centric investigation may substantiate our 
claims. 
 

6. CONCLUSION 
 
MI was effective in stoppage of bottle feeding in 
87.5% of the participants. 
Recommendations: It is in the domain of 
paediatric dentists to inform and counsel parents 
on feeding practices for which dentist must 
imbibe skills of BCTs such as MI. 
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ANNEXURE 1 
 
Interviewer: I just wanted to talk to you after going through the questionnaire you have answered. I am 
a little bit concerned (about his health) that _________ is repeatedly getting GI infections and noticing 
his dental condition I feel he is being bottle fed. So if you can tell me a little bit more about that. 
 
Mother: Yes, we bottle feed him these days. He is so habituated to the bottle that he just doesn’t sleep 
or just keeps crying. Also, we have tried to quit, we could do it for 1 day but now it is not happening 
because it is difficult to be after him; giving bottle in his hand is much easier with full time job and 
workload at home. 
 
Interviewer: OK, so it gives you a sense of security when you give him the bottle, you are sure he is at 
least having something or at least will sleep without crying. 
 
Mother: Yes, it is much easy and comfortable for me as well as for his grandparents who look after 
him when I am not there. I am free to finish my household work once I give him bottle and even he 
enjoys it. 
 
Interviewer: So it sounds like you have tried not giving him bottle before, so what made you try that? 
 
Mother: I have been reading that there are chances of infections. I did not know about the dental 
cavities but yes he does get constipated. But, other children of his age too suffer at times from 
infections so bottle feeding may not be the only reason. 
 
Interviewer: OK, so you are worried about the bottle feeding and the associated risks at the same time 
you are not sure if bottle feeding should be discontinued. 
 
Mother: Exactly, I mean he looks healthy enough for his age and at present I don’t know if bottle 
feeding is harming him or no. It is very difficult to stop the practice. 
 
Interviewer: But like you said, you had tried before and you were successful to manage him for a day, 
how did that happen? 
 
Mother: I was at home, it was a long weekend. I thought there is no need of any external source of 
milk since I am there to cook for him. And having my husband with me made it easier to manage. 
 
Interviewer: OK, so having your job started, you find it difficult and you prefer to hand him the bottle. 
 
Mother: yes, correct! 
 
Interviewer: How did you manage to succeed when you had decided to quit earlier? 
 
Mother: May be because of my husband being at home with me. Also, I had things running back of 
the mind that probably he is getting ill because of the bottle and I am guilty for it. 
 
Interviewer: So, you were aware that the risks are scarier than the benefits. But now you are not 
finding it necessary to discourage bottle feeding. 
 
Mother: No, I am not supposed to bottle feed him just because it is easy for me or because he cries 
and demands. But, I have been trying to feed him in cup and instructing his grandparents to feed him 
in cup but don’t work out effectively as I should. 
 
Interviewer: so it seems that you are doing best of what you can. 
 
Mother: Yes, I am trying my best. 
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Interviewer: It sounds that you want to discontinue bottle feeding at the same time a part of you is 
depended on the bottle. 
 
Mother: Yes. I try it almost every Sunday when we are home. 
 
Interviewer: So, if you decide to quit, on the scale of 1 to 10, 1 being not confident and 10 being 
confident, where do you think you land? 
 
Mother: 5? 
 
Interviewer: Why not 2 or 3? 
 
Mother: Because I have tried doing it before and I think I can but the schedule and lifestyle makes it 
hard. He is depended on bottle because I cannot be available all the time. 
 
Interviewer: So it seems that you have a lot of reasons to quit his bottle feeding practice as against its 
benefits. You have been successful to but right now you doubt your ability to make this possible. What 
do you think can be done? 
 
Mother: I don’t know. I need little help and I am not confident about this. 
 
Interviewer: If you want I can actually help you with some good ideas and option which can be 
successful if you attempt. For e.g. .we can start with use of sipper with water or use of cup and spoon. 
Mother: But I don’t know how his grandparents will react and how I will make time for this. 
 
Interviewer: Sure, we can talk about the options which fit into your schedule. 
 
Mother: Yes, I am ok with that. 
 
Interviewer: So, if you are willing I will be happy to guide you how to go about the process. 
 
Mother: Sure, let us do it. 
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