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Topic 1: Individual vs. Population Behavior Change

 

Introduction/Background

· What one thing marked a change for Canadians in terms of considering population behavior change as opposed to individual?
· It was the Lalonde Report in 1974: it encouraged us to think about population level approaches for improving health and PREVENTING disease before it started
· This was far different than before, where all the focus on health was on the health care/medical care system - all they do is fix the sick, they don't PREVENT anything
· What statistic did Lalonde focus on that brought him to his conclusions?
· His big statistic was potential years of life lost - which is when you look at someone when they died, and then calculate what their life expectancy should have been…and then the difference between these two numbers is the potential years of life lost
· Lalonde saw that the things which caused Canadians to lose the MOST amount of years were self-imposed risks and environmental factors that COULD BE CHANGED
· The Top 5: motor vehicle accidents, heart disease, accidents, respiratory diseases (i.e. lung cancer), and suicide
· Thus his conclusion was that we have to do something about SELF-IMPOSED RISKS and the ENVIRONMENT, or else we will never get healthier - controlling these things is just as much a part of health as medicine or surgery is
· Give some trends in PYLL noticed after the Lalonde Report that confirmed his philosophies.
· We saw that deaths due to heart disease decreased because we identified and started working against the behavioral factors that caused it: smoking, diet, high cholesterol, hypertension, etc.
· We also saw deaths from injuries go down
 

Overview of Approaches to Health Promotion

· Alright, so we have established that we have to do preventive-type stuff, and that this is different than traditional allopathic medicine.  What are the two types of things we can do?  Describe each.
· INDIVIDUAL APPROACH: this is when we aim at specific individuals who are at high risk for some disease, and we emphasize on educating them 
· For example, health warnings on cigarette boxes
· POPULATION APPROACH: these are mass measures that we aim at the population as a whole, and emphasize environmental regulation
· For example, seatbelt rules for all drivers
 

Individual Approaches to Health Promotion

· Let's talk more about those individual strategies.  What are more examples?
· Screening (i.e. pap smears to detect cervical cancer early), self-help, educational interventions, and counseling
· What are 3 big characteristics of individual approaches to health promotion that help them to be successful?
· Benefits to individual are substantial and for sure (getting them to buy toothpaste with fluoride will surely reduce cavities)
· Benefits are immediate
· Effort to change behavior is low (they have to buy toothpaste anyway, so why not pick the fluoride one?)
· What are advantages and disadvantages of individual interventions?
· Advantages:
· The intervention is appropriate for the individual (we KNOW that they need it)
· The individual will be more motivated to change (THEY know they need it)
· Cost-effective use of resources (you are not wasting money on people who don't need it)
· Benefit:risk ratio is favorable
· Disadvantages:
· If they are too addicted, there is no chance of change and so now we are not as cost-effective
· Opportunity cost - if we focus on individuals then we miss the chance to prevent it in more people by doing a population intervention
· Don't cover as many people - because individuals we do one at a time
· What are determinants of health, and why are they relevant here?  Also, provide some examples.
· Determinants of health are factors in our lives that affect how healthy we are
· They are relevant because when we identify these, we can work on them to prevent health conditions
· Examples: biology, genetic endowment, health services, social/physical environment, education, stress, social support, self-efficacy, etc.
 

Legislation and Policies for Health Promotion

· Discuss the Ottawa Charter.
· It redefined health promotion even beyond what Lalonde had done - it wanted to do it for everyone (not just high-risk individuals) and it wanted to integrate health promotion thinking into all aspects of society
· It had 5 mandates/recommendations:
· Build healthy public policy - so have health in mind when we are making laws and policies (i.e. laws regarding pollution)
· Create supportive environments - make it easier to live a healthy life (i.e. no candy machines?)
· Strengthen community action - help each other to live more healthily
· Develop personal skills - train ourselves to live more healthily
· Reorient health services - less money for medical care (after the fact), more money for prevention (before the fact)
· Discuss the framework for health promotion.
· A guy named Epp came up with this, and it was basically some ideas for how to achieve the 5 goals set by the Ottawa Charter
· It had 3 main ideas:
· Reduce inequities - because your income has a lot to do with how healthy you are
· So he pushed for things like welfare and disability 
· Increase prevention - start thinking about how to change the elements of people's lifestyles and behaviors that cause them to live unhealthy lives
· Enhance coping - give people support and life skills that help them deal constructively with problems as opposed to turning to unhealthy vices for comfort
 

Population Approach to Health Promotion

· What are some defining characteristics of population health promotion?
· It is basically indiscriminate public services: the idea is that we have some program that we offer to everyone, even though only a few will benefit
· People are passive recipients of these measures: they don't really have a choice in whether they accept the intervention or not (for example, putting a "sin tax" on cigarettes - people have no choice but to accept it)
· It is based on the "prevention paradox", which says that a preventive measure is LARGELY BENEFICIAL to the community but for each INDIVIDUAL, the benefit is small
· The idea is that we cover a lot of people, but none of them really in-depth…but because our breadth is so wide, it ends up being effective
· For example, the most PYLL due to alcohol is NOT the heavy drinkers, because there are so few of them - instead, it is the occasional drinkers who individually are not at high risk but there are SO MANY of them that it adds up
 

Individual vs. Population Approach to Change

· How do we decide which route to take when we try and fix and problem?
· It all depends on what we decide the REASON for the problem is
· For example, consider gun-related deaths:
· If we think that people are shooting each other because they are personally insecure and depressed, then we do individual interventions to help individual people with their depression (since it is an individual-type problem)
· However, if we think that people are shooting each other because they are so poor that they have to kill others to survive, then we want to fix income inequality (which is a population-level thing)
· So in general, when/why would we pick individual style interventions?
· When it is an issue with the person's lifestyle - because that is an individual thing
· Individuals can learn personal behavior change skills that will help them
· Why population level interventions?  Why did we move away from the individual level stuff?
· It's because we realized that most of the time, it is a lot more than just one's lifestyle - the environment, social support, resources, etc. play SUCH A BIG role with this stuff (it's all about the ecological model baby)
· It is also more cost-effective to make minor changes for many people than to make major changes for a few at high risk
 

Definitions

· What is health education?
· It is any combination of learning experiences designed to facilitate voluntary actions conducive to health
· What is health promotion?
· It is the combination of education and environmental supports for actions and conditions of living conducive to health
 

Raw Notes from Class Activity (for understanding concepts)

· So now, let's compare the morning-after pill for pregnancy prevention vs. condoms for the prevention of HIV…with respect to these two categories
· BENEFIT TO INDIVIDUAL -> are they "for sure" (see above)?
· Pill: benefit is the prevention of pregnancy, also note that probability of success is 99%+, however note that perception is also that probability of success is 99
· Condom: the probability of contracting HIV is low (< 1%), probability that the condom will be effective is very high (99+), perception of its effectiveness is lower…
· IMMEDIACY OF BENEFITS
· Pill: here pregnancy is the issue, and the timeline for seeing its effects is weeks to months (so relatively fairly immediate), also another benefit -- that of reduced stress and worry -- is pretty immediate
· Also note that the menstrual cycle keeps it in the immediacy of thoughts
· Condom: it takes years (usually) for us to find out about HIV!  Although if we test regularly, it's quicker (i.e. weeks/months)
· Note that testing will be done more frequently if people think there is a high probability that they have it
· Also it is interesting to think about how we can get test frequencies up…maybe if, people knew about others who were affected
· AMOUNT OF EFFORT NEEDED TO CHANGE BEHAVIOR
· Pill: it could be easier because it is ritualistic (just take it regularly every morning…probability that you have it handy is pretty good, b/c the prescriptions are 6 mo/1 year at a time…allows for spontaneity
· Condom: this is used more sporadically…it is difficult to get people to use them b/c you might not be thinking about it at the time when it is needed…also the time required to put it on can kill the mood…
· Final arguments:
· Condoms: no prescription, no doctor, less money, prevent against STI's
· Pill: more habit-like, less chance of forgetting, etc.
· But in the end?  The pill wins b/c its reasons are more important and immediate for people -- PREGNANCY.
· Real life?
· Pill is way more common
· Condom is down to 26-45%
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Topic 2: Levels of Prevention

 

Prevention: Biomedical Model vs. Public Health Model

· Explain the two different major approaches to prevention.
· The first approach is when we are thinking of the problem biomedically - the sort of prevention a doctor would be involved with
· We think of doing something to a DISEASE on each of the levels
· The second approach is "true" prevention in that we are thinking one step ahead of the game, as public health professionals - lots of this happens before we even get a disease and go to a doctor
· We think of doing something to a BEHAVIOR on each of the levels
· Discuss the different levels of prevention from a biomedical standpoint.
· Primary prevention - here we want to prevent the onset of disease
· The idea is that they identify risky behavior ALREADY HAPPENING which COULD lead to a disease, and they try to stop it
· Secondary prevention - the prevention of further episodes of a disease
· So this is when we catch a disease early on - we diagnose and treat it right away
· Screening is a big part of this - think about it - when we screen, we are screening for the disease - so the disease has already started, and it's just that we are catching it early instead of waiting until it manifests symptoms
· Tertiary prevention - the disease is well-established and we want to reduce morbidity
· Discuss the different levels of prevention from a public health standpoint.
· Primary prevention - we don't even want the behavior to start at all, so we try to stop it before it starts
· Secondary prevention - the people have already started doing risk behavior, so we get them to stop it (the disease has not yet begun)
· Note that this is equivalent to primary prevention from the biomedical view (so we are just one step ahead), although don't forget the distinction between disease and behavior
· Tertiary prevention - the disease has started but it is in its infancy, so we want to stop it
· Again this is like secondary biomedical prevention, although don't forget the distinction between disease and behavior
 

Individual Strategies

· What are some of the individual-based (so not population based) strategies that we can use for prevention?
· Screening
· Self-help programs
· Educational interventions
· Counseling
· Discuss screening further.  Be sure to think about what level it is like biomedically and also public health-wise.
· As mentioned earlier, this is a secondary-level prevention in the biomedical model: we want to find a disease early, and fix it (i.e. mammogram, colonoscopy, etc.)
· However, it can do more harm than good - there are complicated issues like, what if you can't treat it?  What if this "early process" doesn't necessarily mean disease?  What about all the anxiety it will cause?
· It assumes that disease is binary - you either have it or you don't
· Obviously in the public health model, this is a tertiary prevention
· Discuss self-help programs further.  Be sure to think about what level it is like biomedically and also public health-wise.
· Alright, so this is when WE KNOW WE HAVE A PROBLEM and we try to engage in activities that will help us to solve it ourselves: so we distribute leaflets, posters, booklets, courses, etc. 
· For example:
· AA meetings - we go to these meetings and take in all this information and encouragement, but then it is up to us to do something with it
· Doctor's appointment - the doctor may ask if someone is practicing safe sex, and if the answer is No then the doctor can distribute a pamphlet
· Let's evaluate it:
· Context and process is important (not just content) - this means that the way we deliver this information makes a big difference
· In terms of models…
· Biomedical model: this is primary for biomedical prevention because the problem is already there
· Public health: for the same reason (problem already there), it is secondary
· Discuss educational interventions further.  Be sure to think about what level it is like biomedically and also public health-wise.
· All we are doing here is EDUCATING people - not pushing them to change on their own (i.e. an AA meeting) - so that is the distinction from self-help
· For example: commercials on TV
· Let's evaluate it:
· The cost is low in terms of how many people you reach
· Education is a necessary (albeit insufficient) thing to have in order for people to change
· In terms of models:
· Biomedical model: we don't really have one for this, although education is part of both primary and secondary
· Public health model: obviously primary
· Discuss counseling further.  Be sure to think about what level it is like biomedically and also public health-wise.
· This is explicit "me telling you what's up" sort of thing where there is teaching and encouragement to change
· For example:
· A discussion in a physician’s office as a result of diagnosis of risk (NOT A DISEASE!) or discussion of risk
· This can also start when someone COMES FORWARD with a problem (instead of the doctor finding it first)
· Let's evaluate it:
· Well, it is costly…it requires 1 on 1 counseling…or at least small group…
· However, it may not be as costly compared to health education as when you think about how tailored this can be, and how the chances of actual behavior change are much greater
· In terms of models:
· Biomedical model: it is primary because there is no disease yet, and you are trying to fix their behavior so that disease doesn't come
· Public health model: secondary, because the disease has already started
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Topic 3: Behavior Modification (Operant Conditioning)

 

Operant Conditioning

Characteristics of Behavior Modification

· How does behavior modification define problems?  How does it measure whether we are getting better?  What does it actually do?
· It is to define problems in terms of behavior that can be measured in some way
· It is using changes in the behavioral measure of the problem as the best indicator of the extent to which the problem is being helped
· Its treatment procedures and techniques are ways of rearranging an individual’s environment, including 
the individual’s own behavior

· What are some myths and misconceptions of behavior modification?  Comment on each.
· Myth: If we use rewards to change behavior, it is tantamount to bribery
· This is wrong because the reward system goes on all the time - it's just not always EXPLICIT
· Myth: Behavior modification (B-mod) only changes symptoms, it doesn’t get at the underlying problems
· This is wrong because B-mod INCLUDES the manipulation of antecedents, which ARE the underlying problems
· Myth: B-mod is good for small problems (e.g., toilet training), but not complex, real-life problems
· This is wrong because we break the complex problems down to smaller ones anyway (deconstruction!)
· Myth: B-mod only deals with observable behavior, not thoughts and feelings
· This is wrong because it is just not true - we can monitor and attempt to change thoughts and feelings as well
· Myth: B-mod is outdated (a consequence of the public health model, which focuses on factors "upstream" from disease)
· This is wrong because b-mod is still a part of it
· Let's go back to basics.  What are some of the fundamental tenets of behavior modification?
· It is based on principles of learning and conditioning: there are two kinds of conditioning - operant and classical
· It assumes that maladaptive behavior is learned primarily as a means of coping: so this means that we "learn" bad behavior because it is the way we deal with things in our life such as antecedents
· i.e. Always seeing commercials for McDonald's, so how are we going to respond?  And so on...
· Techniques can substitute more appropriate responses for maladaptive ones: so we want to teach people how to respond better and cope better
 

Operant Conditioning Overview

· What is the role of consequences in operant conditioning, and how does that affect our strategies for change?
· The idea is that consequences drive behavior - we learn that certain consequences accompany certain behaviors, and so we are driven to either repeat those behaviors or cease those behaviors
· So there are tons of ways that we can incorporate this into our strategies for change: positive reinforcement, negative reinforcement, punishment, extinction, fading/shaping/chaining
· And so we are going to talk about each now…
 

