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SOCIAL COGNITIVE THEORY
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INTRODUCTION
Social Cognitive Theory (SCT) started as the social learning theory (SLT)
in the 1960s by Albert bandura. it developed into the SCT in 1986 and
posits that learning occurs in a social context with a dynamic and
reciprocal interaction of the person, environment, and behavior.
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Personal factors: knowledge, expectations, attitudes etc.
Environmental factors: social norms, influence on others(ability to
change own environment) etc.
Behavioural factors: skills, practice, self-efficacy etc.
q The unique feature of SCT is the emphasis on social influence

and its emphasis on external and internal social
reinforcement. SCT considers the unique way in which
individuals acquire and maintain behavior, while also
considering the social environment in which individuals perform
the behavior

q The goal of SCT is to explain how people regulate their
behavior through control and reinforcement to achieve goal-
directed behavior that can be maintained over time.
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DEFINITION OF SOCIAL COGNITIVE 
THEORY
q According to Bandura (1991), the social cognitive theory is based on

the concept that learning is affected by cognitive, behavioral, and
environmental factors in contrast to the traditional psychological
theories that emphasized learning through direct experience.

q Bandura (1986) posited that virtually all learning phenomena can occur
by observing other people’s behavior and consequence of it. Looking
at what Bandura posited, two forms of social cognitive theory of
learning can be deduced. Namely; Enactive and Vicarious learning.

q Enactive learning refers to learning which occurs by doing and
experiencing the consequences of your actions

q Vicarious Learning refers to learning which occurs as a result of
observing other person’s experience or consequences.
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q Based on the above discussion SCT is a learning theory which
has come out on the ideas that people learn by watching
what others do, and that human thought processes are
central to understanding personality
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CONSTRUCTS OF SOCIAL COGNITIVE 
THEORY

The first five constructs were developed as part of the SLT;
Bandura (1986) added the construct of self-efficacy when the
theory evolved into SCT.
q Reciprocal Determinism - This is the central concept of SCT.

This refers to the dynamic and reciprocal interaction of person
(individual with a set of learned experiences), environment
(external social context), and behavior (responses to stimuli to
achieve goals).

q Behavioral Capability - This refers to a person's actual ability to
perform a behavior through essential knowledge and skills. In
order to successfully perform a behavior, a person must know
what to do and how to do it. People learn from the
consequences of their behavior, which also affects the
environment in which they live.
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q Observational Learning - This asserts that people can
witness and observe a behavior conducted by others,
and then reproduce those actions. This is often exhibited
through "modeling" of behaviors. If individuals see
successful demonstration of a behavior, they can also
complete the behavior successfully.

q Reinforcements - This refers to the internal or external
responses to a person's behavior that affect the likelihood
of continuing or discontinuing the behavior.
Reinforcements can be self-initiated or in the
environment, and reinforcements can be positive or
negative. This is the construct of SCT that most closely ties
to the reciprocal relationship between behavior and
environment.
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q Expectations - This refers to the anticipated consequences of a
person's behavior. Outcome expectations can be health-
related or not health-related. People anticipate the
consequences of their actions before engaging in the
behavior, and these anticipated consequences can influence
successful completion of the behavior. Expectations derive
largely from previous experience. While expectancies also
derive from previous experience, expectancies focus on the
value that is placed on the outcome and are subjective to the
individual.

q Self-efficacy - This refers to the level of a person's confidence in
his or her ability to successfully perform a behavior. According
to Bandura (1986), self-efficacy is the belief in one’s capabilities
to organize and execute sources of action required to manage
prospective situations. Self-efficacy is unique to SCT although
other theories have added this construct at later dates, such as
the Theory of Planned Behavior. Self-efficacy is influenced by a
person's specific capabilities and other individual factors, as
well as by environmental factors (barriers and facilitators).
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THE BOBO DOLL EXPERIMENT
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q The Bobo Doll Experiment according to Bandura (1988)
explains how modelling teaches general rules and strategies
for dealing with different situations.

q To illustrate that people, learn from watching others, Bandura,
Ross and Ross (1961) constructed a series of experiments using
a Bodo doll (inflated toy). They used 72 students from Stanford
University Nursery School varying in age 3 to 6 years and
divided them into two groups namely; experimental group
and the control group. The experimental group was made up
of 48 students in which 24 students were exposed to an
aggressive model and 24 students exposed to a non-
aggressive model. The control group was also made up of 24
students.
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CONT’D OF THE EXPERIMENT 

MODELING:
q Stage 1. 24 students (12 boys and 12 girls) watched a male or

female model behaving aggressively towards a Bobo doll for 10
minutes. The adults attacked the Bobo doll in a distinctive
manner-they used hammer in some cases, and in others threw
the Bobo doll in the air

q Stage 2. Another 24 students (12 boys and 12 girls) were
exposed to a non-aggressive model that played with the doll in
a quiet and subdued manner for 10 minutes.

q Stage 3. The final 24 students (12 boys and 12 girls) were used as
a control group and not exposed to any model at all.
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STOP AND THINK

Does the violence that children observe on television,
movies and videos games lead them to behave
aggressively?

12
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CONT’D OF THE EXPERIMENT.

