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Executive Summary

This document provides a transdisciplinary response to the Healthy Lives, Healthy
People: Our Strategy for Public Health in England White Paper. Due to the complex
range of influences on health-related behaviours, a transdisciplinary approach is
recommended to address the challenges facing public health. Accordingly, this
report presents an illustrative range of disciplines, concepts and theories that may
be relevant to understanding the relative impact of different influences on health-
related behaviours. It also documents the development of potential interventions
that aim to achieve positive sustained behaviour change.

The complexity of influences signals the need to identify concepts and theories that
are appropriate for specific situations and population segments, and the need to
consider the contribution of a wide range of potential forms of evidence, both
gualitative and quantitative. While communications effectiveness is obviously a key
factor in intervention success, there is a need to revisit, revise and extend
communications models to encompass the role of new media forms; this would
include social media along with more traditional media forms.

Examples of specific strengths and competencies offered by individual disciplines
illustrate potential synergies that could be achieved through a transdisciplinary
approach are discussed. Factors impacting all disciplines and influencing health
outcomes such as health literacy, social networks and media influences are also
identified.

There are a number of factors not addressed in the White Paper that have
potentially significance for health behaviour change activity. These include
legitimacy and trust, ethical issues and competing influences. There is also a clear
need for consistency and coordination across different health portfolios and to
recognise and minimise the effects of counter marketing.

Issues impacting on effective interventions include the inability of extant theories to
explain or predict the relative influence of all of the factors potentially impacting on
health-related behaviours. Some approaches may work better on unintentional/
automatic behaviours and not be as effective for other types of behaviour. Coupled
with this is the prospect of unintended consequences, such as, reactance or
‘boomerang’ effects, where behaviour change is resisted and negative behaviours
possibly strengthened. Consideration of the potential impact of different forms of
message framing is a significant omission in the White Paper as is the context of
advice or information.

A pervasive theme of the White Paper is the need for effective leadership at all levels
of the health system in England. This report considers the implications of such an
imperative for research, leadership development and change interventions.



1.0 Introduction

This document is a response to the Healthy Lives, Healthy People: Our Strategy for
Public Health In England White Paper focussing on the question: ‘c. How can Public
Health England address current gaps such as using the insights of behavioural
science, tackling wider determinants of health, achieving cost effectiveness and
tackling inequalities?’ (HLWP, p.71)"

In this submission, the University of the West of England, in partnership with the
South West Public Health Observatory and the Cornwall and Isles of Scilly PCT
highlights the need for a transdisciplinary approach to behaviour change and gives a
detailed overview of the range of disciplines and theories involved, as well as the
ethical considerations and counteracting forces that may inhibit behaviour change.

This submission is the output from a transdisciplinary workshop held at the
University of the West of England involving a number of departments with an
interest in improving public health (listed at the end of this document) and partners
from the Department of Health South West Public Health Group, the South West
Public Health Observatory, The Cornwall and Isles of Scilly PCT and representation
from the South West Public Health Transition Communications Sub Group. It is a true
transdisciplinary response for two principal reasons. Firstly, the White Paper
acknowledges the need to draw on behavioural sciences, but does not make their
expected contributions explicit. We outline the range of disciplines which should be
involved. Secondly, there is an implicit expectation of integrated activity in the
White Paper. We therefore also suggest ways by which this could be achieved.

2.0 Key objectives
The principal consultation question that we to respond to in this document is:

‘c. How can Public Health England address current gaps such as using the
insights of behavioural science, tackling wider determinants of health,
achieving cost effectiveness and tackling inequalities?’ (HLWP, p.71).

Primary Objective:

We aim to identify a set of behavioural science disciplines that have the potential to
assist Public Health England (PHE) address and implement its mission and goals. The
unique approach adopted here, however, is not only to highlight key disciplines but
also to indicate how they might be effectively combined within a transdisciplinary
framework to enhance effectiveness in bringing about behaviour change. We argue
that no single behavioural science discipline, whatever the power of its insights, can
effect the kinds of systemic change envisioned in the White Paper. Instead, scientific
knowledge from multiple disciplines needs to be enrolled, combined and applied at
differing levels of the social and organisational systems implicated by PHE’s
programme of change.



Secondary Obijective:

To demonstrate the benefits of a transdisciplinary approach, and the ways in which
the joint efforts of the academic and service sectors are able to drive improvements
in public health, affirming the plan to establish an NIHR School for Public Health
Research.

The submission is structured as follows:

e We commence with a discussion of the benefits of a truly transdisciplinary
approach to health issues and illustrative examples of the contributions
specific disciplines can offer. We then discuss a number of specific topics
that have not been specifically outlined in the HLWP, and suggest ways in
which their inclusion would strengthen the potential efficiency and
effectiveness of intervention design and implementation.

e This is then followed by a discussion of a number of specific aspects of the
HLWP relating to behaviour change and, where relevant, specific research
agendas that would help remedy gaps in extant knowledge.



3.0 Rationale for Transdisciplinary Approach

3.1 Contribution of a Transdisciplinary Approach to Health Challenges

Health behaviours are influenced by complex interaction between social, cultural
and economic factors®. A transdisciplinary approach can contribute to identifying
and developing strategies to overcome obstacles to health behaviour®. In addition, a
transdisciplinary approach can help policy makers to understand more
comprehensively the contributions of their policies to improving or harming
constituents’ health®.

There are three possible approaches to the combination of expertise from multiple
disciplines: multidisciplinary, interdisciplinary and transdisciplinary. Multidisciplinary
approaches seek input from different disciplines but these are independent of each
other and may create a mosaic of interventions. In Interdisciplinary approaches,
disciplines work together to provide input but individuals stay within their own
disciplinary boundaries.

The transdisciplinary approach is synergistic in that it uses concepts, theories,
research approaches, analytical methods and strategies for the interpretation of
findings to develop shared conceptual frameworks that integrate and transcend
individual disciplines® ” 8. Key features of this approach include recognition that no
one group has a monopoly on knowledge and that collaborations must be created
‘not only between different academic disciplines but between researchers and non-

academic groups with a stake in the problem under investigation’.” "

Public health is an ideal environment for transdisciplinary approaches due to the
influence of intrapersonal, interpersonal, organisational, community and societal
influences and the multi-level interventions that will be required to address
preventable causes of health problemslo' 1

Evidence of Success: Transdisciplinary Approaches to Behaviour Change:

Much of the evaluation of transdisciplinary approaches has centred on processes
rather than outcomeslz, however initial studies in the area show success in areas
such as risk perception and planned behaviour change in relation to cancer

screening®™, * and sustainability™.




Benefits include a true integration of knowledge to address linkages between the
factors influencing health behaviours and to enable the following questions to be
addressed effectively'®:

e How does power operate in different social contexts to create and maintain
disparities?

o What factors exist in certain populations that protect them from major health
issues?

e  How do economics and the built environment such as the availability of housing and
sidewalks affect health, and how can we encourage the urban design and planning
of communities to eliminate health disparities?

e How can health educators and society promote such protective factors?

e How can we culturally tailor interventions to influence access to health services?

e  How do we engage and partner with policy makers in diffusing relevant research?

e  What information are consumers getting on health and how does this information
differ by race, ethnicity, socioeconomic and cultural group?

e What is the impact of health literacy on health status, and how can we improve
message tailoring to reach different groups?

e Does engagement in community-based participatory research alter engagement in
community structures, processes and other attributes?

® How can we develop more evaluative instruments that assess dynamic, changing
and social conditions?

® How can we improve the measurement of intended and unintended effects and
outcomes in evaluation studies?




4.0 A Transdisciplinary Approach to Behaviour Change -
Looking Beyond the Wider Determinants of Health

4.1 Overview

While the White Paper Healthy Lives Healthy People: Our Strategy for Public Health
in England tends to focus on behaviour change with respect to the broader
determinants of health and primary or secondary prevention of disease, the
behavioural change sciences would have a great deal to contribute to secondary and
tertiary prevention approaches to improving quality and/or length of life. Key
examples of areas as yet relatively unexplored would include:

e Expert patient programmes
e Medication compliance

e Rehabilitation programmes
e End of Life Care.

Short sections will be devoted to the potential benefits of transdisciplinary activity
for these and other health challenges later in this document.

4.2 Complexity

Foresight’s Obesity System Map'” *® is an example of the complexities of the social
determinants of any one health problem and can be found at:
http://www.civilservice.gov.uk/Assets/Behaviour change reference report tcm6-
9697.pdf . Additionally the complexities of disciplinary and practitioner responses to
health related behaviours and issues are illustrated by Figure 1 and Figure 2 overleaf
which depict the different ways in which policy managers and clinicians might
respond to any one topic.



http://www.civilservice.gov.uk/Assets/Behaviour_change_reference_report_tcm6-9697.pdf
http://www.civilservice.gov.uk/Assets/Behaviour_change_reference_report_tcm6-9697.pdf

Figure 1: Causal loop as seen by Policy Managers'® '”

Case figure 3.2 Initial causal loop diagram built by Group 1 (policy managers)
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The key to help interpret the causal loop diagrams is provided below:

Key:

B1 = Balancing (or control) loop no. 1

R1 = Reinforcing (or growth/decay) loop no. 1

0 = Variable at the head of an arrow changes in the opposite direction to
the variable at the tail

]

Variable at the head of an arrow changes in the same direction as the
variable at the tail

| | = Indicates a significant time delay

Figure 2: Causal loop as seen by Clinicians "’

Case figure 3.4
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4.3 Relevant disciplines

The following two figures have been drawn from a 2005 National Social Marketing
Centre publication®®. We suggest that, while these provide a useful provisional list of
possible disciplines, concepts and theories that may be relevant to health
interventions, neither is comprehensive. We suggest that any discipline with a human
dimension, not just those classified as behavioural sciences, is likely to have valuable
insights and contributions to make.

Figure 3: National Social Marketing Centre’s ‘Range of Disciplines Offering
Potential Insights’

Behavioural influences
a basic theory framework
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DISCIPLINES

some examples

A more comprehensive, but not exhaustive, list might be as follows:
e Advertising (now regarded as part of a wider Marketing Communications
field)
e Anthropology
e Behavioural Economics
e Biology
e Built Environment / Architecture / Urban Design
e Communications Studies (including persuasive communication)
e Criminology (in conjunction with other branches of Law)
e Cultural Studies
e Design (including product and urban design, ergonomics etc)
e Ecology

11



Economics

Education

Engineering (multiple specialisations)

Environmental Studies

Ergonomics (see design)

Ethics (including organisational and communication ethics)

Genetics

Geography (including human, medical, physical and social specialisms)
Journalism

Law (including environmental, family, public, health and criminology
specialism’s)

Leadership Studies

Marketing (including marketing communications/advertising, hybrid and
social media studies, public relations)

Media Studies (linked to both marketing and journalism)

Medicine (with a wide range of specialism)

Neurology

Operations Research

Organisation Development

Organisation Studies

Pharmacology

Philosophy (including applied ethics)

Physics

Physiology

Planning

Political Studies

Psychiatry

Psychology (including clinical, environmental, health and social specialisms)
Public Health

Sociology

Social Policy

Social Psychology (see psychology)

Transport Studies

Youth Studies

4.4 Range of relevant theories

Many of these disciplines share common concepts, theories and fields of
investigation. For example, Figure 3 provides a wide list of theories and/or groups of
theories that may be relevant to health improvement. A large body of research
indicates that no single theory is appropriate in all situations, and improved efficacy
may be possible by combining two or more theories. Further, all major theories are
subject to ongoing testing and refinement, therefore advancements in theory design
and application are ongoing.
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Figure 4: National Social Marketing Centre’s ‘Behavioural influences — a basic
theory framework’
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This list could also be considerably expanded, with the addition of the following
(again, not an exhaustive listing). In the next section, we expand on a selection of
these theories to illustrate the complexity of issues impacting on health behaviours.

Communication Theories

Complexity Theory

Decision Theory

Leadership Theory

Organisation Theory

Process Theory

Risk Theory

Socio-technical Systems Theory

Social Practice Theory

Stakeholder Theory

Systems Theory

Theory of Complex Responsive Processes
Theory of Inter-personal Relationships
Triandis’ Theory of Interpersonal Behaviour

13




A systematic analysis of the potential contributions of both individual disciplines and
their associated theories to an integrated, truly transdisciplinary approach to
sustained behaviour change would strengthen the potential efficacy of the reforms
under consideration. The White Paper explicitly acknowledged that:

Recent years have proved that one-size-fits-all solutions are no good when
public health challenges vary from one neighbourhood to the next.

In considering the complexity of factors impacting on health, we believe that the key
guestion in addressing the behavioural change question that is the focus of this
paper is:

. . 2 264
What works, for whom, in what circumstances, and for how long. 0.p-26

This also applies to the selection of the most applicable theories to guide
intervention development and implementation. There is:

Increasing evidence [to suggest] that public health and health-promotion
interventions that are based on social and behavioural science theories are
more effective than those lacking a theoretical base.*" 3%

We do not intend providing a comprehensive discussion of all possible theories; this
type of analysis has been the subject of several texts and recent reports (see, for
example, ¥ 2). We have selected a limited number of social learning theories to
illustrate both the complexity of factors influencing behaviours and the way in which
different disciplines can contribute to understanding the factors and using this
knowledge to develop effective interventions.

4.5 Overview - selected theories

Social Cognitive Theory (SCT)

SCT***>  proposes that behavioural, personal and environmental factors are
reciprocal, interacting determinants of each other (reciprocal determinism), so
changing one element has implications for the others (Figure 5)

Figure 5: Social Cognitive Theory Components
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Integrated Model of Behaviour Prediction and Change: Related to SCT theory and
reflecting ongoing development from, and extension of, the widely used Theory of
Reasoned Action (TRA)*®*?’ and its successor the Theory of Planned Behaviour
(TPB)?, is the more complex Integrative Model of Behaviour Prediction and Change
(IM) shown in Figure 6. This Model shares many attributes of its predecessor in
explaining behaviour change as the outcome of behavioural intention, and
behavioural intention as the outcome of social norms and an individual’s attitude to
the behaviour in question. The element of perceived behavioural control (PBC)
accounts for variance in behaviours with incomplete volitional control i.e. where
individual’s lack complete control of the behaviour and are therefore unable to
change behaviours.