Positive and Negative Reinforcement

· OK, so what is the idea behind positive reinforcement?
· The idea is that we want to introduce events that will strengthen a response when they are introduced 
· The idea is that in a given situation, if someone does something that is followed immediately by a positive reinforcer, then that person is more likely to do the same thing again when her or she encounters a similar situation
· We are basically saying that a positive reinforcer is like a reward
· When we are thinking about reinforcers/rewards, what should we keep in mind?
· We should remember that there are no universal reinforcers - it is important that we use something that that person will enjoy
· We should remember that reinforcers need to be IMMEDIATE for the person to associate them with the behavior
· We should be aware that there are different types of reinforcers:
· Consumable -> eat/drink
· Activity -> participate in an activity that you wouldn’t otherwise do, i.e. a movie
· Manipulative -> this just means "play, i.e. playing a video game
· Possessional -> buying something
· Social -> hang out with friends…
· Let's go on a whirlwind tour of a program of positive reinforcement.  What would that look like?
· Selecting a behaviour to be increased
· Selecting a reinforcer: pick smart; look at our previous slide
· Applying positive reinforcement: actually doing it
· Weaning from the program: we want to decrease the amount or frequency of the reinforcer gradually so that the person doesn't need it forever - the idea is that the behavior itself should be the reward
· Alright, now let's talk about negative reinforcement.  What is the idea here?
· It is when we have the removal of an event following a response, and this acts to strengthen the response
· This happens because the thing we are removing is undesired
· The pattern, techniques, lifetime, etc. of negative reinforcement is similar to positive reinforcement
· What are the two main patterns we can use for applying reinforcement?
· So the idea is that we usually predetermine the frequency with which we will apply reinforcement, and this will involve a steady change…
· There are 2 phases which we will go through:
· Continuous
· Reinforcement of all instances of the behaviour 
· We use this at the start
· Intermittent
· Reinforcement of only some of the instances of the behaviour
· This is moreso appropriate for an established behaviour - it will help us to maintain it
· Now break those down into further sub-types.
· OK we can have: fixed ratio, variable ratio, fixed intermittent, variable intermittent
· Ratio: the idea is that we base it on how many times we perform the behavior
· Fixed ratio: every X times we do the behavior, we get the reward (where X is constant)
· Variable ratio: X changes randomly
· Intermittent: the idea is that we DON'T base it on number of times done, but rather we base it on periods of time during which the behavior was done consistently (and the anti-behavior was avoided)
· Fixed intermittent: every X days during which I am "good", I get a prize (where X is constant)
· Variable intermittent: X changes randomly
 

Positive and Negative Reinforcement - Advanced Concepts

· What is a token economy?
· It is a type of reinforcement where we use positive reinforcement in an advanced manner
· The idea is that when behavior is done well, we don't reward with actual activities (which might not be immediately do-able) but instead we get "tokens" which are later redeemable for a wide variety of things
· So in a sense we get reinforcement immediately, but in another sense we don't…
· And the things we can buy get "better" when we have more tokens…and also the "better" we behave, the more tokens we get
· What are the advantages of a token economy?
· There is a wide range of goods and services that can be earned (we are no longer restricted to stuff that can be done immediately - because remember, reinforcement needs to be immediate)
· Tokens reduce delay between behaviour & positive reinforcement
· They allow free choice of ultimate reinforcer “purchased”
· How can we do "weaning" with a token economy?
· We can change "prices" and "rewards" so that you have to do more to get a token…
 

Punishment

· What is the idea behind punishment?
· A punisher is an event that weakens a response or causes it to decrease in frequency when they are introduced
· So the punishment is usually a bad, undesirable thing...
· The idea is that: if, in a given situation, someone does something that is followed immediately by a punisher, then that person is less likely to do the same thing again when her or she encounters a similar situation
· What kinds of punishments are there?
· Physical punishments: something that activates pain receptors
· Reprimand: i.e. parent screaming…or for us the roomie could give a reprimand
· Timeout -> i.e. no TV…
· Response cost -> a fine or penalty…(the term "response" refers to something that we do, and so "response cost" means that when we do something, it costs us…)
· It could be monetary...
· Or in a token economy is interesting, we lose tokens
· Take us on a whirlwind tour of how a "punishment" intervention might work.
· Figure out what we want to change (obviously) - so we "select a response"
· Then we try to do the good response/stop the bad response:
· Maximize the conditions for a desirable non-punished (alternative) response: do whatever we can so that we will do a "good" response that won't get us punished
· This often means using other b-mod techniques such as positive reinforcements…we NEVER want to do just a punishment response on its own because it is too negative
· The other reason for positive reinforcement is we want to train ourselves to do a behavior that will REPLACE the removed behavior
· Minimize the causes of the response to be punished
· Select an effective punisher
· Apply the punishment (if we are still being bad)
 

Extinction

· What is the idea of extinction?  How do we prevent it?
· It is a BAD THING: a decrease in the desired behaviour after removal of a previously contingent reinforcer - so the ideas is that we used to do some good behavior because we were rewarded for it, but now that the reward is removed we don't do it anymore
· It occurs when an act that you were previously reinforced for no longer receives contingent reinforcement 
· We can increase the resistance to extinction by using intermittent reinforcement - recall that this is when we "slowly wean them off the reward…"
 

Gradual Change Procedures

· Explain the 3 terms that we use to describe ways in which we gradually change a behavior.
· Shaping: approximations of the final desired response
· The idea is that the behavior we aim for at the beginning is not what we ultimately want - but as we go we CHANGE the "target" behavior to get it closer to what we want - "successive approximations"
· We often use this when we are trying to start a behavior that DOES NOT exist - because we can't just go from "0" to "a lot"…we have to work up to it...
· Fading: steps consist of reinforcing the final desired response in the presence of closer and closer approximations to the final desired stimulus for that response
· The idea is that we "fade" away in terms of what reward we provide until we get to a reward that is cool to have permanently - i.e. we don't want to be giving ourselves $5 every time we do some behavior for the rest of our life
· OK for this one, the behavior exists already - but we want them to be able to perform the behavior with less and less "help" - whether that is rewards or something like riding a bike where we go from training wheels to no training wheels
· Chaining: reinforcing a series of specific stimulus-response links
· There are 3 ways of teaching this bastard:
· Total task presentation: master each step in the chain at the same time and reward is not provided until the entire chain is mastered 
· Backward chaining: chain is constructed at the end, with the last step mastered first, then move to the second last, etc. 
· Forward chaining: the initial step of the chain is taught first, once mastered a second step is added and mastered, etc.
 

Classical Conditioning

Overview

· Explain the idea of classical conditioning.
· OK, so this is an associative thing where we associate stimuli with certain other stimuli
· So the idea is that we have certain stimuli which are "unconditioned" in the sense that we don't need to be conditioned to associate them with certain feelings/reactions
· For example, everyone automatically associates pain with fear
· Then there are conditioned stimuli, which is when we only associate a given stimuli with some reaction because we have been trained to do so
· For example, associating a trip to the dentist with fear is not natural
· However, if there is pain every time we go to the dentist, and pain AUTOMATICALLY leads to fear, pretty soon we will also automatically link the dentist to fear - we have been "conditioned" to do so
· What are 3 behavior therapies we discussed which are based on classical conditioning?
· Relaxation, systematic desensitization, and aversive techniques
 

Relaxation

· What is the idea of relaxation techniques in general?
· Remember that they are based on classical conditioning - the idea is that we want to develop certain physical disciplines which we will associate with relaxation
· We want to get to a point where doing "X" causes us to immediately relax
· Because then we can do "X" during stressful times, and it will help us to relax
· Describe the different types of relaxation techniques.
· Progressive muscle relaxation: tense and release different muscle groups in the body
· Integrative breathing: contemplate our own breathing and remove thoughts from our mind
· Imagination and visualization: visualize ourselves in a stress-free environment, or dealing with a problem or issue before it occurs
· Audio-focused relaxation…i.e. waves, white noise, etc…then later we can close our eyes and hear the waves and it relaxes us even though the sound is not there
· Biofeedback -> requires external/mechanical devices…i.e. monitoring cardiac input…heartbeat…etc.
· So we know how it feels when our heart rate decreases (for example) and so we can work on changing that…or achieving that…etc.
· In what situations might we use relaxation techniques?
· We can use them as individual techniques, or in combination with other counter-conditioning techniques 
· It is useful for: stress and anxiety (phobias), hypertension and cardiovascular symptoms, migraine headaches, asthma, insomnia, and chronic pain
 

Systematic Desensitization

· Where would we normally use this technique?
· With advanced stuff like phobias and anxiety disorders
· Explain how this works.
· OK, so this is a combination of classical conditioning and relaxation techniques
· We are systematically desensitizing ourselves to situations which are closer and closer to the real thing
· At each step we use our relaxation techniques to "conquer" it
· So we perform "reciprocal inhibition": at each step we replace our old fears with good feelings due to the relaxation techniques
· More specifically what can we treat with this?
· Nightmares, phobias, eating disorders, obsessions & compulsions, stuttering, depression
 

Aversive Techniques

· What is the idea behind aversive techniques?
· The idea is that again we are using classical conditioning - we have a behavior that we want to stop, so what we are going to do is associate it with something that makes us feel awful
· Thus we hopefully try to build up a condition whereby "bad behavior" makes us feel awful even when we are not actually following it with the thing that actually causes us to feel awful
· We can also think about it in terms of competing reinforcers: obviously there is a desirable reinforcer in place such that they want to do the behavior…so we want to introduce a new, undesirable reinforcer that will outdo the effects of the desirable one
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Topic 4: Antecedents

 

The Big Picture

· Explain the A-B-C model of behavior change.
· The idea is that we can thinking of our actions as going from Antecedents -> Behavior -> Consequences
· At each stage in this model we can intervene:
· Antecedents: you can change the triggering of events for a behaviour by building in antecedents that lead to wanted behaviour, and removing antecedents that lead to unwanted behaviour
· Behavior: you can change actions, thoughts, feelings or behaviours by practicing desired acts or substituting desired alternatives for undesired actions
· Consequences: you can change the events that follow your behaviour to reinforce desired acts and not reinforce undesired actions
 

Antecedents Overview

· Alright, so what are antecedents?  How can we discover them?
· Antecedents are basically the things that lead to some behavior - the environmental, social, personal, etc. "cues" that lead us to behave in a certain way
· We can discover what they are by thinking about what led up to the behavior and asking questions of ourselves:
· When did it happen? 
· Whom were you with? 
· What were you doing? 
· Where were you? 
· What were you saying to yourself? 
· How were you feeling?
 

Antecedents and Behavior Change

· What sort of things can we do to antecedents in order to change our behaviors?
· We can modify old antecedents…
· Avoid them: if at all possible
· Narrow them down: avoid most of them
· i.e. Eliminate as many of the ones as possible that induce us to participate in the action, perhaps take out the TV from your room and just leave the one in the living room…
· Re-perceive: change the nature of the way we think about it
· i.e. if we normally have Chicken McNuggets and really like them…and savor their taste…then instead we can re-perceive it and think about the fat as it congeals in our arteries…and what it is doing to our heart…
· Change sequence: if there is a chain of antecedents where one leads to another (and so on), we can break up that chain
· …or we can arrange new antecedents
· Cognitive therapy: alter our thinking
· Make positive self-statements, i.e. "Yes I CAN change this behavior!"
· Use thought substitution, i.e. instead of "I can't", say "I can"
· Build new stimulus control environments: change physical things in the environment so that we associate the new stuff with desired behavior
· i.e. Mark out a place for studying…clean the desk….or a particular library carrel…etc…and then when we are there, study ONLY
· The idea is that when we go to that place, we will have our cue to study
· Use stimulus generalization
· Precommitment and planning of the social behavior: think in advance about how to deal with difficult situations
· i.e. A party where there is a lot of unhealthy food
· Talk about prompts.  How are they related to this overall topic of antecedents?
· A prompt is a stimulus that is introduced to control the desired behaviour during the early part of the learning program, and that is subsequently eliminated after the desired behaviour has been strengthened
· So they are related to antecedents because a prompt is basically an antecedent that initiates a response
· There are different types of prompts…
· Physical guidance: this is typically done with complex behavior…like a personal trainer…helps us gradually perform a task well
· Instructions and gestures: this is the next step which a trainer would take…you can do it yourself but then the trainer tells you what to focus on….
· Modeling: someone demonstrates a good and correct behavior…and we either do it along with them or follow their lead
· So going to the gym with friends is a good example of this!
· Or studying with a studious friend
· Verbal instructions: encouragement, instruction…our friends can be enlisted to do this…our parents often do this…
· Self-talk is a big part of this: so we can do verbal stuff to ourselves!  
· i.e. One of the big things that causes us problems is getting up on time…when the alarm goes off…we are saying to ourselves that we can afford just a few more minutes…so this is an example of negative self-talk that we can change to our advantage!
· Environment: it is important to alter our environment so that more positive behavior is enforced…and more negative behavior isn't…
· Like the availability of food…
· Stickies around the us reminding us of our goals, providing encouragement, etc…(this overlaps with verbal instructions)
 

Antecedents and our Thought Lives

· What is rational emotive therapy?
· It is the idea that our self-talk is closely related to how we feel, and so if we can say positive things to ourselves, it will make ourselves feel better
· So we try to counteract IRRATIONAL AND NEGATIVE self-statements with positive and realistic statements
· Our irrational self-statements can be like:
· "I must…" (I must do this or else I suck)
· "Others must…" (Others must act in a certain way or it means I suck)
· "Conditions must be…" (etc.)
· What are some more detailed examples of cognitive distortions (i.e. stupid stuff which we say to ourselves)?
· See attached table
· What are some general principles of cognitive restructuring which we will use in rational emotive therapy?
· Identify your automatic thoughts 
· Reality Check (Test out the thought) 
· Reframe your thoughts (think about a disappointment in a positive manner)
· Substitute with a new thought, or a new behaviour 
· Thought Stopping for obsessive thoughts 
· Eliminate negative self-statements 
· Initiate positive self-instructions
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Topic 5: Baseline Periods and Intervention Periods

 

Observing our Behavior

· When we are observing and recording our behavior, what are the two things we should be aware of?
· Firstly, we have to think about whether our recall is accurate - because people don't always remember their own past accurately
· There is just plain forgetfulness, which is a function of time (how long ago it was)
· Also there is recall bias: where we rationalize our behavior and then reconstruct our past (usually in order to see ourselves in a more favorable light)
· Secondly, be aware that observing things and writing things down is feedback in it of itself
· That is, recording something acts as a reward/punishment anyway because we enjoy writing it down we succeed, and don't enjoy doing so if we fail
· What are structured diaries/logs, and why are they good?
· These are things that record behaviour and change, including: antecedents, behaviour, consequences, and intervention 
· They are good because:
· They permit emergence of trends and associations to be seen
· Also, in keeping with the aforementioned point about recording being a motivator on its own: record keeping tends to decrease over time, and when it stops lapses are more likely to become re-lapses as they go by with less notice
· Give some examples of logs that we reviewed in class.
· Smoking: record time, how much we needed it, the social/environmental triggers, etc.
· Smoking: record triggers that lead to (negative) self-talk
· Diet: record food eaten or activities done
· Exercise: record which types of exercise were done on which days
· Let's operationalize here.  What are some things which we definitely want to be including on our logs?
· How we are feeling emotionally
· Who we are with at the time
· Things we are saying to ourselves
· Multiple days - this is good for something like Weight Watchers so we can plan ahead
· Summaries of how we did each week, so we can if we are being successful!
 

