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Critically evaluate the applicability of social cognition models in relation to healthy behavioural change.

The aim of this presentation is to critically evaluate the applicability of social cognition models in relation to healthy behavioural change. There are a range of social cognition models within psychology which aim to predict and explain health related behaviours. In this presentation the theory of planned behaviour model will be focused on in relation to the effectiveness of its application to smoking behaviours in promoting behavioural change. 

Based off the limitations of the reasoned action theory model (Fishbein & Ajzen, 1977) the theory of planned behaviour model was developed (Ajzen, 1990). The model contains three main factors that contribute to health behaviours and intentions in a range of contexts. Firstly, the attitude variable of the model refers to the personal positive or negative judgements regarding a behaviour which predicts intention (Topa & Moriano, 2010). The second variable includes subjective norms which consider the individual interpretations and beliefs regarding the degree to which valued relations approve of the behaviour (Liu et al., 2021) and thereby influences the pressure and intention for improvement (Topa & Moriano, 2010). Perceived behavioural control is the third factor which refers to the individual interpretation regarding the ability (simplicity or difficulty) associated with fulfilling the required behaviour (Ajzen, 1990). 
A range of interventions and studies have employed the model to understand and change smoking behaviours and intentions and has been applied to promote smoking cessation. Interventions aim to alter smoking beliefs, while highlighting the positives of reducing the behaviours such as improved health and self-image as well as the consequences of the continuation of the behaviour. Also, utilising the model to emphasise smoking disproval from social relations and encouragement of behavioural progress through reducing barriers and facilitating improvement through provision of techniques and strategies (Tapera et al., 2020).  

A range of empirical studies have emphasised the applicability of the planned behaviour model in relation to predicting, understanding and changing smoking behaviours. 
A meta-analysis of thirty-five studies with a total sample of 267,977 participants by Topa & Moriano (2010) identified relations with perceived behavioural control and smoking activity and intentions which was found to significantly contribute to cigarette consumption amongst participants, therefore consistent with the planned behaviours model hypothesis. The empirical findings represent the relevance and applicability of the model in promoting understanding of the impact of perceived behavioural control within smoking behaviours, which therefore, can be beneficial in raising awareness and encourage prevention through production of smoking cessation interventions and measures that enhance individual control over health actions and choices. 
For example, an educational intervention based on the theory of planned behaviour was created to target waterpipe smoking behaviours in females (Shahabi et al., 2024). After the 1 year follow up it was reported that the educational intervention improved the females perceived behavioural control as well as attitudes, subjective norms and knowledge which significantly contributed to reduced weekly smoking and waterpipe smoking behaviour rates (Shahabi et al., 2024). Therefore, the evidence strongly supports the applicability of the model in positively contributing to behavioural change and reduction in smoking activity through the influence of the model's three constructs. The study should be praised for the use of follow ups utilised which can identify the long-term effectiveness of the intervention and models application on smoking behaviours and efficiently recognise changes in individual behaviour, attitude and social norms related to the health behaviour overtime through check up on participants (Drye et al., 2014). Nonetheless, it is important to consider that the research only employed female participants when examining the effectiveness of the intervention. This means that the evidence does include gender bias and reduced generalisability in which the findings are less applicable to wider populations with males as this demographic was avoided in the study and therefore, the smoking attitudes, behaviours and motivations found may not be reflective of male smoking behaviours which the study did not account for. A literature review by Torchalla et al. (2011) identified significant gender differences in smoking behaviour and motivations, suggesting that effectiveness of planned behaviour applied interventions could be different between both genders due to the differences, emphasising the need for all genders to be included for research to improve generalisability. 
Alternatively, a study by Liu et al. (2021) identified the influence of peers as subjective norms as a positive factor in young adult male and female volunteer solider smoking behaviour intentions, while perceived behavioural control was significant to the smoking intentions of males. The findings strongly support the model's applicability to explain the influence of the factors on smoking intentions within young adult volunteer soldiers, as well as the gender differences that can occur which contribute to the behaviour. The research suggested smoking strategies and measures need to support gender-specific perspectives, such as utilising health education strategies in educating males in resisting smoking through greater contrlvand thereby, increase smoking cessation intentions (Liu et al., 2021). 
The study also emphasises the applicability of the model in not only understanding smoking intentions but it’s to predict future smoking behaviours and therefore, decide on the most effective strategies and interventions. For example, Jackson et al. (2020) identified in a cross-sectional study that particularly females who contained strong non-smoking norms derived from subjective norms, contained greater motivation to reduce smoking behaviour and lead to healthy behavioural change of quitting, emphasising the role of subjective norms to be targeted during interventions to direct healthy behavioural change in smoking, supporting the models applicability to changing this behaviour. 
Liu et al. (2021) study should be praised for the use of a diverse sample, emphasising the need to study both genders during smoking behaviour and intentions due to the differences found. However, it is important to note that the study utilsied a sample of volunteer soldier participants, which could indicate a source of bias. Past research has identified differences between soldiers and the civilian population in terms of emotional regulation and health behaviours (Fear et al., 2010); therefore, it is suggested that the findings of the study may lack generalisability to wider populations beyond volunteer soldiers. 
A review by Lareyre et al. (2020) identified that 42-50% of the studies examined reported theory of planned behaviour interventions revealed impacts on smoking behaviours as well as on subjective norm, attitudes and percieved behavioural control, eliciting that application of the model can direct behavioural change within smoking behaviours. However, Lareyre et al. (2020) claimed that high bias of participant selection and reduced quality data collection methods were employed by a range of studies, therefore, it was suggested that the findings should be employed with caution and that future studies should attempt to utilise more rigorous research design and collection methods to have an improved clearer undertstanding of the impact of the models application on smoking cessation. 

