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Introduction

This unit looks briefly at the use of theory in health promotion before examining the influences on health decision-making and on changing behaviours. It then examines the communication process in health promotion and the range of methods used in implementing programmes, with particular attention to mass media and peer education.
Unit 4 is divided into two sessions: 

Session 1:     How People Make Decisions about their Health and Changing
                      Health Behaviours 

Session 2:     Health promotion Methods and Processes
Session 1 introduces the use of models and theories in health promotion and then draws on a small number   of models which address the issue of health decision making in individuals and communities and    individual and group behaviour change. Session 2 looks at methods used in health promotion activities and at the process of communication which is integral to the whole health promotion process. 
There are a number of activities for your Assignment Notebook which are marked with the symbol A.              

Unit 4 – Session 1  
How People Make Decisions about their Health and how Behaviours can be changed


Introduction

In order to achieve health improvements changes in individual behaviours may be desirable. Depending on our  preferred approach to health promotion and the contexts in which we are working we may EITHER: adopt an empowerment model and enable individuals and groups to choose  health behaviours and carry them out with support OR we may adopt a preventive model and attempt to persuade people to adopt specific behaviours that are decided by professionals. The former can be described as a Bottom-Up approach and the latter as a Top-Down one.  Many y people in health promotion prefer the Bottom-Up approach but there are situations where a Top-Down one may be required as discussed in Unit 1.  In both cases actions must be based on a sound understanding of the many factors influencing health choices at the operational or micro-level. In other words, it is important to recognise and be able to explain why and how people make health-related decisions and to understand the factors that influence health choices e.g. knowledge, beliefs, skills, attitudes, social pressures and environmental constraints.  In the needs assessment phase of programme planning we may have identified behaviours that need to be changed and have to decide how to go about such behaviour change.  There are theories and models that can be used to increase effectiveness of our actions and to use our resources efficiently.  

In this session we will think about the factors that influenced some of our own health decisions before introducing models of health decision-making and studying one of them in the Health Belief Model in detail. These models seek to understand the variety of factors which influence people when they take decisions relating to their own health. We can then identify the goals for any health promotion activity intended to achieve behaviours change 

Session contents

1
Learning outcomes of this session

2
Readings 

3         Theory in health promotion

4
Models of health decision-making

5
The Health Belief Model 

6
Theory of Planned Behaviour

7         Stages of Change  

8         Social learning Theory

9         Communication of Innovations Theory

10
Session summary

11
References and Further Reading

Timing of this session

This session could take you up to four hours to complete. There are two readings and six tasks to complete. A logical place to break is after Section 6.
1
Learning Outcomes of this Session


	In the course of this session, you will be addressing the session outcomes in the left column, which relate to the overall Module Outcomes 

	Session Outcomes
	Module Outcomes 

	· Argue the case for drawing on theory in order to increase effectiveness and efficiency of health promotion practice; 
· Identify the influences on health behaviours in individuals and communities in order develop programme objectives 
· Describe the variables in the Health Belief Model and apply it to specific examples; 
· Describe the variables in the Theory of Planned Behaviour and draw on studies which have used this theory; 
· Describe the Stages of Change model and use it in health promotion programmes;
· Use key concepts in Social Learning Theory in practice; 
· Apply the Communication of Innovations Theory to practice.

	1. Demonstrate critical awareness of the current debates and dilemmas in Health Promotion.

2. Demonstrate familiarity with the main theoretical approaches used in Health Promotion and awareness of their strengths and limitations. 

3. Demonstrate the ability to plan, implement and evaluate a Health Promotion programme.

4. Locate health determinants and intervention strategies within suitable models of and approaches to Health Promotion. 
5. Apply Health Promotion and planning knowledge to a relevant health promotion issue. 




2
Readings 



You will be referred to the following readings in the course of this session.
	Glanz, K. (2005). Theory at a Glance: A Guide to Health Promotion Practice. 2nd edition. 131 - 190 [Online] Available:

http://www.cancer.gov/cancertopics/cancerlibrary/theory.pdf
[Downloaded 12/10/12]

	Naidoo, J. & Wills,J. (2000). Ch 11 – Strategies and methods. Health Promotion: Foundations for Practice. London: Bailliere Tindall: 226-231 


3     The Importance of Theory

	Task 1 -  Think about ‘Theory’
What is theory and why do we need to study it as a basis for practising health promotion?  Think about this and jot down some notes before reading further. 




Now read pages 4 -7 of Glanz (2005), ‘Theory at a Glance’.  
READING 
Glanz, K. (2005). Ch 5 – Models and approaches to health promotion. Health Promotion: Foundations for Practice: 91 – 102. 
Why is theory important to health promotion?

· It provides a foundation for practice. It helps us at all stages  of  programme planning : 

i. analysing the factors  influencing an issue we are to address and the relationships between the factors; and  

ii. designing, implementing and evaluating  appropriate  interventions.

· Theories support us in answering ‘why’, ‘what’ and ‘how’ questions in planning and implementing health promotion programmes

· Theories take us beyond basing our work on intuition and hunches about what works

· Theories can suggest innovative ways to approach analysing practice situations and planning interventions

Theory is important when we have to justify our decisions to others, such as managers and politicians. For example, if we want to encourage the adoption of a new practice in a community we will find it easier to get resources if we can show that we are basing 

What is the difference between a theory and a model? 