Baseline Period

· What is a baseline period, and what is its purpose?  What are some issues we have to consider here?
· A baseline period is some specified period of time before an intervention is started where the subject's behavior is monitored to find some standard of behavior before the intervention was used
· Its purpose is:
· To gain a snapshot of what your behaviour is like pre-intervention
· To act as a comparison point for your behaviour after you have introduced your intervention 
· We have to remember to allow time for a consistent pattern to emerge
 

Intervention Period

· Describe the intervention period, and specify what we do with regards to recording.
· This describes the period of time which begins once behavioural routines have been recorded for at least one week 
· We have to record:
· All behaviour, antecedents, consequences and intervention
· Incidents of cheating (taking the reinforcer without earning it) must also be recorded
· All changes to b-mod program are also recorded
 

Class Discussion

· What was this class discussion about?
· It was about the challenges we face in introducing individual-level interventions.  There are many things that we need to be aware of in order to design something that is effective
· The individual questions are shown below, along with answers
· What is the most basic element (which is "necessary but not sufficient") for the person to have in order to make an attempt to modify their behavior?
· KNOWLEDGE!  AWARENESS!
· People's beliefs, attitudes and perceptions are important in shaping their behavior.  Perception of health behavior differs widely from person to person.  What individual beliefs, attitudes, and perceptions will you want to know about in your potential market?
· Value of changing behavior
· Motivation
· How easy they think the process will be
· How important it is to change
· Perception of susceptibility to the problems they will try to avoid
· Perceived behavioral norms - i.e. all my friends smoke…it's normal!
· Perception of their goals - is it attainable?
· Social ideals/attitudes…
· Current trends: what do they think is trendy to look like?
· Is the outcome really attached to the behavior?  i.e. Stop smoking really avoid cancer?
· Response efficacy
· Perceived barriers
· Are all who practice your unhealthy behavior going to be equally ready to join in your program?  What might you want to know about or consider?
· Firstly, no
· Secondly…motivation!  (And also a lot of stuff from question 2)
· Cost benefit ratio…there will always be positive and negative reasons
· State of readiness
· Healthy/ready enough to start
· Are all people going to have the same confidence in their ability to make long-lasting changes in their behavior?  What beliefs might it be important to address in order to help people?
· No
· Self-efficacy
· Social support
· Past attempts
· "Identity"
· Self worth
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Topic 6: Social Cognitive Theory

 

Introduction

· Explain why social cognitive theory is an "aggregated" theory, of sorts.
· The theory tries to bring a number of different ideas from psychology together
· It is social: places great emphasis on the social context where activity/behavior occurs
· It is cognitive: it also talks about the cognitive processes which are instrumental in our minds
· It even considers behavioral concepts
· What things are specified by social cognitive theory?
· A core set of determinants
· The mechanism through which they work
· The optimal ways of translating knowledge into effective health practices
· What are the 4 main components of SCT?  Briefly comment on each.
· Triadic reciprocal determinism: we have to consider not only the person, but also their environment and behavior - these 3 things reciprocally affect each other and thus ultimately our behavior
· In other words, people both create and react to their own behavior…and react to their environment as well
· Observational learning: people learn behavior by watching what happens around them…and what happens when other people conduct behavior…
· Self efficacy: a person’s belief in their ability to produce desired results by their own actions
· It is notably different than self-esteem
· Outcome expectation: we have expectations of what will happen when we do specific behaviors
· Note that they may or may not be accurate, but that doesn't matter!  Our PERCEPTION and EXPECTATIONS are the most important
 

Social Cognitive Theory and Triadic Reciprocal Determinism

· Talk more about triadic reciprocal determinism.
· Well as we said earlier, it involves: person, behavior, and environment - and it suggests that there is 3-way interplay b/t the 3 items
· This is a new concept, and contrary to traditional beliefs where we see things happening in only one direction…i.e. person affects behavior but also behavior affects person
· There are implications for all different kinds of relationships here:
· Person affect behavior: when we don't give people enough "agency" (ability to control actions) over stuff in their life, that's not good
· Environment affect person: study environments, where we know that quiet vs. loud makes a difference
· Person affect environment: teacher can affect the classroom
· Behavior changes person: think about the self change project: if we are successful it affects us
 

Social Cognitive Theory and Learning

· Alright, so TRD tells us how we can think about our behavior.  What does SCT tell us about learning?
· It tells us that it is active - it is not like classroom learning (one of MANY kinds) where the teacher talks and you just soak it in
· Instead, there is motivation on the part of the individual and they have to initiate things, etc.
· It occurs when the individual is motivated to attend to the consequences of his or her behaviour
· Meaning that if I don't care about my behavior, I will not learn in this way
· It is influenced by what we believe will happen more than by what we actually experience
· It is more efficient than operant/classical conditioning
· What is modeling?  Discuss some (obvious) demonstrations of this.
· It is when we observe and imitate that which goes on around us
· It is an automatic process in the sense that it happens unconsciously: we don't require external reinforcement or active behavior
· In fact, this is what makes it immune to negative reinforcement - you can't pinpoint it so it is harder to apply negative reinforcement
· Conversely, since everything happens "internally" in terms of noticing it and then imitating it, the reinforcement is internal as well
· For example:
· Gender role typing: learning what it is to be female and male within our environment is not something we do consciously and purposely, but rather we just unconsciously acquire things
· Smoking: children of smokers are likely to become smokers when they grow up
· Drinking: same as smoking
· If we were to split up the process of modeling and observational learning into steps, how would that go?  Discuss each step.
· Attention (to modeled event): we notice the thing happening
· Symbolic Representation (retention): we turn the observation into a mental abstraction so it is now in our mind, and we go over it in our head
· Transformation into Action (Production): now we take it from our head and act it out
· Motivational Incentives: we are motivated to continue acting it out for some reason
· Discuss attention.  What "variables" can affect how "effective" this stage is?
· Firstly, the attributes of the model and the observer are important: generally if they are the same, then it is easier for the model to imagine themselves also performing the action
· We tend to model ethnically and racially a lot - we tend to really notice those of our own culture 
· Also, the cognitive capabilities of the observer: we need to be able to understand the action we are observing if it will be of any use to us, and many times this has to do with age
· For example: kids tend to notice and start swearing much earlier than smoking because language skills are one of the first things which they learn
Lastly, observed punishment and observed rewards are equally effective in promoting observational learning: when we see the model getting punished or rewarded

· Recall that rewards are better than punishments for getting people to CHANGE - but in terms of noticing and remembering, they are equal
· Discuss symbolic representation.  How is cognitive rehearsal part of this?
· So this is more than just building a mental abstraction.  It is when we transform the "meaningless" (something we just observed) into something is relevant to us - this makes it important and helps to RETAIN the information
· For example: we hear in class about death rates from cancers…these only make a difference in our heads when we think about them, link them with other behaviors, build a thought process…then that's when we are more likely to remember and repeat them!
· Cognitive rehearsal is just the different ways that we go over this stuff in our heads: Rawlings et al. says that activities are mastered faster through combined cognitive and physical rehearsal than by physical practice alone
· For example, the visual imagery used by musicians & athletes
· We have seen that when people practice it in their heads, activity can be seen in the muscle groups which would be used if they had been doing it for real
· Discuss transformation into action.
· This is when we convert others actions and own symbolic representation into action
· And of course when we actually do it, the way we think about what we are doing will be affected by different things:
· Direct observational feedback from others
· Feedback from our conceptual image of ourselves
· Discuss motivational incentives.
· This is an example of how SCT includes theories of behavioral learning: people are more likely to enact a modeled behaviour that receives rewarding or valued outcomes, rather than negative or unvalued outcomes 
· Motivational incentives have big implications for acquisition vs. enactment: meaning that I can definitely ACQUIRE some behavior through observational learning, but ENACTING that behavior may not happen - because it depends on the motivational incentives which I may or may not have
· Alright let's throw all this crap together.  How can we use these principles to develop a method of teaching?
· Describe and demonstrate the skill to the learner (observation)
· Have learner demonstrate the skill back (transformation into action)
· Provide correction & have learner repeat the new skill (motivational incentives)
 

Social Cognitive Theory and Self-Efficacy

· What sort of things will our level of self-efficacy have an effect on?
· Cognitive thinking: how pessimistic or optimistic we are when approaching a task about our ability to succeed
· Motivational: we are excited or indifferent about doing something, depending on our self-efficacy
· Emotional: it affects the ability we have to cope…and to manage negative situations that arise...
· Decisional: so when we come to obstacles etc. in our way…what choices do we make?  What directions do we take?
· Do some "compare and contrast" for people with different levels of self-efficacy.
· People with high self-efficacy:
· Focus their attention and effort to the demands at hand
· Obstacles are met with greater effort (persistence) 
· Attribute their failures to inadequate effort 
· People with low self-efficacy:
· Dwell on personal deficiencies
· Potential difficulties are perceived as more formidable than they are
· Attribute their failures to inadequate ability
· Each of these is a totally different mindset, and we will have to be aware of it when we are doing health promotion!
· What are 4 ways of achieving self-efficacy?
· Mastery: learning a skill, FAILING, building resilience, ultimately succeeding
· Social Modeling: seeing others do it
· Social Persuasion (with help of therapist): others encouraging you and telling you can do it
· Physical and Emotional Status (reading your own physical and emotional states): reading your stress level and responding appropriately
 

Social Cognitive Theory and Outcome Expectations

· OK, let's review.  What are outcome expectations, and why are they important?  What are they closely related to?
· Outcome expectations are what WE think will be the result of some action or decision
· They can be anything: success or failure, fun, sadness, social etc.
· They can be learned before behavior is even experienced - we don't have to actually DO something to have an idea of what will result from it
· They are closely related to EXPECTANCIES, which are VALUE-LADEN EXPECTATIONS: meaning that we interpret the outcomes as either good or bad
· Positive expectancies act as an incentive to a particular behaviour
· Negative expectancies act to inhibit a particular behaviour
· We just talked about how we don't HAVE to have done something in order to have an expectancy.  How then do we "learn" expectancies?
· Performance attainment: by previous experience in similar situations 
· Vicarious experience: by observing others in similar situations 
· Acquisition: from hearing about situations from other people or via social persuasion  
· Psychological arousal: from emotional or physical responses to behaviours
· For example, we FEEL more sexual after drinking, so we have an outcome expectancy that sex will be very good
 

Criticisms of Social Cognitive Theory

· What are the criticisms of social cognitive theory:
· It is too comprehensive / complex: researchers don't want to use it because it is hard to understand and integrate properly
· Too many constructs: there are so many aspects of it so we have to decide between taking just a few of them (and possibly losing out due to this) or having a really complicated intervention that includes all of them
· Measurement of some of the SCT constructs has been subjected to theoretical criticism: more specifically, people complain that there is low construct validity
· What this means is that the questions which people ask to try and measure some of this stuff are not very accurate, etc.
· Reliability is not high on many of the constructs: we see that when you ask them the questions multiple times, they answer differently
· To be fair though, it could be argued that things like self-efficacy are inherently valuable
 

Class Discussion

· How do we increase self efficacy for condom use?
· Have posters like "100 ways to say no"
· Teaching a person how to negotiate w/ their partners
· Go through role play techniques
· Help them to learn how to use the condoms
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Topic 7: Transtheoretical Model

 

Introduction

· Give an overview of the transtheoretical model.  Who created it, what is it, and what does it do?
· Prochaska created the transtheoretical model - it is called that because it overlaps many different theories
· It is a way of modeling the way that intentional behavior change works: either getting rid of a problem behavior, or acquiring a new behavior
· It can focus on the decision making of either the individual or the population (although we will focus on the individual context)
· What are the 4 constructs of the transtheoretical model?
· "Stages of change": describes the different mindsets we progress through as we change
· Processes of change: things that can help us to progress through the change
· Decisional balance: the individual's comparison of the pros and cons for making the change, and the importance of each
· Temptation scales: measures how likely the individual is to engage in a given behavior (opposite of self-efficacy)
 

5 Stages of Change

· What are the 5 stages of change?  How do they make this model unique?
· The stages are: Precontemplation, Contemplation, Preparation, Action, and Maintenance
· This model is unique because it is the first model which really adds in the whole "temporal dimension" of behavior change
· Prior to this bad boy, behavior change was dealt with as an "all or nothing" sort of situation, i.e. "you either have quit or you haven't"
· But we also must realize that people go through changes in terms of how ready they are to change!
· Discuss the precontemplation stage.  If it helps, think about it in terms of where they are at with respect to ACTION - actually making the change.
· What it means: this is when the person is not intending to take action in the foreseeable future (defined as the next 6 months)
· Reasons:
· People in this stage are usually uninformed or UNDER informed about the consequences of failing to make the change
· Or, they may also have tried to change their behavior in the past and failed so they don't want to try and make a change again, so we characterize them as resistant or unmotivated to change in this step (regardless of WHY i.e. education or low self efficacy)
· Bottom line: the person is nowhere near changing - they don't think that anything is wrong, etc.
· Discuss the contemplation stage.  If it helps, think about it in terms of where they are at with respect to ACTION - actually making the change.
· What it means: here the person is intending to take action within the next 6 months
· Reasons:
· They are becoming aware of the pros and cons of their behavior, and they are beginning to have thoughts such as "maybe I shouldn't stay the way I am…" - this is what the construct of decisional balance is all about
· Cautions:
· If the pros and cons are not powerful enough for them, they can be stuck in this stage for a long time - this is called "chronic contemplation"
· Bottom line: they are not ready for traditional action-oriented health promotion programs (they are not yet ready to go running, join a gym, etc.)…but they ARE ready for *some* change -- and this is where improving self-efficacy can really help
· Discuss the preparation stage.
· What it means: here the person is INTENDING to take action in the immediate future (next month), and they are just figuring out how to do it
· i.e. "I am going to quit smoking.  Should I go with the patch, or cold turkey, or what?"
· Bottom line: at this point they are ready to be recruited into more traditional change programs, and they may have even started (but NOT succeeded) in actually doing something (meaning that anyone who wanted to stop smoking and has cut down by half but not whole is here)
· Note: traditionally, ALL health change programs started here
· Discuss the action stage.
· What it means: people have made specific observable changes in their lifestyle within the past 6 months
· Cautions:
· We are only at this stage if we have completely reached our goal: abstinence or complete change is the necessary goal
· i.e. For smoking (since the TT Model was designed for this), it means to have completely stopped
· Vigilance against relapse is critical: this is when lapses are most likely to occur
· Discuss the maintenance stage.
· What it means: people are working to prevent relapse
· Cautions:
· Lapse is a single mess-up, while relapse is when we allow that to cause us to reestablish a pattern
· Regression can happen a lot here: when individuals return to an earlier stage
 

Decisional Balance and Self-Efficacy Constructs

· Let's review, what are these constructs?
· Decisional balance is when we are weighing the pros and cons of a possible change
· Self-efficacy is (as Bandura defined it) a belief in whether we can perform some action - it is "situation-specific confidence"
· Describe how decisional balance is relevant to the stages of change.
· Our decisional balance is crucial when we are moving from pre-contemplation to contemplation, because that is when we start thinking about the intervention and MAKING that decisional balance
· We will note that at the beginning, the cons will seem more important but as we move through the stage of contemplation, the pros will become more important
· Describe how self-efficacy is relevant to the stages of change.
· It is important in the action stages, and also in the maintenance stage (it helps us to prevent relapse, which is basically when we mess up once and then become discouraged and just let it slide)
· It is also related to temptation: it is the confidence that I can deal with cravings, etc. while temptation is thinking that I won't be able to overcome cravings
· So a lot of times we can use the same questions to investigate both
 