RESULTS:
Bandura, Ross and Ross (1961) found out that, at the absence of
the models:
q Children who were exposed to the aggressive model

performed aggressive behaviours towards the Bobo doll while
those in the non-aggressive model played with the doll.

q The girls in the aggressive model showed more physical
aggressive responses if the model was a male but more
verbal aggressive response if the model was female.

q Boys imitated more physical aggressive acts than girls
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STRENGTHS OF SOCIAL COGNITIVE 
THEORY
According to Hurst (2014), the following are the strengths of the 
social cognitive theory:

q A great deal of learning occurs from watching.
q People have considerable control over beaviour of learning.
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LIMITATIONS OF SOCIAL COGNITIVE 
THEORY

According to Flamand (2014), the following are the limitations of
the social cognitive theory:
q The theory is loosely organized, based solely on the dynamic

interplay between person, behavior, and environment. It is
unclear the extent to which each of these factors into actual
behavior and if one is more influential than another.

q The theory heavily focuses on processes of learning and in
doing so disregards biological and hormonal predispositions
that may influence behaviors, regardless of past experience
and expectations.
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q The theory does not focus on emotion or motivation, other
than through reference to past experience. There is minimal
attention on these factors.

q The theory assumes that changes in the environment will
automatically lead to changes in the person, when this may
not always be true.

q Assumes that all behaviour is as a results of modeling not
genetic, illness or other influences.
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CLASSROOM IMPLICATION OF 
SOCIAL COGNITVE THEORY
q Teachers must set goals for students to accomplish
and help them to take records of these
accomplishments. Once a while, take the record and
celebrate their hard work. For example: Pictures
made by students can be pasted in the classroom so
that once a while teacher refer to them when
teaching.

q As teachers we must be cautious of how we react to
situations in the classroom since students learn from
what they see and imitate accordingly.
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q There can be many forms of non-verbal communication in
the classroom
u Students can learn from the teachers and peers that

certain symbols mean certain things. For example: thumbs
up means “good job” and holding two figures in the air
may be the teacher’s symbol for “quiet”.

u Students learn that stress, intonation, body movement,
personal space issues and eye contact are all part of non-
verbal communication.

q Teacher can apply this theory using technology by having
students watch a step by step how to video. For example:
they can observe how to create a paper flower and then
after watching the video create one themselves using the
information that was provided for them on the video.

18
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q Teaching and learning should be more of practical for
students to view and appreciate various concepts taught.
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OPINION
We agree with Bandura, that social cognitive theory is a way in
which children learn how to behave thus: By observing what
elders do or peers we tend to imitate them. For this reason,
when children are young we try not to expose them to people
who may say or do inappropriate things around them because
they may pick up on them and repeat them.

20

21

THANK YOU!     
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Theory of Planned Behavior
The Theory of Planned Behavior (TPB) started as the
Theory of Reasoned Action in 1980 to predict an
individual's intention to engage in a behavior at a specific
time and place.
The theory was intended to explain all behaviors over
which people have the ability to exert self-control.
The key component to this model is behavioral intent;
behavioral intentions are influenced by the attitude about
the likelihood that the behavior will have the expected
outcome and the subjective evaluation of the risks and
benefits of that outcome.
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The TPB has been used successfully to predict and
explain a wide range of health behaviors and intentions
including smoking, drinking, health services utilization,
breastfeeding, and substance use, among others.
The TPB states that behavioral achievement depends on
both motivation (intention) and ability (behavioral control).
It distinguishes between three types of beliefs -
behavioral, normative, and control.
The TPB is comprised of six constructs that collectively
represent a person's actual control over the behavior.

25

u Attitudes - This refers to the degree to which a person
has a favorable or unfavorable evaluation of the
behavior of interest. It entails a consideration of the
outcomes of performing the behavior.

u Behavioral intention - This refers to the motivational
factors that influence a given behavior where the
stronger the intention to perform the behavior, the more
likely the behavior will be performed.

u Subjective norms - This refers to the belief about
whether most people approve or disapprove of the
behavior. It relates to a person’s beliefs about whether
peers and people of importance to the person think he
or she should engage in the behavior.
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u Social norms - This refers to the customary codes of behavior in
a group or people or larger cultural context. Social norms are
considered normative, or standard, in a group of people.

u Perceived power - This refers to the perceived presence of
factors that may facilitate or impede performance of a behavior.
Perceived power contributes to a person's perceived behavioral
control over each of those factors.

u Perceived behavioral control - This refers to a person's
perception of the ease or difficulty of performing the behavior of
interest. Perceived behavioral control varies across situations
and actions, which results in a person having varying
perceptions of behavioral control depending on the situation.
This construct of the theory was added later, and created the
shift from the Theory of Reasoned Action to the Theory of
Planned Behavior.
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Limitations of the Theory of 
Planned Behavior

u It assumes the person has acquired the opportunities and
resources to be successful in performing the desired behavior,
regardless of the intention.

u It does not account for other variables that factor into
behavioral intention and motivation, such as fear, threat,
mood, or past experience.

u While it does consider normative influences, it still does not
take into account environmental or economic factors that may
influence a person's intention to perform a behavior.

u It assumes that behavior is the result of a linear decision-
making process, and does not consider that it can change
over time.