Models are used to present a theory in a visual form. Models can integrate more than one theory.  These various terms are not always used consistently as you will see in your reading. In trying to differentiate between a theory and a model, Earp and Ennett (1991: 164) note that a model is often used to mean a visual representation of the elements of a theory. It is often informed by more than one theory, and allows the inclusion of processes and characteristics which are 
“… grounded in empirical findings”. (1991: 164).  Theory at a Glance describes them as generalised  hypothetical descriptions, often based on an analogy, used  to analyse or explain something.  While theories can be represented as models not all models are based on theory. 

What do we mean by applying theory to practice?

· Using   relevant theories in order to understand  and explain  health related issues  and identify appropriate health promotion  responses
· Using theories to aid the planning, implementation and evaluation of our activities. 

Some theories help to explain how people make choices about their health – both individually and en masse (as a group). They can also define how social and environmental factors influence these decisions, and provide insight into the nature of both inter- and intrapersonal dynamics governing peoples’ behaviour. If we have a better understanding of the range of factors that influence decisions, we will be in a better position to devise strategies and formalise our Health Promotion goals, no matter what ideologies we subscribe to or models we choose to use. 

It is important to emphasise that theory is often perceived by practitioners to be about book learning rather than of relevance to them in practice. It is not unusual to have practitioners talk with pride about how they have learned on the job rather than by theorising. This is particularly the case with fields of study such as Health Promotion, for two reasons: firstly this is because so much of what Health Promotion is about is seen as being common sense; and secondly, and importantly, because people involved in Health Promotion programmes come from a range of different disciplines, and therefore see the theories of those disciplines as their prime concern and do not recognise the importance of using health promotion theory. The implications of not having a theoretical understanding, is that whilst one might learn how to do something, one is less likely to think about why it is being done, or why it works or doesn’t work. Page 7 in Theory at a Glance, provides some statements made about theory by practitioners. Listen out for comments about theory in your own work context and note whether they are similar, or different from the comments in the reading.
4     Models of Health Decision Making for Behaviour Change


 The two models we will be looking at are the Health Belief Model and the Theory of Planned Behaviour and there will be a brief mention of the Health Action Model.

These models differ in the number of factors that they take into account. This is because they have slightly different purposes. The Health Belief Model and the Theory of Planned Behaviour include a small number of variables, which it is argued, can provide a good basis for predicting that health decisions will be adopted. The presenters of these models recognise that other factors which are not included may also have an influence on health decision-making. However, those which are included are believed to be the key ones. When resources are often not available to explore all variables, it makes sense to examine what are believed to be key ones. 

When we appraise these restricted models, we have to ask if they are sufficiently useful in developing understanding of health decisions we are working with.  

The second type of model, of which the Health Action Model is a good example, sets out to provide a comprehensive mapping of all the factors which are believed to influence health-related decisions. This model includes the factors which are in the more restricted models together with additional ones. We will not be looking at this model in this Unit but you can, if interested, find out all about it in the reference in the Further Reading section at the end of this session.
Before we begin to look at any of the models we would like you to reflect on your own health decision making by completing Task 2.
	TASK 2 – Reflecting on a health decision from your own life

Select a health decision from you own life by identifying a recent occasion when you intended to adopt a new health-related behaviour or to modify an existing behaviour. Examples could be giving up smoking, adopting regular exercise, changing diet to reduce Coronary Heart Disease risk or to lose weight, breastfeeding exclusively for six months, always wearing a seat belt when a car driver or passenger  etc. 

List all the factors that you think led to your intention to adopt the behaviour.

a)
If your intention was carried out and maintained, what factors helped this process?

b)
If you did not put your intention into practice, why was this?

c)
If you put your intention into practice but then gave up, why was this?




 FEEDBACK
The factors that you have listed will relate to the particular health decision that you looked at as well as to you as an individual. In most cases however, in thinking about the factors that led to your behavioural intention you may have included: some, or all of the factors below. If thinking about ‘giving up smoking’ you might have included:
· Beliefs about the links between a health behaviour and mortality and morbidity. e.g I believe that if I give up smoking I will reduce my chances of getting lung cancer and heart disease.  

· Beliefs about yourself, especially your capacity to make a health change e.g. If I am sufficiently determined I believe I can give up smoking.

· Beliefs about what others think about your health and the need for change i.e. family friends and health professionals; e.g. I believe my children worry about my health and want me to give up; My doctor thinks I should give up. 

· Your attitudes towards the behaviour in question e.g. I want to give up for the sake of my health and to please my children.
· Your attitudes towards yourself e.g. I will feel better about myself and my self esteem will increase if I give up smoking. 

· The pressures of other people on you to make a change e.g. friends, family, health professionals, etc.  

· A local event or a mass media programme which made you think about changing your health behaviour, e.g. the setting up of a non-smoking policy in the place that you work; a recent Soul City programme etc. 

When you looked at the factors that influenced you in carrying out your intention, you may have included:

· Support of friends, e.g. support from a friend who was quitting smoking at the same time as you.

· Environmental help, e.g. the existence of a no-smoking policy at work may have helped you.