Processes of Change

· What are processes of change?  Why do we care?  How can we categorize them?
· They are the covert and overt activities people use to progress through the stages
· We care about them because often they will form the basis of our intervention programs 
· We can categorize them as follows:
· First 5 are Experiential Processes: they cover the early stages of change 
· Last 5 are Behavioural Processes: they cover the later stages of change
· List and describe the 5 experiential processes of change.
· Consciousness raising: to get people to try and recall information that people have given them about the behavior and the causes and consequences of the behavior
· This covers the whole gamut of the information we would consider about the behavior: feedback from doctors, informational campaigns, etc.
· We want people to relate information to their own lives
· Dramatic relief: this is also known as emotional arousal, in the sense that we want to increase the emotional attachment of people TO the information
· Great example: a media campaign about smoking where a woman told a very sad story about how she got cancer due to second hand smoke when she was a waitress in a restaurant
· Environmental re-evaluation: getting people to think about how their actions are affecting the people around them
· Examples include:
· A "role model" type of appeal when it's like "but what about your children!"
· A technique which is based heavily on this is the "intervention", when your family and friends come around you and ask you to stop because it is hurting them
· Social liberation: creating opportunities in the environment which will make it easier for people to adopt healthy behavior
· For example: welfare and minimum wage policy programs…to give people some income so that smoking isn't the only way to cope
· Self evaluation/self-reappraisal: get the person to think about the changes in their own feelings about their behavior
· Examples:
· Negative - get them to realize that their dependence on cigarettes causes them to feel very disappointed in themselves…
· Positive - imagine how life could change FOR THE BETTER
· List and describe the 5 behavioral processes of change.
· Stimulus control: we want to change the stimulus - remove the bad ones and add the good ones
· Examples:
· Putting parking lots farther away from buildings, so people have to walk…
· Or also reducing the # of public places where people can smoke…
· Helping relationships: giving them social support - someone who can listen to you, provide feedback and encouragement…
· For example: Alcoholics Anonymous has buddy systems which are there for support and encouragment
· Counter-conditioning: learning healthier behaviors that can substitute for unhealthy ones
· i.e. Relaxation techniques to do instead of getting stressed out
· Reinforcement management: providing consequences for taking steps in a particular direction
· Self-liberating: the belief that one can change, and the commitment to act on that belief
· For example: virginity pledges
 

Wrap-up

· What are 5 reasons why the transtheoretical model is awesome?
· Recruitment: this model is able to RECRUIT more people than most models, because it makes allowance for people in any stage of change
· On the other hand, traditional models only hit people at a particular stage of change (usually action)
· Retention: this model is good at RETAINING people once they have started participating in an intervention, because (once again) it is appropriate for them
· Progress: this model is good at MEASURING PROGRESS because it doesn't only depend on the final indicator of "stopped smoking or not" - there are several things along the way that it can consider, such as "am I starting to at least THINK about my behavior"?
· Process: this model can help us to make smarter plans for "process", as in what we are going to do for people at each stage
· Outcome: this model ultimately gives us a better OUTCOME because it focuses on both aspects - outcome is basically recruitment rate * efficacy for those recruited…and the model does well on both!
· Explain why we might say that the TT Model has a cyclical nature.
· Recall the spiraling graph - the idea is just that we go forward and back through all the cycles multiple times until we finally get it all right, and "terminate"!
· What are some of the basic assumptions of the TT model?
· No single theory can account for all of the complexities of behaviour change 
· Behaviour change is a process that unfolds over time 
· The majority of at-risk population are not prepared for change 
· Specific processes and principles of change should be applied at specific stages
 

Class Activity

· Your friend Bill never wears a seatbelt and claims that because he is a very safe driver he has no need for such a safety device.  Your roommate Jamal, on the other hand, never wore a seatbelt until after his sister was injured in a car accident; he now wants to use his seatbelt more, but often forgets.  According to the stages of change model, what stage is each friend at, and how could you help Bill and Jamal move to later stages of change?
· Bill: precontemplation // consciousness -raising (b/c his problem is false information)
· Shocking them immediately with information could be bad…b/c they will just go into denial right away…
· Maybe they could talk about how airbags can kill you if you're not wearing a seatbelt (a little softer, induce less shock)
· Money…talk about seatbelt fines…
· So just be careful HOW we do consciousness raising
· Jamal: he is on the line…so it could be either action or preparation…
· Is he really aiming at zero tolerance, always wearing seatbelt?  Probably…but he's not always there!  So technically preparation b/c he is not really going for the zero stage…
· So what process can we use to help Jamal?  Use reminders…!  Modeling!  If sees other people putting it on, he will remember to put HIS on!
· Practice self-talk…
· Use a reward system…(rate of reinforcement can vary…)
· What stage should people be in to be receptive to each of the following Health Promotion programs?
· A fear based message about the experiences encountered during a long life of living on anti-retroviral drugs due to from acquiring HIV through unprotected sex.
· The end of pre-contemplation/beginning of contemplation: something to get them weighing the pro's of changing their behavior more than the cons…
· A booklet sent out by the Canadian Cancer society leading a person through the concrete steps of a behavior modification program to quit smoking.
· Action!  Because this is when the person is ready to go and needs things to help them out…
· Also late preparation…when the person is developing their plan…
· Even a bit in maintenance…if they need fresh ideas…b/c we aren't perfect during maintenance
· A television campaign including information about the increase of childhood obesity and the consequences that can last lifelong due to the early onset of obesity.
· Pre-contemptlation: basic, simple information to get them thinking…bring it to their attention!
· A vaccine to prevent HPV available to all females between the ages of 9 and 26
· This is aimed at action (we are assuming that the person is ready to do SOMETHING)
· But also this is tricky b/c we would probably do this concurrently with an information to educate girls and parents b/c they probably don't know about HPV…
· Because kids don't make these decisions on your own!
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Introduction

· How is relapse defined?  Where do we see it?
· Relapse is the breakdown or failure in a person’s attempt to change or modify a particular habit pattern or develop new, optimal health behaviours
· Notably, it is different from a "lapse", which is just a single mistake
· We see it ALL THE TIME with behavior change: there is a 90% relapse rate for first attempts at behaviour change
· In general, what would we look for to tell us that a relapse was imminent?
· We know that relapses are triggered by high-risk situations (duh)
· More specifically, a high risk situation is anything (including emotional reactions to the situation) that poses a threat to the individual’s sense of control and increases the risk of potential relapse
· Still not making sense?  Let's give some examples.  There are intrapersonal determinants and interpersonal ones (be sure to notice the extreme guys!):
· Intrapersonal determinants (56%)
· Negative emotional states (35%): being upset
· Negative physical states (3%): being tired
· Positive emotional states (4%): good times, such as drinking a beer at a bar
· Testing personal control (5%): telling yourself you can handle "just one"
· Urges and temptations (9%): "basic" cravings
· Interpersonal determinants (44%)
· Interpersonal conflict (16%): arguing, fighting, etc.
· Social pressure (20%): being around people who are doing things you are trying to avoid - NOT peer pressure
· Positive emotional states (8%): celebrations
 

Cognitive-Behavioral Model of Relapse

· What is the significance of one's ability to cope for preventing relapse?
· Well, the cognitive-behavioral model of relapse says that people who have the coping skills to deal with high-risk situations have a much greater chance of preventing relapse than those who do not 
· In other words, people with good coping skills may lapse, but their coping mechanism can help handle it
· Give the conceptual flowchart for handling high-risk situations, where we see that coping is important.
· Alright, so when we have good coping mechanisms: high-risk situation -> effective coping response -> increased self-efficacy -> decreased probability of relapse
· However, when we cannot cope well: high-risk situation -> ineffective coping response -> decreased self-efficacy and increased positive outcome expectancies (i.e. we think we will benefit) -> initial use of substance -> abstinence violation effect and perceived effects of substance -> increased probability of relapse
· What are some things we notice when we think about this flowchart?
· We see that our coping mechanisms (in particular, our PLANS for dealing with high-risk situations) are important because they will drive our self-efficacy: if we have a good plan, then we will be confident that we can execute and have high self-efficacy (and vice versa)
· We also see here that the value the person places on the behavior is relevant: if they think something good will happen if they do the behavior, then they are more likely not only to lapse…but also maybe to set themselves up for relapse…
· Who created this model?
· Marlatt
 

Relapse Prevention - The Actual Technique

· What is relapse prevention based on?  What elements is it composed of?
· It is based on Bandura's Social Cognitive Theory
· It involves the following elements:
· Behavioural skill-training procedures: learn how to resist the temptation when you are in that moment
· Cognitive therapy: deal with our thought patterns, self-talk, etc.
· Lifestyle re-balancing: separate yourself from the environment and lifestyle that hurts you
· Describe the steps in relapse prevention.
· Learn to identify high-risk situations
· For example: generate a list and descriptions of antecedent conditions in which lapses are most likely to occur - think about the stuff we discussed already such as those intra/interpersonal determinants
· Acquire competent and specific coping skills
· For example: training in specific behaviour and thought patterns that will enable one to deal with high-risk situations
· These things should be lifestyle strategies - integrate these things into your whole lifestyle
· Now you will be better equipped to deal with outcome expectancies and craving
· Practice effective coping skills in high-risk situations
· This can be done with the support of a therapist of other form of social support (such as a friend, when you go to the bar)
 

Class Activity

· You have just quit drinking.  List 5 potential high-risk situations, be sure to include different types of determinants (e.g., mood, location, people, etc.) Be specific!  Then, list 1-2 coping strategies to deal with each high-risk situation.
· High risk situations
· Being anxious/sad
· Being around people who see eating a lot as a good or "manly" thing ---- being around people who eat to socialize…
· Location: when food is nearby and easily available
· Family attitude towards food
· Encouragement to not change further
· Coping strategies
· Anxiety and depression: using relaxation techniques
· Sharing about goals with friends
· Location: plan ahead…ask your friends to keep you accountable…
· You have just lost 50 pounds.  List 5 potential high-risk situations, be sure to include different types of determinants (e.g., mood, location, people, etc.) Be specific!  Then, list 1-2 coping strategies to deal with each high-risk situation.
· Answers from class
· High risk situations/coping strategies:
· Celerations/plan day around it, plan what you'll eat, eat before you go
· High stress and exams/eat at home first, blah
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Health Belief Model

Introduction

· So what are the origins of the health belief model?  From what did it stem?  Why was it created?
· Researchers were studying a tuberculosis prevention program, and they were trying to figure out why people were coming and why they were staying away
· So from there, they generalized to trying to explain and predict preventive health behavior, in general
· Note that it is PREVENTIVE health behavior -- so not necessarily after-the-fact techniques
· Who created the health belief model?
· At first it was Hochbaum and Rosenstock
· And then it was refined by Becker and Janz
· What are the 6 concepts of the health belief model?  How are they relevant to the HBM's overall purpose/goal?
· The concepts were as follows:
· Original 4: Perceived Susceptibility, Perceived Severity, Perceived Benefits, Perceived Barriers
· Added 2: Cues to Action, Self-Efficacy [Health motivation]
· These guys are relevant to the HBM's overall purpose/goal because these things are what cause us (or prevent us) from participating in those preventive health behaviors
· Explain why 2 of these concepts were later added.  What did this allow us to do?
· The first 4 concepts were the original ones - and (as you can tell) they are very useful for describing whether or not a "single-event" type of behavior will happen
· However, with only those concepts, this theory is not sufficient to describe behavior that is repeated often - it doesn't let us use this model for lifelong behavior change
· But now that we add stuff like cues to action and self-efficacy, we can apply it to behaviors that are more than just "one shot"-type stuff
· Which 2 concepts (different than the ones from the previous question) really form the crux of this theory?  And why is that?
· OK, well first think about the basics: you have to realize that the desire to avoid a negative health 
event is a major motivation in the HBM -- so we have to think about which of the concepts talk about negative health behaviors (as opposed to, say, positive behaviors)

· And so it is obvious that the 2 key health beliefs are:
· Perceived severity of the consequences of the behaviour
· Perceived susceptibility to health problems (illness)
 

Perceived Severity and Perceived Susceptibility

· What is perceived severity?  How do we apply this definition/concept to a health intervention we are planning?
· It is one’s perceptions of the seriousness of the condition and its medical consequences (e.g., death, disability, pain) and social consequences (e.g., impact on ability to work, on family life, on social relations, on finances)
· We have to be careful to specify and describe the (serious) consequences of the risk and the condition
· We should definitely emphasize the emotional impact of a disease: stress and distress are consequences which people take seriously!
· What is perceived susceptibility?  How do we apply this definition/concept to a health intervention we are planning?
· It is one’s perception of the chances of experiencing a negative health condition
· We have to define populations at risk and what their risk levels are so that we can show a person how much at risk they really are
· In other words, personalize risk based on people's personal traits or behavior - show them why their personal lifestyle etc. makes them more susceptible than (perhaps) they think they are
 

Perceived Benefits and Perceived Barriers

· What are perceived benefits?  How do we apply this definition/concept to a health intervention we are planning?
· This is one’s belief that the health action to be taken is perceived to be feasible and effective in reducing the risk or the seriousness of the impact
· This means that if we are proposing an intervention, we need to be CLEAR on:
· What the intervention is (how, where, when, etc.)
· What the expected positive effects are
· What the evidence of effectiveness is
· What are perceived barriers?  How do we apply this definition/concept to a health intervention we are planning?
· This is one’s perception of the tangible and psychological costs involved in taking action
· The complication with this one is that these "costs" are very individual - they could be different for different people
· In terms of applying this through health promotion programs -- you want to identify the barriers for people and reduce them!  
· We do this through: reassurance, correction of misinformation, incentives, and assistance
· Explain how the perceived benefits and barriers are related to the Transtheoretical Model.
· They are related because thinking about these two things is part of evaluating the pros and cons of some behavior change - we want to think about what would the benefits be of changing (pros), but also what the barriers/drawbacks would be to changing (cons)
· (Remember, we did say that the transtheoretical model integrated multiple theories!)
 

Overview of Perceptions

· So let's step back and look at it macro-style.  When are people most likely to take action?
· Feel that the negative condition can be avoided (this is [somehow] perceived severity and susceptibility)
· Have a positive expectation that by taking a recommended action, they will avoid a negative health condition (this is perceived benefits and barriers)
 

Cues to Action and Self-Efficacy

· What are cues to action?  Explain how they logically follow from the 4 "perceptions".
· Cues to action can activate health behaviour when appropriate beliefs are held…or in other words, they are "strategies to activate our readiness to act"
· So that is the key: once we have a mindset towards the 4 "perceptions" that is conducive to action, we experience the cues to action to push us over the last hump
· The idea is that we now make the health behavior PERSONAL and in the FOREFRONT of their mind
· Therefore, cues can include: individual perceptions of health symptoms, health of significant others, and health education campaigns
· Be more detailed now…give some examples of what we could do to activate people's behavior once they have the right beliefs?
· Provide incentive to take action (giving kids marks for participating in activity)
· Provide clear course of action at acceptable cost
· Provide how-to information
· And always promote awareness!
· Provide reminders
· Discuss the extent to which the notion of cues to action is implemented into health interventions.  Why?
· Many times, cues to action are left out of models because they are hard to study
· They are hard to study because they are extremely individualistic: they are different for everybody, and you really have to know someone individually in order to design something that will "push their buttons"
· And lastly, what is the role of self-efficacy in the health beliefs model?
· It is that they have the ability to make the change!
 

Overview of the Entire Health Beliefs Model

· What are some things which we notice when we look at a diagram outlining the ways in which the components of the health beliefs model are linked?
· We notice that there are certain "modifying factors" that will affect everything (i.e. the way we think about the 4 "perceptions"): age, sex, ethnicity, personality, and socioeconomics
· We also see that the "perceived severity" and "perceived susceptibility" collectively determine our perceived threat of disease, which then affects the likelihood that we will engage in a positive health behavior
· We also see that perceived benefits and perceived barriers INDIVIDUALLY affect our likelihood of doing the positive behavior - the point being that they both have their own effect, and we cannot simplify it down to "subtracting" barriers from benefits
· What are some criticisms of the health belief model?
· The belief-behaviour relationship not firmly established: it is not proven that if we change our beliefs, our actions will follow suit
· The model does not imply a concrete strategy for change: they just throw a bunch of things at you - there is no help in terms of how you could use these in a health intervention
· Other factors are not considered (environmental, cultural, socio-economic, inter-personal, etc.): everything is focused on personal beliefs
· Difficult to compare across studies: this is because the "perception issues" are different for different illness behaviors
· For example, they are measured differently w/ different questions each time...
 