29

u While the added construct of perceived behavioral
control was an important addition to the theory, it
doesn't say anything about actual control over
behavior.

u The time frame between "intent" and "behavioral
action" is not addressed by the theory.

30
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Behavioral Beliefs
Belief that narcotics 

will : 

•Result in death

•Harmful to health

Normative Beliefs
•Overdose  experience 

& personal guilty

•Any intervention 
from the nearest 

persons

Control Beliefs
Belief  that able to  

stop  using narcotics

Attitude Toward 
the Behavior

Aware that 
‘relaxing’ or 

‘excited’ efect of 
narcotics are false 

efect

Subjective 
Norm

The existence 
of self 

awareness

Perceived Behavioral 
Control

Perception that able to 
refuse narcotics are more 
dominant than consume 

narcotics

Intention
Intention to 

refuse 
narcotics

Behavior
Refuse to 
consume 
narcotics

Actual Behavioral Control
- Support from friends, parents, 

closefriends

-There are time, opportunity, 
money to get a detoxification/ 

rehabilitation

Applied of
Theory of Planned Behavior 
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Diffusion of Innovation Theory
u Diffusion of Innovation (DOI) Theory, developed by E.M. Rogers in

1962, is one of the oldest social science theories. It originated in
communication to explain how, over time, an idea or product gains
momentum and diffuses (or spreads) through a specific population
or social system.

u The end result of this diffusion is that people, as part of a social
system, adopt a new idea, behavior, or product.

u Adoption means that a person does something differently than what
they had previously (i.e., purchase or use a new product, acquire and
perform a new behavior, etc.). The key to adoption is that the person
must perceive the idea, behavior, or product as new or innovative. It
is through this that diffusion is possible.
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u Adoption of a new idea, behavior, or product (i.e., "innovation")
does not happen simultaneously in a social system; rather it is a
process whereby some people are more apt to adopt the innovation
than others.

u Researchers have found that people who adopt an innovation early
have different characteristics than people who adopt an innovation
later.

u When promoting an innovation to a target population, it is important
to understand the characteristics of the target population that will
help or hinder adoption of the innovation.

u There are five established adopter categories, and while the
majority of the general population tends to fall in the middle
categories, it is still necessary to understand the characteristics of the
target population. When promoting an innovation, there are different
strategies used to appeal to the different adopter categories.
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1. Innovators - These are people who want to be the first to try the innovation. They are
venturesome and interested in new ideas. These people are very willing to take risks, and are
often the first to develop new ideas. Very little, if anything, needs to be done to appeal to this
population.

2. Early Adopters - These are people who represent opinion leaders. They enjoy leadership roles,
and embrace change opportunities. They are already aware of the need to change and so are
very comfortable adopting new ideas. Strategies to appeal to this population include how-to
manuals and information sheets on implementation. They do not need information to convince
them to change.

3. Early Majority - These people are rarely leaders, but they do adopt new ideas before the
average person. That said, they typically need to see evidence that the innovation works before
they are willing to adopt it. Strategies to appeal to this population include success stories and
evidence of the innovation's effectiveness.

4. Late Majority - These people are skeptical of change, and will only adopt an innovation after it
has been tried by the majority. Strategies to appeal to this population include information on
how many other people have tried the innovation and have adopted it successfully.

5. Laggards - These people are bound by tradition and very conservative. They are very skeptical
of change and are the hardest group to bring on board. Strategies to appeal to this population
include statistics, fear appeals, and pressure from people in the other adopter groups.

34
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u The stages by which a person adopts an innovation, and whereby diffusion
is accomplished, include awareness of the need for an innovation, decision
to adopt (or reject) the innovation, initial use of the innovation to test it,
and continued use of the innovation. There are five main factors that
influence adoption of an innovation, and each of these factors is at play to
a different extent in the five adopter categories.

1. Relative Advantage - The degree to which an innovation is seen as better
than the idea, program, or product it replaces.

2. Compatibility - How consistent the innovation is with the values,
experiences, and needs of the potential adopters.

3. Complexity - How difficult the innovation is to understand and/or use.
4. Triability - The extent to which the innovation can be tested or

experimented with before a commitment to adopt is made.
5. Observability - The extent to which the innovation provides tangible results.

36
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Limitations of Diffusion of 
Innovation Theory

• Much of the evidence for this theory, including the adopter
categories, did not originate in public health and it was not
developed to explicitly apply to adoption of new behaviors or health
innovations.

• It does not foster a participatory approach to adoption of a public
health program.

• It works better with adoption of behaviors rather than cessation or
prevention of behaviors.

• It doesn't take into account an individual's resources or social
support to adopt the new behavior (or innovation).

37

u This theory has been used successfully in many fields
including communication, agriculture, public health,
criminal justice, social work, and marketing.

u In public health, Diffusion of Innovation Theory is used to
accelerate the adoption of important public health
programs that typically aim to change the behavior of a
social system. For example, an intervention to address a
public health problem is developed, and the intervention is
promoted to people in a social system with the goal of
adoption (based on Diffusion of Innovation Theory). The
most successful adoption of a public health program
results from understanding the target population and the
factors influencing their rate of adoption.