The Integrative Model places more stress on the influence of background factors,
including, importantly, the role of intervention activity and media exposure (see later
discussions of social networks, media and celebrity influences on health). A key
contribution of research underpinning the effective use of this theory is that
different population segments may be driven more strongly by attitudinal factors,
normative influences or perceived self efficacy, i.e. ability to change behaviour and
sustain the change®. This indicates that very different intervention strategies may
be needed for different population segments® 3!,

Further considerations illustrated by this model are the relative importance of
attitude, perceived norms and self-efficacy:

The relative importance of these psychosocial variables as determinants of
intention will depend upon both the behaviour and the population being
considered.

and:
one behaviour may be primarily determined by attitudinal considerations,
whereas another may be primarily influenced by self-efficacy. Similarly, a

behaviour that is attitudinally driven in one population or culture may be
normatively driven in another. **>*
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Figure 6: Fishbein et al. Integrative Model of Behavioural Prediction and Change

(originally developed by Fishbein — and subsequently refined, for example, Fishbein & Cappella32
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Triandis’ Model of Interpersonal Behaviour

Triandis proposed a framework in which affective factors were shown as impacting
on behaviours®. His model shares many similarities with the Theory of Planned
Behaviour and related theories, but adds two additional dimensions — habits and
role beliefs, as shown in Figure 7.

The model was originally developed in the 1970s but did not receive considerable
attention till much more recently. The Theory of Interpersonal Behaviour has been
receiving particular attention in the field of pro-environmental behaviours. It
identifies a process of intention formation which is made up of: (a) personal rational
evaluations based on beliefs about the likely outcomes of certain actions, (b) a
reaction to social factors such as social norms and concepts such as societal roles,
and (c) an emotional component which can include both values and morals, but also
more immediate reactions such as disgust. In addition to intentions, there are habits
which influence behaviour in an entirely separate way to consciously formed
intentions. Triandis originally defined habits as being determined solely by the
frequency of past behaviour, however more recently other work has come to see
habits as being better defined by automaticity. Bargh®* defines automaticity as:
lacking awareness of our action; lacking conscious intent; being difficult to control;
and having efficiency, and dependent on a stable context (habits cannot be
continued if circumstances are significantly altered).

16



Figure 7 Triandis’ Theory of Interpersonal Behaviour (TIB) (1977)
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In this model, the probability of performing a behaviour is affected by intentions,
facilitating conditions and habits, i.e. behaviour that has become automatic. As
behaviours are repeated, habit becomes a better predictor of behaviour than
intentions>>.

Social Practice Theory - 3 Elements Model

The 3 Elements model, developed by sociologist Elizabeth Shove, takes a radically
different approach to studying behaviour that may provide a suitable way for looking
at health issues that have a significant level of social determination - and the
obesogenic environment is a very strong example. The model was primarily derived
though looking at personal energy usage within the context of climate change and
the key determining feature is that the individual is no longer the unit of enquiry>®*’.

Instead ‘behaviour’ is seen as consisting of sets of ‘social practices’ that exist and
occur outside any individual (re) enactment of them. These practices relate to how
things are done (and in some cases whether things are done at all). This model sees
these practices as emerging from the relationship between three elements: Material,
Meanings and Procedures.

17



Materials: Physical objects which permit or facilitate certain activities to be
performed in specific ways.

Meanings: Images, interpretations or concepts associated with activities that
determine how and when they might be performed.

Procedures: Skills, know-how or competencies that permit, or lead to activities
being undertaken in certain ways.

These three elements are not all independent from each other, there will be
interactions. Practices (represented by the dotted line) can be seen as emergent
properties, arising from the interaction of these factors — they do not come about as
a direct and linear result of the various elements. They become normal through a
gradual alignment of the three elements, resulting in new sets of societal
expectations or conventions. Consequently taking this approach means accepting
that policies will need to be designed to encompass a wide range of actors, and they
may need to accept a more complex approach as to how specific outcomes might be
achieved.

This approach is receiving increasing recognition from a number of government
departments — including the Department of Energy and Climate Change, the
Department for Food and Rural Affairs and the Department for Communities and
Local Government.

Figure 8: Elements Model of Social Practices
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Theories of Social Practice are also closely related to a large body of work on socio-
technical systems which look at the interactions between people and technology in
society, and how technologies tend to drive and control behaviours. This also feeds
in to work on ‘Transitions Theory’ which looks at how widespread changes in society
come about, or can be influenced. These theories are currently very prominent in
the field of climate change and the need to move to a low-carbon economy (see *).
However, they can also offer much to the field of public health, particularly when it
is accepted that the problem is influenced by the wider societal landscape, and is not
just a consequence of the isolated choices of individuals. The use of models like the
one shown in Figure 9 can be useful in identifying either negative trends and actors
in society that will, unless anticipated and managed, drive behaviours in an anti-
health direction, or positive trends which can be accelerated and ‘mainstreamed’.

Figure 9: Example of Social Practice Model
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Examples of the linkage of models and theories to determinants of health is shown in
Figure 10. These are purely illustrative and are not intended to be a exhaustive list;
they reinforce the earlier comments regarding the complexity of factors potentially
impacting on health-related behaviours.

Figure 10: Dahlgren & Whitehead Model of the Main Determinants of Health With
Appropriate Theory Linkages 39
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5.0 From Theory to Application

5.1 Application of theory
Understanding the determinants of behaviour is crucial:

Interventions are likely to be more effective if they target causal determinants
of behaviour and behaviour change; this requires understanding these causal
determinants, i.e. theoretical mechanisms of change.40

Behaviour change theories rarely specify which techniques should be used to change
behaviour®" and interventions are more commonly informed by theory or utilize
theory in development phases; testing and revising/expanding theories are less
common. Glanz & Bishop * Noar & Zimmerman** and Weinstein & Rothman* have
called for the application and testing of health behaviour theories in order to
advance science and develop successful health interventions. There is also evidence
that theories have failed to predict some behaviours, due either to inapplicability of
the theoretical constructs to specific populations or to the impact of personal, social
or environmental mediators on behaviour®.

5.2 What counts as evidence: qualitative and quantitative research

A debate, or position, about what constitutes legitimate knowledge® and the ways
in which knowledge is evidenced, directly and indirectly informs much behavioural
and public health research. A great deal of public health research utilises
guantitative measures, and in particular, randomised control trials to establish
cause-and-effect relationships between behaviours and outcomes. While we do not
dispute the value of this research we argue that there is a strong case for the use of
qualitative research methods in public health research. Furthermore, we argue that
while quantitative and qualitative methods can be used complementarily, qualitative
methods enable deeper, multifaceted understandings of the social contexts,
experiences and actions that inform people’s health behaviours and decisions.

While it is important not to polarise quantitative and qualitative methods, it is also
important to recognise that they derive from different epistemological positions.
Quantitative research derives from an ‘experimental’, ‘hypothetico-deductive’ or
‘positivist’ position ***?® which ‘emphasizes universal laws of cause and effect based
on an explanatory framework which assumes a realist ontology; this is, that reality
consists of a world of objectively defined facts’. The primary strategy adopted by
researchers in this paradigm involves the experimental control of subsets of
variables in the service of testing (either verification or falsification) of prior theory.
4. P98 These quantitative studies usually require very large numbers and resources to
achieve statistical significance and if not ‘perfectly’ conducted to eliminate biases
and without sufficient ‘statistical power’ are subject to criticism.
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However, there is a long history of critique levelled against this approach because of
its reductionist view of human experience and meaning.”> Qualitative research, on
the other hand, derives from a ‘naturalistic’ or ‘interpretative’ paradigm.*
Qualitative research is ‘concerned with meaning ... with how people make sense of
the world and ... experience events’.*® Qualitative researchers ‘aim to understand
what it is like to experience particular conditions (such as living with a chronic illness,
or being unemployed) ... and study people in their own territory, within naturally
occurring settings (home, schools, hospitals, and the street)’.*® *° Arguably these
priorities, and the level of understanding they engender, are crucial for the design of
public health campaigns and interventions. Glanz & Bishop®” **% state that ‘the
most successful public health programmes and initiatives are based on an
understanding of health behaviours and the contexts in which they occur’.

Criticisms levelled against qualitative research concern how to measure the validity
of research that is conducted outside of laboratory settings, as well as issues to do
with generalisability. However, there are several ways of establishing validity in
qualitative research as outlined by Willig*® **®. Firstly, qualitative research strives to
ensure that the meanings and understandings generated during the research are
shared by, or make sense to, participants (participant validation), and that
participants are free to challenge, and if necessary correct, the researcher’s
assumptions. Secondly, unlike most quantitative research, qualitative data collection
takes place in real-life settings and contexts and therefore has a higher ecological
validity than experimental research which has to extrapolate from the laboratory to
the real world. Thirdly, the process of reflexivity — whereby the ways in which a
researcher’s particular background, assumptions, class, race, gender etc., and the
epistemological framework of the research are scrutinised in order to unpack how
these will shape the data — makes it less easy for the researcher to impose their own
meanings on the data outright.

In general qualitative research is difficult to generalise because of the small specific
samples it works with, however, WiIIig46 and Haug48 claim that once we have
identified a certain experience or understanding in research it is arguable that this is
available as a general experience or understanding in our society and culture.
Furthermore, generalisability can be achieved by the use of accumulative techniques
in which findings from comparable studies can be drawn upon in order to make
wider conclusions.

The most important thing for improving future health for the population of England,
in line with the Marmot review, is to understand the most effective ways of bringing
about behaviour change. We need to embrace a wide range of research
methodologies and would therefore recommend, in consideration of the new
programme for NiHR's new school for public health, that transdisciplinary behaviour
change research has a top priority.

22



5.3 Importance of communication

A key factor in intervention implementation effectiveness is communication, both
through conventional mass media, newer electronic media forms including social
media and inter-personal communications.

Communications can attempt to increase the strength of beliefs that will
promote healthy behaviours, reduce the strength of beliefs that promote risky
behaviours (i.e. increase their accessibility) so that these beliefs will carry more
weight as determinants of attitudes, norms self efficacy and intentions. 32,p- 14

This presents another challenge as:

Behavioural theories do not tell us how best to design messages so that they
will be attended to, accepted, and yielded to. We would argue that this is the
role of theories of communication. 3% ***

The emergence of new media forms (including social media and hybrid media forms
such as advergames) presents challenges to the existing foundations of marketing
communications theory. Traditional communications theories and models such as
Hierarchy of Effects models (e.g. AIDA, originally developed a century ago in the
personal selling domain)***°, DAGMAR (Defining Advertising Goals for Measured
Advertising Response)’ and the Elaboration Likelihood Model®* became prominent
during an era in which mass media were dominant and the prevailing belief,
particularly in the USA, was that advertising was a strongly persuasive force and
people conceived of as passive recipients of communication messages.

These models became prevailing wisdom, if not dominant paradigms, in spite of
considerable evidence that they were not universally applicable53'54'55. There is a
clear need to re-examine the relevance of traditional communication theories for the
21st century environment>®, together with newer, but in this context largely
untested models, such as, the Technology Acceptance Model and the Innovation
Diffusion Model®’”® and various hybrid models that combine the Technology
Acceptance Model with more widely known models such as the Theory of Planned
Behaviour and the Theory of Reasoned Action””.

In order to understand the impact of new electronic media and, especially, social
media, we recommend research to address the following questions:
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Research Agenda: New Media Use, Effects and Effectiveness
To what extent are new media important, and how do individuals and groups use
features, such as those that enable user-generated content, to gather information
and inform opinions that shape behaviour?
How well do traditional communications models and theories describe, explain or
enable prediction of persuasive social marketing communication processes in the 21°
century, particularly for new media forms such as social networks, where content is
created and managed by users?
How are these media used, and what impact do they have on the lives of users and
the effectiveness of the media for communicating persuasive health-related
messages.
How do individuals behave in user-generated content environments: how does the
role of flow and interaction impact on health-related decisions?
Can we develop an integrated model of communication effectiveness, taking this new
context and new communication theories into account?
How can interactive media and consumer generated content (e.g. blogs and forums
on specific health issues) be used to develop desirable health behaviour for each life
stage?
What is the effectiveness of the placement of health behaviour issues in editorial
content (similar to brand placement in television programmes and movies).
How can this knowledge best be used in developing and implementing interventions
aimed at achieving long term sustained behaviour change.
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6.0 Key Contributions of Disciplines
6.1 Behavioural economics

Neoclassical economics has been applied to understand, predict, and influence the
behaviour of individuals in a wide range of contexts. According to its main
assumptions, individuals are largely assumed to make choices which are rational,
consistent, perfectly informed and which maximise their economic utility by trading
off between costs and benefits®. Research in behaviour sciences, especially cognitive
psychology, indicates that individuals' choices in a wide range of contexts deviate
from the predictions of neoclassical economics. Many of these deviations are
systematic, consistent, robust and therefore largely predictable.®* ®* ® ** Behavioural
economics is an emerging body of research seeking to understand behaviour by
incorporating insights from behavioural sciences into economics. The approach
differs from the traditional, neoclassical economics mainly by giving more weight to
what are sometimes called 'irrational' motives and behaviours.

Financial incentives have been applied to encourage a wide range of healthy
behaviours, such as smoking cessation, healthy eating, sexual behaviour, and drug
misuse (for a review see Marteau et al. ). One of the interesting findings of
behavioural economics is related to the limitations of financial (dis)incentives to
motivate behaviour change. In many contexts, when prices are not mentioned,
individuals tend to apply social norms to determine their choices and effort®.
Financial incentives might crowd out feelings of civic responsibility and may actually
discourage the kinds of behaviours needed to solve collective social problems®’. It is
therefore relevant to incorporate insights from behavioural economics to the design
of behaviour change interventions that incorporate financial incentives.

The 'predicted irrationality' (a term coined by Ariely®®) of individuals could, and some
argue should, play a role in the design of behaviour change interventions. Thaler and
Sunstein® advocate the use of 'nudges', small features designed in the environment
of decision making, to highlight the better choices for individuals, to help them
overcome cognitive biases, and to support behaviour change.

Applying nudges in a context of government policy is a rather new concept.
Examples include, among others, techniques and concepts such as default setting,
framing information in terms of gains and losses, provision of immediate and direct
feedback, and 'social nudges'. Influencing individual behaviour through ‘'choice
architecture' and the design of nudges is a subject of many on-going research studies
(for example, in an on-going research UWE is developing information provision tools
for communicating low carbon messages in a travel behaviour context™).