Theory of Planned Behavior

Introduction/Overview

· Explain what the theory of planned behavior is, and how it evolved.
· So once upon a time, people thought that your ATTITUDE had a big effect on how you would behave
· But this belief started to wane, and instead Ajzen and Fishbein began thinking about how behavioral INTENTION would affect actual behavior
· They famously said that, "People consider the implications of their actions before they decide to engage or not engage in a given behavior…"  
· In effect, this means that they thought about their intentions for doing some behavior (i.e. what will this behavior do for me?) and then based on that, decided whether or not to do it
· So they threw all this stuff together and came up with the "Theory of Reasoned Action", in 1967
· The name describes it well: it is saying that we act "reasonably" based on what we think the outcome will be
· However, after a while this theory was EXPOSED for its weaknesses: it was noted that some people don't have very much control over their attitudes OR their behaviors, and thus to say that all action is "reasoned" (i.e. we think about it coolly before doing it) was most definitely untrue
· Therefore, they added the following aspects to the model and called it the "Theory of Planned Behavior"
· They allowed for how attitudes work indirectly via intentions to predict behaviour
· They added the perception of behavioural control, which is also a predictor of intention to adopt a behaviour (this is based on the concept we just talked about - that sometimes we don't have as much control over our behaviors than the original "Theory of Reasoned Action" would suggest
· So what is the purpose of the model?  (may need to get help on this…)
· To predict and understand motivational influences on behaviour that is not under the individual’s complete volitional control 
· To identify how and where to target strategies for changing behaviour
· What are the assumptions of the model?
· People are rational and make systematic use of information available to them: (not always true)
· People consider the implications of their actions before they decide to engage or not engage in a behaviour 
· People have the resources, skills, or opportunities to engage in their desired action: (not always true)
 

Behavioral Intention

· What is behavioral intention, and how is it relevant to this model?
· It is basically a person's motivation to carry through with some behavior, and it is manifested through his CONSCIOUS plan, decision, or self-instruction to perform the target behavior
· It is made up of different things, which we will see in a minute…
· What are the 3 predictors of what our intention will be?  Discuss each.
· Attitude towards the behavior: (the outcomes which the individual believes could result from the behavior) X (how strongly he believes in each of those outcomes)
· So the idea is that if I am considering an action (say, the use of condoms), I believe certain things about what will happen as a result of using a condom: sexual satisfaction will decrease, I will be protected by STD's, I will feel more clean, etc.
· And then for each of those…how much do I really believe that is true?
· Subjective norms: (normative belief, i.e. what do other people think about this behavior?) X (motivation to comply, i.e. how much do I care about what other people think?)
· So for any given behavior, I can predict what different people in my life will think if I choose to participate in that behavior: perhaps my parents approve of me using condoms, my friends say however that it is not cool, etc.
· Then for each of those people, how much do I really care about what they think?
· Perceived control: (things that will affect the ease with which I can perform some behavior) X (ability I have to control these factors to my advantage)
· So again if we are considering condoms, we can say that there are different things that will help or hinder me with my goal of using them: are they available?  Am I in a hurry to have sex?  Am I having sex in my usual place?
· And then for each of those things, we ask ourselves how much control we have over them: do I have control over whether condoms are available?  Do I have control over whether I am having sex in my usual place?
· When we look at a diagram of how the different predictors interact to control behavioral intention and then ultimately behavior, what do we notice?
· Firstly, we see that (obviously) the 3 predictors control intention, which controls behavior
· But we also notice that there is a direct pathway between perceived behavioral control and behavior, which means that perceived behavioral control now has more power - it can override (and is more important than) the other two predictors
· We also notice that we probably want to control all 3 predictors with any health intervention
 

Criticisms of the Theory of Planned Behavior

· What are the criticisms of this theory?
· Intentions and behaviour are not strongly correlated: behaviour is not always rational!  No matter how "good" our predictors of intention are and thus how "good" our intention is, we may end up doing the total opposite thing
· Targeting a few beliefs may not be helpful if they are only a small part of the total belief system: there is a focus here on the need to be comprehensive, which is not necessarily something that we want
· We must pay attention to ALL model components simultaneously
· e.g., changing norms and attitudes not likely to change intentions and behaviour if strong control beliefs are held
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Class Exercise

· So there is a brochure for a smoking cessation program…let's look at the brochure and think about:
· What's good about it?
· What's bad about it?
· Are any of the theoretical bits we have talked about in there?
· We might see something on the exam like this, and we have to deconstruct the health promotion aim: what is good about it, who would it reach, why would it reach them, what are the theoretical underpinnings, etc.
 

Class Thoughts…

· Consider the "10 reasons" thing…that fits into a theory!  (Which one!?)
· Notice how they are trying to look at the main message of smoking
· Notice that in the "10 reasons" they don't mention cancer - maybe because they think that the perceived risk is not that high for cancer, and so instead they have decided to focus on short-term things
· Who is the population of interest?  Students!  (See the university portion…)
· People who are already concerned about cancer and the issues about cancer are already doing something about it…or cancer wasn't enough -- so these advertisers are saying "let's do something different…let's focus on something else…"
· Perceived benefit: MONEY…
· What stage of change are we looking at here?  Contemplation: the pro's and con's are being measured
· Look at the bottom of the panel: it lets you designate a concrete reward that you could have when you quit
· So this is almost even operative conditioning
· They don't shove anything down your throat…there is nothing explicit…they just want you to think about where you are
· Another construct is referred to in the bottom corner panel: quitting is dynamic!  "You didn't start smoking in a day, and quitting doesn't happen overnight either"
· So this has some relevance to maintenance
· Also it helps with expectations and self-efficacy
 

The other side of the sheet…

· "For students, by students" message: it isn't preachy…it has credibility…it is a "peer-led approach"
· Also note that people are more likely to follow through with action if they have…CHOICES!  (Look on the left panel…)
· Go back to the transtheoretical model…doesn't this section seem to aim at…EVERYTHING!  IT AIMS AT EVERYONE!  ALL STAGES!
· The choices demonstrate this: they aim the different choices at people in different stages
· i.e. Free survival kits: maintenance/action
· "What we offer": "Let's Make a Deal" - so the reward
· Research on smoking: b/c students are more scientific, they will want to see numbers!
· Look at the middle panel on the back…it is aimed at other campuses but what does it tell us about the whole thing?
· Well at least we see that access is easy!  The office is right there…the program is ON CAMPUS!
· What it also says implicitly is that -- the fact that all other uni's are invovled means that they are creating and managing programs to help quit…it means that they will have lots of different options that they have tested and tried in different places...
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Topic 11: Population Behavior Change, Risk, The CUBE

 

Population Behavior Change

Individual vs. Population Strategy

· Explain what the 2 approaches to health promotion are.
· Individual approach
· This is also called the high-risk approach, meaning that we are targeting individuals who are at HIGH RISK because they have already started to engage in some risky behavior
· Needless to say, it is aimed at INDIVIDUALS
· It emphasizes education - educate them about the risks, how they can get better, etc.
· Population approach
· These are mass measures that we aim at the population as a whole - the idea is that we try to make a change that on an individual level will NOT be very impactful, but then when you consider that you are making that change for a LOT of people, the effectiveness adds up
· It also emphasizes environmental regulation: we try to affect people by changing their environment (as opposed to educating them directly about something)
· Explain how the questions which researchers ask differ between the individual and population approaches.
· Individual questions are:
· What is the cause of this person's disease?  (i.e. what are the risk factors in this person's life?)
· i.e. Why do some individuals have hypertension?
· Population questions are:
· Why is the incidence of hypertension high in this WHOLE POPULATION?
· i.e. Why do some populations (i.e. the UK) have many cases of hypertension, whereas other populations have very low rates (i.e. Kenya)?
· Recall that we looked at a slide which showed distribution curves for hypertension in London civil servants, and then Kenyan nomads - and we see that the curve is shifted to the left (lower) for the Kenyans…WHY?
· Talk about the answers to those questions and explain how these further accentuate the differences between individual and population health.
· Individual: if we look at each individual from London separately and figured out the factors, then looked at each individual from Kenya and figured out their factors, the factors would probably be the same: the hypertensive Kenyans and the hypertensive Londonites have bad genetics, or sedentary lifestyle, or high salt intake, etc.
· So cool, that answer is great - we can design interventions that will work on each of those individuals separately
· Population: but now we are saying, why does the POPULATION of Kenyans have an overall lower BP than the overall population of Londonites?  The answer may be that the traditional diets in London have more salt that a traditional Kenyan diet
· Thus we are looking for differences between the POPULATIONS, not between the people
· Let's continue on with this example.  How would we fix hypertension on an individual level, and how would we fix it on a population level?
· Individual: recall that we go after high risk people and fix them AFTER they are already screwed up to some degree
· So we might launch a program that individuals could enter where we teach them to eat more healthily
· Population: we want to maintain and improve the health status of the ENTIRE POPULATION - shift the WHOLE CURVE (did you notice how the individual intervention would only affect one part of the curve?) and we want to reduce the inequities in health status between different groups
· So we could alter circumstances so that the ENTIRE POPULATION consumes less salt - maybe we put a tax on salty foods (yeah right)
· Or, in order to reduce inequities, we jack up welfare funds so that the poor people can buy fresh food instead of canned food, since cans have more salt
 

Population Health

· OK, give some defining characteristics of what a population health intervention really does look like, then.
· They are INDISCRIMINATE public services: we have some "thing" that we offer to EVERYONE in a population, even though only some people will benefit
· It de-emphasizes public education: what this means is that:
· Education is necessary but not sufficient
· The measures we introduce are PASSIVE, meaning that the people receive them without needing to put forth any effort
· Why have we started to do population behavior change?
· Firstly, behavior change programs in the past were not always all that effective
· One big reason for this is that they were personal, and they didn't address things like the environment, social supports, and so on: and thus they couldn't help that much
· Also, we began making a philosophical shift: and this is what the prevention paradox is
· Prevention paradox: it says that (paradoxically) a large number of people at small risk for something contribute more to cases of some disease than a small number of people at very high risk - thus we should be doing things to help this big group instead of focusing our efforts on the small group
· What are some examples of population health interventions?  Explain how they fulfill these traits.
· Required vaccines at school for children: everyone (at least, all children) will get the vaccine and so the total number of children who get the flu will decrease (we are shifting that curve)
· Vending machines are replaced with healthy food: everyone is affected and again it is passive (they don't have a choice here)
· Adding fluorine to water: everyone drinks the water!
· Adding mandatory physical education to school curriculums: again it is passive, and note the prevention paradox - the guy who is already in shape won't necessarily be "helped" by this, but a lot of people at small risk for obesity can avoid that through these classes
 

Risk

Incidence and Prevalence

· What are the 4 big health status indicators we look at when we consider the health of a population?
· Incidence (of some disease/condition)
· Prevalence (of some disease/condition)
· Risk ratio
· Attributable risk
· What is prevalence?  How do we measure it?
· Prevalence is the fraction or proportion of a group possessing some condition AT A SINGLE POINT IN TIME
· We measure it by taking a time-still snapshot of the population and then looking at how many people have the disease, and how many total there are
· P = (# cases of disease) / (# people in total)
· We express it as a rate of # per 1000 people…or if it is more rare, # per 100,000 people
· What is incidence?  How do we measure it?
· Incidence is the proportion of people who NEWLY DEVELOPED some disease during a DEFINED PERIOD OF TIME, among those who were INITIALLY FREE OF THE DISEASE
· We measure it by looking at how many people COULD have gotten a disease, and then look at how many people ACTUALLY got it - if we assume that everyone's risk was equal, then this proportion is equal to the "chance" we had of getting the disease
· I = (# new cases of some condition over a year, let's say) / (# people at risk of getting the condition at the beginning of the year)
· How are these two statistics linked?
· Well, we can think about how different "high/low" combinations of these rates characterize different diseases:
· High prevalence and low incidence: chronic disease
· (High or low) prevalence and high incidence: infectious disease
 

Relative Risk and Attributable Risk

· Explain what relative risk is.  How would we calculate it?  What does it tell us?
· Relative risk is useful for looking at how influential a risk factor actually is - so we look at people who are "at risk" for something, then we look at people who are not "at risk" for something - and then we see how many in each group actually end up developing the disease
· If the numbers are pretty similar, then maybe that risk factor wasn't too important after all
· Formula: RR = (incidence in exposed group) / (incidence in unexposed group)
· If RR > 1 then it is a small risk factor
· If RR < 1 then it is a protective factor (i.e. reduces our chance of getting it)
· What is population attributable risk?
· Alright, so the idea here is that we are going to combine prevalence of some disease as well as the relative risk for some causal factor for the disease, and figure out something useful: if we removed that risk factor, how many fewer cases would we have?
· So we consider absolute risk, relative risk, and the prevalence of that risk factor in the population
· Formula: 
 

 

 

 

· How does the population attributable risk concept help us to think about the population health promotion concept?
· Because we are considering the following factors: 
· For people who have the thing, how at risk are they?  (Fine, they may be at VERY high risk - i.e. the relative risk is high…but that is not all we consider)
· How many people actually have this risk factor?  (So we are saying straight out, what is your risk for getting the disease, as an average person?)
· So we put these guys together and then we see that if the risk factor is deadly but not many people have it, the PAR ends up being low and perhaps it is not worth the trouble of an intervention
· Whereas maybe the relative risk is a bit lower (i.e. the risk factor isn't that crazy) but TONS of people have this risk factor, then it IS worth the trouble of an intervention
· Alright, it is all well and good that these stats prove that we should be focusing our interventions differently, but what effect do they have on PEOPLE?
· Generally, people are not impressed with these stats and so they are not always enthusiastic about participating in the population interventions
· Here are the reasons:
· Remember that we are looking at risk factors that are just moderate: and so if I am looking at myself with a moderate risk factor, I am probably not worried
· Thus, unless people are not at high risk or impending high risk, their motivation will be low
· Optimism bias: again, because we are looking at a group of people who are not at high risk, so a person will look around them and see that none of their friends have died yet while engaging in this medium-risk behavior, and so they will again think that they don't need to change
 

The CUBE

Introduction

· What is the CUBE?  Explain in English...
· It is a model that will help us to plan out a population health promotion intervention
· Alright, so let's understand what that means - it is important to differentiate between "population health" and "health promotion"
· Health promotion is enabling people to increase control over, and to improve, their health (at times, this is unfairly construed as focusing purely on individual behavior change)
· Population health is a concept that definitely has links with health promotion, but on its own the definition is an approach to health where we focus on improving the health of an entire population
· What are the elements of the CUBE?  
· The cube is named as such because on each of the 3 "faces" of the cube, we address a different issue:
· Who?  Which level of society are we going to aim this intervention at?
· What?  Which determinants of health are we going to attempt to change?
· How?  What measures will we take to try and make these changes?
· However, we say that the entire cube rests on a "foundation" of two things:
· Evidence: from our research, evaluation, and experience - what evidence do we have for all the stuff we are saying in the who/what/how section?
· Values and assumptions: there are always going to be values involved, i.e. "We believe that child abuse is bad, so we want to stop it…"
 

The CUBE in Detail

· Talk more about "WHAT".
· OK, so this is all about figuring out what we want to change…and this is how the CUBE is very much linked to population health, because we want to look at things which affect the WHOLE population and change them
· Here is a quick list that you probably shouldn't memorize: Income and Social Status, Social Support Networks, Education, Employment & Working Conditions, Physical Environments, Personal Health Practices & Coping Skills, Biology and Genetic Endowment, Healthy Child Development, Health Services
· Talk more about "HOW".
· Alright, so we know what we want to change.  But how do we change it?  This is where health promotion comes in: recall that it is the process of enabling people to increase control over, and improve their health
· Thus something like the Ottawa Charter, which was basically a proposal for how we can do health promotion in Canada, gives ideas for how we can do so:
· Build Healthy Public Policy 
· Create Supportive Environments 
· Strengthen Community Action 
· Develop Personal Skills 
· Reorient Health Services
· Talk more about "WHO".
· So usually our intervention will be aimed at a specific part of the population - perhaps it could be the entire society, or some smaller group in the population, etc…:
· Society 
· Sector/System 
· Community 
· Family 
· Individual
 

Wrap-up

· What are the limitations of the CUBE?
· The “Cube” is only a framework that helps to organize our thinking with a population health focus 
· Therefore, it does not tell us how to proceed 
· Thus we also need to think about a planning model…(precede/proceed coming later)
 

Class Discussion (which was actually not done)

· You are a health promotion planner with the provincial government.  You have been asked to look into the problem of fatal teen MVA's (motor vehicle accidents) in certain communities.  What do you want to know, in order to begin to use the cube to address the issue?
· Want to understand determinants of the behaviour (why does it occur?) 
· Want to know how commonly it occurs (how prevalent is it?)  
· Assess risk (in different situations, for different groups in the population) 
· Want to compare to norms between communities  (e.g., urban vs. rural)  
· Want to know history of person or population affected 
· What measures are in place or were tried?
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Topic 12: Healthy Public Policy

 

We started out with a class exercise…

· Why should we increase the amount of money paid to welfare recipients?
· It will help alleviate economic disparity (which furthermore has an impact on health)
· There are also preventive things we can do…
· Do job fairs…
· Cost of living is a concern…esp. when welfare amounts are going down and cost of living is going up
· Why should we NOT increase the amount of money paid to welfare recipients?
· Because people become complacent with the money…they don't try to get a job…they don't get married b/c the individual welfare checks for each will be greater
· Possible solution: give it for a limited amount of time
· So the theme is to spend the money DIFFERENTLY so as to enable them to eventually make money on their own
· Also the people just above the poverty line will get screwed
· We could do stuff like paying for daycare as they work, etc.
· We can't trust where they spend the money!
· Alcohol, drugs, clothing, going out
· People cheat the system
· Could put the money into more subsidized housing, etc.
 