Although empirical research has supported the model's applicability in predicting, understanding and directing behavioural control towards smoking behaviours and cessation, some studies have however emphasised weaknesses regarding the model's applicability. For example, although Topa & Moriano (2010) identified some relations between perceived behavioural control and smoking intentions and activity, variability was perceived during the analysis. While some research identified strong associations, other studies identified less or no significance, which suggests that perceived behavioural control is not always a consistent factor during the role of smoking behaviours like the model originally suggested. Topa & Moriano (2010) highlighted the inconsistency between the two factors and considered additional individual or situational factors to have more of a significance during healthy behavioural control towards smoking, which the model did not fully consider, suggesting that additional models such as the health belief model maybe more applicable. 
Although some research evidence was found to support the role of reduced perceived behavioral control during contribution to smoking behaviours within Topa & Moriano (2010) analysis, it was highlighted during the inconsistency, that much of the support was identified within self-report studies. Therefore, from these conclusions it can be suggested that findings from self-reported studies that have identified associations between reduced perceived behavioural control and smoking behaviours should be interpreted with caution due to risks such as social desirability bias. For example, a study by West et al. (2007) identified misreport of truthful smoking behaviours to correspond with social norms within England and Polish populations, which therefore suggests the risks involved and potential inaccuracies that could occur when the method is employed when studying smoking behaviours which may also hinder the validity of the research findings and lead to misleading conclusions. 
Moreover, additional factors have been identified to have a greater contribution to directing healthy behavioural change in smoking cessation than the factors claimed by the theory of planned behaviour model. A study by Rise et al. (2008) identified that the components of the model accounted for 30% of the variance of the behavioural change in terms of quitting intentions, while the inclusion of other factors such as planning and considering the number of cigarettes smoked improved the predictive power of the model to 58%. The findings by Rise et al. (2018) suggest that additional factors may be more relevant in promoting behavioural change than some of the components of the theory of planned behaviour as well as the inclusion of self-regulation strategies that are significant in facilitating the model’s applicability to smoking cessation. Therefore, it can be argued that the model itself may not be sufficient enough on its own to direct healthy behaviour change towards smoking cessation and therefore, other techniques would need to be incorporated to be more effective, which the model did not fully address. 
The theory of planned behaviour model placed larger emphasis on cognitive constructs such as beliefs on outcomes and social pressure than emotional factors. However, studies have shown the role of emotions in directing healthy behaviour change of smoking cessation which arguably the model of planned behaviour did not account for. For example, a study by Vinci et al. (2018) identified that greater levels of happiness, relaxation, enthusiasm were significant to reduced chances of smoking relapse during healthy behaviour change. Additionally, the role of emotional intelligence has been found to contribute largely to protect against smoking relapse, particularly emotional repair abilities and emotional clarity during stressful experiences which could have enhanced the risk of relapse (Megías-Robles et al., 2020). The findings indicate that emotional management is a core aspect when explaining smoking behaviours and that emotional intelligence training is significant in directing healthy behavioural change and improve smoking cessation interventions, in which better management of emotions enables improved application of coping for smokers to manage difficult situations, thereby protecting relapse (Megías-Robles et al., 2020). Therefore, based off research it is evident that emotional factors can play a role in directing healthy behavioural change during smoking behaviours, however, the model did not explicitly consider the role of this factor and therefore, can be considered a limitation of the models applicability to all situations of smoking behaviours particularly stressful experiences where emotional regulation plays a central role, suggesting that alternative models that consider this factor and more comprehensive in this area may have more applicability. 


To conclude, it is evident that research contains mixed findings regarding the theory of planned behaviours applicability towards healthy behavioural change in smoking behaviours. Empirical support has showcased support for the contribution of the model’s factors during smoking intentions which represent the model's relevance in raising awareness and encourage prevention through production of smoking cessation programmes which target the factors through application of the model to promote healthy behavioural change (Liu et al., 2021; Topa & Mariano, 2010). Application of the model during creation of programmes have reduced smoking behaviours and led to healthier behaviours (Lareyre et al., 2020; Shahabi et al., 2024). However, studies have employed bias samples, lack of rigorous research methods with reduced data collection quality and self-report methods which enhance the risks of social desirability bias, highlighting the validity issues present in a range of studies which have emphasised support for the model's applicability in promoting healthy behavioural change (Lareyre et al., 2020; Liu et al., 2021; Shahabi et al., 2024; Topa & Moriano, 2010), suggesting that the findings regarding the models application need to be treated with caution due to the limitations involved with the research studies. 
Additionally, findings have been inconsistent regarding the relevance of the planned behaviour models factors in contributing to smoking behaviours across some studies, where additional individual and situational factors have been suggested to play a more central role which contrasts to the model (Topa & Moriano, 2010). Moreover, additional self-regulation coping strategies have been found to be more effective during application in promoting healthy behavioural change than planned behavioural interventions (Rise et al., 2018). In addition, the role of emotional factors contributes significantly to protect from smoking relapse and direct healthy behavioural change (Megias-Robles et al., 2020; Vinci et al., 2018). Therefore, from the findings it can be suggested that the model is not fully comprehensive to account for all circumstances of healthy smoking behavioural change, particularly those which emotional constructs and situational factors are dominant to the behaviour which the model does not explicitly account for, indicating that additional models may more applicable or needed to combine with the model to direct behaviour change during smoking behaviours. 
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