· Information provided by friends, families, the media or health workers

· Other benefits e.g. money saved; feeling healthier.

If you put your decision into effect but then gave up this could have been for a number of reasons. In the case of a decision to give up smoking, factors might have included:

· difficulties in coping with the craving to smoke;

· feelings of anxiety that could only be coped with by having a cigarette

· lack of support from smoking friends

· didn’t feel any health benefits – actually felt worse.

·  New life problems where smoking made it easier to cope

You may have listed many other factors.  The Health Action Model includes this full range of factors which influences health behaviours, as illustrated in the Tones and Tilford (2001) reading in the Further Reading section at the end of this Session. If you have the time you could find it useful to repeat the exercise for another health behaviour and see if the same factors were found.  
We will now look at the first model, the Health Belief Model.
5
The Health Belief Model 



For an introduction to this model, read Glanz (2005): Theory at a Glance (pages 12 – 14). You will see in the reading that this theoretical model includes 6 ‘constructs’ which Glanz argues explain peoples’ readiness to act to change their behaviour:
1.  Perceived susceptibility - when people believe they are susceptible to a health related outcome
2. Perceived seriousness - when they believe the health related outcome has serious consequences
(Perceived Susceptibility and Perceived Seriousness interact to produce a Perceived Threat - see the case study below for an example of this)
3. Perceived benefits - when people believe that taking action would reduce their susceptibility 
4.  Perceived barriers - people’s beliefs about the costs of taking the advised action  
5.  Cue to action – strategies to activate a readiness to take action e.g. a reminder letter from health professional about uptake of immunisation 
6. Self efficacy - beliefs about confidence in the ability to take a recommended action  
An example of an application of the Health Belief Model to a specific behaviour is provided in the case study below. Use this as a guide to complete Task 3 that follows, after the example. The examples below of the beliefs are to illustrate the different parts of the model. It would be necessary to carry out a survey of beliefs in a specific population of drivers – or draw on recent relevant research - in order to plan a health promotion campaign on this issue. 
Example Behaviour
Young male adult car drivers’ non-compliance with national limits on drinking and driving
Why the behaviour needs to be changed
To reduce motor accidents and their consequences 
Perceived Susceptibility

Young drivers believe their driving skills aren’t affected by alcohol intake which goes over the legal limit; 

They believe their driving skills are better after a few drinks;
They believe that chances of getting stopped by police and tested for alcohol are low.

Perceived Seriousness

They believe that if they were in an accident they could be hurt; 

If stopped by police and blood alcohol levels checked, the consequences for being over the limit would be serious e.g. their jobs would be affected if their driving licences were withdrawn; 
If there was an accident in which someone was injured or killed, they would feel more guilty if over the limit for drinking and driving.
The Perceived Susceptibility and Seriousness interact to generate a Perceived Threat.
In this example there is a perception of the seriousness of consequences of drinking and driving, but because the perceived susceptibility to having an accident is low, the  Perceived Threat  is low, and the drivers are less likely to comply with the recommended action.
Perceived Benefits

If an accident occurred any penalties would be reduced if the driver was within the legal limit. 
Perceived  Barriers
They believe that it’s not possible to have a good social life and keep within the legal limits for drinking and driving;
They believe that it’s too difficult to know how many drinks take drivers over the limit;
They believe their friends will laugh at them for wanting to keep to the legal limit before driving;
If they are the only ones with cars, friends rely on them for transport. 
Cue to Action

Reminder ‘messages about keeping to the safe limit – posters; text messages; 
Adverts designed to shock at times of celebration, etc.  
 Self Efficacy
They believe it’s difficult to refuse alcohol when out with friends in order to stay within the legal limit;
They believe they find it too difficult to refuse requests for transport from friends.  
In order for this group of drivers to change their behaviour and routinely stay within the legal limit for alcohol intake before driving which belief factors would we need to work on?

First, we would need to work on perceived threat. These drivers recognise that an accident could be serious to health but because they believe they are not susceptible to having an accident the two beliefs interact and the perceived threat is low. We would need to provide educational activity to change ideas about susceptibility. You can think about the methods you would use when you have completed the next session.
Second, there are a number of perceived barriers to compliance with drink-driving limits and not much benefit. We would, therefore, have to change beliefs about the barriers and increase the perceived benefits.  

Third there are cues to action in place, but we would need to consider if these  could be improved. You could think about these when looking at the Yale-Hovland model later. 
Finally self- efficacy needs some attention. Many drivers may feel able to observe drink driving limits if they are alone but much more difficult within social situations. It becomes necessary to change the general cultural pressures and also enhance the skills to refuse alcohol when intending to drive.    

The model has proved useful in understanding some health behaviours, particularly use of preventive services. There are other behaviours where the focus on this limited set of beliefs does not provide accurate prediction of what people will do because other factors that you identified in Task 2 are actually  more powerful than those used in the Health Belief Model. Alternative models can be used which include additional variables in the effort to enhance the accuracy of understanding. 
6
Theory of Planned Behaviour


The reading for this model comes from Naidoo and Wills (2000), and describes the development of the Theory of Planned Behaviour from the earlier Theory of Reasoned Action.   