Defining the Subject

· Alright, firstly we must address: what is the difference between public health policy and healthy public policy?
· Public health policy is ONLY about the health care system, which limits it by definition because health care services alone do not improve health
· For example, the reporting of communicable diseases - we can do this better (and it would be a public health thing) but it wouldn't solve all our communicable disease problems
· Healthy public policy is when we make ALL public policy decisions with the health of people in mind
· Unlike public health policy, healthy public policy is able to address a wider range of the reasons for a disease - specifically the social determinants
· This has only recently become big in Canada (like the last 20 years or so…)
· Expound on the definition a bit more.  What are the aspects of the definition of healthy public policy?
· The definition says that it is relevant to policies enacted by (all) the various levels of government 
· It says that they should be characterized by an explicit concern for health and equity
· It says that they should be accountable for health impact
 

Healthy Public Policy in Detail

· What are some defining characteristics of healthy public policy?
· It is policy that is concerned with creating a healthy society 
· Although this still allows for addressing the needs of a specific population within society, such as the child population or the female population
· It is holistic and future oriented 
· This means that the policies take time to develop
· It is part of health care reform
· Note (for the millionth time) that yes it can involve health care reform, but it is not ONLY dealing with health care reform
· It is multisectoral
· It could include doing financial stuff, increasing safety, etc…
· It is founded on public involvement in policy
· This means that a lot of times, the healthiness of the policies comes from the citizens speaking out about what they want
· What assumptions are made when we think about healthy public policy?
· Firstly, we assume that past/current approaches contribute to widening health inequalities - i.e. we have done a crappy job so far of making laws that are equitable - that's why we NEED healthy public policy in the first place
· Not all decisions should be left to individuals - this means that we are changing things at a level where the individual will have no choice in the matter
· For example, an individual health promotion relies on the individual sticking with an exercise program (let's say)
· While on the other hand, a population approach where we put taxes on cigarettes doesn't really give the average citizen a choice of whether they "participate" or not
· Lastly, we assume that shifting social norms is a legitimate activity for government
· In other words, it is OK to do things to change what is "normal"
· It is NOT JUST THE HEALTH MINISTER'S RESPONSIBILITY to bring about change (this echoes previously discussed sentiments)
· The needs of underprivileged groups should be specifically addressed to reduce inequities
 

Healthy Public Policy in Practice

· What are some examples of healthy public policy?
· Legislation i.e. seatbelts, no smoking in restaurants
· Economic Incentives (e.g., subsidies) and Disincentives (e.g., Taxation, Fines) i.e. OSAP, sin taxes
· Organizational and environmental change i.e. flex hours
· Passive protection from environmental hazards i.e. salting roads
· Control of promotional practices
· What is the conceptual basis for these examples?  What are the 3 basic things that healthy public policy aims to do?  Explain them.
· We want to create supportive environments, and we do this in 2 ways:
· For healthy behavior: we want to REDUCE BARRIERS and INCREASE CUES
· E.g., green spaces in urban areas, product labeling, nutrition information on foods, health warnings on cigarettes
· For unhealthy behavior: we want to INCREASE BARRIERS and DECREASE CUES
· E.g., legislation such as taxation restriction of advertising, restriction of unhealthy media portrayals, restriction of availability
· We want to introduce passive protection, which is when we don't focus on BEHAVIOR per se, but rather look at things in the environment which are health risks and try to guard against them
· For example:
· Regulating product design (fireproofing children’s clothing)
· Limiting conditions of sale (liquor store hours) 
· Changes to physical environment (roadway safety) 
· Mandatory water sanitation
· Lastly, we want to strengthen community action
· Strengthen the advocacy of groups 
· Increase a community’s control over factors that influence its health 
· Build alliances between groups 
· Mediate between various interest groups
 

Evaluating Healthy Public Policy 

· What is the evidence base for Healthy Public Policy?
· Scientific justification for action is often strong, yet evidence for the cost-effectiveness of preventive 
policies & their practical implementation is weak 

· This is especially true in relation to inequalities  
· This is because public health intervention research is poorly funded
· However, this is not an excuse for inaction because we can use existing initiatives as natural experiments
· What are the advantages of healthy public policy?
· Coverage:
· The once-for-all effect: HPP applies across whole population
· Cost wise:
· Financial costs are often small (or –ve)
· It also redresses hidden costs 
· Health gain may justify taxing beyond the level of the externality
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Introduction

· What does an ecological model do?  Be detailed...
· It focuses on the interactions between people and their physical/social environments
· Physical environment includes...
· Natural environment: weather, climate, etc.
· Built environment: roads, buildings, etc.
· Social environment: people
· Explain the differences between actual and perceived environments, and why this is important.
· Actual environments are what is ACTUALLY there
· Perceived environments are what we THINK is there (this is important because our perceptions will guide the way we act…)
· What are the different levels of influence in an ecological model?  Discuss each.
· Intrapersonal factors: characteristics of an individual
· i.e. knowledge, attitudes, beliefs, skills
· Interpersonal processes and primary groups: the people immediately surrounding you
· i.e. peer groups, family, co-workers, etc.
· Institutional factors: characteristics of organizations with whom the individual is involved (formal OR informal)
· i.e. rules/policies they have, what the organizational climate is, what programs they may have
· For example, a trucking company has a rule that drivers cannot use cell phones (formal)
· Or at Nike, everybody goes to the gym although there is no rule for this (informal)
· Community factors: norms/standards that exist formally or informally (again!) amongst individuals, groups, and organizations
· So now it is beyond institutional things…and it is more norms and customs than rules
· i.e. social norms, customs, traditions
· Public policy: local/provincial laws, etc.
· i.e. seatbelt law, smoking ban
· Now thinking about all the different kinds of the interactions we have talked about, how can we have interventions that involve different amounts of them?  Which kinds of interventions are the best?
· We can think on a single LEVEL of influence, and then incorporate one thing or many things
· i.e. Reward vs. (reward, modeling, self-monitoring)
· Or we can think on multiple levels
· i.e. Social Cognitive Theory (just personal) vs. ecological model (many levels)
· Multilevel interventions may be the most effective...
 

Class activity

· What can be done at the university (at each of the levels) to create a more supportive environment for being healthy? 
· Intrapersonal Factors 
· Interpersonal Processes & Primary Groups 
· Institutional Factors 
· Community Factors 
· Public Policy
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Topic 14: The PRECEDE-PROCEED Model

 

Introduction

· What is the underlying philosophy of the PRECEDE-PROCEED model?  What does PRECEDE-PROCEED stand for, and how does the acronym reflect this philosophy?
· It is that before we think about "how", as in "How are going to get people to smoke less?', we must ask "Why?", as in "Why are people smoking?"
· The acronym is…
· PRECEDE: Predisposing, Reinforcing, and Enabling Constructs in Educational/Ecological Diagnosis and Evaluation
· PROCEED: Policy, Regulatory, and Organizational Constructs in Educational and Environmental Development
· So we do PRECEDE first, and we can see how we are asking "Why" - why are people behaving in a certain way?  What predisposes them, reinforces them, and enables them to act in a certain way?
· Only then do we get to the "doing" part - what policies, regulations, and organizational things can we do in order to make our desired changes?
· What is the focus of the PRECEDE phase and the PROCEED phase?
· PRECEDE: we want to develop a program that is appropriate to the needs of the participants
· As in, let's see why they are acting a certain way, and then meet those needs
· PROCEED: we want to make sure that the program is available, accessible, acceptable, and accountable
 

Steps of the PRECEDE-PROCEED Planning Model

· What are the steps?
· Social diagnosis/assessment
· Epidemiological diagnosis/assessment
· Behavioral and environmental diagnosis
· Educational and organizational diagnosis
· Administrative and policy diagnosis
· Implementation
· Process evaluation
· Impact evaluation
· Outcome evaluation
· Discuss social diagnosis/assessment further.
· So this is when we look at a population and figure out where their needs are - do they have a problem with obesity?  With clean drinking water?  And so on…
· It is KEY here that the population itself be involved - we want to find what THEIR concerns are and value them, instead of imposing our impressions of what is important on them
· Discuss epidemiological diagnosis/assessment further.
· So here once we have an idea of their concerns, we need to figure out important they really are - we have to look at statistics that will help us to figure out the severity of different problems in the population
· So we look at health status indicators: morbidity, mortality and PYLL, disability, prevalence and incidence, and relative/population attributable risk
· Discuss behavioral and environmental diagnosis.
· OK within this stage, there are 5 steps:
· Identify behavioral and non-behavioral causes of the problem: so these are our risk factors - notice that we are focusing on both personal (behavioral) and environmental ones (non-behavioral)
· Develop inventory of behavior: categorize it as preventive or treatment
· Rate importance of behavior: here we evaluate each risk factor to decide how much of an effect it really has on behavior (look at studies of correlation, causation, etc.)
· Rate changeability of behavior: here we look at how able we are to change the risk factor (i.e. if unhealthy eating is a risk factor, that is easier to change than something like a LAW which forces everyone to eat McDonald's every day)
· We should consider:
· 5W & H questions:
· When do we want to change it by?  
· What is it we are trying to change?  Is it very entrenched?
· Who is trying to change?
· How much do we want to change it?
· History:
· What does the literature say?
· Have they tried to change it in the past?
· Choose behavioral targets
· And then we repeat the same thing for the ENVIRONMENTAL factors
· Discuss educational and organizational diagnosis.
· Here we look at predisposing factors, enabling factors, and reinforcing factors
· Predisposing factors: antecedents to behavior that provide the rationale or motivation for behavior
· Example: knowledge, beliefs, attitudes, values, confidence, perceived needs and ability
· Most of these things we do NOT change - i.e. it is hard to change somebody's personality or values
· Enabling factors: antecedents to behavior that allow a motivation to be realized
· Example: 
· availability & accessibility of health resources
· community/government laws, priority, and commitment to health 
· Health-related skills (i.e. relaxation techniques)
· It is usually these things that we want to change, and indeed later we evaluate how successfully we have changed them
· Reinforcing factors: factors following a behavior that provide a continuing reward or incentive for the persistence or repetition of the behavior
· Example: 
· People's approval: family, peers, teachers, employers, health providers, community leaders, decision maker
· Non-people-based stuff: satisfaction, etc.
· Discuss administrative and policy diagnosis.
· So this is made up of two parts…
· Administrative diagnosis (more of a resource thing):
· What resources do we need?  How many staff?  What's the budget?
· What is available to me now?
· Given all this, what are my barriers?  Do I have enough staff?  Are they committed enough?
· Policy diagnosis (more of a political and community support thing): 
· Does your plan fit with existing policy, regulation, and organization?
· For example, are you really going to change things with this plan?  Are you going to ask people and organizations to do things that there is no way they'll do?
· Are there any political issues which your plan will have to allow for?
· Discuss implementation.
· Alright congratulations, you have done all the research footwork.  Now you are a going to put a plan into action.  This plan should include:
· Adequate budget, good organizational and policy support, good training and supervision of staff, good monitoring, consideration of opportunity costs
· Also SUSTAINABILITY is important here: is our plan meant to go long term?  If so, how do we prepare for that?
· Discuss process evaluation.
· Alright, so what this means is we have to evaluate how the program is going - is it running like we intended it to?  Is it being implemented correctly?
· The advantage is that earlier detection of problems allows us to correct them before it is too late
· Discuss impact evaluation.
· So this is when we are NOT measuring the "end goal" (i.e. decrease in heart disease) but we are looking at whether the things we tried to change, such as:
· the targeted behaviour
· the predisposing, enabling, and reinforcing factors
· the environmental factors
· Discuss outcome evaluation
· So this is what it comes down to - was the ultimate goal of the program achieved?
· So we look at health status indicators, quality of life indicators, etc.
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Introduction

· What is social marketing?  List its crucial elements.
· Alright, so social marketing is just (another) program planning process, but it is unique in that it is rooted in (some of) the same principles as product marketing
· The famous quote is: "If they can sell cigarettes, why can't we use the same techniques to UNSELL them?"
· It has the following crucial elements:
· It promotes the VOLUNTARY behavior of target audiences (we are not coercing them to do anything)
· It offers target audiences the BENEFITS they want (however, we are "allowed" to do stuff to convince them that they want these benefits)
· It reduces BARRIERS that the audience is concerned about (note that this means we are helping them to DEAL with barriers, instead of REMOVING them - because that would be an ecological thing)
· It uses PERSUASION to motivate the audience's activity
· Who created this idea?
· I think it was Kotler and Roberto…
 

Social Marketing is Unique

· Alright, so definitely social marketing has elements from different areas/disciplines, but there are still crucial differences.  Name some of these related areas and explain how social marketing differs from them.
· Education: definitely social marketing includes education because we need to tell them about certain thing (i.e. the benefits that they can receive from our program)
· HOWEVER, it does not deal with barriers to healthy behavior
· Advertising: definitely there are parallels, for instance the fact that both disciplines use persuasion
· HOWEVER, advertising is only beneficial to the "seller", whereas social marketing for health benefits all
· ALSO, like education, it does not deal with barriers to healthy behavior
· Legislation: this one really doesn't have that many parallels to social marketing, bhere are a lot of differences:
· Legislation is COERCIVE, meaning that people DO NOT have a choice about whether to "participate" (although this is not always the case because maybe a law or policy is only active during certain hours)
· Legislation is also non-educational - we are not really giving them information or convincing them of anything
· Thinking about those 3 things: explain how they make up a continuum of approaches we can take to people depending on specific characteristics they hold.  What are these characteristics, and what is the continuum?
· Well when we think of people, we realize that 2 characteristics make a big difference in how effective our program will be with them:
· Are they willing to change their behavior?
· Is it easy to communicate with them and explain our case?
· So depending on where they stand with these things, we can (roughly) say which element (between education, advertising, and legislation) we will need to emphasize:
· If they are prone to behave like we want them to, and it is easy to communicate with them: EDUCATION, because they will easily accept our words and change
· If they require that we show them how our proposals will benefit them: ADVERTISING, because now a little convincing is required
· If they are resistant to behaving as desired and they find it difficult to see our point when we explain to them why they should change: LEGISLATION, because then they have no choice but to "participate"
 

