Change Theories
Health Belief Model (Detailed)

1. The Health Belief Model (HBM) is a psychological model that attempts to explain and predict health behaviours by focusing on the attitudes and beliefs of individuals. The HBM was developed in the 1950s as part of an effort by social psychologists in the United States Public Health Service to explain the lack of public participation in health screening and prevention programmes (e.g., a free and conveniently located tuberculosis screening project). Since then, the HBM has been adapted to explore a variety of long- and short-term health behaviours, including sexual risk behaviours and the transmission of HIV/AIDS. The key variables of the HBM are as follows (Rosenstock, Strecher and Becker, 1994): 

· Perceived Threat: Consists of two parts: perceived susceptibility and perceived severity of a health condition. 

· Perceived Susceptibility: One's subjective perception of the risk of contracting a health condition, 

· Perceived Severity: Feelings concerning the seriousness of contracting an illness or of leaving it untreated (including evaluations of both medical and clinical consequences and possible social consequences). 

· Perceived Benefits: The believed effectiveness of strategies designed to reduce the threat of illness. 

· Perceived Barriers: The potential negative consequences that may result from taking particular health actions, including physical, psychological, and financial demands. 

· Cues to Action: Events, either bodily (e.g., physical symptoms of a health condition) or environmental (e.g., media publicity) that motivate people to take action. Cues to actions is an aspect of the HBM that has not been systematically studied. 

· Other Variables: Diverse demographic, sociopsychological, and structural variables that affect an individual's perceptions and thus indirectly influence health-related behaviour. 

· Self-Efficacy: The belief in being able to successfully execute the behaviour required to produce the desired outcomes. (This concept was introduced by Bandura in 1977.) 




2. 

	Concept
	Definition
	Application

	Perceived Susceptibility
	One's opinion of chances of getting a condition
	Define population(s) at risk, risk levels. Personalise risk based on a person's features or behaviour. Heighten perceived susceptibility if too low

	Perceived Severity
	One's opinion of how serious a condition and its sequelae are
	Specify consequences of the risk and the condition

	Perceived Benefits
	One's opinion of the efficacy of the advised action to reduce risk or seriousness of impact
	Define action to take: how, where, when; clarify the positive effects to be expected

	Perceived Barriers
	One's opinion of the tangible and psychological costs of the advised action
	Identify and reduce barriers through reassurance, incentives, assistance

	Cues to Action
	Strategies to activate 'readiness'
	Provide how-to information, promote awareness, reminders

	Self-Efficacy
	Confidence in one's ability to take action
	Provide training, guidance in performing action




"The Health Belief Model (HBM) was one of the first models that adapted theory from the behavioral sciences to health problems, and it remains one of the most widely recognized conceptual frameworks of health behavior. It was originally introduced in the 1950s by psychologists working in the U.S. Public Health Service (Hochbaum, Rosenstock, Leventhal, and Kegeles). Their focus was on increasing the use of then-available preventive services, such as chest x-rays for tuberculosis screening and immunizations such as flu vaccines. They assumed that people feared diseases, and that health actions were motivated in relation to the degree of fear (perceived threat) and expected fear-reduction potential of actions, as long as that potential outweighed practical and psychological obstacles to taking action (net benefits)."