This model has been widely used in studies of the factors determining health behaviours. You will have noted that the model is built around the intention to take a specific action. This intention is the product of interaction between three variables:

i. 
Beliefs about a particular action and the evaluation of those beliefs which leads to an attitude towards the action.
ii.
The beliefs about what significant others (or people whom you respect) think about the action and the motivation to comply with their beliefs. This leads to what is described as the subjective norm.

iii. 
Perceived behavioural control or the individual’s perception of whether the behaviour is easy or difficult to perform. This is similar to the concept of self- efficacy.

The model has been criticised for its lack of attention to the factors that influence the translation of a behavioural intention into behaviour. If you are interested in working with this model, a summary of studies which have used it and a critique of the model can be found in Conner and Norman (Chapter 5). The details can be found in the Further Reading section at the end of this session.  

Changing Health Behaviours
You have thought about one or more of your own health decisions and realised that many factors can influence them. It is important to decide which are the strongest influences you may need to work on in health promotion programmes.  In practice Nomhle may not have the time or resources to investigate all the influences on health behaviours in the community which she needs to work on. In this case she can draw on one of the theoretical models which work on only a few variables which it is claimed are useful in predicting health behaviours.  For example, if she uses the Health Belief Model, decisions can be made about which beliefs in this model need to be changed - as you did in Task 3. Once you have decided what needs to be changed, you will have to plan activities to achieve the change. Again there are various models and theories that you can use. 
 We will look first at a model which has been widely used  in efforts to bring about individual change – the Stages of Change Model.  We will also briefly introduce Social Learning/Social Cognitive Theory which aims to bring about behaviour change through modelling sensible health practices and finally, we will examine the Communication of Innovations Theory, a model for understanding the process of change within communities. In each case, you are asked to study the theory or model and to apply it to a familiar context. After each task, try to decide whether the theory or model will be useful to Nomhle’s programme. In Session 2 we will look at a further model, the Yale-Hovland Model, which can be used when the aim is to change attitudes in order to achieve behaviour change.  

7     The Stages of Change Model
 SHAPE  \* MERGEFORMAT 



This model was developed by Prochaska and DiClemente, and has become one of the most popular models used in health promotion programmes which are attempting to change behaviours. According to the model, when a person changes a behaviour they pass through a series of stages in a circular way. They may enter the cycle at different points and may enter and drop out of the cycle several times before finally sustaining a behaviour change. The model has been widely used as the theoretical framework for smoking cessation programmes in a number of countries. Read about the model in Naidoo and Wills (2000), page 232 and in Glanz (2005), page 15.
Naidoo and Wills explain the model and discuss how you would draw on it in practice.  The Stages of Change model focuses on the actual change process. This model has been widely adopted by health promoters and used as a framework for many research studies on health behaviour change. Although it is easy to understand and to apply in research and practice, there have been some criticisms of its value in understanding behaviour change. If you are interested in reading a critique, the paper by Adams and White in the Further Readings section can be recommended. While there have been challenges to the model, it is important to consider its value in relation to the behaviours on which you are working. It may be very useful in helping to gain understanding of why behaviour changes are not sustained and why several attempts at a behaviour change may be needed before the change is sustained. 
8
Social Learning Theory/ Social Cognitive Theory
 SHAPE  \* MERGEFORMAT 



This theory is most closely associated with the theorist Albert Bandura. It has developed over a number of years and has become more complex over time. It was initially called Social Learning Theory and later Social Cognitive Theory. The initial theory was developed around awareness of the ways that people learn many things by watching the behaviour of others. A process of modelling could be used to facilitate observational learning in which a model is provided from which observers can learn and with whom they may also identify. The theory has been used as a framework for planning many Health Education programmes although not all elements have always been used. 
Read Glanz (2005), pages 19-22 for an introduction to the key concepts of the model. You should note that the model explains behaviour as a result of a three-way interaction between personal factors, environmental factors and behaviour. Actions designed to influence behaviours therefore need to take into consideration both individual as well as environmental factors. 


FEEDBACK
A brief illustration of actions directed towards the key concepts of the Social Cognitive Theory is provided here for a smoking cessation programme. You will probably have similar actions appropriate to your selected topic.

	Environment:  
	Implement no-smoking policies in public places; remove advertising of tobacco.

	Observational learning: 
	Use mass media role models who have stopped smoking and can model processes for coping with stress and getting support. Where support groups are used, leaders who have given up smoking themselves can act as powerful role models. 

	Expectations: 
	Develop beliefs about potential for success and the benefits to be gained. In particular, develop understanding that several attempts may be needed before cessation is successful. (See Theory of Change Model in Session 2)

	Self efficacy: 
	Develop confidence in ability to give up smoking through group activities and other strategies.



	Behavioural capability: 
	Develop skills needed to stop smoking and to cope with stress, to resist pressures to resume smoking etc.



	Reinforcers: 
	Offer positive rewards from others for progress made; Develop awareness of financial gains, as money saved from tobacco purchase makes other things possible, especially for people with low incomes. 

 

	Environment:  
	Implement no-smoking policies in public places; remove advertising of tobacco.



	Observational learning: 
	Use mass media role models who have stopped smoking and can model processes for coping with stress and getting support. Where support groups are used, leaders who have given up smoking themselves can act as powerful role models. 