Elements of Social Marketing Practice

· What are the 4 elements of social marketing practice?  Discuss each.
· Exchange Theory: this is the idea that one of the goals of social marketing is to influence the target audience's decision with respect to the notion of "exchange": are the things I am giving up worth the things I am getting?
· So, the "price" which the "buyers" pay (i.e. what they are sacrificing to participate in this intervention) could include their money, time, effort, etc.
· Whereas the "goods" which the "sellers" are offering also vary widely
· They could be tangible, like a smoking cessation kit or a gym membership
· Or they could be intangible, like the pride associated with having a healthy lifestyle and a fit body
· Basically, we have to convince them that the "deal" is "worth it"
· Consumer Orientation: this basically means that we want to "know" our "market" - we have to do our research work to figure out where they are coming from so that we can tailor our "message" appropriately
· So this focus has to be "tight and continuous": we want to give them new messages and always be keeping up to date on their needs and beliefs
· It involves the use of information to understand the market members and develop marketing offers that respond to their perceptions…and we do this through stuff like:
· Focus groups: just like advertising!
· Competitive analysis: to gain a better understanding of the environment in which consumers are making their decisions - if people are choosing to eat those burgers instead of coming on "our side" and eating fruit, what is Burger King doing to make them do that?
· Audience Segmentation: this is just being smart and recognizing that your audience is not all the same, so you will want to recognize differences and then cater messages accordingly
· We can divide based on stuff like: geography, demography, social structure, behavioral variables, and psychography
· Marketing Integration: so here we use marketing concepts to influence our approach and help us think about how to make it more appealing:
· Price: what is the cost of the lifestyle change to the person?  Could be in terms of money, time, effort, etc.
· Product: what is it?  The good/service/idea that you want the population to pick up
· Promotion (communication): how are you going to convince them of this?  Can you give them incentive (i.e. a free healthy eating cookbook) for joining?
· Place (dissemination): where you are disseminating your message..i.e. over TV/newsppaer (this is similar to promotion)…or maybe @ a doctor's office or pharmacy
· A 5th “P”:  Participation: how will we get the community involved in participating…they want the community involved in all stages
· This is what focus groups are all about - they want to know what the community thinks so that they can phrase the message to have the right impact
· In other words, we want the perfect marketing mix: "the right message to the right person in the right way at the right time"
· Explain how the National High Blood Pressure Education Program of 1972 demonstrated the perfect "marketing mix".
· Product: knowledge of BP and better compliance with BP medications
· Target audiences and goals:
· Public: better knowledge of BP and effects, increased screening
· Docs: increased testing of BP, increased compliance with best practices
· People with high BP: increased understanding of treatment regimen, increased compliance
· Note that age and ethnicity are important segmentation factors
· Place: free BP clinics, pharmacies
· Price: free (financial!) and local (time-wise)
· Promotion: TV commercials, TV personalities, educational materials widely distributed
 

Social Marketing and the Media

· Explain how and why the media is important to social marketing.
· In many ways, media organizations serve as "gatekeepers": they CONTROL who gets "through the gate" into the place where they are able to influence the public's opinion
· They do this by setting the public agenda and stimulating discussion on issue through outlets like:
· Written text: e.g., national newspapers, local newsletters, magazines, brochures, flyers, posters
· Television: Network TV, Cable TV - they can control PSA's, decrease ad time for unhealthy products, etc.
· Radio: same deal…
· So now let's think about media messages concerning health-related issues.  What are some of the ways that they can VARY?
· Style (dramatic, humorous, use of threat or fear)
· One-sided or Two-sided arguments: for whatever thing they are presenting, do they list its disadvantages too? (i.e. side effects of drugs)
· Source: it could be a "doctor" recommending that you do something, or it could be a peer (very effective)
· When we are thinking about the involvement of media in our intervention (whatever it is), what are the different ROLES it can play?  List and discuss.
· As primary change agent: this is when it is the primary or only means of achieving the goal of knowledge increase, shift in social norms, or behaviour changes
· For example, recall that Kellogg's Bran Cereals used television to educate people on the importance of fiber, and BOOM - sales of their (fiber-enriched) cereal went up!
· As complement to other interventions: here it is just one part of several modes of communication (i.e. print, face to face, school-based prevention, etc.)
· For example, in Tanzania they had TV shows where they showed people going to the clinic to get HIV tested - obviously this is not the only way that you are going to try and get someone to get checked for HIV, but it was ONE OF THE WAYS (that is the point)
· As a means of recruitment & promotion of services: so here they just want you to be AWARE of the opportunities that are out there to get healthier (so this isn't THE INTERVENTION but more so TELLING PEOPLE about what the intervention is)
· For example, they put commercials on TV telling people about tap water scald burns, and that further information would be coming with their hydro bill for that month
· To provide support for lifestyle changes: this is when media reinforces the behaviour change message, encourages maintenance of the change, and keeps the message on the public agenda - in other words, the people have ALREADY CHANGED and we just want them to stay with it
· For example, the Stanford 5-city project for smoking was a great success, and so they had commercials where people came on and talked about their success
· Alright when it comes down to it, what are 4 ways that media can cause change?
· Transmitting information
· Arousing fear of disease
· Increasing perception of risk
· Raising self-efficacy to change behaviour
 

Evaluating the Strategy

· What are the strengths and weaknesses of the social marketing approach?
· Strengths:
· The ability to reach large #'s of people - much more than you could reach if you wanted to bring them in somewhere and have them sit down when you talk to them
· When it is done to its fullest, the planners will have a greater understanding of target population
· Limitations:
· Low impact…although it can serve as a trigger for those who are thinking about changing their behavior…but pre-contemplation people will be missed (b/c they are resistant to change at this stage)
· Can't address environmental concerns: in terms of changing them…although you can address how people can OVERCOME them
· i.e. direct people to smoking clinics, smoking cessation products, etc.
· The cost can be very high -- that's why sometimes people miss key ingredients when jumping to education, b/c the money just isn't there
· Cannot fully deal with the complex stuff (i.e. safer sex): best to use social marketing with simpler things
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Evaluating the Strategy

· What are the strengths and weaknesses of the social marketing approach?
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Introduction

· OK.  So what the heck are we talking about when we refer to diffusion of innovation?
· It is basically describing and UNDERSTANDING the way that new ideas, products, and social practices spread within a society or from one society to another
· In other words, we want to understand social change on a MACRO level (not a micro level, as the entire first part of this course deals with)
· Realize that this is regarding how a behavior SPREADS, not what the behavior is itself - so it is non-specific!
· So we categorize based on (?):
· By people
· By locales
· Let's get our definitions straight.  What is "diffusion", and what is "innovation"?
· Diffusion: so how do we get information from one place to another?  Across space and time…
· Innovation: it could be anything that's new…so this theory can relate to all sorts of things…
· Innovations exist outside of health too: VCR's, MP3 players, Facebook, etc.
· And in health: flu shots, glucose monitors, telehealth, health in rural areas, etc.
 

Legitimization of Innovation

· What is the legitimization of innovation curve?  Explain each of the points along this curve.
· All this means is that we are thinking about how an idea spreads, in terms of WHO adopts it and WHEN they adopt it
· If we think of it as a curve, we will see a "flat" part at first as people slowly warm up to it, and then a much steeper slope as it gains popularity, and then a leveling off at the top
· Realize that this is ideal - of course if our innovation is no good, then the curve will mess up along the way (more on this later)
· So let's break down the points
· 1 - Slow uptake I: only a few ppl at the beginning who want to get the new thing as soon as it comes out…
· These people:
· Are the adventuresome, independent, trend-setters
· They want to get their names in all the journals, are trying to go and outdo all the other programs
· They are doing the most research
· They find fault easily with the options that are out there, so they want to try something new
· They have a high SES and they are atypical
· 2 - Slow uptake II: there are also people who like new things but don't want to waste their money on it quite yet…wanna make sure the thing has no bugs…etc. - this point on the graph is still fairly horizontally sloped
· These people:
· Do some weighing of the pros and cons
· They think of fixes for things that didn't work before
· They have good communications networks b/t them so they hear about new things that are available
· They are respected by others so their opinion will matter (we see that they immediately precede the huge jump)
· They want to see what happens to the innovators first before jumping in because once they put their stamp on something, they want it to be something that everyone participates in
· They also have high SES
· 3 - rapid acceptance I: these people are the first of the rapid accepters…they only latch onto something after they see that it has been approved by others
· These people:
· Are the early majority 
· They are motivation oriented…get hung up on the pros and cons…and have to wait for the pros to really overcome the cons…
· They need to be convinced of the positives (as opposed to going out and trying to find them on their own)
· 4 - rapid acceptance II: these people are the second rapid acceptors…
· These people:
· Follow social norms: by this point, about half the pop has already adopted the new program and it is becoming normalized
· 5 - slowing: these people are hard-headed and they resist anything new
· These people:
· Are socially isolated
· They are highly resistant to change
 

Dissemination of the Program

· Why is dissemination important?  Discuss its 3 components.
· Dissemination of a program is important because if it is not effective, the program will not reach anyone - no matter how good the innovation is
· The 3 categories are:
· Adoption: uptake of the program by the target audience
· This means that they have to know about the program, they have to consider using it (believe that it would be relevant for them), have to weigh some of the costs and benefits
· Implementation: initial use of the program in practice
· Here is when we actually deliver the program - on a trial or full basis
· Maintenance: ongoing implementation or continued use of the program
· What are some attributes that determine how well something will diffuse?
· Relative advantage 
· Is the innovation better that what it will replace?
· Compatibility
· Does the innovation fit with the intended audience?
· Does it have a disruptive effect on the social environment?
· Communicability/Complexity
· Can the innovation be understood clearly and easily? 
· Is the innovation easy to use?
· Observability
· Are the results of the innovation observable and easily measurable?
· Reversibility (trialability)
· Can the innovation be reversed or discontinued easily?
· Can the innovation be adopted with minimal risk?
· Time
· Can the innovation be adopted with a minimal investment of time?
· Commitment
· Can the innovation be used effectively with modest level of commitment?
· Flexibility
· Can the innovation be updated and modified over time?
· So if we think about this whole diffusion of innovation thing as a flow chart, what would it look like?  What would we see?
· Components of the chart:
· First we would have a resource system: this is essentially the thinking and research behind the innovation
· And we would have a user system, which is basically the people who we want to use this innovation
· Between these we would have a linkage system, which could be formal or informal
· Formal: use the media and have commercials, etc.
· Informal: word of mouth, partnerships between organizations, conferences, etc.
 

Failure

· What are some of the reasons why diffusion of innovation can screw up?  (Probably more accurate to think about the STAGES at which we can have failure)
· Innovation failure: sometimes the innovation just sucks because it doesn't solve the problem, doesn't have the intended effect that you had hoped for…
· Communication failure: you have a good innovation but the user system is unaware that it is there b/c you have never communicated that idea…or the user system has been improperly informed of the availability/applicability
· Adoption failure: they knew about it but couldn't adopt it - maybe not enough people, resources, time, etc.
· Implementation failure: tried to do it but failed
· Maintenance failure: got it going and it was great, but momentum was lost…long term projection of costs that are needed wasn't calculated well…etc.
 

Class Activity

· Consider the following intervention, and evaluate it according to the different attributes which determine how well some idea will diffuse:
· Smoking bans in restaurants and bars (1990's-2000's)
· Involves complete cessation of smoking in all bars and restaurants in a defined area
· Can be enabled by different levels of legislation (i.e. provincial laws, regional, etc.)
· Can be enacted fully or only "restaurants"
· Once enacted it must be enforced (health inspectors and police)
· Demonstrated effectiveness with respect to exposure to second hand smoke
· Answers:
· Relative advantage: 4 stars because it's not just a separation of smokers from non, but it is a distinct step up in intensity
· Compatibility: they won't like it in bars…restaurants slightly more acceptable…but still, people won't like it!  It will be disruptive!
· Communicability and complexity: it is very simple to understand the concept that you cannot do something anymore.  However, in terms of "easy to use"…now you have to be confrontational with people!
· Observability: this was marked pretty low…but Bullock disagrees…because…all we want to do is OBSERVE whether the ban is working or not…so all we have to do is go into restaurants and see if people are smoking…or even just smell it…!  So 3.5-4 stars
· Reversibility/trialability: not reversible at al…you're basically going to undo a law!?!?  Although maybe you could "reverse" by just not enforcing it as much anymore…
· Time: well you have to pass the law…but it's just a by-law (what does that mean?) so it won't be as bad…
· Commitment: fairly high - you have to get everyone to agree…it has to become acceptable…on the other hand it's a law so you have to keep to it anyway…so 2 stars for it…
· Flexibility: not THAT great…you can't change laws all that easily...
· Consider the following intervention, and evaluate it according to the different attributes which determine how well some idea will diffuse:
· Peer-led HIV education and support programs (mid-80's)
· Involves a peer leader taking a training course to learn up to date HIV/AIDS information
· Setting up a party and inviting their friends to come over and covering the material included in the curriculum in a fun, interesting sort of way that engages the participants (not preaching)
· Program needs to be housed and run form somewhere (ie.. AIDS committee, public health unit)
· Demonstrated effectiveness with respect to improved knolwedge, attitudes, and behavior
· Answers
· Relative advantage: GOOD b/c you are spreading the information in a new way that is interesting.  As well, you get more social support!
· Compatible: good because you can adapt the method to other people
· Communicability/complexity: people might not want to come to these parties so it is not "easy to use" - it's not like a smoking ban when the intervention "comes to them"
· Also you are relying on ONE person to communicate the information
· Observability: we could look at whether people are practicing safe sex, prevalence of (new) cases of HIV, etc…but how observable is stuff like this?  It's hard…b/c a lot of it would be self-reported…and also you don't always know right away if you have it…SOCIAL DESIRABILITY BIAS - they don't want to talk about this issue
· Reversibility/trialability: very much so because you can just stop having the meetings…it's just a party…it's a one time thing…
· Time/commitment
· Well time is required for training the leaders…recruiting members…establishing trust b/t leaders and group members…holding the meetings…but still at least it's just a few people going through the training…easier to organize…
· Commitment - it's not too bad…meetings don't take FOREVER…you can stop doing it if you want…
· Flexibility: VERY GOOD b/c it's easy to change information and teaching style during these meetings, if doing so is appropriate
· On the other hand what if you need to re-educate them?
· The final story…the smoking bans diffused and the HIV thing didn't, even though perhaps the HIV thing had better ratings!  So, why?
· Maybe this rating system isn't the best
· Maybe certain aspects of the ratings have disproportionately high effects
· Maybe the fact that public policy was behind one, while personal choice was behind another, makes a difference
· Maybe the communication wasn't done properly
· Also even if there was resistance, what are the restaurants gonna do?  Leave the city!?  No!
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Topic 17: Community Development

 