38

Cognitive Dissonance Theory 
(Festinger)

39 40

41 42
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ASSUMPTIONS

1. Humans are sensitive to inconsistencies between actions
and beliefs.

2. Recognition of this inconsistency will cause dissonance,
and will motivate an individual to resolve the dissonance.

3. Dissonance will be resolved in one of three basic ways:
a. Change beliefs
b. Change actions

c. Change perception of action

47 48
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Force field Theory (Kurt Lewin)
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PRECEDE-PROCEED
(L.Green)
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Brief History

• The PRECEDE framework was first developed and introduced in the 
1970s by Green and colleagues.

• PRECEDE is based on the basis that, just as a medical diagnosis 
precedes a treatment plan, an educational diagnosis of the problem 
is very essential before developing and implementing the 
intervention plan.
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• In 1990, PRECEDE-PROCEED was model added to the framework in 
consideration of the growing recognition of the expansion of health 
education to encompass policy, regulatory and related 
ecological/environmental factors in determining health and health 
behaviors.

• As health-related behaviors such as smoking and alcohol abuse
increased or became more resistant to change, so did the recognition 
that these behaviors are influenced by factors such as the media, politics, 
and businesses, which are outside the direct control of the individuals.
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PRECEDE-PROCEED (L. Green)
• It provides a comprehensive structure for assessing health and quality 

of life needs, and for designing, implementing, and evaluating health 
promotion and other public health programs to meet those needs.

• It guides planners through a process that starts with desired 
outcomes and then works backwards in the causal chain to identify a 
mix of strategies for achieving those objectives.

• In this framework, health behavior is regarded as being influenced by 
both individual and environmental factors, and hence has two distinct 
parts.
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First is an “educational diagnosis”

P R E C E D E
• Predisposing
• Reinforcing
• Enabling
• Constructs in
• Educational
• Diagnosis
• Evaluation
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Second is an “ecological diagnosis”

P R O C E E D
• Policy
• Regulatory
• Organizational
• Constructs
• Educational
• Environmental
• Development

89

The model is multidimensional and is founded in the social/behavioral 
sciences, epidemiology, administration, and education.

It has main two principles;
1. Health behaviour should be in voluntary. It should come from 

individual/group
2. Health behaviour is affected by environmental factor like 

predisposing, policy or enabling factor

90
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PHASE 1 – SOCIAL DIAGNOSIS
• The first stage in the program planning phase deals with identifying 

and evaluating the social problems that have an impact on the 
quality of life of a population of interest.

• During this stage, the program planners try to gain an 
understanding of the social problems that affects the quality of life 
of the community and its members, their strengths, weaknesses, 
and resources; and their readiness to change.

92

Methods used for social diagnosis may be one or
more of the following:

• Community Forums
• Nominal Groups
• Focus Groups
• Surveys
• Interviews
• Central location intercept

93

PHASE 2 – EPIDEMIOLOGICAL DIAGNOSIS

Epidemiological Diagnosis helps determine health issues associated with 
the quality of life.
• The focus of this phase is to identify specific health problem and non 

health factors which are associated with a poor quality of life.
• Epidemiological assessment may include secondary data analysis or 

original data collection.
• From phase 1 and 2 program objectives are created - that is the goal or 

goals you hope to achieve as a result of implementing this program.

94

Phase 3 - BEHAVIORAL AND ENVIRONMENTAL
DIAGNOSIS

BEHAVIORAL DIAGNOSIS
• This is the analysis of behavioral links to the goals or problems that 

are identified in the social or epidemiological diagnosis.
• Firstly, The behavioral ascertainment (fact findings) of a health issue is 

understood firstly through those behaviors that exemplify the severity 
of the disease
• Secondly, through the behavior of the individual who directly affect 

the individual.
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• Thirdly, through the actions of the decision- makers that affects the 
environment of the individuals at risk, such as law enforcement
actions that restrict the teen’s access to cigarettes.

• Once behavioral diagnosis is completed for each health problem 
identified, the planner is able to develop more specific and effective 
interventions.

BEHAVIORAL DIAGNOSIS

96
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ENVIRONMENTAL DIAGNOSIS

• This is a parallel analysis of social and physical environmental factors 
other than specific actions that could be linked to behaviors. In this 
assessment, environmental factors beyond the control of the 
individual are modified to influence the health outcome.

• For example, poor nutritional status among school children may be 
due to the availability of unhealthful foods in school.

97

Phase 4 - EDUCATIONAL DIAGNOSIS
• Once the behavioral and environmental factors are identified and 

interventions are selected, planners can start to work on 
selecting factors that if modified will be most likely to result in 
behavior change, and can sustain this change process.

• These factors are classified as predisposing factors, enabling 
factors, and reinforcing factors

98

• Predisposing factors include knowledge, attitudes, beliefs, personal 
preferences, existing skills, and self-efficacy towards the desired behavior 
change.

• Reinforcing factors include factors that reward or reinforce the desired 
behavior change, including social support, economic rewards, and changing 
social norms.

• Enabling factors are skills or physical factors such as availability and 
accessibility of resources, or services that facilitate achievement of 
motivation to

Phase 4 - EDUCATIONAL DIAGNOSIS
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Phase 5 - ADMINISTRATIVE AND POLICY
DIAGNOSIS
• This phase focuses on the administrative and organizational 

concerns, which must be addressed prior to program 
implementation.