As you read Health Promotion studies, there are many practitioners who have used Social Learning Theory as a framework for planning interventions. Because the theory has evolved over time, the studies do not all include the full range of key concepts. You will find some examples of studies which have applied the theory in the Further Reading section. The models and theories described in this session thus far apply to decision making and behaviour change at an individual level. The following theory is aimed at the population level. 
9
Communication of Innovations Theory
 SHAPE  \* MERGEFORMAT 



This theory offers an explanation of how numbers of people in a community or population group come to change their usual practices and behaviours.  This model has been applied very widely to agricultural, educational and health related changes. It may also be referred to as the Diffusion of Innovations Theory.  Diffusion of innovations is ‘the process by which an innovation is communicated through certain channels over time among the members of a social system’ (Rogers, 1971). For a good summary of the theory, read Glanz (2005), pages 27-29.
For Task 5, below, you will think about a specific example from your practice, and apply the theory to it. You will have to look at the nature of the innovation and its various aspects, the communication channels used, the characteristics of people for whom the change was intended, and the social system into which the innovation was introduced. Refer to the notes below the Task box to help you. Although we would like you to think about a health related topic, you may find it easier to begin by trying out the model on the adoption of the cell phone in a community you know. 

Factors affecting the Diffusion of an Innovation

Relative advantage - Was your innovation better than what it replaced?  For example if you look at adoption of dry pit latrines in  households in an informal community, the latrines could be seen as an advantage over visiting communal facilities after dark.
Compatibility- Was your innovation compatible with the existing values, past experiences and needs of the potential adopters. An example might be the adoption in schools of Child to Child health education teaching materials which need informal learning methods. Teachers trained in the use of informal methods and with some successful experiences of their use in the classroom would be more likely to adopt the new materials. Teachers who felt insecure with less formal methods, especially in large classes would be less likely to adopt.

Complexity – the degree to which an innovation is seen as difficult to understand and use.  The female condom has not been widely adopted, in part because of its perceived complexity – as well as compatibility.

Trialability – Could the innovation be tried out before making the decision to adopt it? Using the dry latrine example - was there an option for opinion leaders in the community to try out their use?
Observability – the extent to which the results of the innovation were observable and easily measurable. For example, were adopters of the dry latrines expressing their satisfaction about convenience and greater sense of safety to their friends and neighbours?
Communication channels – Look back at the ways information about the innovations was conveyed. Various mass media methods may have been used. The methods for achieving effective communication that you looked at earlier may have been used. For example the use of a communicator who was seen to be like the community (homophilous) or understanding of the community needs (empathic)  There is good evidence to show that face to face methods, using opinion leaders, are often the most effective,. Mass media may have been used to reach the opinion leaders who then passed it on to communities through face to face approaches (the 2-step model).
Nature of adopters - Communities and organisations, and the individuals in them, differ in the extent to which they are responsive to new ideas. They range from innovators and early adopters through to late adopters and laggards. Did you recognise these different types in the innovation you looked at? Innovators can be important in generating early awareness of innovations but early adopters are especially important in stimulating the change process.   
The Social system - It is important to understand the social systems into which changes are being introduced. It is difficult to introduce changes across complex social systems.  In a later unit you will be looking at the development of the settings approach to health promotion where all aspects of the policy, environment and activities within a specific setting, such as a school, hospital or workplace are focused on the promotion of health. Such developments require good understanding of the social systems.  An example might be the development of a health promoting hospital. There could be enthusiasts for the development who are very keen on immediate adoption of the idea, but also strong opposition from various health occupational groups resistant to any change in their practices. In such a situation, developing a small demonstration project in one part of the hospital has often been the way forward. If success can be demonstrated it may then become easier to develop the innovation system-wide. 

10
Session Summary
 SHAPE  \* MERGEFORMAT 



In this session, you have been introduced to a very small sample of theoretical models that can be used in efforts to analyse the influences of health behaviours and then to change behaviours at individual or community levels. Theory at a Glance provides information on further theories which you can consider as you work through the rest of the module.  
You have applied some of these models to specific health examples or to your own experience and considered how they would be used in developing Nomhle’s programme. In the second session of this Unit we will be looking at some of the methods which can be used in health promotion programmes, and at the process of communication which underpins almost all health promotion activity.
11
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Unit 4
- Session 2
Approaches and Methods for Implementing Health Promotion Interventions
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Introduction

This session aims to give you an overview of some of the methods, processes and activities used in health promotion. It starts with an overview of methods used in health promotion with individuals and communities and then looks in some detail at mass media methods.  It introduces a specific model which can be used in order to develop persuasive communication designed to achieve attitude change. The use of peer education will then be considered. The session will end with some comment on the choice of appropriate methods and resources. 

Session contents

1. Learning outcomes of this session
2. Readings
3. Methods used in Health Promotion
4. The Communication Process 
5. The Yale-Hovland Model and Persuasive Communication 
6. Mass Media Methods in HP
7. Peer education
8. What works best?
9. Session Summary
10. References and Further Reading 

Timing of this session

There are six readings and five tasks included in this session.