Avineri & Goodwin’" argue that one of the limitations of the nudge approach is that
being designed to influence individuals' behaviour through intuitive and impulsive
processes, they do not directly address the fundamental problem of behaviour
change, as they do not lead directly to a real change to the individual's knowledge,
attitudes, believes, and values. It is therefore difficult to maintain and achieve long-
term and sustainable behavioural change without introducing in parallel a set of
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more substantial interventions to support it. The real promise of the nudge approach
seems rather to help the design the bigger initiatives better, that is to add 'nudges'
to improve or speed up behavioural change effects rather than as a replacement to
other initiatives.

6.2 Environmental planning and management

Environmental planning and management have a considerable amount to contribute
to the field of public health. Although somewhat separated from public health for
some time due to governance and policy structures, environmental health is
increasingly running parallel to public health in many areas — particularly areas such
as food, licensing, transport and air pollution — issues right at the core of some of our
major public health issues. As the social (and therefore environmental)
determinants of health are seen as playing an increasingly key role, planning is
becoming more important in ensuring that different social groups have appropriate
access to suitable facilities (see Figure 11).

Figure 11
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The areas of planning and management can be folded together under the general
term Environmental Governance. This field has a long history of combining different
approaches to problems in order to achieve goals.
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Figure 12 shows a theoretical diagram of the Environmental Governance Cycle from
work undertaken by UWE with the Department for Environment, Tourism and Rural
Affairs in South Africa. The cycle clearly shows roles for both encouraging behaviour
change through awareness raising, but also the role of regulation and enforcement.
The view of the process as a cycle is a clear reminder that no single policy is likely to
achieve all desired goals, and so a continual approach of policy setting,
implementation, evaluation and development of new strategies and policies is
required.

Figure 12: Environmental Governance Cycle (Department for Environment, Tourism
and Rural Affairs, South Africa)
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6.3 Organization development (OD)
(OD) can be defined as:

[A] process by which behavioural science knowledge and practices are used to
help organizations achieve greater effectiveness, including quality of life,
increased productivity, and improved product and service quality... the focus is
on improving the organization’s ability to assess and to solve its own problems.
Moreover, OD is oriented to improving the total system — the organization and
its parts in the context of the larger environment that impacts upon them.”*?*

OD consultancy interventions entail a process of working collaboratively with client
groups within a context of strategic change to diagnose problems at particular levels
of the organizational system with a view to finding practical ways of driving the
behaviour change agenda forward. Problems and conflicts should be confronted, and
not disguised or avoided and the people affected by change should be involved in its
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implementation.”® Consultants in behaviour change using an OD framework typically
facilitate ‘action learning sets’ with organizational participants representing different
stakeholder interests to diagnose problems and collaborate on practical, ‘joined up’,
solutions. Recent development in the field of organization studies combine insights
from complexity theory with established processes of OD intervention. There is a
growing appreciation of the way in which complex organizations must be understood
as complex adaptive systems. Ralph Stacey, a pioneer in this field, lays stress on
harnessing the inherent potential of creativity and innovation within systems to self-
organize in response to environmental change:

Creative systems spontaneously sustain themselves in a critical state at the
edge of disintegration where they are not adapted to their environments: they
co-evolve with the other systems they interact with and together they create
their own new future... Such systems spontaneously produce emergent new
order out of disorder through a process of self-organization.”* P2%°

Again, OD consultants applying lessons from this theory to bring about behaviour
change emphasise being willing to act on local knowledge. Change
leaders/champions need to recognise that they can influence the
environment/system (e.g., ‘cascading’ the change agenda through processes of
consultation, action learning sets, workshops, etc.) but not determine how others
will respond. OD processes of intervention and leadership that employ complexity
theory cultivate self-knowledge and reflective practice. There is a small but growing
body of literature concerning the application of complexity science to the promotion
of health.” ”°

The manner is which a behavioural change agenda is led or championed will be a
crucial determinant of its relative success. Leading change in complex systems
requires collective effort and leadership therefore needs to be distributed
throughout the system.”” Initiatives and key messages of behaviour change may
originate at the top of the hierarchy but complexity theory dictates that they will be
interpreted, adjusted and accommodated by different parts of the system in
different ways. This has to be expected and the resulting energies contained within
boundaries set by agents of change.”®

OD can be usefully combined with stakeholder theory and analysis within the social
system in order to identify and enrol parties who are strategically implicated within
the change agenda. Stakeholder theory requires that behaviour change be
understood within the context of systemic relationships. Behaviour change
interventions take place at a nodal point within a network of interrelated
stakeholder interests: e.g., the public/local communities, national government
policy, GP consortia/health professionals, local government health providers, social
enterprises, etc. OD can be used to manage stakeholder interests through
appropriately targeted intervention within social systems/organizations at both
strategic and tactical levels” (see Figure 13).
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Figure 13 — Generic model of stakeholder management
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6.4 Social marketing

Social marketing is ‘the systematic application of marketing concepts and
techniques to achieve specific behavioural goals, for a social or public good’ and
health-related social marketing is ‘the systematic application of marketing
concepts and techniques to achieve specific behavioural goals, to improve health
and reduce health inequalities.so'p'1

A more detailed operational definition for social marketing is:

A social change management technology involving the design, implementation and
control of programs aimed at increasing the acceptability of a social idea or practice in
one or more groups of target adopters. It utilizes concepts of market segmentation,
consumer research, product concept development and testing, directed
communication, facilitation, incentives and exchange theory to maximise the target
adopter’s response.gl' p7

In the UK, a previous White Paper Choosing Health®” specifically advocated the
adoption of the principles underpinning social marketing in order to more effectively
promote public health issues, acknowledging that existing communication strategies
were not effective. The centrality of social marketing in the dissemination of
innovation in health promotion is also acknowledged in the academic literature®.

Social marketing focuses on the generation of insights into attitudes, beliefs and
values that underpin actual behaviours, thus helping to bridge intention-behaviour
gaps. It draws on many disciplines to bring about voluntary behaviour change as
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well as addressing ‘upstream’ factors such as supporting policy and environmental
change®. Key elements include creating satisfying exchanges, use of integrated
strategies to develop interventions, and the use of competitive analysis and
segmentation.  Consistent with Triandis’ model discussed earlier, by making
exchanges satisfying, i.e. providing positive outcomes for the individual, new or
amended behaviours will become routine®.

Table 1: Social Marketing Benchmarks adapted from86 (note: this Table has been extended by others)
Benchmark Objective

Behaviour Intervention seeks to change behaviour and has specific measurable
change behavioural objectives

Segmentation | Different segmentation variables are considered when selecting the
and targeting | intervention target group. Intervention strategy is tailored for the
selected segment(s)

Marketing Intervention considers as the best strategic application of the ‘marketing
mix mix’ which consists of the four ‘Ps’ of ‘product’, ‘price’, ‘place’ and
‘promotion’. Other ‘Ps’ might include ‘policy change’ or ‘people’ (e.g.
training is provided to intervention delivery agents)

Exchange Intervention considers what will motivate individuals to engage
voluntarily with the intervention and offers them something beneficial in
return (the offered benefit may be tangible or intangible).

Competition Competing forces to the behaviour change are analysed. Intervention
considers the appeal of competing behaviours (including the current
behaviour) and uses strategies that seek to remove or minimise this
competition.

Evidence of Social Marketing Success:

The selection of social marketing entries, including many award winners, from recent communications industry effectiveness
(i.e. demonstrable impact / return on investment) awards (Source: World Advertising Research Centre: www.warc.com ) below
illustrates the success of social marketing interventions across a wide range of topic areas.

Cycling safety: “Cyclists should be seen and not hurt” —an intervention aimed at reducing bicycle traffic casualties in London is
estimated to have saved £2.3 million in the year following the intervention due to reduced cycling accidents. Won Gold: IPA
Effectiveness Awards, 2009.

British Heart Foundation: “Under the Skin” Smoking Cessation —led to an estimated 5,600 lives saved through smokers
successfully quitting smoking permanently and returning £600 of value for every £1 invested. Won Silver: IPA Effectiveness
Awards, 2006.

Greater Manchester PCT: “Don’t be a Cancer Chancer” led to significant increases in GP consultation and a 20% increase in
referrals to hospitals for breast, colorectal and lung cancer investigation or treatment. Referrals from the most deprived wards
increased by 48%. Won Bronze for Best Media, IPA Effectiveness Awards, 2009.

Tower Hamlets Recycling: led to an increase in annual recycling rates from 12.89% to 19.51%. Won Bronze, Design
Effectiveness Awards, 2009.

Central Lancashire PCT: “Breast Feed, Be A Star” —a peer support programme for young n=mothers from deprived areas, led to
breast feeding rates increasing from 52% to 65.2% in the first month; rates were maintained for several months. The increased
led to savings for the NHS on treatments for conditions such as gastroenteritis. Won Gold, Design Effectiveness Awards, 2009.

Northern Ireland Fire Safety /Smoke Alarms: a sustained multi-faceted intervention aimed at reducing domestic fires and
increasing properly fitted and maintained smoke alarms reduced fire incidents by 24%, fire-related injuries by 23% and saved
an estimated £132.9 million in value of lives saved, almost £4 million through not having to mobilise NIFRS and over £44 million
in savings against damage to domestic property, with an overall return on investment of over 80:1 over the 2003 — 2008 period.
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6.5 Social psychology

Social Psychology is an extremely broad discipline that is difficult to pin down with
one definition. However, two broad approaches or schools of thought can be
identified as ‘experimental’ and ‘critical’ (or ‘discursive’/’social constructionist’)
approaches®’” — both of which will bring distinctly different but valuable
contributions to bear on questions concerning the determinants of behaviour and
behaviour change.

Experimental or traditional social psychology is concerned with how aspects of the
individual such as attitudes, personality, behaviour and beliefs are influenced by the
social contexts they find themselves in. Stated differently, it explores the interaction
between the psychological processes that go on in individual’s minds and the social
forces that exist on the outside ®’. Key topics of interest in this approach include
perception of self and others, perception of groups (stereotypes, prejudice, and
racism), attitudes and persuasion (conformity, compliance and obedience, including
social norms), interpersonal perception and attraction, antisocial and prosocial
behaviour (aggression, violence and altruism) and leadership.2®

Social psychological thinking around these topics is informed by a large number of
theories and models, and many of these have direct implications for understandings
of how individuals think about their choices and behaviours in relation to health, for
example: attribution theory (concerned with the ways in which people explain the
behaviour of others); cognitive dissonance (how changes in attitude or behaviour
occur as a result of the discomfort of holding conflicting ideas simultaneously);
elaboration likelihood model (information processing, particularly in the case of a
persuasion attempt, can be divided into two separate processes based on whether
the person engages critically with the message content, or whether they respond to
the superficial aspects of the message); and observational or social learning theory
(behaviour is acquired through the observation and imitation of others). Both
experimental and critical approaches are applied approaches. As the name suggests
experimental social psychological research tends to be quantitative, involving
laboratory experiments, field/quasi-experiments and surveys. This kind of research
has been applied to a wide range of disciplines and areas including: the environment,
marketing, leisure, business and management, health and preventive medicine,
social geography and gerontology among others.*’

Critical (discursive/social constructionist) social psychology differs from experimental
psychology as it views the social world as something that is created and recreated by
individuals.®” It is concerned with people’s experiences, the understandings and
meanings they have about themselves and others, and the world around them, and
believes that the scientific method adopted by the experimental approach does not
provide access to this. It takes a critical stance towards all knowledge, claiming that
knowledge is a construct — a product of discourse, or the sets of beliefs and ‘truths’
that exist about a specific topic within a certain cultural and historical context — and
seeks to explore how things like knowledge, facts, attitudes, beliefs etc. come to be
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taken for granted. Language, and the ideological effects of language, or the ways in
which language is tied up with power, are key to this approach.

Social constructionist theorists® emphasise how people’s accounts of themselves
are constructed like stories or narratives — hence it is important to be able to access
and engage with these stories and narratives to understand how they reinforce and
feed into larger cultural understandings and discursive practices. As such critical
social psychological research is nearly always qualitative and employs a wide variety
of methods. Data collection often involves conducting ethnographic fieldwork, in-
depth interviews and focus groups in order to gain access to the understandings and
meanings attached to particular topics and practices or behaviours. Different kinds
of text (e.g. health leaflets or other health promotional material) can be analysed
using thematic analysis or discourse analysis to explore what kinds of work the texts
are doing — what view of the world are they reproducing — and whether or not this is
successful. Despite objections from experimental social psychologists that these
methods or not objective or neutral, and therefore not scientific, critical social
psychology provides extremely rich, complex and multilayered understandings of
social phenomena.

Table 2: Differences between experimental and critical social psychology®’ P>®

Experimental social psychology

Critical social psychology

Operates within Modernism

Operates within Postmodernism

Views the social world as ‘out there’ external
to and separate from people

Views the social world as made by people,
and not separate from them

Views knowledge as based on facts that are
‘out-there-in-the-world’” waiting to be
discovered

Views knowledges as constructed through
people’s meaning-making

Asserts that there is only one true, objective
knowledge that transcends time and cultural
location

Accepts that there are multiple knowledges,
and that knowledge is highly contingent on
time and cultural location

Asks of knowledge ‘is it true’?

Asks of knowledge ‘what does it do?’, ‘how
can it be used — by whom, and to what
ends?’, ‘whose interest does it serve?’, ‘what
does it make possible?’

Seeks to gain knowledge primarily through
hypothetico-deductive testing of theory

Seeks to gain knowledge primarily through
abduction — looking for anomalies and trying
to puzzle them out

Seeks to provide nomothetic cause-and-
effect explanations

Seeks to provide idiographic explications
that offer insight into specific social events
and phenomena

Seeks to be dispassionate and apolitical

Is often motivated by ideology and makes
not claim to be objective or dispassionate
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6.6 Sociology, public health policy and applied political science
perspectives

Sociology and allied disciplines concerned with the study of social life have grown up
alongside and have heavily influenced public health interventions. Through research
on the social determinants and the social construction of health, these social
sciences have found considerable application in the prevention of disease and the
improvement of health. Whilst sociological enquiry is not necessarily directed
towards behaviour change, there can be little doubt that all health promotion
practice draws upon conceptual frameworks of how society works and how people
function as social beings.

