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Behaviour change: is often a goal for staff working directly with organisations, governments or communities. It represents the process of altering habits and behaviours over time. It can be temporary or permanent. Behaviour plays an important role in people’s health, for example smoking, poor diet, lack of exercise and sexual risk-taking can cause a large number of disease. In addition, evidence shows that different patterns of behaviour are deeply embedded in people’s social and material circumstances and their cultural context. Interventions to change behaviour have enormous potential to alter current patterns of disease. A genetic predisposition is difficult to alter. Social circumstances can also be difficult to change, at least in the short to medium term. By comparison, people’s behaviour, ad individuals and collectively, may be easier to change. However, many attempts to do this have been unsuccessful, or only partially successful. Often, this have been because they fail to take account of theories and principles of successful planning, delivery and evaluation. At present, there is no strategic approach to behaviour change across government, the NHS or other sectors, and many different models, methods and theories are being used in an uncoordinated way. 
In a healthcare ecosystem, changing behaviour is a vital process to ensure patients outcomes, enhancing efficiency, and ensuring compliance with best practices. It involves shifting attitudes, routines, and habits among healthcare professionals to align with evidence-based practices and organisational goals. 

The key elements of behaviour change are: 
· THREAT: a danger or a harmful event of which people may or may not be aware. 
· Strategy: raise awareness that the threat exists, focusing on severity and susceptibility
· FEAR: emotional excitement caused by perceiving a significant and personally relevant threat. 
· Strategy: fear can be powerfully influence behaviour and, if it is channelled in the appropriate way, can motivate people to seek information, but it can also cause people to deny they are at risk.
· RESPONSE EFFICACY: perception that a recommended response will prevent the threat from happening.
· Strategy: provide evidence of examples that the recommended response will prevent the threat. 
· SELF-EFFICACY: an individual’s perception of confidence in their ability to perform a recommended response. 
· Strategy: raise individuals’ confidence that they can perform response and help ensure they can prevent the threat.
· BARRIERS: something that would prevent an individual from carrying out a recommended response.
· Strategy: be aware of physical or cultural barriers that might exist, attempt to remove barriers.
· BENEFITS: positive consequences of performing recommended response. 
· Strategy: communicate the benefits of performing the recommended response. 
· SUBJECTIVE NORMS: what an individual thinks other people think they should do. 
· Strategy: understand with whom individuals are likely to comply.
· ATTITUDES: an individual’s evolution of beliefs about a recommended response. 
· Strategy: measure existing attitudes before attempting to change them.
· INTENTIONS: an individual’s plans to carry out the recommended response.
· Strategy: determine if intentions are genuine or proxies for actual behaviour. 
· CUES TO ACTION: external or internal factors that help individuals make decisions about a response. 
· Strategy: provide communication that might trigger individuals to make decisions. 
· REACTANCE: when an individual reacts against a recommended response.
· Strategy: ensure individuals do not feel they have been manipulated or are unable to prevent the threat. 

Key factors influencing the behaviour change:
· Education & Training: Continuous learning programs, workshops, and simulation-based training help reinforce new behaviours.
· Leadership & Role Modelling: Leaders who model desired behaviours influence staff adherence and commitment.
· Workplace Culture: A supportive, patient-centred culture fosters openness to change.
· Incentives & Motivation: Recognition, rewards, and intrinsic motivation (e.g., patient safety) drive change.
· Feedback Mechanisms: Regular feedback through audits, peer reviews, and patient outcomes data encourages improvement.
· Technology & Tools: Electronic health records (EHRs), AI-based decision support, and automation make compliance easier.
· Policy & Regulation: Guidelines, accreditation requirements, and compliance standards reinforce change.