Learning Theories
Learning theories emphasize that learning a new, complex pattern of behavior, like changing from a sedentary to an active lifestyle, normally requires modifying many of the small behaviors that compose an overall complex behavior . Principles of behavior modification suggest that a complex-pattern behavior, such as walking continuously for 30 minutes daily, can be learned by first breaking it (down into smaller segments (e.g., walking for 10) minutes daily). Behaviors that are steps toward a final goal need to be reinforced and established first, with rewards given for partial accomplishment if necessary. Incremental increases, such as adding 5 minutes to the daily walking each week, are then made as the complex pattern of behavior is "shaped" toward the targeted goal. A further complication to the change process is that new patterns of physical activity behavior must replace or compete with former patterns of inactive behaviors that are often satisfying (e.g., watching television), habitual behaviors e.g., parking close to the door),or behaviors cued by the environment (e.g., the presence of an elevator).
Reinforcement describes the consequences that motivates individuals either to continue or discontinue behavior. Most behaviors, including physical activity, are learned and maintained under fairly complex schedules of reinforcement and anticipated future rewards. Future rewards or incentives may include physical consequences (e.g., looking better), extrinsic rewards (e.g., receiving praise and encouragement from others, receiving a T-shirt), and intrinsic rewards (e.g., experiencing a feeling of accomplishment or gratification from attaining a personal mile stone). It is important to note that although providing praise, encouragement, and other extrinsic rewards may help people adopt positive lifestyle behaviors, such external reinforcement may not be reliable for sustained long-term change.
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Health Belief Model
The health belief model stipulates that a person's health-related behavior depends on the person's perception of four critical areas: the severity of a potential illness, the person's susceptibility to that illness, the benefits of taking a preventive action, and the barriers to taking that action. The model also incorporates cues to action (e.g., leaving a written reminder to oneself to walk) as important elements in eliciting or maintaining patterns of behavior. The construct of self-efficacy, or a person's confidence in his or her ability to successfully perform an action (discussed in more detail later in this chapter), has been added to the model, perhaps allowing it to better account for habitual behaviors, such as a physically active lifestyle.
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Transtheoretical Model
In this model, behavior change has been conceptualized as a five-stage process or continuum related to a person's readiness to change: precontemplation, contemplation, preparation, action, and maintenance. People are thought to progress through these stages at varying rates, often moving back and forth along the continuum a number of times before attaining the goal of maintenance. Therefore, the stages of change are better described as spiraling or cyclical rather than linear. In this model, people use different processes of change as they move from one stage of change to another. Efficient self-change thus depends on doing the right thing (processes) at the right time (stages). According to this theory, tailoring interventions to match a person's readiness or stage of change is essential. For example, for people who are not yet contemplating becoming more active, encouraging a step-by-step movement along the continuum of change may be more effective than encouraging them to move directly into action.
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Relapse Prevention Model
Some researchers have used concepts of relapse prevention to help new exercisers anticipate problems with adherence. Factors that contribute to relapse include negative emotional or physiologic states, limited coping skills, social pressure, interpersonal conflict, limited social support, low motivation, high-risk situations, and stress. Principles of relapse prevention include identifying high-risk situations for relapse (e.g., change in season) and developing appropriate solutions (e.g., finding a place to walk inside during the winter). Helping people distinguish between a lapse (e.g., a few days of not participating in their planned activity) and a relapse (e.g., an extended period of not participating) is thought to improve adherence.
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Theory of Reasoned Action and Theory of Planned Behavior
The theory of reasoned action states that individual performance of a given behavior is primarily determined by a person's intention to perform that behavior. This intention is determined by two major factors: the person's attitude toward the behavior (i.e., beliefs about the outcomes of the behavior and the value of these outcomes) and the influence of the person's social environment or subjective norm (i.e., beliefs about what other people think the person should do, as well as the person's motivation to comply with the opinions of others). The theory of planned behavior adds to the theory of reasoned action the concept of perceived control over the opportunities, resources, and skills necessary to perform a behavior. The concept of perceived behavioral control is similar to the concept of self-efficacy -- person's perception of his or her ability to perform the behavior. Perceived behavioral control over opportunities, resources, and skills necessary to perform a behavior is believed to be a critical aspect of behavior change processes.
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The Health Belief Model Of Change
Published January 28th, 2007 in Psychology, Health Psychology, Change 
In health psychology there are many models of change. One of these models is the Health Belief Model. This is a continuum theories model, which means that we are going to change several or all variables that affect behavior and we are going to change them at once. Health Belief Model is an actual model used by professional psychologist and it has been found to be effective around the world in producing behavioral change. 

The Health Belief Model can be summed up this way: Our beliefs in how effective the change will be, what the barriers are, what the costs are and what the consequences are of the change will determine if we undertake the change or not. 
Basic Model Outline
1. Belief in a threat or a problem - is this a health threat or a problem? or not? 

1. General concerns about health - does the person even care about their health? 

2. Specific concerns - will or is this affecting me now? 

3. What are the consequences of this threat or problem? 

2. Belief in effectiveness of change - will the change in behavior be effective in reducing the threat or removing the problem? 

1. Perceived Effectiveness - do you believe that the change will be effective in eliminating the threat or removing the problem? 

2. Perceived Costs or Barriers - will the cost of change actually exceed the benefits that will be produced? 

This Health Belief Model has been applied to increasing TD screenings in the 1950s, increasing breast cancer screenings, stop smokings and other change. 

How can you use this?
You can apply this same model to change a behavior that you want to change. 

Example: Let’s say you want to lose 20 lbs of weight by starting a running program. 

Current situation: how much do you enjoy eating out? do you live with people that don’t believe in healthy eating? is running anathema to you?

Severity: how often do you eat out or eat fast food? every meal or once in a while? have you ever run before or are you a total couch potato?

Benefits: why do you want to lose the 20 lbs? 

Cost: What will it cost in time for you to lose 20lbs? how much money will it take for you to eat healthier and buy running equipment and gym pass? are you willing to lose your friends who might not like your new behavior?
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influencing and predicting behavior

History and Orientation
Protection Motivation Theory (PMT) was originally (Rogers, 1975) proposed to provide conceptual clarity to the understanding of fear appeals. A later revision of Protection Motivation Theory (Rogers, 1983) extended the theory to a more general theory of persuasive communication, with an emphasis on the cognitive processes mediating behavioral change. 