 It should take you approximately four hours to complete.
1
Learning Outcomes of this Session
	In the course of this session, you will be addressing the session outcomes in the left column, which relate to the overall Module Outcomes, as indicated in brackets: 

	Session Outcomes
	Module Outcomes (MO)

	· Outline the features of successful communication and  plan effective communications in health promotion programmes; (MO 3)

· Describe the main methods used in implementing health promotion programmes and assess their particular strengths and weaknesses; (MO 2)
· .Discuss issues relevant to mass communication and one-to-one communication; (MO 3)
· Make relevant choices of media channels and messages for different  people and different settings; (MO 3)
· Discuss peer education and its applicability to a specific Health Promotion programme. (MO 5)

	1. Demonstrate critical awareness of the current debates and dilemmas in Health Promotion.

2. Demonstrate familiarity with the main theoretical approaches used in Health Promotion and awareness of their strengths and limitations. 

3. Demonstrate the ability to plan, implement and evaluate a Health Promotion programme.

4. Locate health determinants and intervention strategies within suitable models of and approaches to Health Promotion. 
5. Apply Health Promotion and planning knowledge to a relevant health promotion issue. 




2
Readings 

There are six readings in this session, listed below in the order they will be used. You will be directed to them in the course of the session.  

	Hubley, J. & Tilford, S. (2009). Chapter 6 ‘Health Promotion’ in J. Walley and J. Wright (2010) Public Health: An Action Guide to Improving Health. Oxford University Press.


	Downie, R.A.S., Tannahil, C. & Tannahill, D. (1996). Health Promotion Models and Values. Oxford Medical Publications.  


	Bennett, P. & Murphy, S. (1997). Ch 6 – Attitude and communication theories. In Psychology and Health Promotion. Milton Keynes: Open University Press: 98-112.


	Finnegan, J. & Viswanath, K. (1999). Mass media and health promotion: Lessons learned, with implications for public health campaigns. In N. Bracht. Health Promotion at the Community Level 2. California: Sage Publications: 119-126.


	Campbell, C. & MacPhail, C. (2002). Peer education, gender and the development of critical consciousness: participatory HIV prevention by South African youth. Social Science & Medicine, 55: 331 – 345

	Mitchell, K., Nakamanya, S., Kamali, A. & Whitworth, J.A.G. (2001). Community-based HIV/AIDS Education in Rural Uganda: Which Channel is Most Effective? Health Education Research. 16(4): 411-423.




3     Communication methods used in Health Promotion 

We will begin by looking briefly at some of the methods that are used to promote health. 
These are some of the methods that Nomhle might include as part of her health promotion programme. 
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FEEDBACK

You have probably listed some advantages for all these methods, although you may also feel that some are likely to be interactive and therefore more effective than others. For example, lectures, posters and leaflets are more passive than group discussions, role play and drama, which tend to be good participatory methods.  Furthermore, it is unlikely that you will be able to use them all in one programme, and decisions on which to use are often pragmatic, based on opportunities, the objectives that it is hoped to achieve, the availability of particular skills in your team, funds, and so on. 

Rather than cover all of these methods, we will focus in some detail on the use of mass media and the use of peer education, and also consider the process of communication which is important in using any health promotion method.   

You can find more details and discussion of the full range of methods in the reading by Hubley and Tilford (2009), or in the book by Hubley in the references at the end of the session.  
READING 
Hubley, J. and Tilford, S. (2009). Ch 6 ‘Health Promotion’ in J. Walley and J. Wright (2010) Public Health: An Action Guide to Improving Health. Oxford University Press. 
4
 The Communication Process 
Communication lies at the heart of health promotion encounters, at both an individual and groupwork level. Here we look at the communication process in general and then with its use in mass media.  We will look at one model of communication, the Yale-Hovland Model, which offers a useful framework for thinking about effective communication and can also be used if the goal is to achieve attitude change in order to change behaviours.
You will notice in some of your readings about communication that they use technical language when discussing the process. You will see frequent use of the terms ‘source’, ‘audience’, ‘channel’ and ‘message’ to refer to the communicator, the people receiving the communication, the means used to communicate and the content of the communication. Not everyone is comfortable with the use of this technical language. It is therefore important not to use it in situations where it may create barriers, especially as your aim is to build relationships with individuals and communities. 

 We will focus on a few general points about the communication process. Very simply, we can define communication as an exchange of information which can be cognitive (about knowledge and beliefs), or affective (about feelings and attitudes) or about skills. The process can be largely one-way, where mass media are used, or two-way, in face-to-face interaction. 

TASK 2 – Think about purposes of Communication
Think back over the last 24 hours: List all the purposes of your communication during this period. 

FEEDBACK
Communication has many purposes, including: 

· provide information 

· share ideas 

· convey feelings
· maintain relationships 

· advocate for change 

· change attitudes 

· develop skills

· advocate for policy or environmental action for health 

You will probably have listed many other purposes as well.

In the case of interpersonal communication, in order to be successful we need to be aware of:

· any previous communication between those involved; if there is a history of poor communication this may continue to have an impact
· emotional state at the time of the communication e.g. anxiety and distress make communication more difficult
· power relationships in a situation which can influence the communication process; a person with less power may feel unable to give information or ask questions
· linguistic and cultural barriers
· illness or other physical barriers which can make communication difficult 
· other situational factors e.g. noise and other distractions
In interpersonal communication, there are verbal and non-verbal aspects to consider. The non-verbal elements are very powerful and may contradict the verbal ones. They include facial expressions, posture, gestures, gaze, eye contact, etc. For example, if a health worker’s words express concern for a patient but everything about the non-verbal language suggests a lack of interest and respect, the patient may ignore the verbal message.