The Continuum of Community Involvement

· Alright, right away we have to realize that for any given intervention, the community is going to be involved.  What we have to determine, however, is the extent of this involvement.  Name the 3 different "extents" of community involvement and discuss each.
· Firstly, the continuum from low community involvement to high: community advisory board only -> community organization -> community development
· Community advisory board: this is when agencies develop solutions in consultation with the community so that the programs suit the local needs and circumstances
· Here the community's role is LIMITED and REACTIONARY (i.e. we just want their feedback - we might do focus groups or something similar, but that's all)
· This mostly happens when: there is high unemployment and rates of poverty, because the thought is that such people would not be able to perform any role greater than this in terms of helping with the intervention
· Thus we are dealing with few of the strengths and few of the resources of the community
· This would be considered a "top down" approach
· Community organization: the process of involving major agencies and institutions and groups to work together, to coordinate services and create programs for the purpose of improving the health of the community
· So now the community is more involved because we are building a coalition: working with THEIR agencies, organizations, and people
· This mostly happens when: agencies are strong and stable, population is higher educated, there are good social networks, and when you can get those businesses and agencies to participate in the first place!
· So we are dealing with more of the strengths and resources of the community than the last one
· This is NOT a top-down approach
· Community development: this is when the community identifies its own needs and plans its agenda, builds the capacity to plan and take action to address these needs
· So now the community is MAXIMALLY involved because they were the ones who came up with the idea in the first place
· This mostly happens when: the community is sufficiently convicted about some issue that they want to do something about it, so they do
· Thus ALL of the resources and strengths ARE the community
· This is considered a "bottom up" or "grassroots" approach
· Bonus point: this leads to empowerment, communal self-efficacy, and collective ownership
· Another way of thinking about the different ways that a community can be part of an intervention is to consider how community mobilization occurs.  What are the 3 ways in which this can happen?
· Locality Development: a broad cross-section of people FROM THE COMMUNITY identify and solve their own problems
· This result in a strong group identity and sense of community
· In a way, it is top-down because it starts with a few people in the community who organize everyone else (it is still not the WHOLE community at once)
· Recall the example of the Grand River trail development, where it started with a few people in the community who thought there needed to be some change
· Social Planning: outside planners (usually public health program planners) look at the community, identify a problem, then come in and try to solve it
· So here they are very task oriented, based on rational problem solving
· They have to come in, convince the population there is a problem, and then convince them to adopt THEIR solution for the problem
· Local participation ranges from a little to a lot
· Social Action: somewhat like locality development, except now the WHOLE COMMUNITY is pissed off about something (usually they are a disadvantaged and disorganized segment of the population)
· Often they want a redistribution of resources (remember they are disadvantaged, so probably they feel they aren't getting enough)
· Unlike locality development and social planning, this is typically grass-roots development (because we DO NOT have a few people at the top driving the agenda on their own)
· Recall the natives in Canada, and the way they ALL are protesting against the government
 

Steps in Community Organizing and Building

· What are the steps to community organizing and building?  Discuss each.
· Recognize the issue: this is self-explanatory - we have to realize that there is a problem
· The critical issue here is whether the cognizance happens from within the community or from outside, because it will have GRAVE consequences for many other aspects of the ultimate intervention (which you should know - i.e. top down vs. bottom up, degree of community involvement, how easy it will be to make it happen, etc.)
· Gain entry into the community: here we already see the importance of how "Step 1" goes down
· If the issue was identified within the community, then we do not have a problem
· If the issue was identified OUTSIDE of the community, then we have to enter via one (or more) of several routes:
· Gatekeepers (more on these guys later) - these are individual people or groups of them
· An established, well-respected organization or institution in the community such as a service-group, religious institution, health or recreation centre, etc.
· Organize the people: alright, so we do this in 2 stages - first the core group, then the coalition 
· Core group: we need to have a small group of people who will spearhead things…and they should have the following characteristics:
· They should be already interested in the idea
· They should be most affected by the problem (and not merely on a "token" basis)
· It should be relatively small
· It should be the people committed to seeing resolution of the issue
· There should be a leader from within the community in this group
· Coalition: these people form the rest of the "team", and they can step in when necessary to provide extra power, resources, and expertise.  It will include the following kinds of people:
· Active participants – who will take part in most group activities and do the work that needs to be done 
· Occasional participants – irregular involvement, when major decisions are to be made they have a (small) say
· Supporting participants – seldom involved but may contribute in non-active ways or through financial contributions
· Volunteers - some or all of the above people can be volunteers, but it is HARD to get such people (thus we may have to pay…)
· Assess the community: now we look at the community and we think about what to do given what we have…and there are 2 ways of doing this:
· The first way is to start by thinking about the NEEDS of the community: what does the community NEED in order to solve the problem at hand?
· The fundamental assumption with this approach is that we are going to "import" what we do not have in terms of people and resources - thus community involvement is typically lower
· The second way is to start by thinking about the ASSETS of the community: what does the community already have that can be used to solve the problem?
· The fundamental assumption here is that we are going to use what we have and train people to fit the roles which we need - thus community involvement is typically higher
· More later on how exactly we evaluate this...
· Ideally, we will consider both the needs and the assets of the community
· Determine priorities and set goals: the point of this is obvious, but the real issue to discuss here is WHO we involve in this process, and HOW we involve them:
· We should start with priorities, then set goals based on that
· The stakeholders (those who have something to gain or lose based on how this decision turns out) should DEFINITELY be involved
· It is best to do this via CONSENSUS instead of majority voting, because we do not want ANYONE to feel alienated (especially since they could be a member with major influence, like a gatekeeper)
· Note that this is often the most difficult part of the process, may cause turf struggles 
· Recall that we discussed the importance of gatekeepers in gaining access to the community.  What do we mean by this?  What are characteristics of gatekeepers?  How should we go about talking to them?  What are some examples of them?
· Gatekeepers are the natural leaders in the community who have influence over others (both formally and informally)
· They know their community, how it functions, how to accomplish tasks  
· They influence the people with money, or they themselves have the money
· When we approach gatekeepers, there are some things to keep in mind:
· We must approach them on their terms and play their game
· They should only be approached once a base of knowledge exists about the issue
· Sometimes gatekeepers are groups of people, rather than a single person
· Some examples of gatekeepers: parent-teacher groups, clergy, activist groups, etc.
· When we think about the assets in our community, what do we think about?  Explain how such thinking would be structured.
· First we think about primary assets: these include individuals and organizations THAT LOCATED IN THE COMMUNITY, OPERATED BY COMMUNITY MEMBERS, AND INVESTED IN THE OUTCOME
· Individuals: we are talking about their personal skills, talents, development of personal income
· If people don't have the skills to get jobs, you want to teach them skills that they can continue on with
· Teach them research skills, how to interview, how to conduct programs…so we are building capacity…this is something that the members of the community afterwards can carry forward to the next issue/problem
· Organizations: these also have capacity to help through financial contributions, using their influence, etc.
· For example, we have organizations of businesses like chambers of commerce - part of its role is typically to make a stronger community…to make sure that they have strengths that they can sell to businesses to try and attract them there…
· There are also citizen's associations - organizations within the community - like grass roots citizens mobilizing around something…i.e. neighborhood watch associations - safety, lighting, road conditions, facilities i.e. parks
· Cultural organizations like clubs and societies…
· After the primary assets, we think about the secondary ones: private and not-for-profit institutions, public institutions and services, and physical resources
· Universities…(although they are "primary" if they are in the region)
· United way
· Lions club (but it is located in the community so it might be primary)
· Hospitals, rehab clinics, police, libraries -- public institutions
· Physical resources…like vacant land!
 

Challenges of Working In/With Communities

· What are some of the places where there can be difficulty in working with communities?
· What are the resources?
· Time, money, people - staff and volunteers
· Political climate
· How is the community mobilized?
· Grass roots vs. top down approaches
· Who are the leaders/planners?
· How effective are they at championing their cause?
· History of relations b/t the sectors
· Are there competing goals and agendas?
· Shared or divergent…
· Is there competition?
· Between organizations and people
· Issues of territoriality and turf protection
· Is it difficult to achieve consensus?
· Important: Distribution of power b/t organizations and people
· Do personality issues create conflict?
· Who owns the project?
· It could be difficult to move beyond agency ownership…
· And also there are monetary issues…
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Introduction

· Alright, before we start to "formally" discuss the role which social support can play in an intervention, what are some things we already know about what it can do?
· Firstly, we know that many DIFFERENT ASPECTS of our social environment affect health behavior:
· i.e. Income, time, education, standard of living, children, family, friendships, work, school 
· Secondly, we realize that social relationships to family, friends and the community help to define expected norms and customs 
· In turn, these customs act to normalize or de-normalize health and risk behaviour (i.e. they can act as either barriers to cues to healthy or unhealthy behavior)
 

What is social support?

· What are the two main ways to operationally define social support?
· Firstly, we can think of it in terms of "resources": social support is resources provided to other persons
· Secondly, we can think of it in terms of "information"…as in, other people giving us "information" to tell us that:
· We are loved and cared for
· We are esteemed and valued
· We are part of a network of communication and MUTUAL obligation (note that this implies a 2-way street)
· Another way of thinking about social support is to think about what FORMS it can take.  What are the 5 FORMS of social support?  Discuss each.
· Emotional support: expressions of love, empathy, trust and caring
· This helps to reassure the individual that they are a person of value 
· It enables individuals under stress to approach it with greater assurance
· Example: a strong, loving family that you know will love you no matter what
· Instrumental (Tangible) support: aid and services to directly assist a person in need
· These are practical things: it's all about someone doing something for you/with you
· Example: drinking…a family together going to counseling to overcome the child's alcohol/drug problems
· Example: exercise/diet: having a friend come with you to the gym…or drive you to the gym
· Informational support: advice, suggestions and information
· Example: giving advice to someone about how they can better manage an alcohol addiction
· Appraisal support: information useful for self-evaluation
· So here we mean things like constructive feedback, affirmation and social comparison…AND ALSO MODELING
· Example: parents drinking responsibly at home
· Example: jogging with a friend (although this is "instrumental" support, it is also appraisal support because you are modeling healthy behavior for them)
· Invisible support: the perception that support is available if needed
· This is because often one doesn't do anything, but just being there and being available can be extremely useful to people
· Example: we see this in questionnaires when we ask questions like, "How many people do you have in your life that you could go to to discuss a problem or situation in your life?"
· What is the issue of intentions vs. perceptions when we talk about social support?  What are the implications here?
· It is the idea that the INTENTION behind social support is not always the same as the PERCEPTION of the person who is receiving the social support
· So here we mean that when people give social support, they intend that it be delivered in a context of caring, trust, and respect for the receiver’s right to make his/her own choices
· However, the receiver may not PERCEIVE this support as helpful - in fact, well intended advice, suggestions and actions can be experienced negatively
· When we think about this, there are some implications:
· Firstly, for something to be "social support", only the INTENTION need be there (it doesn't matter how it is perceived for the sake of the definition)
· Secondly, we note that social support requires that the person be allowed to make their own choices: if we ever force them to do anything, it is no longer social support
 

How does it act to improve health or increase the probability of risk-taking and illness?

· So what we want to know here is, how do we go from social support (all the things we have thus far discussed) to better health behavior (or worse health behavior)?  List the pathways we would see in a flow chart diagram.  How is this related to population-based interventions?
· Alright, so recall that flow chart where we saw different pathways which we could take to go from social support to better physical, mental, and social health
· Social support <---> PMS health (so here there is a direct effect, and it is TWO WAY because they can affect each other [more later])
· Social support <---> individual coping resources <---> PMS health (again note it is 2 ways - think about why)
· Individual coping resources include: problem solving, perceived control, etc.
· Social support <---> stressors <---> PMS health (again 2 way, think about it!)
· Social support <---> organizational and community resources <---> PMS health
· Community resources include: community empowerment, community competence, etc.
· Social support <---> health behavior <--->  PMS health
· Health behavior includes: risk behaviors, preventive health practices, etc.
· Even though only organizational/community resources seems like a population level sort of idea, we can go from there through different routes to PMS health
· Discuss the direct effect pathway.
· There are actually 2 direct effect pathways:
· The first one is based on Maslow's Hierarchy of Needs - recall that on that triangle there is an order of things which people want, which will allow them to thrive and have good PMS health
· Two of those levels are provided by social support, and thus social support has a DIRECT influence on people's PMS health:
· The need for companionship, intimacy, and a sense of belonging
· The need to have reassurance of one's worth as a person; to gain recognition
· The other direct effect goes through health behavior, in the sense that social support encourages positive health behavior, which in turn means good PMS health
· Discuss the "indirect via personal resources" pathway.
· This relates to the fact that social support can enhance an individual’s ability to access new contacts and information to identify and solve problems
· It reduces unpredictability and uncertainty helping to produce desired outcomes increasing sense of personal control (self-efficacy) over specific situations
· In other words, personal resources help us to COPE: to handle situations when we are in them, and also to avoid the situations if need be
· And the self-efficacy helps us to BELIEVE that we can do this
· Discuss the "indirect via (changed) exposure to stress" pathway.
· This refers to the fact that social support can help by changing the frequency and duration of our exposure to stressors:
· i.e. a supportive supervisor for grad students
· i.e. home situations - a family helps out with the laundry
· Discuss the "indirect via community resources" pathway.
· Social support is related to community in 2 ways:
· Firstly, for a single person, social support can enhance their attachment to the community and increase the number of social linkages they have
· Also, social support within a community can increase its ability to come together to form effective coalitions and solve problems 
· Basically, it increases community capacity and power
· Discuss the "indirect via risk behavior" pathway.
· Social support can influence and support healthy or unhealthy behaviour through interpersonal exchanges (you know what this means): modeling, tangible support, etc. -- because all this affects whether a person engages in risk behaviors or not
· There were 2 "bonus" pathways.  What were they?  Explain them.
· The 2 bonus pathways were just ways in which something could affect "stressors", which could then affect PMS health
· Firstly, individual coping resources: the idea here is that coping resources such as your friends can listen to your problems and help you with chores so that your stress is REDUCED, which can lead to PMS health
· Secondly, community and organizational resources: the idea here is that community and organizational resources can affect (decrease, specifically) your stress by giving you new skills and abilities that build your self-efficacy (perhaps a community college that gives you some new skill) that will help you get a job and therefore reduce your stress
 

Can we intervene to enhance the positive aspects of the social support---health association?

· Why is it important that we learn how to enhance social support?
· Because it has been SHOWN to be positively related to so many areas: Smoking cessation, Weight loss, Addiction recovery, Adherence with medical regimens, Adherence with exercise programs, Help-seeking behaviour, Reduction in CHD risk
· What are 3 ways in which we can enhance social support?
· People can be taught how to provide better support
· E.g., Tape of how to be an effective care giver for spouses of CHD patients, guidance in how well-intentioned actions may make things worse and what helps
· People need to be encouraged to recognize the potential sources of social support in their environment and how to draw on them effectively
· E.g., joining community groups, informal support groups that meet regularly (e.g., AA), running groups
· Health Promotion Planners should always explore ways of creating social ties, and developing means of identifying and aiding socially marginalized individuals who do not have adequate support
 

Overview of Social Support

· What are some examples of the different forms of social support?
· Tangible aid
· Do people need a ride to the program? 
· Can we change the environment itself to make it more supportive of healthy behaviour? 
· Support networks  (Emotional, Appraisal, Invisible)
· Can spouses be taught how to provide the support a sick individual needs?  
· Can support groups be formed to discuss problems of mutual concern and problem solve together? 
· Modelling, and peer pressure  (Appraisal)
· Do people need help to be removed from their neighbourhood and surrounded by non-users, to quit drugs if you can’t clean up the whole neighbourhood? 
· Information 
· Can information be provided to help people make difficult decisions (web sites, pamphlets, meetings with nurses or counsellors)