Core Assumptions and Statements
Protection Motivation Theory (Rogers, 1983) is partially based on the work of Lazarus (1966) and Leventhal (1970) and describes adaptive and maladaptive coping with a health threat as a result of two appraisal processes. A process of threat appraisal and a process of coping appraisal, in which the behavioral options to diminish the threat are evaluated (Boer, Seydel, 1996). The appraisal of the health threat and the appraisal of the coping responses result in the intention to perform adaptive responses (protection motivation) or may lead to maladaptive responses. Maladaptive responses are those that place an individual at health risk. They include behaviors that lead to negative consequences (e.g. smoking) and the absence of behaviors, which eventually may lead to negative consequences (e.g. not participating in breast cancer screening and thus missing the opportunity of early detection of a tumor). 

The Protection Motivation Theory proposes that the intention to protect one self depends upon four factors:

1) The perceived severity of a threatened event (e.g., a heart attack) 

2) The perceived probability of the occurrence, or vulnerability (in this example, the perceived vulnerability of the individual to a hear attack) 

3) The efficacy of the recommended preventive behavior (the perceived response efficacy) 

4) The perceived self-efficacy (i.e., the level of confidence in one’s ability to undertake the recommended preventive behavior). 

Protection motivation is the result of the threat appraisal and the coping appraisal. Threat appraisal is the estimation of the chance of contracting a disease (vulnerability) and estimates of the seriousness of a disease (severity). Coping appraisal consists of response efficacy and self-efficacy. Response efficacy is the individual’s expectancy that carrying out recommendations can remove the threat. Self-efficacy is the belief in one’s ability to execute the recommend courses of action successfully. Protection motivation is a mediating variable whose function is to arouse, sustain and direct protective health behavior (Boer, Seydel, 1996). 

Conceptual Model
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Source: Rogers, 1983) 

Favorite Methods
Surveys, experiments. 
Scope and Application
The Protection Motivation Theory can be used for influencing and predicting various behaviors. Off course, the PMT can be used in health-related behaviors. The main features of application to date are reducing alcohol use, enhancing healthy lifestyles, enhancing diagnostic health behaviors and preventing disease. This site gives a good overview of topics studied in PMT Literature. http://bama.ua.edu/~sprentic/672%20PMT%20topics.html
Example
With the PMT Stainback and Rogers (1983) tried to investigate how alcohol use can be reduced. They used persuasive messages to describe the unpleasant consequences of abusive drinking to junior high school students. They used two groups, where the high-fear group received messages describing severe consequences and a high probability of occurrence. The low-fear group received messages describing no severe consequences and a low probability of occurrence Results of this study were that the high-fear group rated the severity of the consequences and drinking likelihood of experiencing these consequences as greater than the low-fear group. Immediately after exposure to the information the high-fear condition produced stronger intentions to remain abstinent than the lower-fear condition. 

Source: Boer, Seydel (1996) in Conner and Norman. Predicting Health Behavior, p 99-100. 

TRANSTHEORETICAL MODEL/STAGES OF CHANGE
0riginators and professional backgrounds: James 0. Prochaska, Ph.D. & Carlo C. DiClemente, Ph.D. 

James 0. Prochaska, Ph.D. is the Director of the Cancer Prevention Research Consortium and Professor of Clinical and Health Psychology at the University of Rhode Island. He received his Ph.D. in Clinical Psychology in 1969 at Wayne State University. He has published more than 100 papers on behavioral change for health promotion and disease prevention. A recent study conducted by the Institute for Scientific Information and the American Psychological Society listed him among the 10 topmost influential authors in Psychology. He has been Principal Investigator on over $40M in research grants on prevention of cancer and other chronic diseases. He is also a Consultant to the American Cancer Society, the Centers for Disease Control & Prevention, numerous health maintenance organizations, corporations, research journals and universities & research centers. He has been an invited speaker at many regional, national & international meetings & conferences. 

Carlo DiClemente, Ph.D. is Chair and Professor of Psychology at the University of Maryland Baltimore County since 8/95. He is the co-developer of the Transtheoretical Model Dr. Prochaska started. He received his Ph.D. in Clinical Psychology from the University of Rhode Island in 1978. He had his Postdoctoral Fellowship in Houston. Texas in 1979. He has been a research specialist, the Chief of Alcoholism Treatment Center and Chief of Addictive Behavior and Psychosocial Research at the Texas Research Institute of Mental Sciences, Associate Professor of the Dept. of Psychiatry and Behavioral Sciences at the Univ. of Texas Medical School, Professor of the Dept. of Psychology at the Univ. of Houston. Despite of moving to Maryland, he is still a Consultant at the Sid W. Richardson Institute for Preventive Medicine of the Methodist Hospital at Houston and Faculty Associate of the School of Public Health at the Univ. of Texas Center for Health Promotion and Adjunct Professor of the Dept. of Behavioral 

Sciences at the Univ. of Texas. 