Social Cognitive theory: this theory produced by Bandura, proposes that people are driven not by inner forces, but by external factors. This theory explains behaviour change as a dynamic interaction between 3 elements. 
This model suggests that human functioning can be explained by a the interaction of three elements:
· Behaviour
· Personal factors: includes instincts, drivers, traits, and other individual motivational forces. 
· Environmental factors: represent situational influences and environment in which behaviour is performed.
This is often known as reciprocal determinism and highlights the role of observational learning, self-efficacy and reinforcement in shaping behaviours. 
The key components of this theory are:
1. Observational learning (Modelling): people learn new behaviours by watching others especially role models.
2. Reciprocal determinism: behaviour is influenced by and influences personal and environmental factors in a continuous loop.
3. Self-efficacy (confidence in abilities): confidence in one’s ability to perform a behaviour increases the likelihood of doing so. Training and mentorship programs in the NHS improve healthcare professionals’ confidence in adopting new skills (e.g., managing digital health records or delivering patient-centred care).
4. Reinforcement and motivation: positive or negative consequences shape behaviour through rewards, incentives, or punishments. NHS schemes like the Quality and Outcomes Framework (QOF) use incentives to reinforce positive behaviours, such as improving chronic disease management.
5. Outcome expectations: people are more likely to engage in behaviours if they expect beneficial results. Staff are more likely to engage in behaviours that they believe will lead to positive patient outcomes, such as following infection control protocols.

Theory of planned behaviour: this theory was developed by Icek Ajzen and explains how human behaviour is driven by 3 factors:
· ATTITUDE: a person’s belief about the positive and negative consequences of a behaviour
· SUBJECTIVE NORMS: the perceived social pressure to perform or not perform a behaviour
· PERCEIVED BEHAVIOURAL CONTROL: the extent to which a person feels they can successfully perform the behaviour. 
These factors shape behavioural intention, which in turn predicts actual behaviour. The stronger the intention, the more likely the behaviour will be carried out.
Example in the NHS:
Hand Hygiene Compliance
· Attitude: A healthcare worker believes handwashing reduces infections.
· Subjective Norms: Colleagues and managers emphasize its importance.
· Perceived Behavioural Control: Access to sinks, soap, and reminders increases compliance.
Promoting Vaccination Among Staff
· Attitude: Staff believe vaccines prevent illness and protect patients.
· Subjective Norms: NHS campaigns and peer uptake encourage participation.
· Perceived Behavioural Control: On-site vaccination clinics make it easy to get vaccinated.

Transtheoretical (Stages of change) model: this theory was developed by Prochaska and DiClemente, and explains how individuals change behaviours gradually through a series of stages. 
Stages of Change
1. Precontemplation – No intention to change behaviour (unaware of the need for change). In this stage people are not intending to make change in the near future.
2. Contemplation – Aware of the issue but undecided about changing. In this stage people intend to change, they are aware of the pros of changing but also can identify the cons. 
3. Preparation – Deciding to change and making plans. People have a plan of action and intend to take action in the immediate future.
4. Action – Actively modifying behaviour. This is the stage in which people make the behaviour change.
5. Maintenance – Sustaining the behaviour change over time. This represents the stage where people work to prevent relapse. Relapse (sometimes included) – Returning to old behaviours, requiring re-engagement in the process.
6. Termination -  This is the most difficult stage to maintain and people have 100% efficacy and will maintain the behaviour. 
This model is widely used in NHS health promotion, lifestyle change, and mental health interventions.