• This includes assessment of resources, development and 
allocation of budget, looking at organizational barriers, and 
coordination of the program with all other departments, 
including external organizations and the community. These 
are detailed further in Green & Ottoson.

100

• Administrative Diagnosis assess policies, resources, circumstances,
prevailing organizational situations that could hinder or facilitate the
development of the health program.

• Policy Diagnosis assesses the compatibility of the program goals and 
objectives with those of the organization and its administration. This 
evaluates whether the program goals fit into the mission statements, 
rules and regulations that are needed for the implementation and 
sustainability of the program.

Phase 5 - ADMINISTRATIVE AND POLICY
DIAGNOSIS

101

Phase 6 - IMPLEMENTATION OF THE PROGRAM

Health promotional intervention 
Group
Mass
Individual

102
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Phase 7 - PROCESS EVALUATION

• It is used to evaluate the process by which the program is being 
implemented.

• It also helps identify modifications that may be needed to improve 
the program.

103

Phase 8 - IMPACT EVALUATION

• It measures the effectiveness of the program with regards to the 
intermediate objectives as well as the changes in predisposing, 
enabling, and reinforcing factors.

• Often this phase is used to evaluate the performance of educators.

104

Phase 9 - OUTCOME EVALUATION

• It measures change in terms of overall objectives and changes in 
health and social benefits or the quality of life.

• That is, it determines the effect the program had in the health and 
quality of life of the community.

105

Conclusion
• PRECEDE-PROCEED model is a participatory model for creating 

successful community health promotion and other public health 
interventions.

• It is based on the premise that behavior change is by and large 
voluntary, and that health programs are more likely to be effective if 
they are planned and evaluated with the active participation of those 
people who will have to implement them, and those who are affected 
by them.

106

• Thus health and other issues must be looked at in the context of the 
community.

• Interventions designed for behavior change to help prevent injuries 
and violence, improve heart-healthy behaviors, and those to improve 
and increase scholarly productivity among health education faculty 
are among the more than 1000 published applications that have been 
developed or evaluated that use the Precede-Proceed model as a 
guideline.

Conclusion

107 108
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The Transtheoretical Model (Stages of Change)
u he Transtheoretical Model (also called the Stages of Change Model), developed by

Prochaska and DiClemente in the late 1970s, evolved through studies examining the
experiences of smokers who quit on their own with those requiring further treatment
to understand why some people were capable of quitting on their own.

u It was determined that people quit smoking if they were ready to do so. Thus, the
Transtheoretical Model (TTM) focuses on the decision-making of the individual and
is a model of intentional change.

u The TTM operates on the assumption that people do not change behaviors quickly
and decisively. Rather, change in behavior, especially habitual behavior, occurs
continuously through a cyclical process. The TTM is not a theory but a model;
different behavioral theories and constructs can be applied to various stages of the
model where they may be most effective.

122

uThe TTM posits that individuals move through six
stages of change: precontemplation, contemplation,
preparation, action, maintenance, and termination.
Termination was not part of the original model and is
less often used in application of stages of change for
health-related behaviors.

uFor each stage of change, different intervention
strategies are most effective at moving the person to the
next stage of change and subsequently through the
model to maintenance, the ideal stage of behavior.

123 124

1. Precontemplation - In this stage, people do not intend to take action in the
foreseeable future (defined as within the next 6 months). People are often
unaware that their behavior is problematic or produces negative consequences.
People in this stage often underestimate the pros of changing behavior and
place too much emphasis on the cons of changing behavior.

2. Contemplation - In this stage, people are intending to start the healthy
behavior in the foreseeable future (defined as within the next 6 months).
People recognize that their behavior may be problematic, and a more
thoughtful and practical consideration of the pros and cons of changing the
behavior takes place, with equal emphasis placed on both. Even with this
recognition, people may still feel ambivalent toward changing their behavior.

3. Preparation (Determination) - In this stage, people are ready to take action
within the next 30 days. People start to take small steps toward the behavior
change, and they believe changing their behavior can lead to a healthier life.

125

4. Action - In this stage, people have recently changed their behavior (defined
as within the last 6 months) and intend to keep moving forward with that
behavior change. People may exhibit this by modifying their problem behavior
or acquiring new healthy behaviors.
5.Maintenance - In this stage, people have sustained their behavior change for
a while (defined as more than 6 months) and intend to maintain the behavior
change going forward. People in this stage work to prevent relapse to earlier
stages.
6. Termination - In this stage, people have no desire to return to their
unhealthy behaviors and are sure they will not relapse. Since this is rarely
reached, and people tend to stay in the maintenance stage, this stage is often
not considered in health promotion programs.
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To progress through the stages of change, people apply cognitive, affective, and evaluative processes. Ten
processes of change have been identified with some processes being more relevant to a specific stage of change
than other processes. These processes result in strategies that help people make and maintain change.
1. Consciousness Raising - Increasing awareness about the healthy behavior.
2. Dramatic Relief - Emotional arousal about the health behavior, whether positive or negative arousal.
3. Self-Reevaluation - Self reappraisal to realize the healthy behavior is part of who they want to be.
4. Environmental Reevaluation - Social reappraisal to realize how their unhealthy behavior affects others.
5. Social Liberation - Environmental opportunities that exist to show society is supportive of the healthy