In recent years there has been a proliferation of public health models that integrate
insights from sociology. Whilst it would be hard to do justice to the range of

theoretical applications in this summary, the work of Kelly’s team at NICE provides a
good example of a sociologically informed approach’:

Figure 13: Socio-environmental Vectors Influencing Health and Well-being
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Here the influences on health and well-being are presented as socio-environmental
vectors that include state, market and civil society (the population wide vector);
social institutions such as schools, workplaces and health care organisations (the
organisational vector) and social divisions, socially patterned behaviour (‘lifestyles’
or the social-cultural vector).
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This is a causal model in which, empirically, the vectors overlap and interact as forces
to produce individual health outcomes. At the level of the individual Kelly et al
conceptualise their effects through the ‘life-course’ — or the lifetime accumulation of
health ‘insults’ and benefits, critical points in the life trajectory and the ‘life world’ —
or the subjective locus of experience.

Analytically these are considered separately to better inform behaviour change
interventions. Michie et al’s®® review of behaviour change intervention with low-
income groups represents a good example of applied research that takes into
account action at population, community and individual levels.

Sociology’s contribution to the inter-disciplinary public health agenda: some
examples in the recent literature

Barton, H. and Grant, M. (2006). A health map for the local human habitat. The
Journal for the Royal Society for the Promotion of Health, 126 (6). pp. 252-253.

Kelly, M.P., Stewart, E., Morgan, A., Killoran, A., Fischer, A., Threlfall, A. and
Bonnefoy, J. (2009). A conceptual framework for public health: NICE's emerging
approach. Public Health, 123(1): 14-20.

Krieger, N. (2008). Proximal, distal and the politics of causation: what’s level got to
do with it? American Journal of Public Health, 98: 221-30.

Solar, O. and Irwin, A. (2007). Towards a conceptual framework for analysis and
action on the social determinants of health. Geneva: WHO Commission on Social
Determinants of Health.

National Institute of Health and Clinical Excellence (2007). Behaviour change at
population, community and individual levels (Public Health Guidance 6).

Michie, S., Jochelson, K., Markham, W. and Bridle, C. (2009). Low-income groups and
behaviour change interventions: a review of intervention content, effectiveness and
theoretical frameworks. Journal of Epidemiology Community Health, 63: 610—622.
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6.7 Wider factors influencing health, well-being and health inequalities

6.7.1 Health literacy

Research has shown that people with inadequate health literacy are less
knowledgeable about the importance of preventive health measures®>** and have a
higher risk of hospital admission. The costs of limited health literacy range from 3-5%
of the total health care cost per year”. Limited health literacy often means that a
person is unable to manage their own health effectively, access health services
effectively, and make informed health decisions. Improving the health literacy of
those with limited literacy skills is a crucial part of reducing health inequalities®®®"%.
Some 20% of the population of most developed countries have severe health literacy
challenges and a further 20% have moderate literacy limitations, yet most health
information is written in language so complex as to place it beyond the
comprehension ability of these groups®. Much of the extant research is American in
origin. It contains minimal data on how groups access information and from what
sources, on their levels of satisfaction with existing information provision or on their
preferences for future information.

It is therefore crucial to develop a comprehensive overview of health literacy needs
in the UK, and to ascertain the best modes of communication for meeting these
needs.

6.8 Fostering a balanced approach

We are concerned that the new approach called for in the White Paper does not
entail a strong enough case for a properly balanced approach. Whilst there is some
discussion of roles for both government, and individuals and communities we have
concern that the need carefully to manage the balance and integration between
these two domains is not being recognised. If the aim is partly one of ‘adapting the
environment to make healthy choices easier’ it is not simply a case of government
needing only to make light-touch interventions and open up the space for individual
choice. The work on obesogenic environments shows that a significant number of
factors that contribute to poor public health are strongly built into our surroundings.
Significant efforts to improve these may well require strong planning legislation and
guidance in order to change the frameworks in which we operate — not just a focus
on trying to intervene at points of decision making.

Whilst the move towards a ‘behavioural science’ based approach is a significant
advance on methods based solely on regulation, or pricing signals, it is crucial that
these are not seen as being able to provide a complete solution. They must be
viewed as part of a toolbox which includes prohibitory and economic tools. They
must also consider properly the need for government to set the macro-frameworks
in which individuals and communities operate in order to ensure: (a) that those
taking action do not have to swim against the tide, and (b) to ensure that all in
society can benefit — not just those lucky enough to live in an engaged and capable
community. If macro-frameworks are not taken into account there is a risk that the
proposed policy could lead to a greater widening of the social inequalities of health.
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Evidence emerging from behavioural sciences is that individuals are influenced by
‘significant others’: people in their social networks, people who have geographical
and social proximity (neighbours, work colleagues, class colleagues) and sometimes
even by strangers with whom they share social identity. For example, energy bills
that provide information on how energy efficient their neighbours are encouraged
them to use less energy'®. Many of the behavioural insights emphasized in
behavioural economics confirm the importance of self-regulatory mechanisms rather
than traditional top-down command-and-control regulation. The small-scale group-
based approach applied in the EcoTeams case study '°* provided supportive social
context that is accounted as one of its major success factors. Workplace and school
travel plans also operate within a community which is limited in size and may

. . . 102
encourage pro-social behaviour using ‘bottom-up’ approaches'®? .

6.9 Social networks: social norms, media influence and celebrity influence

There is a substantive body of work dealing with how the media impacts on a range
of high-risk behaviours and health-related issues including tobacco use'®, alcohol
and recreational drug use'®, and increased violence and aggression.'®> Additionally,
a large section of this work focuses on the effects of the media on women in terms
of body image dissatisfaction, the perpetuation of normative body ideals which
associate thinness with attractiveness'®® '@ 1% 19 3n4 the reinforcement of
associated behaviours such as cosmetic surgery**°, and binge-eating and dieting.***

Younger age groups, particularly young women, appear to be more influenced by
media images. By the age of 8, girls are aware of societal images of female beauty
and the use of media images to compare self image with the media portrayal of

ideals increase markedly between the ages of 8 — 12 and leads to dissatisfaction.'®”
108

The international literature indicates that preadolescent girls use media images as a
basis for deciding on ideal physical attractiveness, even though the images portrayed
are unrealistic or represent poor role models and unwise behaviours.**? For example,
with respect to sun tanning and the use of sunbeds, research indicates that celebrity
role models such as Paris Hilton and Jessica Simpson, who openly endorse the use of
sunbeds, influence the tanning behaviours of teenage girls.'**

What is the process involved in deciding to engage in the kinds of high-risk
behaviours that we see celebrities engage in, and why do we choose to engage in
some of these behaviours and not others? Young people are most likely to engage in
a host of high-risk behaviours (binge-drinking, use of recreational drugs, disordered
eating, and risky sun tanning practices including the use of sun beds), but are also
notoriously resistant to fear appeals and message framing that focuses on the
negative consequences of these behaviours’*. The questions outlined above are
therefore crucial to social marketers who need to identify what kinds of sources
inform young people’s behaviours and who young people regard as credible sources
of information.
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7.0 Important Outstanding Factors Not Addressed in the White
Paper

There are several issues that, while not specifically addressed within the White
Paper, are of sufficient importance to warrant consideration. These relate to issues
of legitimacy and trust, ethical issues, risk and unintended consequences, factors
within health settings and the needs of an aging population. Each of these is now
discussed.

7.1 Legitimacy and trust

7.1.1. The source of information

While seen as more credible than most commercial sources, governments overall, as
sources of information, have become significantly less trusted in the last thirty
years.'™ The health sector has not been immune from this, with evidence of
decreased confidence in public health risk communication'® and an overall lack of
trust in public health experts.'*”**® In the specific area of immunisation there is also
evidence of rising concern regarding vaccine safety, with potential consequences for

. . . . 11
resulting immunisation levels.**®

Passive acceptance of government information or advice is no longer assured,
particularly when it merely reiterates existing policy stances'®. Source expertise is
known to directly influence perceived credibility of a message'** and evaluation of
the credibility of information has moved from passive acceptance of authority-based
information, to judgement based on the synthesis of input from multiple sources,
including consumer/news media.®* There is an assumption that the media will
provide accurate and uncritical information (such as the transmission of medical
’facts'm), yet there is evidence from the United States of sensationalism,
amplification of risks and emotional aspects such as individual cases and speculation
on worst-case scenarios'?*, thus the media’s impact may not always be in line with
majority expert opinion or possibly even in the public’s overall interest.

In order to understand the impact of trust, we recommend the following questions
be addressed:

Research Agenda: Trust

e  What are the relative levels of trust for health information across formal and informal
channels of communication? Which sources are trusted and seen as most credible?

e  What is the role of different social groups in forming opinions and shaping behaviour?

e What sources of information, and which channels and instruments are used / preferred by
different socio-demographic segments across different life stages.

e  What is the impact of social networks on persuasion and, where these are important, how do
these networks operate?

Legitimacy and trust are also important within multi-party and community-based
health initiatives which involve partnerships between often disparate organisations.
As members of partnerships will be making decisions affecting others, there is an
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obvious need to seek support and endorsement from all sectors of communities.
This will necessitate the identification and analysis of stakeholders to determine who
has a voice and the right to speak on behalf of others. Partners must identify and
agree on who has the right to set priorities for a community, and the process by
which issue and priority selection will be decided if the community is divided.'*®

Also, partners must agree as to who has the right to assess risks to communities and
individuals**®, who decides on norms, standards or goals, what incentives or rewards
might be necessary to attract or enable under-represented groups to participate in a
partnership*?’ and what action should be taken if a group disagrees or decides to opt
out after development of a partner-based intervention has commenced.'”® If an
intervention is not supported or perceived as legitimate, those who have been
excluded from its development and planning may undermine it.**°

7.2 Ethical issues in behaviour change programmes - Benefits, risk and
unintended consequences

In the White Paper under the section ‘Intervening effectively’ there is superficial
discussion of ethics without a clear reference to ethical principles and approaches.

Ethical issues associated with behaviour change programmes, and indeed much of
public health, are under-researched. However, it is well known that most
interventions even at an individual level are associated not only with benefits but
risks, costs and unintended consequences. The situation is even more complex for
interventions at a population level where the beneficiaries and those who suffer
costs or adverse consequences are different individuals or groups of people.
Sometimes the unintended consequence of behavioural interventions is to widen
the inequality gap which most interventions are striving to narrow either directly or
indirectly.

Deliberate decisions to change the behaviour of individuals in a democratic society
raise questions of governance. There are questions about who legitimately decides
what is ideal behaviour, whether those who do not conform to ideal behaviour need
to change, whether this is for their own or societal good, and what methods could
legitimately be used. In this regard, the Nuffield Council on Bioethics ‘intervention
ladder’, which is referred to in the White Paper, focuses on a hierarchy of intrusion
in individual decision making to achieve health improvement.

There are several ethical issues that have been identified and which should be
included in intervention planning. These include how competing needs might be
judged and what information is reasonable to seek from people in order to develop
social marketing campaigns**. In addition, a surprisingly wide range of potential
unintended effects of health communication campaigns have been reported in the
academic literature; these have been summarised in Table 3.
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Table 3 Unintended Effects of Health Communication Campaigns*** (Cho and
Salmon 2007: 300)

Effect Definition

Obfuscation Confusion and misunderstanding of health risk and risk prevention methods

Dissonance Psychological discomfort and distress provoked by the incongruence between the
recommended health states and the audience’s actual states

Boomerang Reaction by an audience that is the opposite to the intended response of the
persuasion message

Epidemic of Unnecessarily high consciousness and concern over health produced by the

apprehension pervasiveness of risk messages over the long term

Desensitisation Repeated exposure to messages about a health risk may over the long term
render the public apathetic

Culpability The phenomenon of locating the causes of public health problems in the

individual rather than in social conditions

Opportunity cost | The choice of communication campaigns as the solution for a public health
problem and the selection of certain health issues over others may diminish the
probability of improving public health through other choices

Social The phenomenon in which campaigns reinforce existing social distributions of

reproduction knowledge, attitudes and behaviours

Social norming Social cohesion and control accompanying marginalization of unhealthy
minorities brought about by campaigns

Enabling Campaigns inadvertently improve the power of individuals and institution and

promote the images and finances of industry

System activation | Campaigns influence various unintended sectors of society, and their actions
mediate or moderate the effect of campaigns on the intended audience

While there are a number of potential frameworks available which derive from the
field of philosophy, there is no consistency in the literature as to which framework
might apply in specific circumstances. The frameworks most commonly cited focus
either on intentions (deontology, from the Greek word for ‘duty’) or consequences
(teleology, from the Greek word for ‘ends’; also referred to as consequentialism),
with the latter being broken down further into utilitarianism and egoism.m'133

Thus a health-related intervention that was driven by good intentions without
potential negative consequences being considered would be acceptable under
deontological reasoning but not under teleological reasoning. It has been suggested
that there is no universal set of ethics that can apply across all sectors of society due
to the increasing diversity of society and different perspectives that may be held
within cultures or groups and therefore each group’s ethical perspective should be
held to be equally valid. An additional perspective is suggested by social contract
theory which suggests that there is an implicit contract between the state
/government and individuals within society**. This is reflected in documents such as
the UN Charter which makes reference to basic assumptions about the right of all
citizens to health.™”

A further problem is the lack of clear and unambiguous interpretation of the
frameworks. For example, the 2007 Department of Health fear-based smoking
cessation ‘fishhook’ intervention which was deemed to be in breach of the Codes of
Advertising as a result of multiple complaints. Complaints were primarily based on
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the fear and anxiety the campaign evoked in children®®, as it featured smokers with
fishhooks through their faces being dragged to purchase cigarettes. This approach
would be acceptable under deontological reasoning, given that the intention was to
help smokers take steps to quit smoking. Others would argue that it is unacceptable
to knowingly cause anxiety under deontological reasoning, even if it achieves a
beneficial effect.”**

Some specific areas of communication activity that raise ethical issues relate to
targeting. It has been suggested that social marketing ‘may unwittingly substitute a
marketing rationale for relevant moral rationales called for by the social problems it
addresses. Stated differently, the logic of consumer behaviour may replace a moral
justification. Moreover, that there is a danger that when social marketing
interventions are targeted they may override normal rights related to self-
determination regarding participation.*®’

A fundamental strategy for marketers is to ‘select target markets they can best affect
and satisfy’.*® P’ This strategy, when applied to social marketing activity, may result
in some segments of the target population being excluded because they are difficult,
or comparatively costly to reach; This may result in inequalities widening as those
harder to reach are usually more marginalised and have worst health. Alternatively,
if the health of some groups is perceived to be good enough, scarce resources may
be diverted only to those groups with the worst health or health risk factors.** This
would prevent the ‘healthy’ from gaining the benefits of the programme to become

even healthier.