Behaviour change wheel (BCW): it’s a comprehensive framework that provides a structured approach to understanding and influencing behaviour. It was developed by Susan Minchie and colleagues and is commonly used in various fields, including healthcare, to design, implement and evaluate behavioural change interventions. The BCW integrates multiple theories of behaviour change and is organised into three core components:
1. Behaviour system
2. Intervention functions
3. Policy categories
This wheel is particularly useful for designing interventions to promote health behaviours, such as increasing physical activity, reducing smoking, or improving medication adherence.
The BCW consists of three main layers that collectively help design effective interventions: 
1. The inner Layer: CAPABILITIES, OPPORTUNITIES, and MOTIVATION (COM-B model)
The BCW starts with the COM-B model which identifies three essential components that influence behaviour. 
· CAPABILITY ( C): the physical and psychological ability to perform a behaviour. This includes knowledge, skills, and physical resources. 
· OPPORTUNITY (O): the external factors that influence whether a behaviour can be performed. This could include social, environmental, or cultural factors, as well as the availability of time, money, and infrastructure. 
· MOTIVATION (M): the internal processes that drive an individual to perform a behaviour. This includes both reflective motivation (planning, reasoning) and automatic motivation (emotional responses, habits).
These three component are interrelated. To change behaviour, the intervention needs to address the specific capability, opportunity, or motivation factors that are inhibiting the desired behaviour.
2. The middle layer: INTERVENTION FUNCTIONS
After identifying the barriers within the COM-B model, the next step is to determine what kind of intervention is required. The BCW outlines nine intervention functions that can be applied to address different barriers. These functions are: 
1. EDUCATION: increasing knowledge or understanding to change behaviour (like providing information about the health risks of smoking)
2. PERSUASION: Using communication to induce positive or negative feelings to encourage behaviour change (for example framing messages to motivate individuals to adopt a healthier diet)
3. INCENTIVATION: providing rewards or incentives to increase the likelihood of a desired behaviour (for example financial rewards for quitting smoking)
4. COERCION: using punishment or threat to reduce undesirable behaviours (for example fines for smoking in public places)
5. TRAINING: improving skills or capacity to perform the behaviour (like training individuals on how to manage their diabetes)
6. RESTRICTION: limiting opportunities to engage in undesirable behaviours (like restricting the sale of alcohol to minors)
7. ENVIRONMENTAL RESTRUCTURING: changing the physical or social environment to make the behaviour easier to perform (like providing designated spaces for physical activity)
8. MODELING: demonstrating the desired behaviour through role models (like public figures promoting healthy eating)
9. ENABLEMENT: Providing support or resources to help individuals perform the behaviour (for example offering healthcare services to support weight loss).
3. The outer layer: POLICY CATEGORIES
The BCW also includes policy categories, which help to identify broader policies and strategies that could facilitate the behaviour change. These categories influence the success of interventions and ensure alignment with governmental or organizational structures. 
The BCW identifies seven policy categories:
1. Communication/Marketing: Using media campaigns and social marketing to promote the desired behaviour
2. Guidelines: Providing guidelines and recommendations for behaviour, often through professional bodies or governmental health authorities.
3. Fiscal Measures: Implementing financial incentives or disincentives to encourage or discourage behaviours (like taxes on tobacco).
4. Regulation: Creating laws, regulations, or rules to restrict or promote certain behaviours (bans on smoking in public places).
5. Legislation: Enacting legal measures to enforce behaviour change (e.g., mandatory vaccinations).
6. Environmental/Social Planning: Designing physical or social environments that promote or constrain specific behaviours (e.g., urban planning for active transportation).
7. Service Provision: Offering services or support to facilitate behaviour change (smoking cessation services).

How to apply the BCW in healthcare: In healthcare, the BCW can be applied to a wide range of behaviour change interventions aimed at improving patient care, increasing healthcare worker performance, or promoting public health. 
Here’s a general step-by-step guide for using the BCW in healthcare settings:
1. Identify the Target Behaviour: The first step is to clearly define the behaviour you want to change (improving medication adherence, increasing vaccination uptake, reducing smoking, or encouraging healthy eating).
2. Assess the COM-B System: Analyse the capabilities, opportunities, and motivations of the target population. This involves understanding the barriers and enablers to behaviour. For example:
a.  do patients lack the capability to understand medication instructions (capability),
b. are they unable to access healthcare facilities (opportunity), or 
c. are they not motivated to stick to their prescribed regimen (motivation)?
3. Choose Intervention Functions: Based on the identified barriers in the COM-B analysis, select appropriate intervention functions from the BCW to address these issues. For example, if the issue is a lack of understanding about the importance of medication adherence, education or training might be the most appropriate intervention function.
4. Select Policy Categories: Identify the broader policies or strategies needed to support the intervention. For example, this could involve regulatory measures like mandatory flu vaccinations for healthcare workers or fiscal measures like providing subsidies for healthy foods.
5. Design the Intervention: Develop the intervention using a combination of the chosen intervention functions and policy categories. For instance, you could use a media campaign (communication) to educate patients, provide incentives (incentivisation) for adherence, and modify the environment (environmental restructuring) to ensure patients have access to the medication.
6. Evaluate and Adjust: After implementing the intervention, monitor its effectiveness and gather feedback. If necessary, adjust the intervention based on the data collected to ensure the desired behaviour change is achieved.

