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	WEEK 13 ONLINE:
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Objectives:

1. Define the term “theory”

2. Explain the importance of health behaviour theory to health promotion / education program planning 

3. Describe the “Social Cognitive Theory”

4. Define the term “self-efficacy”, “locus of control” & “emotional coping response” as they relate to the Social Cognitive Theory

5. Describe the “Theory of Reasoned Action”

6. Describe the “Health Belief Model”

7. Describe the “Transthoretical Stages of Change Model”

8. Apply the Transtheoretical Stages of Change Model to a health issue



	Introduction:

During week 7 we began to look at the definitions & applications of theories & models.  The greater focus was on using a model (a generalized process of organizing or planning model) to follow set steps of community organizing & program planning.

At that time you were directed to this website where you were introduced to the purpose of “theory” to help differentiate it from the term “model”: 

A theory may be defined as a set of interrelated concepts, definitions, & propositions in an attempt to explain & predict the events of a situation.  In other words, theory attempts to answer the question “why do people behave the way they do? – why don’t people engage in desirable behaviours? – how do people learn? – how are behaviours changed?

On the other hand a model does not attempt to explain the reasons why, it is simply a structure to represent them.  Whereas a theory is abstract or conceptual, a model is a visual concrete structure to which the theory is applied.

Using Health Behaviour Theory in Models:

Theories have been developed by & borrowed from many fields including medicine, physical, behavioural, & social sciences.  The important factor to note is that they have been proven to be effective.  

Health promotion programs are designed to facilitate health behaviour change in a target population.  This behaviour change process can be difficult under the best of conditions!  Theories provide direction so that the program planners don’t waste valuable time & resources trying to implement changes that won’t have an effect.  Understanding theories help the planner select a model to suit appropriate interventions & to know what the expected outcomes should be.  Therefore, planners should ‘ground’ their programming process in theories that have been proven to be successful in previous health promotion efforts.  

Internal & external forces influence a person’s behaviour.  As we have studied previously in this course, there are many influences or factors that contribute to a person’s health status - & in turn these are also factors of behaviour.  Beliefs, attitudes, interests, values, needs, motives, personality, expectations, perceptions, biologic factors, the influence of family, peer groups, occupation, education, and media are just some of the factors affecting behaviour.  No wonder change is so complicated!!

When we attempt to influence the behaviour of an individual, group or organization, it is important to realize that they already have a ‘current behaviour’ built from their own, many, previous influences.  In other words our client is not a blank slate ready to absorb our knowledge & recommendations to them (the most common incorrect approach of health educators!).  We must consider why they are behaving the way they do now & how we can shape that into new more ‘desirable’ behaviour (ahhh, a little assessment needed here, right?!).

In order to help us understand our ’client’ we must have some understanding of  behaviour change theories.  The following are 4 common theories particularly relevant to health education activities.

The Social Cognitive Theory:

The social cognitive theory indicates that a person’s behaviours are motivated by beliefs (cognitive/knowledge) & factors in their social environment (community, family & friends).  The belief that is most important is the perception of “self-efficacy”.  This means that the client believes that they can perform the behaviour effectively & with good results (eg. of lack of self-efficacy: “I can’t quit smoking, I don’t have the willpower”).  

The social environment aspect of this theory that is important is the learning how to perform a specific behaviour by watching others do it & also by receiving support from others in the environment when the client practices the desirable behaviour (for example, a group may receive reinforcement from a facilitator providing verbal feedback for a job well done, or a person may provide positive reinforcement to themselves – a ‘reward’).

This theory emphasizes the importance of the client actually practicing the behaviours after watching others & of receiving positive feedback from the educator to reinforce their capability to perform.  In this way the client will increase their self-efficacy or believe that they could successfully improve their health care habits.

Within this theory it is necessary for the client to understand what to expect when practicing the new behaviour so that it is not stopped due to misunderstanding of effects (i.e. sore muscles occur after exercise – but don’t stop!).  It is also important for the client to deal with “emotional coping responses”.  Here the client has to learn to deal with sources of anxiety that may come along with learning a new behaviour (for example, fear is an emotion that can be involved in learning, the client will have to deal with the fear first before learning the behaviour – “I can’t quit smoking, I’m afraid of gaining weight”).

Finally in this theory, is the concept of “locus of control”.   Locus of control is influenced by the client’s previous experiences & reinforcements & may be internal or external.  People with an internal locus of control feel that their abilities & reinforcement is under their own control (similar to self-efficacy).  People with an external locus of control feel that their abilities or actions are a result of external reinforcement & influence (they feel they are not responsible for what happens to them -- it is all because of the outside world & what it forces them to do or be – i.e. “not my fault”)

Theory of Reasoned Action:

The theory of reasoned action provides a framework to study the attitudes towards behaviours.  The most important concept in this theory deals with normative (established socio-cultural) beliefs about what relevant others (family, friends, spouse, coworkers, doctors…) think the person should do.  In other words, the client’s intent to perform the behaviour is dependent partly on their belief that others think they should do so, and partly on the fact that they care about what these others think.

