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OHealth Beliefs: « These are persor
ldeas, convictions, attitudes about
health and iliness




psychological model that attempfs
to explain and predict health
behavior by focusing on the
attitudes and beliefs of individuals.



Background [

health €ducation programmes (Hochbaum 1958; Rosenstock;
1966). Public health service was for the most part oriented
toward prevention of disease not a treatment of disease.

OTheorists: - Group of social psychologists: Godirey
Hochbaum (1958)

Olrwin Rosenstock. » Trying to explain why people were not
participating in disease detection programs. (Tuberculosis
Nei(I=allgle)



chan their behavior.

O O Educational theory has identified that there are three
domains of learning:

O O Cognitive
O [ Affective
O [ Behavioral



factudl knowledge and intellectual understanding
of ideas. Beliefs

O] The affective domain is concerned with
attitudes, and values.

O Behavioral refers to skills or actions performed.



SOCI ontext.

O[] The model was a milestone in health education
because it placed a high value on the attitudes of
the learner and recognized the importance of the
learner’s readiness to enact meaningful behavior

change.



beliet model is that health behavior is
determined by personal beliefs or
perception about a disease and
sfrategies available to decrease ifs
occurrence. (e.g covid-19)




m Infiuences irom iedarning rneory.

O OStimulus Response Theory

O [JCognitive Theory

OValue expectancy theory
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(reinforcers)

O[O In other words, we learn o enact new
behaviors, change existing behaviors, and
reduce or eliminate behaviors because of
the consequences of our actions.

O [ Reinforcers, punishments, rewards




vpoeTtheses and expectarions he Y,
the iIndividual Beliefs, attitudes, desires,
expectations, etc.

O O Influencing beliefs and expectations
about the situation can drive behavior
change, rather than trying to influence
the behavior directly.




perfommnance based on past performance.

O[] Expectancy: person believes that increased effort
leads to improved performance

O Instrumentality: person believes that improved
performance leads to a certain outcome or reward
1 Outcomes: person values that reward or outcome
HBM is a value-expectancy theory

O [J Based on these assumptions: People desire to
avoid iliness or get well. People believe that a
specific health action that is available to him or her
will prevent iliness
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Concept

Definition

Application

Perceived
Susceptibility

One's opinion of chances
of getting a condition

Define population(s) at risk, rnisk
levels: personahze nsk based on a
person’'s features or behavior;
heighten perceived susceptibility if
too low.

FPerceived
Severity

One's opinion of how
sarious a condition is and
what its consequences are

Specify consequences of the nisk
and the condition

Perceived
Benefits

One's belief in the efficacy
of the advised action to
reduce nsk or senousness
of impact

Defhine action to take; how, where,
when, clarify the positive effects to
be expected.

FPerceived
Barriers

One's opinion of the

tangible and [J-S'y'ﬂhﬂlﬂgi{:ﬂl
costs of the advised action

Identify and reduce barmers through
reassurance, incentives,
assistance.

Cues to Action

o=t FE[EQ 1ies to activate
"readiness”

Frovide how-to informaftion,
promote awareness, reminders.

Self-Efficacy

Confidence in one's ability
o take action

Provide training, guidance in
performing action.




model (e.g. Becker et al. 1977)

OThe health belief model Is a systematic and
mechanistic approach.



Individual Perceptions

Perceived
susceptibility and
severity of teen
pregnancy and
unprotected sex

Modifying Factors

Demographics: Age,
sex, ethnicity,
personality,
socioeconomic status,
knowledge

Cues to action:
education and media

Likelihood of Action

=) | Perceived benefits
vs barriers

Likelihood of
behavior change




Demographic
Variables
(age, sex, marital
status, race, etc.)

Variables
(culture, SES,
lifestyle, family,
friends, group
pressure, etc.)

/

/ Perceived \

Susceptibility
(eg., definition of healthy
weight, overweight,
obesity, genetics, family
history; cultural view of
weight; lifestyle)
Perceived Severity
(Seriousness)
(life threatening,
restricts activities; limits
wardrobe options;
physical limitations,
social stigma, criticism;

Sociopsychological e ——

i illnesses and conditions

\ mockery, etc.)

/ Perceived Benefits

of being at healthy weight
(look better; feel better; no
diseases; nicer wardrobe; more

— energy. role model; etc.)

Minus
Perceived Barriers
to losing weight
(low motivation; apathy; low
priority,; lack self-control; too busy;

upport; no time to exercise; etc

of becoming obese and
A developing obesity-related

% /

/ Cues to Action \

(iliness of family members;
mass media; weight loss
programs tight fit of clothes;
joint pains; lack of energy. pre-
existing health conditions;
physician recommendations,
etc.)

i e

lack reliable information: lack‘\/

Perceived Threat A I

N

[ Likelihood \

of making efforts
to lose weight or
maintain a
healthy weight

% i

/

Self-Efficacy
Confidence in ability
to sustain a weight
loss program
(dieting history,
need credible
information; social

support, etc.)




behavior, while the relationship between susceptibility, severity
and the behavior was low or nonexistent (Carpenter 2010).

O While some literature suggests that beliefs about perceived
susceptibility and perceived severity are predictive of engaging
In health promoting behaviors such as healthy diet and
exercise, smoking cessation, self-examinations and dental care
(Abraham and Sheeran 2005)



OFemales who received cancer, obesity screenings
perceived higher susceptibility and perceived
seriousness about developing cancer and obesity than
male.

O older adults perceived higher susceptibility and
perceived seriousness about developing cancer. (Raffy
& Weston, 2018)
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broad areas can be identified (Conner & Norman, 1996):
1 PREVENTIVE HEALTH BEHAVIORS,

O which include health-promofting (e.g. diet, exercise) and
health-risk (e.g. smoking) behaviors as well as vaccination
and contraceptive practices.

O[O SICK ROLE BEHAVIORS, which refer to compliance with
recommended medical regimens, usually following
professional diagnosis of illness. [

O CLINIC USE, which includes physician visits for a variety of
reasons.
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to access) (Koh and Sebelius 2010;

O While young adults are exposed to higher rates of harmful
health outcomes (e.g. sexually transmitted infections [STIs],
mental health, substances use), studies have shown that a high
percentage of young adults received no preventive care,
counseling or reported low screenings rates (Adams et al.
2018; Fortuna, Robbins, and Halterman 2009; Minino et al.
2007).



ONot great for long term behavior change
O -
O -
O- Self fultilling prophecy

_acks of operationalized homogeneity

Difficult to be tested (low test-retest reliabllity)



Ohealth*belief model scale for exercise Shiyan, Xinglin,
2020)

O Health Belief Model Scale and Theory of Planned Behavior Scale to
assess attitudes and perceptions of injury prevention program
participation (Emily, Matthew,Robert, 2019)

O Breaset self-examination for early detection of breast cancer


https://www.sciencedirect.com/science/article/abs/pii/S1440244018311216#!

Health Belief
abovut covid-19

(mediator)

Adaptive and
maladaptive
behaviors

Dark Traid traits “
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