Acceptable behaviour is determined to a large part by socialisation, yet the role of
culture in establishing ethical standards is largely ignored within the health
communication literature.™*® For example, the needs of immigrant populations who
may retain substantial influences from their country of origin, including cultural
values and language preferences, are often overlooked. They may be confused by
messages such as those that recommend limiting the intake of some foods when
these are not restricted in their home countries.*** Furthermore, failure to take their
(culturally based) perceptions of health-related issues*** into consideration may
result in interventions not succeeding.

Further examples include suggestions that the use of fear appeals is contrary to
Islamic beliefs***; while issues such as safe sex may offend some cultural or religious
groups who, while not directly targeted may still receive material relating to the
topic.”*® When culture-based perceptions are at odds with prevailing perceptions of
best practice *'®, how should respect for minority cultural norms be balanced with

the desire to challenge them in the interests of improving health and well-being?

Culture may also influence the acceptability of different ethical frameworks, for
example, some cultures that emphasise collective responsibility, i.e. the greatest
good for the greatest number over individual self-interest, may find utilitarian
perspectives preferable; whereas a culture that emphasises individualism may
display preferences for egoism-based frameworks.***
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A recent review on public attitudes to road safety'’® revealed support of regulation
and enforcement .There is support that more visible policing would alter a driver’s
own behaviour. For example, there is high support for seat-belt and drink-driving
laws, and high compliance with such laws. There is evidence that enforced
regulations in France can often improve attitudes towards road-user safety.'*
Stronger penalties are viewed by motorists as appropriate for errors that are
perhaps seen as a deliberate violation and less severe penalties for errors perceived
as non-deliberate slips or lapses.

As with all public health interventions, a careful appraisal of the potential benefits
and risks for both individuals and populations must be made and these weighed
against each other.

In considering behaviour change, attention should be given not just to determinants
of health, but also to issues that arise within a health setting, as the following
vignette illustrates.

Medication adherence

Compliance/adherence rates with prescribed medications are on average no better
than 50% internationally, with rates for behaviourally demanding treatment regimes
being much lower, as are rates for many lifestyle treatments.'*® Even when non-
compliance has potentially serious consequences such as vision impairment, or
potential organ rejection, correct compliance rates remain low*’. Non-adherence
may also be a factor in the emergence of drug-resistant organismsl48. In terms of
costs to the economy, some 11% of healthcare expenditure in the USA is attributed
to medical non-adherence. This excludes the impact of lowered workplace
productivity and absenteeism.'*’

An example of the type of challenge that needs to be considered is that those who
are least compliant with their medication regimen are also likely to miss hospital
appointments or other forms of medical monitoring."*® Thus, those who would
benefit most from help may be difficult to reach or to persuade to participate in
interventions aimed at improving their health and quality of life. The arguments for
and against allocating resources to trying to reach them versus those who are easier
to reach are complex. The nature of proposed interventions also presents
challenges. For example, adolescents with epilepsy do not want to meet others with
complications or problems as they perceive these patients’ problems as frightening
and depressing, thus interventions that could include peer support from others with
the same medical condition are unlikely to be successful.*"

An additional factor relates to diminishing returns — e.g. as more people give up
smoking, those who continue to smoke will be those most resistant to change —
therefore it is likely that future interventions will deliver diminishing returns. There
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is a need to find the point where further investment in encouraging behaviour
change is likely to be ineffective and consider other measures such as legislation.
We have been unable to locate any studies where this type of analysis has been
attempted in a relevant health setting.

7.3 Risk and behaviour change programmes

The notion of risk is integral to the dilemmas and challenges associated with the
themes The White Paper is addressing.

Ordinary usage of the word ‘risk’ involves pragmatic links to human action and moral
responsibility. It is, therefore, important to understand multi-disciplinary approaches
to the conceptualisation of risk, and to debate possible and varying perceptions of
risk held by different agents within the context of ‘Healthy Lives, Healthy People’
and in the process of strategising about public health in England. A critical
examination of the ways in which contemporary society organises in response to risk
inevitably raises the issue of ethics in decision making including risk appraisal
processes and management strategies at the organisational and sector levels of
analysis. In pragmatic terms, it would be helpful to clarify, through commissioned
behaviour science research, how risk is perceived by individuals and public in
relation to health issues and to explore, in particular, the implications of such
perceptions for daily actions encapsulated by the ‘healthy lives, healthy people’
initiative.

The work of Antony Giddens'®?, Bent Fvabjergl‘r’a, Ulrich Beck'®*, Peter Bernstein®>?,
and Russell Ackoff**® would be the classic examples of relevant literature.
Particularly relevant work to draw on would include Martin Loosemore™’ with his
commentary on perspectives and doctrines in risk management (e.g. collaborationist
vs homeostatic'. The claim is that if risk appraisal is understood as a consideration of
a probability of loss, then we need to think about whose perceptions are taken into
considerations and from which perspective out of the following categories:

- economic (profit, rational comparison of costs/benefits)
- psychological (seemingly irrational perceptions due to fear, believes,
memory of past or recent events)

! Collaborationist : Multiple perceptions of the risk: Bounded rationality, intuition,
multiplicity of values (social and individual); Complexity must be recognised in RM —
problems with forecasting; Emphasis on consultation, collective responsibility and
social responsibility in RM; Organisational resilience as important as prevention —
there is no such thing as crisis-free environment; Multiple rationalities at play.
Homeostatic: A scientific approach to RM / logic of probability; Rationality in
decision; prevention rather than cure; Anticipation rather than reaction (fail-safe vs
safe-fail); Blame rather than forgiveness; Elitism rather than collectivism;
Confinement rather than consultation; Structures and control systems rather than
people and processes of interaction.
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- societal (participation depends on the level of education and economic
well-being)
- cultural (bribery, corruption, habits, attitudes, relationship to technology)

As implementation of any new initiative or strategy in a complex interconnected and
interdependent society always has a potential to create new risks, it is important to
acknowledge the imperative as well as the challenge of capturing, evaluating and
exposing these proposals to critical scrutiny against ethical benchmarks (see 7.2
above).

7.4 Consideration of competing influences

The very term social marketing implies a similarity with commercial marketing. One
of the key issues in marketing is competition. One of the key weaknesses of current
behavioural approaches is failure to understand the nature of competing forces.
There are a number of sources of the competing forces, some of which may be
combative, as shown in Figure 14.

Figure 14: Competing ideas in social marketing™®

Competing ideas

Commercial counter-marketing

Secial discouragement

Apathy
Inveluntary disinclination
Yy i Y YY
B o | Bien | B o
maintenance (legitimacy)
A A

Social marketing proposition

Secial encouragement

The implications of these factors are now discussed in more detail.
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7.4.1 Need for consistency

There is also the need for consistency across different portfolios. For example,
recent relaxation of the rules governing product placements within UK-originated
mass media programme content prohibits product placement within children’s
programmes and provides a list of products and services that are banned outright.
We argue that these new rules fail to take a number of significant issues into
account, namely: a large percentage of children’s viewing takes place during adult
programming; restrictions do not extend to product placement in video and
advergames, or social networking and media sharing sites; and finally, the list of
restricted products does not include harmful products and practices, some of which
have been legislated against, such as the use of sunbed by under 18 year olds > **°.
This issue is explored in more detail in Appendix A.

Similarly, there is no reference to effective sun protection strategies within the
Change4Life material, in spite of recognition of the rapid increases in skin cancer
rates (doubling every twenty years) within the UK.

Consistency of communication and integration will be critical factors in ensuring
success; lessons can be learned from the evolving body of knowledge relating to
integrated marketing communications (IMC) — ‘an audience-driven business process
of strategically managing stakeholders, content, channels, and results of brand
communication programmes’m. IMC, in addition to ensuring consistency of
communication across all channels of contact with target groups, also incorporates
building of positive relationships with all stakeholders to ensure buy-in and ongoing

support.*®

7.4.2 Counter-marketing

‘Counter-marketing’ forces promote behaviours which directly oppose those aspired
to by the behavioural change programme. The most obvious areas of public health
practice where this occurs are smoking, alcohol, unhealthy foods and road safety.
The image below is an example of just one counter-marketing activity.
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Key issues in counter-marketing are:

° The competition in marketing from commercial companies.

° The massive discrepancy in budgets between those used by the commercial
companies for their marketing campaigns and the speed of change of tactic

for example in the use of social media.*®*

° Government ambivalence about restricting or legislating for the marketing of
some products.
. Different and misleading approaches e.g. the development of a focus on

branding to develop positive emotional and psychological associations in the
consumer mind*®>, which is difficult to achieve in social ma rketing.

° The ambivalence of or direct avoidance of commercial companies on
consideration of ethical and moral problems associated with marketing
products. They prefer to see marketing as morally neutral.®® In contrast,
social marketing must always consider the ethical dimensions of changing
individual behaviour.

7.4.3. Social discouragement

This describes prevailing social values, peer pressure, and contrary views from
significant others which contradict the message communicated by the behaviour
change programme. A controversial example of this is the abortion debate in which
different sectors of society hold opposing views and values and work towards
opposing social goals.’® In other cases social discouragement is associated with
enduring rights or confused science such as that related to sun exposure, vitamin D
and the risk of cancer."®®

Confusing and contradictory messages are often apparent: ‘news values can conflict

with science, media and public health agendas’*®” *>° and the information presented
by mass media outlets is criticised for its lack of accuracy and tendency to ‘hype’
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reports.’’® An example of this is the recent criticism of the 5aDay programme in
consumer media as outlined briefly below.

Example of Media Coverage Opening Criticising Official Advice

Two recent media articles state that the recommendation of consuming five portions
of fruit / vegetables a day is not only ineffective for health and nutrition, but that
experts have known this and concealed evidence.

For examples of media coverage of this issue, see:

Daily Mail This cynical five-a-day myth: Nutrition expert claims we've all been duped
By Zoe Harcombe http://www.dailymail.co.uk/femail /food/article-1349960/5-day-
fruit-vegetables-myth-claims-nutrition-expert.html?ito=feeds-newsxml

5-a-Day ‘Not Enough’ Fruits and Vegetables

New Research Finds 8-a-Day May Be Needed to Cut the Risk of Dying From Heart
DiseaseBy Tim Locke WebMD Health News http://www.webmd.com/heart-
disease/news/20110118/5-a-day-not-enough-fruits-vegetables
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http://www.dailymail.co.uk/home/search.html?s=y&authornamef=Zoe+Harcombe
http://www.dailymail.co.uk/femail/food/article-1349960/5-day-fruit-vegetables-myth-claims-nutrition-expert.html?ito=feeds-newsxml
http://www.dailymail.co.uk/femail/food/article-1349960/5-day-fruit-vegetables-myth-claims-nutrition-expert.html?ito=feeds-newsxml
http://www.webmd.com/tim-locke
http://www.webmd.com/heart-disease/news/20110118/5-a-day-not-enough-fruits-vegetables
http://www.webmd.com/heart-disease/news/20110118/5-a-day-not-enough-fruits-vegetables

7.4.4. Additional considerations
In addition to the competing influences outlined above, the following influences on
behaviour need to be taken into account:

The prevailing preferred behaviour pattern

In behaviour change interventions, there is often the temptation to see the
prevailing preferred behaviour pattern as the ‘competition’.’* It would be a risky
strategy to adopt a combative competitive approach to intervention although the
language used by those designing such interventions is not dissimilar from military

strategists.

Cynicism, distrust and apathy.

There is evidence of growing cynicism and distrust of government bodies.'’* *”* This
could be a particular concern for the behaviour change interventions which are
identifiably [for the public] linked with government policy. It is therefore essential to
understand the social contexts that shape behaviour. Apathy towards attempts to
try and effect behaviour change may be linked with locus of control theories'’* or
prevailing social views. In the former it can lead to widening of inequality as a result

of interventions which will only have positive effects for those who change.

Involuntary behaviour

Despite many smokers wishing to give up smoking, with an understanding of all the
arguments for cessation, they feel compelled to smoke because of their physical
addiction. A similar situation is seen with drug addicts. One challenge is that in most
models behaviour change is promoted in terms of the perceived benefits of change,
and costs of not doing so, based on the assumption that those needing to change
can choose rationally and neglecting the involuntary component which leads to the
behaviour persisting. This is a feature not only of addiction but physical and mental
ill health and habitual behaviour.

8.0 Intervening Effectively

8.1 Theoretical limitations

While there are many tools available to aid in planning effective behaviour change
strategies, many have limitations. For example, while we noted earlier that
theoretically-grounded interventions are more effective than those lacking a
theoretical base, theories do not provide complete explanations of behaviours.'”®
For example, one criticism of the Theory of Planned Behaviour had been that it was
only really applicable to volitional control, i.e. the individual’s wilful control over
their behaviour. For example, driver violations, errors and lapses have been shown
to be empirically distinct classes of behaviour'’®; here “Violations’ are defined as
‘deliberate deviations from those practices believed necessary to maintain the safe
operation of a potentially hazardous system’; ‘Errors’ are defined as ‘the failure of
planned actions to achieve their intended consequences’; and ‘Slips and lapses’ can
be defined as attention and memory failures, which can cause embarrassment, but
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are unlikely to have an impact on driving safety.'”” The study of violations, errors and

lapses in the context of road safety behaviour was recently reviewed.'’® It can be
argued that as violations, errors and lapses result from different psychological
processes, they should be treated differently.’’® The following quotation is apposite
in this respect:

Research in behavioural sciences, especially psychology, indicates that
individuals' choices in a wide range of contexts in fact deviate from the
predictions of the simpler forms of economic theory. Some of these
deviations are systematic, consistent, robust and largely predictable, but only
by including wider considerations than are normally allowed for. Evidence on
systematic deviations from rational models have emerged from studies on
financial behaviour, consumer behaviour, health behaviour and more
recently — travel behaviour.'*?