behavior.
6. Self-Liberation - Commitment to change behavior based on the belief that achievement of the healthy

behavior is possible.
7. Helping Relationships - Finding supportive relationships that encourage the desired change.
8. Counter-Conditioning - Substituting healthy behaviors and thoughts for unhealthy behaviors and thoughts.
9. Reinforcement Management - Rewarding the positive behavior and reducing the rewards that come from

negative behavior.
10. Stimulus Control - Re-engineering the environment to have reminders and cues that support and encourage

the healthy behavior and remove those that encourage the unhealthy behavior.
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Limitations of the Transtheoretical Model
• The theory ignores the social context in which change occurs, such as SES and

income.
• The lines between the stages can be arbitrary with no set criteria of how to determine

a person's stage of change. The questionnaires that have been developed to assign a
person to a stage of change are not always standardized or validated.

• There is no clear sense for how much time is needed for each stage, or how long a
person can remain in a stage.

• The model assumes that individuals make coherent and logical plans in their
decision-making process when this is not always true.
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Behavior Change and communication (BCC)
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International Union for Health
Promotion and Education
(IUHPE)
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International Union for Health Promotion and Education
(IUHPE)
• The International Union for Health Promotion and
Education (IUHPE) is the non-governmental organisation
(NGO) with a global membership of professionals, decision-
makers, researchers and public health organisations involved
in health promotion and health education.

• Its mission is to contribute to promoting health and health
equity globally. One of its current
strategic prioritiesis to support the development

of health promotion systems (www.iuhpe.org).
• More than 65 years, IUHPE has operated an independent,

global, professional network of people and institutions
committed to improving the health and wellbeing of the
people through education, community action and the
development of healthy public policy.
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Goals
The IUHPE aims to achieve the following goals:
§ Greater equity in the health of populations between and within

countries of the world;
§ Effective alliances and partnerships to produce optimal health

promotion outcomes;
§ Broadly accessible evidence-based knowledge and practical

experience in health promotion;
§ Excellence in policy and practice for effective, quality health

promotion; and
§ High levels of capacity in individuals, organizations and countries

to undertake health promotion activities.
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Objectives
To achieve its goals the IUHPE will pursue the following objectives:
§ Increased investment in health promotion by governments, intergovernmental and non-

governmental organizations, academic institutions and the private sector;
§ An increase in organizational, governmental and inter-governmental policies and practices that

result in greater equity in health between and within countries;
§ Improvements in policy and practice of governments at all levels, organizations and sectors that

influence the determinants of the health of populations;
§ Strong alliances and partnerships among all sectors based on agreed ethical principles, mutual

understanding and respect;
§ Activities that contribute to the development, translation and exchange of knowledge and

practice that advance the field of health promotion;
§ Astrong and universally accessible knowledge base for effective, quality health promotion;
§ Capacity-building opportunities for individuals and institutions to better carry out health

promotion initiatives and advocacy efforts.
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Role of IUHPE
• Increased investment in health promotion by governments,

intergovernmental
and non-governmental organisations, academic institutions and the
private sector;
• An increase in organisational, governmental and inter-governmental
policies and
practices that result in greater equity in health between and within
countries;
• Improvements in policy and practice of governments at all levels,

organisations and sectors that influence the determinants of the health
of populations;
• Strong alliances and partnerships among all sectors based on

agreed ethical principles, mutual understanding and respect;
• Activities that contribute to the development, translation and

exchange of knowledge and practice that advance the field of
health promotion;
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• The wide dissemination of knowledge to health promotion practitioners as
well as to policy-makers, government officials and other key individuals and
organisations;
• Astrong and universally accessible knowledge base for effective, quality health

promotion;
• Improved mechanisms for the exchange of ideas, experience and knowledge

that promote health and wellbeing;
• Aglobal forum for mutual support and professional advancement of members;

and
• Capacity-building opportunities for individuals and institutions to better

carry out health promotion initiatives and advocacy efforts.

Role of IUHPE
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Activities/Projects
i. Advocacy
ii. Capacity building, education and training
iii. Communications and marketing
iv. Finance and internal control
v. Partnership and institutional affairs
vi. Strategy and governance
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Importance of IUHPE in the context of contemporary
public health.
• Accreditation: The IUHPE Health Promotion

Accreditation System comprises a devolved model
within which National Accreditation
Organisations.

Education and Training in• Capacity building, 
health promotion

• Community Health
• Evaluation
• Global Road Safety
• Health Promotion Effectiveness
• International Health Promotion on Programmes and Strategies
• Knowledge transfer

•Non-Communicable Diseases
•Physical Activity
•School Health
•Social Determinants of Health and Health 
Inequalities
•Tobacco Control
•IUHPE Research Report Series
• Research
•UN important resources for health promotion
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Role of health promotion and education in public 
health, primary health care development

u Prevention and Risk Reduction:

• Public Health: Health promotion focuses on preventing diseases and promoting healthy behaviors at

the population level. It involves interventions that address lifestyle factors, environmental conditions,
and social determinants of health to reduce the risk of disease.