Communications can combine words, visuals and actions according to what is appropriate to the purpose of a communication. People may understand communications in the way that the communicator intended but very often this does not happen. Those involved in a communication process need to check that understanding has occurred. They need to provide feedback to each other, which must be responded to in order to make communication as effective as possible. 

Although it is not a required reading for this session, it would be useful to dip into John Hubley’s book on Communicating Health, in the Further Reading section, for a detailed discussion of the communication process.
5    The Yale-Hovland Model and Persuasive Communication 
In some one-to-one communication and frequently in the mass media, communications are designed to persuade people to change attitudes. We will now look at this type of persuasive communication. 


Focus on pages 133-138 of this chapter, for the discussion of the aspects of the communication process that need to be addressed in developing a persuasive communication. This covers four elements: communicator (source), recipient (audience), the communication (message), and communication medium (vehicle).  Taken together, these are sometimes described as the Yale-Hovland model. 

FEEDBACK

The following are some key points that need to be addressed in relation to the four communication elements. Add further points from the reading to this list. 

Source of communication - the Communicator

· Credibility - expertness and trustworthiness
· Homophily (the source or communicator seen by recipients to be like them), or empathy
· Attractiveness of the communicator to the audience e.g. football stars are attractive communicators to many young people
· Perceived power,expert status and legitimacy of communicator
The communication or message

· One-sided versus two-sided arguments
· Provision of conclusions when presenting arguments
· Forcefulness
· Rational versus emotional content
· Careful consideration of fear levels
Recipient/Audience

· Coping style: problem-focused versus emotion-focused.

Communication Medium/Vehicle

· Mass media versus interpersonal communication.


FEEDBACK

FEEDBACK
We assume that you have given some thought to who might be selected to present the radio slots. There will be various alternatives depending on which of the characteristics of the communicator you choose to emphasise e.g. homophily or perceived power. You have also hopefully thought about the characteristics of the audience who will listen to the programmes, in order to decide which communicators are likely to appeal to them. For example, well-known local respected figures who are seen to be credible in relation to HIV/AIDS might be used. It is common to use well-known sports personalities, especially if programmes are directed towards young people for whom the sports personalities act as role models. You should think carefully about the content of the messages in the radio slots, and how information is presented. 

It is particularly important to consider carefully how fear appeal is used in communications. This has been debated for many years and there are various theories about the use of fear. Some of these ideas are discussed in the  reading by Bennett and Murphy. As you will note, the effects of using fear are complex. You should probably advise Nomhle to examine the evidence relating to the use of fear very carefully before using it in her radio slots.


If you refer back to Session 1 and the models of Health Promotion, you will realise that persuasive communication is a method adopted within a preventive model. It is widely used in mass media health communications.    
6    Mass Media Methods in Health Promotion 
These are used when the aim is to provide information to large groups of people in efforts to disseminate information, develop knowledge, change attitudes, and also for agenda setting and media advocacy. We have already looked at the use of the media where the specific task is to change attitudes. In earlier units you have also thought about the use of mass media to achieve media advocacy. To recap – this means using media in a strategic way to reach policy makers and decision makers in order to highlight structural and environmental determinants of health rather than the health behaviours of individuals. One example would be using the media to point out the activities of baby milk companies in persuading mothers to use infant formulas.  Another specific use of mass media in health is ‘social marketing’  where the methods used in general marketing  are used to sell  health ideas without aiming to make financial profit. 

Task 5

After reading Finnegan and Viswanath (1999), make notes on the main lessons in using the media for Health Promotion. 

There are six main lessons described in this Reading:

· Planning is key to effective engagement of the mass media in public health campaigns. This point differentiates social marketing as seeking voluntary change in the behaviour of members of the public, while media advocacy focuses on advancing a public policy campaign.

· Mass media may be engaged in public health campaigns at different levels of involvement.

· Engaging the mass media in public health campaigns means in part establishing good working relationships with media “gatekeepers”, or those who control the media.

· The mass media can be highly effective in building the community agenda for public policy change on behalf of public health, but media attention alone is seldom sufficient without sustained efforts by empowered community groups and coalitions.

· The mass media’s impact as part of community-based campaigns to affect health behaviour or policy is considerable, but this impact is affected by the socio-economic structure of communities.

· Influencing entertainment programming to carry health messages is a promising, but as yet, not well-developed strategy for use of mass media in public health campaigns.

In the South African context, there is a TV programme called Soul City, with health education materials related to this show. This was developed by a very successful multi-media “edutainment” organisation based in Johannesburg. They carry out detailed research in preparation for each Soul City series on TV. A few themes are integrated into each series e.g. HIV/AIDS, household fuel, water quality etc. Booklets are designed to match each theme and are distributed to clinics as well as through major newspapers. They have a website which is noted under References and further Readings.

If you live in South Africa, you should try and look at a few of these programmes and note how mass media is being used in them.