8.2 Behavioural economics / ‘Nudge’

One of the limitations of the ‘nudge’ strategy is that as this is designed to influence
individuals’ behaviour through intuitive and impulsive processes of the automatic
system, it does not address, in and of itself, the fundamental problem of behavioural
change. Nudge approaches work best on unintentional/automatic behaviours. These
do not impact on knowledge, attitudes and values, therefore they are difficult to
maintain in the long term.’”® Even in situations involving largely automatic
behaviours, there is a need for caution in terms of the acceptability of allowing
ourselves to be nudged towards what experts judge to be desirable.™®® What may be
interpreted as a nudge by the originators may be perceived as a shove by
recipients181 —and the media.

There is also a potential conflict between the assumption of choice architecture that
maximises healthy eating proposed in Thaler & Sunstein’s Nudge text and
commercial imperatives. Many marketers and large retailers use sophisticated
computer-based analysis to enable decisions to be made on optimum shelf position
and space allocation that will maximise profit.'*> ¥ The same principle applies to
fast food flyers and menus.*®*

The nudge approach has not yet been tested or systematically analysed across a
range of intervention types,'”” nor has its relative efficacy been compared to other
approaches or intervention types across population segments and behaviours.
There is a possibility that the Nudge approach could widen health inequalities if
strategies targeting high risk groups are used at the expense of wider-focussed
approaches. As noted earlier, the key questions that remain unanswered are: ‘what
works, for whom, in what circumstances and for how Iong’.zo' P-264 Behavioural
economics approaches tend to focus interventions at the point of decision making,
thus requiring continual interventions rather than attempting to fundamentally

change underlying attitudes, values and other base conditions.
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8.3 Unintended consequences

Research in other areas suggests that this approach may also lead to reactance
effects. The theory of psychological reactance originated in the 1960s.'%> ¢ |t states
that direct or potential perceived threats to personal freedom, such as consumption
of specific products or engaging in particular behaviours, may be resisted.
Furthermore, people may then become motivated by the perceived threat itself,
rather than the actual consequences of the threat, to assert their freedom and
regain control of their own decision making and thereby of their threatened
freedom.

A further danger is that awareness of attempts to manipulate behaviours may result
in the behaviour itself becoming more attractive — the ‘forbidden fruit’ problem that
has been seen in interventions such as tobacco cessation programmes targeting
adolescents.'®’

Engaging in the threatened behaviour is one means of re-establishing this
freedom.'®® Reactance effects appear to be strongest when the threatened freedom
is perceived as important and the affected individual perceives that their
‘counterforce' efforts will achieve personal control. Conversely, if an individual does
not perceive that their actions will be effective in countering the threat, reactance
will be minimal.*®®

In terms of persuasive communication such as mass media public health intervention
programmes, reactance may generate actions that resist or are the opposite of those
desired by the individuals or organizations seeking to influence both attitudes and
behaviours. Reactance effects explain not only why some public health interventions
may not be effective, but also why they may produce effects contrary to those
intended.'®

8.4 Message framing

Nudge approaches may also over-simplify the complexity of message framing, which
has its origins in prospect theory'****?and developed from extensive research into
responses to people’s perceptions of the prospect of positive (gain) or negative (loss)
outcomes stemming from specific behaviours. It generally refers to the way the
health (or socially relevant) message should be framed: i.e. the message can either
emphasise the advantages of doing a certain action (e.g. for example losing weight
as a result of regular exercise) or it can emphasise the negative consequences of not
taking a certain action (e.g. having a higher likelihood of cardiovascular disease as a
result of not taking regular exercise).

For example, the international 5+ A Day campaign promotes the positive benefits of
consumption of fruit and vegetables, i.e. helping reduce the risk of diseases like
cancer, heart disease and obesity.'*> Conversely, during the 1980s the ‘Don’t die of
ignorance’ campaign highlighted negative consequences (illness/death) as a result of
not taking action (safer sex behaviour).'*
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Both approaches are potentially successful, and research that has explored the
effects of either positive and negative message framing has lead to conflicting
results.’®>**® Therefore, it is now usually regarded as given that no one single
framing approach is applicable across all intervention types.*?”*%

8.4.1 Message framing - positive messages

Positive framing emphasises the positive outcomes of a given action, for example
losing weight as a result of exercise, being healthier after making better dietary
choices, etc. Positively framed and health affirming messages appear to be stronger
for preventative behaviour, such as stopping smoking before the onset of ill-health
related to smoking or the benefits of immunisation programmes.

However, reviews of previously published studies suggest that this may not apply in
all situations™®, and in fact, the highly acclaimed and generally successful safer-sex
campaigns of the 1980s noted above were largely negatively framed despite
promoting a prevention message This may potentially be explained by findings that
positively framed messages will not be effective if the recipient is unsure about
behavioural norms.’® For example, if the usage of condoms is not considered a
behavioural norm, then a positively framed preventative health message may be
confusing, as the recipient may question why, if the solution to the problem is simple
(e.g. using a condom), it is does not take place all of the time.

Additional factors potentially impacting on potential intervention effectiveness
include whether new behaviour is being promoted or whether the cessation of
current behaviour is targeted.201 Additionally, it has been argued that positive
framing fosters greater self-efficacy, which in turn is a major factor in compliance
behaviour’® and therefore long-term behaviour change. Self-efficacy has been
identified as a factor that should be stressed more strongly by health professionals
during their discussions with patients203 and expectations regarding self-efficacy
have long been proven to be a major factor in the outcomes of behaviour change
interventions.*%*

The level of personal involvement in a message topic also impacts on the efficacy of
message framing. Evidence suggests’”> that in low-involvement conditions positive
messages are more effective, whereas the reverse is true for high-involvement
conditions. This may help to explain why negatively framed safer sex messages were
highly successful in communities that had many AIDS victims, such as the gay
population particularly in larger cities.’®® The personal experience of many gay men
seeing friends and partners die of AIDS in the 1980s would have increased
involvement and thus negatively framed messages were effective.

However, others®®’ caution that positive message framing may have a boomerang
effect if the message conflicts with pre-existing knowledge, attitudes and beliefs. For
example, some anti-smoking interventions have not only been ineffective, but also
apparently hardened young smokers’ determination to continue to smoke.?®®
Similar effects have been found in relation to anti-drug interventions, such as a
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1980s American campaign posters featuring a ‘wasted’ heroin addict which had no
effect other than to make the posters a collectable item.’® At times, message effects
have differed across genders, such as anti-speeding interventions which have
revealed boomerang effects among young males but not females.*'°

8.4.2 Message framing - fear appeals

Negative message framing has been found to be more effective for illness-detecting
behaviour®™, for example for screening programmes that prevent a more serious
outcome, such as regular mammography for women over 40 or cholesterol checks.

Often, negative framing relies heavily on the usage of fear appeal, such as the fear of
dying from a specific cause. As argued by some researchers 2%, if such a condition is
high-involvement, for example in a case where a close relative has died from a stroke
attributed to high-blood pressure, the fear and high-involvement of also dying from
the same cause may have a highly motivating and behaviour changing effect.

The effects of providing mortality-related health-risk information have been
explored from a ‘terror management theory’ perspective?*2. The authors argue that
‘health promotion campaigns that focus solely on mortality-related risks might
actually trigger increased performance of the very behaviours they aim to deter, and
hence have negative health repercussions for some recipients’.?*? * %2 This is in-line
with earlier research®®® which demonstrated that mortality salience manipulations,
in which individuals were asked to respond to open-ended questions about their

own death, generated increased intentions to take driving risks.

A different aspect however to the usage of fear appeals is the possible erosion of
their effectiveness over time. The ongoing usage of fear appeals can in fact lead to
complacency as continued exposure results in fear being replaced by indifference to
social marketing campaigns.214 Conversely, the usage of fear appeals may well lead
to heightened anxiety in some individuals which, in turn, may cause additional
burden on the health system which has to deal with those individuals. A well known
example of this is ‘worried well’ patients, who believe that they have contracted HIV
and who continue to seek re-testing (sometimes as often as over 50 times in a year)
despite not being infected.”"

Those who have responded to past fear-based campaigns appear to be better
educated and more affluent than average, and thus better able to respond to the
persuasive message.** As well as signalling the need for caution in the use of fear
appeals, for which less well educated sectors are significantly targeted, there would
appear to be the need for research into the attitudes, information needs and
message framing preferences of these social groups.

There may be a more pragmatic reason for caution in the use of fear appeals. In
spite of several laboratory studies in which short term effectiveness was found, real-
world effects do not show the same results. Many of the unintended effects of
health communication campaigns listed in Table 2 are directly, but not exclusively,
attributable to fear appeals, i.e. dissonance, discomfort and distress, boomerang
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effects, epidemics of apprehension and desensitisation®*® *'”. Additionally, strong

fear appeals are more likely to be regarded as unethical if the target populations do
not believe they can readily undertake the recommended behaviour or that the
behaviour will be effective in minimising the perceived threat.?'®

Table 4 summarises the existing state of knowledge regarding the situations in which
positive or negative framed messages have been found to be most effective.

Table 4: Summary of Positive / Negative Framing

Positively framed messages more | Negatively framed messages more

effective effective

Low motivation High motivation

High perceived efficacy Low or uncertain perceived efficacy
No risk in behaviours Uncertain outcomes

Certain outcomes
Acceptable in relation to perceived
behavioural norms

Prevention focus (maintaining good | Detection / early diagnosis
health, appearance)

A comprehensive research programme is needed to inform debate in this area. The
following list is not exhaustive, but indicates the complexity of the processes
involved in communication and aspects of communication that should be
systematically studied in the context noted earlier of understanding ‘what works, for
whom, in what circumstances and for how long?’. The following questions should be
specifically addressed:

e What are the relative impact of cognitive (arguments) versus affective
(emotions) components in persuasive health communication and comparison
of findings with extant theories?

e What are the relative effects and effectiveness of different types of message
framing (gain or loss framed messages) in health communication?

e What are the relative effects and effectiveness of one-side versus two-sided
messages across population segments and their impact on persuasion?

e What are the relative effects and effectiveness of threat and fear appeals in
health communication and how do they lead to message acceptance or
rejection?

e What is the role of the type of issue (e.g., short term versus long term risks,
high control-efficacy and self-efficacy versus low efficacy) on the impact of
various types of health campaigns?

e How does the effectiveness of health communication vary across socio-
demographic segments?

e What is the role of personality traits (level of involvement with the issue,
promotion versus prevention orientation, self esteem) on the impact of
health messages?

e What role does scepticism play in the processing of social marketing
communications and how does this vary across population segments?
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e What sources of information, and which channels and instruments are used
by different socio-demographic segments across life stages?

e To what extent are new media important, and how do individuals and groups
use user-generated content features to gather information and form an
opinion that shapes behaviour?

e Which sources are trusted and seen as most credible? What is the role of
different social groups in forming opinions and shaping behaviour?

e How well do traditional communications models and theories describe,
explain or enable prediction of persuasive social marketing communication
processes in the 21% Century, particularly for new media forms such as social
networks, where the content is created and managed by users?

e How are these media used, and what impact do they have on the lives of
users and the effectiveness of the media for communicating persuasive
health-related messages?

e How individuals behave in user-generated content environments: the role of
flow and interaction.

e What is the impact of a social network on persuasion, and what is the role of
social network characteristics?

e The development of an integrated model of communication effectiveness,
taking this new context and new communication theories into account.

e How can interactive media and consumer generated content (e.g. blogs and
forums on specific health issues) be used to develop desirable health
behaviour for each life stage?

e What is the effectiveness of the placement of health behaviour issues in
editorial content (similar to brand placement in television programmes and
movies)?

e How social marketers can best use this knowledge in developing and
implementing interventions aimed at achieving ling term sustained behaviour
change.

The context of advice is critical and we need to recognise those people who have
contact and potential influence over different population groups, particularly those
more likely to suffer from health inequalities. The level of trust placed in
professionals, particularly health professionals, may help to prompt people towards
behaviour change if advice and support is provided in a sympathetic and realistic
manner.
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CASE STUDY: Brief Interventions in Cornwall and the Isles of Scilly

Overview

The brief intervention training programme is designed to help health professionals and other
community staff and volunteers to raise issues around health related behaviour and
wellbeing as part of their day-to-day work.

Many people find it hard to have a discussion around sensitive issues like healthy weight or
alcohol and the programme builds confidence and skills around this type of conversation.
Why is it important?

Encouraging healthy behaviour in relation to diet, physical activity, smoking, drinking and
weight management has the potential to improve peoples health and quality of life.
Frontline healthcare staff, other public sector workers and volunteers have daily contact
with many people who may find it difficult to change daily habits and adopt healthier
lifestyles. However, every contact counts.

These staff and volunteers are usually respected and trusted individuals with an opportunity
to support people who want to make positive changes. A brief intervention, based on an
open conversation and allowing a person to explore their lifestyle habits, identify the change
they would like to make and how best to achieve it, can have a significant effect on people's
motivation and confidence.

The key is allowing the individual to identify the importance and personal benefits linked to
change and the achievable and sustainable action that will follow, for example, swapping a
daily lunchtime fizzy drink for water and snacking on fruit rather than biscuits.

It works on the four-step approach of:

Ask

Assess

Advise

Assist

Targeting key modifiable behaviours such as stopping smoking, improving, increasing
physical activity, eating well and reducing harmful levels of drinking has the potential to
reduce the burden on individuals and local communities.

What is being done?

The Health Promotion Service for Cornwall and the Isles of Scilly has developed a well-
structured training package based on key national guidance and evidence. Many other local
areas have used our approach as a model for their own schemes.

Training is being delivered face-to-face and from 2011 as an online package for busy staff.
By April 2011, the aim is to have at least 80% of all local health provider staff training in the
lifestyle behaviour change, brief intervention approach. This will enable key positive
prevention messages to be shared by trusted health professionals with many thousands of
patients each year.

What else is planned?

The brief intervention training programme will continue and be reviewed in the light of any
new guidance and evaluation from participants.

Efforts will be made to better track the impact of training on staff behaviour and sustained
behaviour change among patients and the public.