• Primary Health Care: By integrating health promotion into primary health care, individuals receive

preventive services and education during routine health visits, helping to identify and address risk
factors before they escalate into more significant health issues.
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Empowerment and Education:

1. Public Health: Health education empowers individuals and communities to make informed decisions about

their health. It provides knowledge and skills necessary for adopting and maintaining healthy behaviors.

2. Primary Health Care: Education is a fundamental component of primary health care, enabling individuals to

actively participate in their own health management. Informed patients are more likely to adhere to treatment

plans and engage in preventive measures.

Community Engagement:

1. Public Health: Health promotion often involves community-based initiatives that engage and involve local

communities in decision-making processes. This fosters a sense of ownership and sustainability of health

interventions.

2. Primary Health Care: Community engagement is a key principle of primary health care, emphasizing the

importance of local communities in identifying their health needs and participating in the planning and delivery

of health services.
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Addressing Health Inequities:

1. Public Health: Health promotion strategies aim to reduce health inequities by addressing social determinants of

health, such as income, education, and access to resources.

2. Primary Health Care: Development of primary health care services includes a focus on equity and

accessibility, ensuring that essential health services are available and affordable to all members of the

community.

Disease Management and Health Literacy:

1. Public Health: Health promotion includes initiatives to enhance health literacy, enabling individuals to

understand and manage their health conditions effectively.

2. Primary Health Care: Health education within primary health care settings supports disease management by

providing individuals with the information and resources needed to manage chronic conditions and adhere to

prescribed treatments.
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PolicyAdvocacy:

• Public Health: Health promotion often involves advocating for policies that support a healthy

environment and lifestyle choices at the population level.

• Primary Health Care: Advocacy for policies that promote access to essential health services, health
education, and preventive care is integral to the development of primary health care.
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Unit II: Fundamental Factors for Health 
Promotion and Education
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Communication
u Communication is a dynamic process that takes place around us all

the time. In fact we spend 70% of our time receiving and sending

messages.

u The origin of the word “communication” is “communicare” or

“communis” which means “to impart”, “to participate”, “to share” or

“to make common.” The sense of sharing is inherent in the very
origin and meaning of “communication.”

151

u Keith Davis: Communication is a process of passing information and understanding
from one person to another.

u John Adair: Communication is essentially the ability of one person to make contact
with another and make himself or herself understood.

u William Newman and Charles Summer: Communication is an exchange of ideas,
facts, opinions or emotions of two or more persons.

u Louis Allen: Communication is a bridge of meaning. It involves a systematic and
continuous process of telling, listening and understanding.

u Peter Little: Communication is a process by which information is transmitted
between individuals and / or organizations so that an understanding response results.

u Murphy, Hildebrandt, Thomas: Communication is a process of transmitting and
receiving verbal and non-verbal messages. It is considered effective when it
achieves the desired response or reaction from the receiver.
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The process of communication: 
u Communication is a two-way process involving the

following elements: a sender, a message, a medium, a
channel, a receiver, a response and feedback.

u However, it is not sufficient to have just all these elements;
there should be cooperation and understanding between
the two parties involved.

u It is important to have a common frame of reference or
context for successful and meaningful communication, e.g.
a common language or common interpretation of a gesture.
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u Essentially communication involves the sender or the communicator and the

receiver. Both should necessarily share a mutually accepted code e.g. a common

language.

u The context in which the communication takes place is called the

“communication environment”. The content of the code is sent in a certain

medium (oral, written or non-verbal) using channels (air, mikes, body, pictures,

text, etc.) in the form of encoded messages. The “code” is not restricted to only

language; it may also involve the use of costumes, gestures, colors among other

things.
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u The sender sends a “message” using a “medium” and a “channel” to the

“receiver”. The message arrives in the sensory world of the receiver. The

receiver’s brain filters the message on the basis of his/her knowledge, emotions,

attitudes, and biases and gives the message a unique meaning. This meaning may

trigger a response which the mind of the receiver forms. The receiver encodes

his/her response and sends it across as “feedback” into the sensory world of the

sender. This completes one cycle of communication and the process continues in

a cyclic manner, i.e. cycle after cycle, as long as the people involved care to

communicate.
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components of the communication process
u Idea or impulse that arises in the sender’s mind

u Formal expression of the idea or impulse using a medium and channel :

encoding

u Interpretation of the message by the receiver: decoding

u Reaction or response of the receiver

u Conveying the reaction/response in the feedback using a medium and channel
6. Decoding of the feedback received
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essentials of effective communication

u A common communication environment 

u Cooperation between the sender and the receiver 

u Selection of an appropriate channel 

u Correct encoding and decoding of the message 

u Receipt of the desired response and feedback 
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Noise:

u In some cases, the message may fail to produce the desired

response because of a semantic gap or a barrier between the

sender and the receiver. This is termed as “noise”; it refers to

any unplanned interference in the communication which causes

a hindrance in the transmission of the message.
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Types of “noise”

u Channel noise: This refers to static, mechanical failures, problems

in volume, pitch, legibility of text, etc.

u Semantic: Here “noise” is generated internally resulting from
errors in the message itself: ambiguity, grammatical errors, wrong

spellings, incorrect punctuation, etc.
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Feedback:
u The transmission of the receiver’s response to the sender is called “feedback.” It is one

of the most vital factors of the communication process.