The second aspect about this theory includes the concept that people’s behaviour is determined by attitudes & beliefs about the behaviour’s performance results.  The client needs to believe that the behaviour will be beneficial.  In this case the health educator should encourage intentions & attitudes by emphasizing the importance, value & health benefits of practicing the behaviour.

--A short and simple explanation – yet not to be underestimated don’t you think?!

The Health Belief Model:

The health belief model suggests that health related action depends on the simultaneous occurrence of 3 types of factors:

1. The existence of sufficient motivation (or health concern) to make health issues relevant.  The client must feel a ‘readiness to act’

2. The belief that one is susceptible or vulnerable to a serious health problem (also known as the ‘perceived threat’).  Again without this the client will not feel a ‘readiness to act’

3. The belief that to follow a particular health recommendation would be beneficial in reducing the perceived threat.  This is a ‘cost – benefit’ analysis done by the client.  They must perceive that the benefits of performing the behaviour outweigh the ‘costs’ of not.

Throughout this theory is the concept of “cues to action”.   The client receives prompts or cues to action from internal stimuli (such as pain or discomfort) or from external stimuli (such as advertising, media, doctors & other experts – dental hygienists’ messages!). 

From the perspective of this model, barriers educators must attempt to change or influence include helping the client to understand that the consequences of the disease or injury are serious & can affect their quality of life.  For example,  the client is encouraged to value preventive dental care by educating that they are vulnerable or do have dental disease, that they may loose their teeth & functions of smiling & chewing as a result.  

Using this theory it would be important to educate by emphasizing that preventive behaviours will have the long-term benefit of ‘good’ health (retaining the teeth) & that the efforts (cost – flossing…) are relatively easy (perceived barriers can be overcome).

Transtheoretical Stages of Change Model:

This model describes common stages of change (based on the integration of several theories) that a person or population goes through when trying to change health-related behaviours.  This is one of the most current & commonly used models of behaviour change used in public health activities.  Some examples where this model is applied, as mentioned by our guest speaker Helene Bourgon, are contraceptive use, addictive behaviours, smoking cessation, alcohol abuse, HIV prevention, weight control, exercise, stress & nutritional habits. 

Behaviour change does not occur overnight, it occurs over a period of time – through ‘stages’.  The stages include in order of occurrence, pre-contemplation, contemplation, action, & maintenance.  

· Precontemplation is a time when people are not seriously thinking about changing their behaviour in the next 6 months.  People in this stage are unaware of their problems & even tend to avoid reading, talking, or thinking about changing their high-risk behaviour.

· Contemplation occurs when people are aware that a problem exists & are seriously thinking about a behaviour change but have not yet made a commitment to take action.  In this stage they are more open to receiving information about the problem behaviour.  They may read, think or talk to others about behaviour change or become open to education in preparation for the next stage…

· The preparation stage people take small steps towards action.   For example they may have purchased new running shoes or cut back a bit on smoking but have not yet reached effective action.

· The action stage is when people actually take overt steps to change the behaviour, experiences, or environment to overcome problems.  This behaviour is consistent and visible & receives the greatest external recognition.  People are in particular need of support at this time (such as more specific education / training or support from family & friends).   After 6 months of effective action, comes…

· The next stage is maintenance.  Here people attempt to prevent relapse.  They are increasingly confident that they can continue their changes but still require learning how to avoid falling to temptations leading to relapse.

· Relapse occurs when the individual is unable to maintain the behaviour (this is extremely common).  The model is ‘circular’, so the person will move onto the appropriate stage when they are ready to try again.

Health educators (oral health educators) should pay close attention to determining the stage of change their client is in.  This will indicate their level of receptivity & the approach you may want to consider taking.
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Critical Thinking:
You all have become excellent ‘critical thinkers’ (truly you have, -- I don’t just mean that only as positive reinforcement!()

As your last opportunity (an optional opportunity) in this course to respond with your ‘critical’ thoughts…..

On the class discussion board, share your response to the following questions:

How do you think you may apply one or more of the previous behaviour change concepts to a situation in your life – perhaps to the class you will be teaching in January, or another group, or with your individual clinical clients, your family or yourself?

Perhaps you know someone in the midst of a behaviour change.  What stage do you think they are at?   How might your approach towards them be affected by your understanding of their ‘stage’?
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