The Behaviour Change Wheel (BCW) is a versatile and evidence-based framework that helps design, implement, and evaluate behaviour change interventions in a systematic way. By understanding the key factors influencing behaviour (capability, opportunity, and motivation) and applying appropriate intervention functions and policy categories, healthcare organizations can effectively influence behaviours that improve health outcomes and quality of care.
By using the BCW in healthcare settings, it is possible to create interventions that are more targeted, efficient, and sustainable in achieving long-term behaviour change.

Applying the Behaviour Change Wheel (BCW) to Increase Flu Vaccination Uptake in the UK
Overview:
In this group work, we will examine the use of the Behaviour Change Wheel (BCW) to develop a strategy aimed at increasing flu vaccination uptake in the UK. Despite having a national vaccination program, certain population groups continue to exhibit low uptake, especially those at higher risk, such as elderly individuals, pregnant women, individuals with chronic conditions, and healthcare workers.
We will use the BCW framework to design an intervention that targets the barriers to vaccination and promotes behaviour change among these groups.
1. Target Behaviour: Increasing flu vaccination uptake among high-risk individuals in the UK.
· Target Group: Elderly people (65+), pregnant women, individuals with chronic conditions (e.g., diabetes, asthma), and healthcare workers.
· Context: The flu vaccination program in the UK is free and widely available through NHS services, but some individuals do not attend vaccination appointments or fail to recognize the importance of getting vaccinated.
2. COM-B Model:
The first step in applying the BCW is to analyse the capability, opportunity, and motivation (COM-B) of the target groups to understand what drives or hinders the desired behaviour.
Capability:
· Knowledge and Awareness: Many people lack understanding about the flu vaccine’s importance or safety. High-risk groups may not realize how serious the flu can be for their health or the health of those around them.
· Example: Elderly individuals might not fully comprehend how flu can lead to severe complications like pneumonia or hospitalization.
· Physical and Psychological Capability: Some individuals may not be physically capable of attending vaccination appointments due to mobility issues or mental health challenges like fear or anxiety about receiving the vaccine.
· Example: Elderly individuals may have difficulty traveling to a vaccination clinic, or pregnant women may have concerns about the vaccine’s safety.
Opportunity:
· Access to Vaccination Clinics: Although vaccines are free through the NHS, some individuals face barriers to attending vaccination clinics, including inconvenient clinic hours, long wait times, and geographical challenges.
· Example: In rural areas or among people with limited transportation options, attending a vaccination clinic can be inconvenient or difficult.
· Social Opportunity: Social influence also plays a role in vaccination uptake. If individuals see their peers or trusted figures receiving the vaccine, they may be more likely to follow suit. Additionally, workplace vaccination programs could serve as a social opportunity.
· Example: If colleagues in the workplace or family members get vaccinated, it may encourage others to do the same.
Motivation:
· Fear and Misconceptions: Some people fear that the flu vaccine will give them the flu, or they may have concerns about side effects. Others may question the vaccine’s effectiveness or safety.
· Example: There is a common misconception that the flu vaccine causes flu-like symptoms or that it isn’t 100% effective, which may discourage people from getting vaccinated.
· Lack of Perceived Need: Younger individuals or those who are generally healthy may not see the vaccine as necessary for themselves. They may believe the flu is mild and not worth the effort to get vaccinated.
· Example: A healthy individual might feel that flu is not serious enough to warrant a vaccine, or they may believe that their immune system is strong enough to fight the flu.
3. Intervention Functions:
Based on our understanding of the target behaviour and the COM-B analysis, the following intervention functions from the BCW are most appropriate for increasing flu vaccination uptake in the UK:
Education:
· Awareness Campaigns: Launch a national media campaign to educate the public about the importance of the flu vaccine. This campaign should address common misconceptions, such as the belief that the vaccine causes flu-like symptoms, and emphasize the vaccine’s benefits for both individuals and the broader community.
· Targeted Messaging: Develop messaging tailored to specific groups (e.g., elderly individuals, pregnant women, people with chronic conditions) to highlight the importance of flu vaccination for their health and well-being.
· Trusted Sources: Use trusted public health figures, healthcare workers, and celebrities to spread accurate information about the flu vaccine.
Incentivisation:
· Reward Systems: Offer small rewards or practical incentives to encourage individuals to get vaccinated. For example, offer discounts on healthy food or services, or provide a small monetary reward for individuals who attend vaccination clinics.
· Workplace Incentives: Employers can provide incentives, such as paid time off or vouchers, for employees to attend flu vaccination sessions during working hours.
Environmental Restructuring:
· Access and Convenience: Increase the accessibility of flu vaccination clinics by offering mobile vaccination services in community centres, schools, workplaces, and remote areas. Additionally, provide extended clinic hours (including evenings and weekends) to make it easier for people to get vaccinated.
· Home Vaccination Service: For elderly or housebound individuals, offer home vaccination services or transportation to vaccination centres.
Modelling:
· Influence Through Role Models: Encourage public figures, healthcare workers, and community leaders to publicly get vaccinated. This can have a significant impact on influencing others, as people are more likely to adopt behaviours when they see trusted individuals participating.
· Workplace Vaccination Programs: Set up vaccination clinics in workplaces where employees can get vaccinated during work hours. Seeing their colleagues vaccinated will increase the likelihood that others will follow suit.
Coercion:
· Mandatory Vaccination for Healthcare Workers: Require healthcare workers, especially those in direct contact with vulnerable patients, to be vaccinated to reduce the risk of flu transmission in healthcare settings.
· Legislation: Introduce legislation that mandates flu vaccination for workers in essential services, such as healthcare, schools, and care homes.
4. Policy Categories:
The BCW also outlines several policy categories that can support or hinder the intervention's success. These include:
· Communication/Marketing: Government and healthcare organizations can lead a nationwide awareness campaign using social media, TV, and radio ads. They can also collaborate with local councils, pharmacies, and workplaces to promote vaccination availability and benefits.
· Fiscal Measures: Offer subsidies or financial incentives for people who attend vaccination clinics. Provide employers with tax incentives to encourage workplace vaccination programs.
· Regulation/Legislation: Implement policies that encourage mandatory vaccination for certain groups, such as healthcare workers or high-risk individuals in care settings. This will help ensure that key frontline workers are protected and do not contribute to the spread of flu.
· Service Provision: Ensure that vaccination clinics are easily accessible, with increased availability of appointments, home visits for the elderly, and mobile vaccination units in rural areas.
5. Evaluation:
To evaluate the effectiveness of the intervention, we propose the following metrics:
· Vaccination Uptake Rates: Measure changes in flu vaccination rates before and after the intervention, particularly in high-risk groups.
· Feedback from Participants: Collect feedback from individuals on their experiences with the vaccination process, barriers to access, and any perceived difficulties.
· Comparative Data: Compare vaccination rates in areas where the intervention was implemented with areas where it was not.

Conclusion:
By applying the Behaviour Change Wheel (BCW), we can develop a comprehensive and targeted strategy to increase flu vaccination uptake in the UK. By focusing on the key factors of capability, opportunity, and motivation, we can address barriers to vaccination and encourage behaviour change. The intervention can be further supported through tailored education campaigns, incentives, and improved access to vaccination services. Ultimately, this approach can help protect vulnerable populations, reduce the burden of flu-related illness, and contribute to greater public health outcomes in the UK.