u The sender needs to know whether the receiver of the message has received it in the

intended way and whether he responds in the desired manner. Of course, even if one
receives a response, it may or may not be the one you had expected. But once you

receive some response, you know that the message has been communicated, e.g. a
notice for a meeting. There could be both positive and negative responses to this

message; some may turn up for the meeting and some may not. Communication is said
to be fully effective only when you get the desired response

161

u Feedback helps in improving communication as it enables the sender to
pinpoint defects in the transmission of the message. A skillful
communicator is always looking for warning signs that the
communication is not going well and adjusts messages accordingly.
Being alert to feedback helps the sender know whether he/she is on the
right track. In the long run, it helps in understanding one’s strengths and
weaknesses in the communication context.

u Feedback may be either immediate or delayed. For example, oral
responses are immediately conveyed but in case of written
communication, the feedback may take some time.
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Models of communication
Aristotle Model (1946):

u Aristotle (384 BC - 322 BC) was a Greek philosopher and polymath, a student of

Plato and teacher. of Alexander the Great. He proposed a communication model
before 300 B.C. This model is more focused on public speaking than interpersonal

communication.

u According to Aristotle three elements are involved in communication namely, tha
communicator, the speech or message, and the receiver of the message who is also

known as audience or communicant.

173

u Aristotle has visualized a public meeting or delivery of speech to
the gathering of a large group of people. Though it is direct face-
to-face communication this model provides least opportunity to
the audience to ask questions to the speaker and clarify their
doubts. Mere transmission of message by the communicator is
not communication.
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Shannon and Weaver Model

u In 1941 Cloud Shannon, a mathematician and Warren Weaver, an
electrical engineer presented a model of communication in an
electronic system like telephone and radio and is called engineering
model. This model consists of the following components:
u Source or communicator
u Transmitter
u Signal or message

u Receiver
u Destination or communicant.
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The communicator sends the message through the

transmitter. The message is received by the receiver and
then by the destination or communicant. The message

travels in the form of energy, which is called signal. In

this model of communication there is no face-to-face
contact between the sender and communicant.
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Schramm Model:
u The components of communication process in this model 

are:
uSource
uEncoding
uSignal or message
uChannel
uDecoding and
uReceiver
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This model thus indicates the encoding and decoding process as well as the
channel or medium through which the message or signal is transmitted.
This process of communication occurs in the telegraph system while
sending and receiving the telegram.
The above-mentioned two models of communication are of communication
engineering type.
They help in person-to-person talk without face-to-face contact situation
i.e., in telephone, radio and telegraph system.
Though these are not perfect models for health education some of the
underlying ideas or elements of communication has been applied by the
social scientists in the field of health education and behaviour change.
Radio is commonly used with an intention of providing health education.
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Leagan Model (1963)
u J P Leagan defined communication as a process by which two or

more persons exchange ideas, facts, impressions in way that each
gains a common understanding of the meaning, intent and use of
message.

u He proposed a model of communication which has considered the
role of feedback, The components of the model are:
u Communicator
u Message
u Channel
u Treatment

u Audience
u Audience response.
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u According to this model the communicator sends the message
through some channel.

u The audience receives it after necessary treatment according to his
need and interest.

u It provides some provision for necessary response or feedback by
the audience to the communicator, which helps the communicator to
know if the message is understood in a way he meant.

u This kind of communication process especially occurs in group
teaching like in classroom situation where there can be face-to-face
contact and question-answer process.

u Health education, which has the objective of behaviour change, must
encourage such model of communication.
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Westley-Maclean Model
u Bruce Westley (1915-1990) one of the creators of

journalism studies served as a teacher at the University of
Wisconsin, Madison, between 1946 and 1968. Malcolm S.
MacLean Jr (1913-2001) was director of University of
Journalism School (1967-74) and co founder of the
University College at University of Minnesota, USA.

u In 1957 Westley and MacLean proposed a model of
communication which can be looked in two contexts -
interpersonal and mass communication. The point of
difference between interpersonal and mass communication
is the feedback. In interpersonal, the feedback is direct and
fast and in the mass, the feedback is indirect and slow.
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u This model also gives some clear and comprehensive meaning of
communication

u Here the communicator treats or encodes the message and sends through
some channel which is then decoded, treated or interpreted by the receiver
The receiver provides feedback or response regarding the comprehension
and appropriateness of the message.

u This gives the communicator a chance to improve his message and way of
presentation if needed. Unlike in Leagan model here the communicator
also treats the message to make it appropriate to the receiver of the
message.

u This model can be effectively applied in face-to-face communications like
person to person talk. discussion, demonstration, etc.
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Characteristics of communication
u 1. Communication is a process: It occurs with systematic involvement

of the elements like the source, message, channel and receiver. Also the
purpose of communication may not be achieved by a single attempt and
might need continued efforts.

u 2. Communication is interdependent: It cannot occur in the absence
of any one of the elements 3. Communication is reciprocal: It is a two
way process flowing from the source to the receive: and from the
receiver to the source. There will be feedback process to bring the
perception of message as close as possible between the sender and
receiver of the message.

u 4. Communication occurs in a cultural context: It is based on the
shared cultural behaviour between the source and the receiver.

u 5. Communication is universal: It occurs between the health educator
and the people, between the teacher and the students, between two
individuals and so on
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