Source: Director of Public Health’s Annual Report 2010 (Cornwall and the Isles of Scilly)
http.//www.cornwallandislesofscilly.nhs.uk/CornwallAndislesOfScillyPCT/InformationForPati
ents/StayingHealthy/DirectorOfPublicHealthAnnualReport2010/Employment/Briefinterventi

ons.aspx
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8.5 Emphasis on the need for good leadership

The White Paper gives repeated emphasis throughout to the crucial role of
leadership in bringing about PHE’s desired changes to public health provision. It
states, for example, that:

The goal is a public health service that achieves excellent results, unleashing
innovation and liberating professional leadership (HLWP, p.4).

And that the intention is to:

Empower local leadership and encourage wide responsibility across society to
improve everyone’s health and wellbeing, and tackle the wider factors that
influence it (HLWP, p.6).

These are laudable ambitions, but their pursuit must take cognisance of the
extensive extant research and literature in the fields of leadership and OD (see
p.27ff.above) relating to health service provision. A comprehensive and systematic
review of innovation dissemination in health service organizations conducted by
Greenhalgh et al.®3, for instance, carry important implications for the
implementation of PHE’s with respect to the distributed leadership of change. They
conclude:

Champions... emerged in our review as a key determinant of organizational
innovation, but no amount of empirical research will provide a simple recipe
for how champions should behave that is independent of the nature of the

innovation, the organizational setting, the sociopolitical context, and so on.®*
p615

Where the White Paper envisions, ‘A new public health system with strong local and
national leadership’ (HLWP, p.8), agents of change should be aware of the
complexity of the system and the need to adopt behavioural science tools and
techniques that can address such complexity. As Greenhalgh et al. observe:

People are not passive recipients of innovations. Rather (and to a greater or
lesser extent in different persons), they seek innovations, experiment with
them, evaluate them, find (or fail to find) meaning in them, develop feelings
(positive or negative) about them, challenge them, worry about them,
complain about them, ‘work around’ them, gain experience with them,
modify them to fit particular tasks, and try to improve or redesign them—
often through dialogue with other users.?>?->%

The challenge faced, therefore, is to mobilize transdisciplinary approaches that have
the potential to engage stakeholders and work with the complexity of human
systems. Ring-fencing resourcing, promoting empowerment etc. will be ineffective
unless those empowered to manage resources are provided with adequate training,
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development and support in dealing with complexity. Disciplinary approaches
outlined above, such as, OD, complexity science and stakeholder analysis, offer
insights and techniques that could be harnessed to assist PHE in its change efforts.

8.6. Different approaches for different stages in the life course

The Marmot Review of Health Inequalities emphasises the need to prioritise
investment in infancy and early childhood. To do this we need to understand how
learning takes place and put in place age-appropriate interventions not ones that are
based on adult learning as the following case study illustrates. This case builds on
earlier research identifying lower cognitive, perceptual, attentional and executive
functioning of children in relation to road safety judgements and behaviours.**

Case study: Children and Road Safety

A new study by vision scientists at Royal Holloway, University of London, has
measured children’s ability to detect approaching cars in a road crossing scenario. At
vehicle speeds faster than 20 mph, primary school age children (6-11 years) may not
be able to tell that a car is approaching. This strongly supports arguments for
implementing and enforcing 20 mph speed restrictions in areas with child
pedestrians such as residential streets.

The study, which is in press for the international journal Psychological Science,
outlines how a speed illusion can mean that all pedestrians, and/or drivers at
junctions, can under-estimate the speed of faster vehicles and may, in some cases,
fail to see them at all. Researchers measured the perceptual acuity of over 100
children in primary schools and calculated the approach speed that they could
reliably detect. Adult pedestrians can make accurate judgments for vehicles
travelling up to 50 mph, but primary school age children become unreliable once the
approach speed goes above 20 mph.

Source: http://www.cyclorama.net/blog/cycling-news/20s-plenty/
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By contrast, older adults have markedly different needs from children and younger
adults as the following case study illustrates.

Older Road Users:

The increasing proportion of older people in the community in industrialized
countries (in many of them this proportion has reached 10 percent and above), and
the increase in their level of mobility and physical activity, make the health safety of
older road users an increasingly critical issue.”?’ Older people are seen as a
vulnerable group of road users. A wide range of factors has been examined in this
context. Older people are those individuals who are most likely to be physical
vulnerable.””! They experience poorer health status and functional decline, increase
in restriction of activity, psychological factors (such as depression and anxiety),
deterioration in sensory and cognitive skills**?>, and a progressive loss of feeling
independent.?”® Some or all of these factors might have affect on the health and
safety of older road users.

8.7 HLWP Reaching across and reaching out - addressing the root causes of
ill health

Whilst the intention to engage individuals, communities, businesses, local authorities
and other key players is welcomed, the White Paper conveys a picture of Public
Health that is fragmented and atomised across the UK, giving power and control to
those communities and individuals that are able to empower themselves, but leaving
myriad gaps in the edifice of public health where the less strong sections of society
will still be vulnerable to ‘anti-health forces’.

The current regime of public sector cuts poses a serious threat to the aspiration for
significant local authority co-ordination of efforts in this area. Whilst the White
Paper recognises that ‘Local government is best placed to influence many of the
wider factors that affect health and wellbeing’, evidence and experience indicates
that resources (both financial and skills) in local authorities are extremely
constrained, and that strong direction and support from central government will be
essential to their ability to play a significant role in this area. An example of this
problem was indicated by by the two inquiries into air quality management in the UK
that reported in 2010 (The Government’s In-House Policy Consultancy®*, and the
Environmental Audit Committee®?).

The White Paper indicates that:
The new system [will]: ... put local government in a leadership role as, given

the huge variations across the country, local councils are best placed to
address the particular issues that their areas face (HLWP, p.22).
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It is envisaged that rigorous, professionally-led and evidence-focused local
leadership is needed in order ‘to improve everyone’s health and wellbeing, and
tackle the wider factors that influence it, most effectively’ (HLWP, p.23).

The implication of this strategy is that provisions need to be put in place to ensure
that agents of local government have adequate training and support to effect
distributed leadership of the form desired. Appropriate leadership development
programmes could assist with the aim of using, ‘... a “ladder” of interventions to
determine the least intrusive approach possible, aiming to make voluntary
approaches work before resorting to regulation” (HLWP, p.23). The approach
advocated is consistent with conclusions drawn by Greenhalgh et al. with respect to
large scale health sector change. That is:

[A] more radical ‘developmental’ agenda... in which a one-way transmission
of advice from the change agency to the target group has been replaced with
various models of partnership and community development.®* ->%

Interventions of this sort, however, need careful planning and implementation.
Particular emphasis needs to be given to the process of intervention (cf. OD,
complexity science and distributed leadership approaches, p.27ff, above), a point
explicitly noted by Greenhalgh et al. in their focus on, ‘innovativeness concentrated
on the ‘softer,” non-structural aspects of its makeup, especially the prevailing culture
and climate, notably in relation to leadership style, power balances, social relations,
and attitudes toward risk taking.’®3- P->%1

8.8 HLWP Responsive - owned by communities, shaped to meet their needs

Businesses must take more responsibility for the impact of their practices
on people’s health and wellbeing. The Government will work collaboratively
with business and the voluntary sector through a new Responsibility Deal
(HLWP, original emphases, p.25).

One implication of this imperative would be to set up a series of workshops and
interventions nationally to promote corporate responsibility with respect to health
promotion and avoidance of harmful activities. This would need to be linked to a
coherent PHE strategy of encouraging private sector stakeholders to engage with a
business ethics agenda.

Related to this point is the aspiration to provide employers with the opportunity, ‘to
improve health outcomes in areas from obesity to smoking, substance misuse and
physical activity in their employees, employees’ families and wider local
communities... through establishing a strong cultural lead, strengthening
management training in recognising and responding to the health needs of the
workforce, and working more closely with others, particularly occupational health
and primary care’ (HLWP, p.46). Employers will need assistance with putting in place
a development framework to pursue and promote this agenda.
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9. Effective Partnership Working: The Importance of Outcomes

Not everything that can be counted counts, and not everything that counts can be counted —
Albert Einstein

9.1 Evaluation of interventions hierarchy

The following material has been drawn from one of the few papers that specifically
focuses on the evaluation of the effectiveness of social marketing interventions.?
Figure 15 shows a hierarchy of effects, progressing from awareness through to,
ultimately, an improvement in overall societal or environmental wellbeing.

Given the lengthy time period between adoption of behaviours and potential impact
on health issues, such as in the case of obesity-related illnesses, skin cancer etc,
wellbeing may be something to aspire to, but more pragmatic interim measures may
be needed. Focus, particularly at the local community level, is likely to be on the
three lower levels in the initial stages of an intervention. Changes in social norms
may occur over time, as they appear to be doing in relation to tobacco products, but
it will be many years before any impact in other areas such as skin cancer rates can
be determined.

Figure 15: Levels of Social Marketing Effectiveness

Wellbeing
(Improvement in social and environmental outcomes)

T

Sociail norm
(Wide spread and sustained change in individual behaviour)

i

Behaviour
(Chanae in desired behavioun

!

Engagement
(Connection with the concepts)
A

Awareness
(Awareness of the concept)

Figures 16 and 17 provide guides to the types of changes that should be sought at each of
the preceding levels — and provides a selection of techniques by which these changes can be
measured.
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Figure 16: Changes Sought at Each Level of Effectiveness

Level Key changes sought Result level
Awareness Increase in awareness of issue Individual changes in
awareness
Engagement A change of attitude and Individual changes in
contemplation of behaviour change attitude and responses to
Behavioural responses to individual programmes
programmes
Behaviour Individual behaviour change Individual changes in
behaviour
Social norm The desired behaviour change has Normative changes in
permeated widely and sustainably and | attitude and behaviour
is therefore maintained
Well being The desired behaviour change has Changes in social and

resulted in an improvement in quality
of life for individuals and society

environmental outcomes

Figure 17: Possible i

ndicators of success at each level of effectiveness

Indicators

Means of measurement

Awareness

X% aware of issue

Surveys (formal / informal-
think about how to
administer questionnaires /
who, where, when.)
Interviews, focus groups,
incorporation into language
& discourse

Engagement

X% contemplating changing behaviour
X% discussing / responding /
participating

Surveys

Behavioural data (e.g.
website hits, requests for
brochures, calls to help-lines
etc.) Interviews, focus
groups. Engagement with
social media

Behaviour

X% self report behaviour
X% behaviour changes recorded

Self report (diaries, video
diaries), observation.
Behavioural data (e.g.
participating in sports clubs,
road speed data)

Social norms

X% positive attitudes / positive media
coverage

Anecdotal feedback / observation
Political environment

Surveys

Media and political tracking
Anecdotal feedback
Observation

Well being

X% increase in social outcome
X% increase in environmental outcome

Social reports (annual
complications of indicators
of wellbeing)
Epidemiological data
Environmental data
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9.2 Evaluating multi-partner interventions

In working with partners it is important to gain agreement on what will count as
success (or otherwise) for components over which an organisation or funding body
may not have direct control. Where interventions are largely based in a community,
the resources and techniques by which data can be collected needs to be
determined and agreed by all parties — and contingency measures put in place to
ensure that data can be collected as agreed if participating organisations or
individuals within them become unable to continue to collect the data over time.

Evaluation of procedures may include partners themselves evaluating whether they
believe progress is being made and whether they believe their involvement is a
positive experience.

Evaluation of service delivery by the partnership may involve counts of the number
of users of the services and other quantitative measures. There is the opportunity to
gain valuable insights as to how well services meet the client’s expectations and
needs through questions such as the following:

Do participants feel like they are making progress?

Are no, or few, negative side effects reported by participants?

Do participants report that they like involvement with the programme?

Do participants recommend it to others?

Do those people around the participants (e.g. family and friends) report that
participants are making progress and are satisfied with their involvement?

Do participants feel that they are included in the development process? Do they
feel that they have a voice in programme improvement?227'p' 131

Collection and analysis of data can be problematic, as the following example shows:

UK Community Alcohol Prevention Programme (UKCAPP)

A number of community partnerships have been formed in the UK to reduce alcohol-
related harm through community-based interventions focussing not on specific
target groups but rather on changing community structures or environments®*,
Partnerships in individual areas involved partners such as ‘health authorities,
community safety partnerships, alcohol and / or drugs teams, police, licensing
forums, the news media, the licensed trade and groups representing sections of the

general public.”*

Initial analysis of the impact of these programmes focussed on the challenges of
developing and maintaining positive relationships between partners, managing time
and resources as well as reconciling differing agendas. More recent analyses
highlighted difficulties in sourcing and interpreting data intended to measure the
impact of programmes. Problems were evident in data collection due to different
methods used by partners such as the police, ambulance and hospital / A&E
departments, together with the impact of subjective judgement by analysts as to

classification of data®*°.
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From the perspective of those providing funding for services that may be provided
by partnerships, there will be an expectation of the impact of the partnership’s
activity on the wider community, including cost-effectiveness or return on
investment data.

Lessons can be learned from international best practice/demonstrable impact, for
example the following two cases provide significant contrasts. The VERB case was
grounded in behavioural change theory, involved multiple contributing organisations
and achieved all objectives set:

VERB: This US physical activity intervention was aimed at 9 — 13 year olds and
specifically included the perceptions of ethnic minorities and those with physical
disabilities. The involvement of a wide range of stakeholders, including
communities, at all stages of development and implementation, coupled with
comprehensive qualitative and quantitative research to provide insights into barriers
to, and enablers of, increasing physical activity led to sustained improvement in
physical activity across the target segment.?*!

In other cases, evidence of impact may indicate variable effects across different
types of behaviours, as is shown in the health promoting schools case below.

Health Promoting Schools: This is an international holistic, multi-factorial approach,
targeting personal, cognitive and social skills in order to improve physical activity,
healthy eating and emotional health. Sustained improvements on these factors have
been demonstrated in many countries in which the approach has been used?*?, 2.
Note: associated programmes aimed at decreasing illicit substance use and reducing
suicide potential have been less successful.”*

HLWP4. A new public health system with strong local and national
leadership

A matter for ongoing debate is the location of Public Health England in terms of
whether the needs of the public would be best served by an independent voice
focussed on their specific needs versus a location within the Department of Health
which may achieve efficiencies of scale but result in public health being subsumed
under a broader agenda and possibly losing its focus. In the new NHS structure:

There will be stronger incentives for GPs so that they play an active role in
public health (HLWP, p.52).