Approximate year of origin: 1979 

Circumstances that led to the development of the model: As early as the 1950's, there were already about 36 distinct systems of psychotherapy and by 1975, there were 130. At about the time Dr. Prochaska was in school studying to be a psychotherapist, his father died of alcoholism and depression. He was unable to help or understand why his father died distrusting psychotherapy. 

According to Dr. Prochaska's original book on Systems of Psychotherapy: A Transtheoretical Analysis published in 1979, there were so many theories in the field of psychotherapy that this encouraged him to pursue his own research. In this book, he did a comparative analysis of 18 major theories of psychotherapy and behavioral change such as consciousness raising from the Freudian school of thought, contingency management from the Skinnerian tradition, and helping relationships from the Rogerians. Thus, the term transtheoretical. 

The comparative analysis was limited to 18 systems because the other systems "seem to be dying a natural death with age and are best left undisturbed because they are so poorly developed that they have no theories of personality or pathology, or because they are primarily variations on major themes that are already included in the book. The final exclusion is less open to bias and that is that no system was excluded if more than 3% of surveyed therapists considered themselves followers of it," Prochaska (1979) wrote. 

And in 1994, Changing for Good was co-authored by Dr. Prochaska. It was in the first chapter that he mentioned the circumstances about his father's death that helped make him delve more into psychotherapy, leading to the transtheoretical analysis. 

In this search for common principles of change, instead of finding separate change processes in each of the 18 leading systems of therapy, only 9 processes of change (the mechanisms people use) were identified that can be applied to the level of either the individual's experience or environment to produce the change in behavior: consciousness raising, social liberation, emotional arousal, self-reevaluation, commitment, countering (or counter conditioning), environmental control, reward, and helping relationships. 

The 18 different systems differed in terms of: which of the processes were emphasized and whether the processes were applied more experientially or more environmentally. There was more agreement, however, on the importance of Particular processes in producing change. This became more evident in 1982 when Dr. DiClemente worked with Dr. Prochaska at the Texas Research Institute of Mental Sciences when they did an empirical analysis of self-changers compared to smokers taking professional treatments. The participants were found to be using different processes at different times of their challenges with smoking. It was during this research that they noted the 6 stages of change (the phases people go through) individuals used to change their troubled behavior: precontemplation, contemplation, preparation or determination, action, maintenance, and termination. 

Stages of Change
· Precontemplation 

· Contemplation 

· Preparation 

· Maintenance 

· Action 

Precontemplation 

· Has no intention to take action within the next 6 months 

Contemplation 

· Intends to take action within the next 6 months. 

Preparation 

· Intends to take action within the next 30 days and has taken some behavioral steps in this direction. 

Action 

· Has changed overt behavior for less than 6 months 

Maintenance 

Has changed overt behavior for more than 6 months.
Termination 

· Overt behavior will never return, and there is complete confidence that you can cope without tear of relapse. 

Process of Change
• Any activity that you initiate to help mollify your thinking, feeling or behavior
9 Major Processes of Change 

1. Consciousness-raising 

2. Social liberation 

3. Emotional arousal 

4. Self-reevaluation 

5. Commitment 

6. Countering 

7. Environment conferral 

8. Rewards 

9. Helping relationships
Consciousness Raising 

Involves providing information regarding the nature and risk of unsafe behaviors and the value and drawbacks of the safer behavioral alternatives. 

Dramatic Relief 

Fosters the identification, experiencing, and expression of emotions related to the risk the safer alternatives in order to work toward adaptive 

Environmental Control 

Allows the individual to reflect on the consequences of his or her behavior for other people. It can include reconsideration of perceptions of social norms and the opinions of people important to him or her. 

Sell Reevaluation 

Entails the reappraisal of one's problem and the kind of person one Is able to ho, given the problem. 

Commitment 

Encourages the person to consider their confidence in their ability to change and their commitment to doing so. 

Social Liberation 

Seeking to help others with similar situations. 

Helping Relationships 

Assists the person In a variety of ways, Including providing emotional support, modeling a set of moral beliefs, and serving as a sounding board. 

Reward 

Developing internal and external rewards and making them readily but contingently available to improve the probability of the new behavior occurring or continuing. 

Countering 

Weighing the "pros" and "cons" of the behavior change. The challenge is to tip the balance in favor of making positive changes. 
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