7
Peer Education 

Peer education was used in education sector activities before it was adopted in health education. Turner and Shepherd (1999) suggest the following rationale for using peer education:

· It is more effective than other methods
· Peers are a credible source of information and the education is likely to be more readily accepted
· It utilises an already existing source of information for sharing

· It is more successful than using professionals because people identify with their peers
· Peer education has benefits for those providing it
· It can be used where conventional methods cannot reach 

· Peers can reinforce learning through ongoing contact
A well-known way of using peer education is the Child to Child programme. This was initiated in the International Year of the Child in 1979, and it has since developed many aspects and a range of materials. Four main principles inform this programme:

1. The concept of PHC - developing the power of individuals and communities to take responsibility for the betterment of their own health.
2. Faith in the power of children to spread the health messages and health practices.
3. Belief that, at every level, health education learning must be accompanied by health action.
4. Conviction of the need for joint action between education and health workers at all levels.

The following article describes the use of peer education and highlights some of the barriers to the effectiveness of the programme. This peer education programme uses the school as a setting. The article describes many of the constraints of this setting and the didactic patterns of teaching and learning. It also highlights the problem of adults being poor role models for youth when looking to develop healthy sexual relationships.  


It is important to understand the issues described in this paper, such as social identity, gender dynamics, social capital, empowerment, and critical consciousness, if one is to plan and implement appropriate interventions in communities living in a state of poverty.

The issues being raised and their suggestions for short, medium and long term planning are applicable to your assignment: “Summertown” could very well have been the district in which Nomhle is working.  
8
What Works Best?

As noted above, health promoters have several choices to make in designing a programme. Reading 6 describes an evaluation conducted in Uganda in relation to HIV/AIDS education, to establish which approaches seem to have the most impact. The methods used in this study were drama, video, community education and leaflets. The authors of this article conclude that multiple channels may be necessary to “overcome weaknesses inherent in individual channels.” (Mitchell et al, 2001: 411)

9
Session Summary
In this session we looked at the communication process and at different methods that can be used in implementing health promotion programmes. We then looked in some detail at the use of mass media and particularly at its use in changing attitudes, and finally at peer education. We concluded by thinking about the relative effectiveness of different methods 
10
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Unit 4





TASK 3 – Apply the Health Belief Model





Apply the Health Belief Model to one of the following examples, or choose another that is relevant in your practice: 





Adoption of routine condom use as HIV prevention.


Taking children of 0-1 years for a recommended programme of immunization.








READING





Naidoo,J. & Wills,J. (2000). Ch 11 – Strategies and methods. Health Promotion: Foundations for Practice. Bailliere Tindall, London: 226-231. 











TASK 4 – Apply Social Cognitive Theory 





When you have completed the reading, select a situation where you would like to bring about some behaviour change. What actions would you plan in relation to each of the key concepts in the theory? 








TASK 5 – Apply the Communication of Innovations Theory





a)	Identify a new idea, or innovation, that has been promoted in your own community or in your professional context and has been widely adopted. Drawing on the concepts of the Communication of Innovations model, explain why you think adoption happened. 


b)	Identify another idea that was promoted but was not adopted and explain why adoption did not occur. 








You








Posters and pamphlets








Social marketing








Internet








Meetings





Mass media –


Radio, TV, DVDs social marketing








Counselling








Puppets








Song and dance








Role play and drama








Pictures








Talks and lectures








Communication Method








A TASK 1 – Advantages and disadvantages of methods 





Jot down briefly how some of these may be used in Nomhle’s programme. Note the advantages and constraints of each in relation to this specific programme. This will be useful when you select specific activities for your programme. Remember to ensure that they are suitable for the people you are working with and that you have the resources available to use them.








READING 





 Downie, R.S., Tannahill, C. & Tannahill, A. (1996). Health Promotion: Models and Values. Oxford: Oxford  Medical Publications: 119-138. 





TASK 3 – Identify key points about persuasive communication





As you read, note the most important points which need to be addressed in relation to these four elements of persuasive communication: 


The communicator    (Source)


The communication (Message)


The audience   (Recipient)


The communication medium (Vehicle)








TASK 4 – Applying the Persuasive Communication Model





Take this as your starting point: You have been asked to help Nomhle plan three short local radio slots designed to promote condom use. How would you advise her to draw on the elements of persuasive communication to maximise the communication?








READING





Bennett, P. & Murphy, S. (1997). Ch 6 – Attitude and communication theories. In Psychology and Health Promotion. Milton Keynes: Open University Press: 98-112. 





READING





Finnegan,J. R. & Viswanath, K. (1999). Mass media and health promotion: Lessons learned, with implications for public health campaigns. In N. Bracht. Health Promotion at the Community Level 2. California: Sage Publications: 119-126. 








READING





Campbell, C. & MacPhail, C. (2002). Peer education, gender and the development of critical consciousness: participatory HIV prevention by South African Youth. Social Science & Medicine, 55: 331 – 345. 








READING





Mitchell,K., Nakamanya, S., Kamali, A., & Whitworth, J.A.G. (2001). Community-based HIV/AIDS Education in Rural Uganda: Which Channel is Most Effective? Health Education Research.16(4): 411-423.
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