Incentives are only one part of the motivational equation. GPs (and GP consortia)
will need help and training to change their behaviour with respect to public health
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promotion. In addition to drawing on behavioural science to achieve stated
behaviour change objectives with respect to healthy living on the part of the general
population, a meta-framework of organizational and individual change will be
needed to modify attitudes and behaviours on the part of health professionals, other
service providers and their respective organizations.

HLWPA new role and freedoms for local government

The White Paper envisions localism to ‘be at the heart of this new system’, and
seeking to devolve, ‘responsibilities, freedoms and funding’ (HLWP, p.51). This will
entail a creation of a crucial role, Directors of Public Health, who:

. will be the strategic leaders for public health and health inequalities in
local communities, working in partnership with the local NHS and across the
public, private and voluntary sectors (HLWP, p.51).

Furthermore, the DPH will be, ‘a public health professional, with the training,
expertise and skills needed to enable them to meet both the leadership and
technical requirements of the role’ (HLWP, p.55).

Whilst it will be important that DsPHs are health professionals qualified to take up
this function and responsibility, there will also need to be programmes and
processes in place to ensure appropriate training and development for DsPHs (and
other local government employees) who have to take on leadership responsibility.
Technical competence and qualification will not necessarily guarantee that
incumbents will have the requisite change management, leadership co-ordination
and facilitative skills to expedite this demanding role. They will need support to
acquire and development these skills.

Public Health England (role outlined HLWP, p.65) would be an obvious locus for
provision of leadership training and development for GPs, GP consortia, DsPH, and
changes agents at local authority level, etc.

The planned changes to public health structures must also attempt to build
knowledge and confidence among key decision makers on how to design and
implement behaviour change programmes using a transdisciplinary approach. An
active model of support is required rather than an assumption that the emerging
Health and Wellbeing Boards will consider and invest time in understanding this
approach. Appropriate specialist advice and support should be signposted using
academic and other networks so that strategic decision-makers can have confidence
about the proposed interventions they may then commission.

With the development of new decision-making structures, there is a significant
opportunity to build an understanding and expectation of effective behaviour
change but it should not be assumed that Health and Wellbeing Boards will be able
to access appropriate guidance and support. Without a true understanding of
sustainable behaviour change there is an increased risk that commissioning decisions
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will continue to be based on historic investments and not a clear assessment of
population need and designing programmes to target support where it is needed
most.
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10. Conclusion

This report has provided a critical approach to the main issues raised, or not
specifically addressed by, the Health White Paper. The complexity of factors
potentially influencing and impacting on health indicates that a transdisciplinary
approach to health-related behaviour change warrants serious consideration. This
would draw on the concepts, theories and competencies offered by a range of
disciplines to provide synergistic solutions integrating and transcending individual
disciplines.

Effective behaviour change interventions should be theory-based while recognising
the limitations of extant theory. They should make use of the contributions of
different approaches, remaining cognisant of key issues such as message framing
and context effects, and also be clear about the overarching importance of strong
and effective leadership.

Research strategies used to inform and evaluate behaviour change at all levels -
national through regional and local community - could usefully draw on a wider
range of methods and types of evidence than have been used for past interventions.
Widening the scope in this way will maximise the utility and accessibility of research
data.

It is the report authors’ hope that this response proves helpful in informing future

health policy activities, research agendas and interventions that flow from the
Healthy Lives, Healthy People White Paper.
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ABSTRACT

This paper discusses the implications of recent EU and, specifically, UK, relaxation of
regulations governing product placements within EU-originated media content.
Using the UK regulations that came into force from February 2011, we suggest that
the regulations are potentially ineffective, inconsistent with other legislation and
regulation and do not reflect the subtleties of product placements across a range of
media forms. Recommendations for future research conclude the paper.

INTRODUCTION

Product placement involves the insertion of a recognizable branded product into the
content or background of a range of media broadcasting formats. Placements may
occur in traditional media formats such as radio, television and movies, as well as
newer formats such as console-based video games, online games (advergames) and
social media sites. A placement may be paid for directly, be provided as part of an
exchange of goods or services, or be a part of a joint promotional package?>. In
traditional media formats, such as movies and television, product placement can
occur passively (the product is part of the setting but is not actually used), or actively
(the product is used by an actor, with or without verbal acknowledgement, as part of
the script).

Recent developments in television programmes such as reality and talent shows
have provided new opportunities for product placement while product placement in
popular music — particularly in rap and hip-hop genres — is endemic®*®. In newer
media formats such as console-based video games and advergames products may be
peripheral or integral to the game itself. Finally, product placement has found its
way onto social media sites such as Facebook, Twitter and You Tube where the
combination of user-generated content and word-of-mouth recommendations are
regarded as in invaluable opportunities for product placement by marketers®®’. The
impact of this activity is poorly understood and attempts to minimise any potential
harmful impacts do not reflect the realities of product placements within new media
forms.

DISCUSSION

History
Funding from product placements has long been attractive to entertainment
(movies, television and radio) producers as it provides an opportunity to offset
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production costs®*. The first recorded product placement in the movies was the

featuring of Gordon’s Gin in the 1951 Humphrey Bogart and Katherine Hepburn
movie The African Queen®®. Product placements were contained within programme
content originating from outside the EU, especially from US programming but were
not permitted within EU-originated programme content until a 2007 EU directive®*° .
With effect from February 2011, product placements have been permitted within
UK-originated broadcasting, including sports programming, soaps, films and
television and radio entertainment shows**!. The following prohibitions apply:
placements are banned during news and children’s programmes, together with
religious, current affairs and consumer advice programming. The placement of items
such as tobacco, alcohol, gambling, infant formula, all medicinal products, electronic
or smokeless cigarettes, cigarette lighters etc and foods or drinks high in fat, salt and
sugar’*.

Product Placement in Music

Product placement in popular music — particularly in rap and hip-hop — is endemic.
Songs by rappers like Flo Rida, Kanye West and Jay Z often receive airplay on
national stations. In 2008 Flo Rida’s song Low peaked at number 2 on the UK Singles
Chart and name checked brands such as Apple Bottom, Reebok, Cadillac, Maybach,
Patron, Hennessy, and Glock amongst others (American Brandstand, 2008). Music
videos are, similarly, often vehicles for product placement. Lady Gaga’s 9.5 minute
video for her single Telephone includes 10 product placements and was viewed by
more than 4 million people in the first 24 hours after its release®*.

Product Placement in Computer-based Media / Social Media

In newer media such as advergames — free online games that offer high quality
game-play in order to promote a particular product — the product is often an integral
part of the game itself. For example, the Chrysler Group created the Island Rally
Racing Series in order to promote a new range of vehicles for their Chrysler, Jeep and
Dodge brands***. Advergames appear to have evolved in response to low click-
through rates for conventional web advertisements such as banner ads**® and aim
to offer entertainment that engages gamers in such a way that an emotional

connection is forged between the game and the brand featured within it>*°.

In console-based games product placement may be central or peripheral to the
game, however, the immersive nature of game-play means that target audiences
react and engage with placements differently. The repetitive exposure provided in
videogames that may be played many times is also seen as an advantage for
placements in newer media forms®*’. A particular cause for concern is the popularity
of these types of games with children as how they interact with and negotiate
product placement in this format is not understood®*®. More recently, product
placement has extended to social media sites with marketing companies offering
cash and discount incentives to those who mention the relevant brands to their
friends on social networking sites; similarly companies like Sponsored Tweets pay
people for mentioning brands in their tweets?®’. The impact of this activity is also
totally un-researched
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SPECIFIC PRODUCT PLACEMENT CONCERNS

Children

Children’s limited ability to understand the nature of persuasion knowledge and thus
limited defences against persuasive communication®*> >*° is held by lobby groups to
be justification for limiting the type and amount of exposure to persuasive
communication. There is, however, little specific research in this area and it remains
a very difficult — and hotly contested topic®. International moves to deliver media
literacy training to children represent attempts to increase knowledge of commercial
persuasion forms and techniques and to help children to develop coping skills*** 23,
These programmes, however, focus on overt marketing communication and not on
the more subtle forms of persuasive communication discussed in this paper. There is
also considerable doubt regarding the effectiveness of these programmes,
particularly among younger children 2%%%,

A number of general concerns have been raised in relation to the potential impact of
product placement on vulnerable groups such as children if the characters using a
specific brand or product type portray the product’s use as ‘cool’ or desirable 2>>°°).
While up to half of children do recognize the commercial intent of programme
placements, 72% reported that ‘seeing a favourite character using a certain brand

makes them want to use that brand at least some of the time’.>*” P14

This may indicate a link between involvement in, and loyalty to, the programme and
loyalty to the products the programme characters explicitly or implicitly endorse.?*®
235,239 \While these concerns extend well beyond tobacco advertising, it must be a
major concern to regulators that tobacco brands featured in 20% of movies rated as
suitable for children over the period 1988 to 1997.%%°

Tobacco

Of greater concern is the finding that portrayal of movie stars smoking increases the
likelihood of teenagers commencing smokingm. The incidence of smoking as
portrayed in movies does not reflect its actual (lower) consumption in society 25 An
analysis of the impact of the positive portrayal of smoking in the entertainment
media indicates that non-smokers attitudes towards smoking and smokers were
affected by the exposure. The exposure appears to lead to an increased tolerance of
the behaviours involved. This outcome is accounted for by Social Learning Theory, in
which repeated exposure to an observed behaviour can result in actual behavioural
change **% .

One study observes that ‘regulators had not fully appreciated the evolution of new
promotion vehicles’ nor ‘the industry's resourcefulness in identifying and developing
these’.”® P 11 Thjs study also notes a range of promotional devices such as music
and entertainment-oriented websites that are provided by tobacco companies, as
well as brand stretching tactics whereby tobacco brand names are placed on
products as diverse as sunglasses, clothing and retail outlets for travel and clothing.
Where these activities are included as part of movies, television programmes
originating from outside the European Union’s sphere of influence, they will not be

subject to the EU, let alone OFCOM, regulatory provisions, in spite of concerns that
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American programmes contain high amounts of tobacco use *°2. This also applies to
the growing amount of non-broadcast and web-based promotional activity.

Alcohol

Similar to the tobacco industry, the alcohol industry has been found to share
promotional practice in order to circumvent advertising bans®®. This included
promotions in social networks, such as facebook *®*, and concerns about alcohol
branded merchandise’® and the usage of alcohol, tobacco and drugs related
messages in popular music?®® .

Potential Regulatory Effectiveness

The UK regulations are unlikely to have any influence on children’s exposure to
product placement. The National Consumer Council estimates that nearly 70% of
children’s viewing (up to 80% for 10-15 yr olds) takes place during adult
programming®®’. Further, restrictions do not extend to product placement across
electronic media such as video and online games. The shift to online advertising and
product placement in social networking and media sharing sites such as bebo,
Facebook and You Tube are not taken into account by the restrictions. This is a
significant oversight given that 16-24yr olds are estimated to spend more time online
than they do watching television?®®.

Inconsistency with Other Legislation

A further concern is the gap between OFCOM'’s restrictions on the kinds of products
that can be placed and the ongoing placement of harmful products not identified by
these restrictions. One example of this is the inclusion of sunbeds in several reality-
format television programmes airing in the UK despite legislation that bans the use
of sunbeds by under 18s (Sunbed [Regulation] Act, 2010) in recognition of sunbeds’
carcinogenic propertie5269. It would appear reasonable to expect that the intent of
this legislation be reflected in regulations covering mass communication tactics such
as product placements.

However, over recent years a number of popular television programmes have either
directly featured the use of sunbeds and/or place an emphasis on getting a tan and
being tanned. These include Sunset Tan, a reality series set in a tanning salon in Los
Angeles which first aired on the US cable channel E! in 2007. Based on an existing
tanning salon which received a great deal of media attention after it became popular
with a number of high-profile celebrities (including Britney Spears, Paris Hilton and
Kim Kardashian), the series ran for several seasons in the US. The show is no longer
running, and did not air in the UK, however video clips from the series are available
to watch online (http://www.sunsettan.com).

Reality Shows Reflecting Unwise Behaviours

Celebrity role models, such as the cast members of the shows above, who maintain
year-round tans and who openly endorse the use of sunbeds are known to influence
the tanning behaviours of teenage girls®’” ?’!, yet this is not reflected in any
regulations. For example, the regulations do not address programmes whose central
focus reflects unwise behaviour, such as MTV’s Jersey Shore, a reality show that has
successfully crossed over from the US to the UK and which features eight young
people living and working in a number of resorts along the Jersey shoreline.
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MTV’s promotional material stated that it had gathered the ‘hottest, tannest,
craziest guidos’ for the show.?’? Cast members have become minor celebrities with
actresses like Nicole ‘Snooki’ Polizzi often appearing in heat magazine. A reflection of
the show’s popularity and influence can be seen in a recent article in the Mirror
which cited ‘the distinctly mahogany cast of MTV’s Jersey Shore’ as an inspiration for
this summer’s ‘fashion tan’, ‘a deeper, ultra-luxe tan, which quickly spread to celebs

like Victoria Beckham and Cheryl Cole’.?”?

A second example is of a UK based reality show that has been phenomenally
successful; Katie Price’s ITV2 show What Katie Did Next. While tanning is not an
explicit focus of the show, Price is a known endorser of sunbeds®’* and has her own
private sunbed in her home. One episode features the ‘haunted sunbed’ in which the

sunbed alarm is triggered unexpectedly in the middle of the night*”>.

CONCLUSIONS

The practice of product placements raises many legislative and ethical issues,
particularly in terms of growing concerns regarding the impact of persuasive
communication on vulnerable groups such as children 2*°; calls for tighter regulation
of products such as alcohol?”® and outright bans on the promotion of tobacco

prod ucts®’’.

We argue that the 2011 regulations are unlikely to be effective as they fail to address
a number of significant issues. These include firstly, a failure to take children’s actual
viewing practices, which are largely focused on adult programming, into account; a
neglect of product placement across electronic and social media. Secondly, a failure
to act on the presence of a number of harmful products, such as sunbeds, that fall
beyond the current list of restricted products.

Finally we argue the need for academic work that not only responds to product
placement as and when it happens, and that contributes to an understanding for the
impact of product placement in individual media and the cumulative effects of
exposure to placements across the increasingly fragmented nature of contemporary
ways of engaging with media forms. Regulatory decisions would therefore be
informed by a detailed understanding of product placement real-world effects and
which was able to respond appropriately to the ever-shifting terrain of formats for,
product placement.
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