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1 Guidance title

The most appropriate means of generic and specific interventions to support attitude and behaviour change at population and community levels.
1.1 Short title

Knowledge, attitude and behaviour change.
2 Background

a) The National Institute for Health and Clinical Excellence (‘NICE’ or ‘the Institute’) has been asked by the Department of Health to develop public health programme guidance on supporting attitude and behaviour change.
b) This public health programme guidance will consist of recommendations on both broad-ranging (those that may apply across a range of topics or behaviours) and specific interventions (those that relate to a particular activity like smoking) to promote or support attitude, knowledge and behaviour change which will help reduce the risk of developing preventable diseases or conditions or help to promote healthier lifestyles. This guidance will provide recommendations for good practice, based on the best available evidence of effectiveness, including cost effectiveness.

3 The need for the guidance

Within public health there is widespread use of a multiplicity of models and theories to explain and sometimes support behaviour change. There are also many different methods used to change knowledge, attitudes and behaviour, from one-to-one motivational interviewing through to mass media campaigns. There is some evidence of effectiveness for some of these methods, but from the practitioners’ point of view, there is a wide array of techniques and methods to choose from It is also difficult for many practitioners to discriminate between the variety of models that are in circulation, many of which have limited or, at best, variable predictive power
and little guidance on how to make an appropriate choice. 
As a result of this, practitioners and others need clear guidance based upon an assessment of the best available evidence about which of these models is most effective in given situations for particular populations.

The evidence for means of supporting behaviour change will be surveyed using a life-course model, which identifies points in people’s lives at which change is most likely and most necessary, and guidance will be provided on how best to achieve that change.

A fuller discussion of the background for the need for guidance can be found in Appendix 2 of this document.
4 The guidance

A consultation draft of a process for the development of NICE public health guidance (The Operating Model for the Centre for Public Health Excellence) was issued in March 2005. A final process manual is being developed taking into account the responses received during consultation. The consultation draft is available from The public health guidance development process is described in detail in www.nice.org.uk/page.aspx?o=248187  

a) This document is the scope. It defines exactly what this guidance will (and will not) examine, and what the guidance developers will consider. The scope is based on the referral from the Department of Health (see Appendix 1).

b) The areas that will be addressed by the guidance are described in the following sections.

4.1 Areas that will be covered

The areas and interventions covered in this guidance will be as follows.
1. A review of evidence on the optimal conditions for intervention to promote knowledge, attitude and behaviour change (looking at: time of intervention – life stage, transition points; mode of delivery; cost effectiveness; level of intervention with reference to appropriate evaluation and measurement of change). This review will examine health services research and focus on social, cultural and contextual issues.    

2. A review of research on the relationship between health knowledge, attitudes and behaviours, and their relationship to health outcomes,. This will include a review of current policy and field practice relevant to knowledge, attitude and behaviour change in public health. The principal focus of this review will be psychological models and theories.
3. A review of the effectiveness of general interventions, approaches and models at individual, community and population level aimed at changing knowledge, attitudes and behaviours outside of public health (including  marketing, public relations, advertising, probation and prison services and clinical and organisational psychology. The focus of this review will be on the lessons that can be learned from disciplines outside public health.
4. A review of the effectiveness of general interventions, approaches and models at individual, community and population level aimed at changing health outcomes through changing knowledge, attitudes and behaviours. This review will focus on the lessons learned from evaluations of interventions that have been implemented, including policy and legislative interventions.
5. A review of the evidence on approaches to generating and maintaining health, including studies of resilience, capability and coping, and the effectiveness of interventions at individual, community, and population level, to support and maintain health-producing knowledge, attitudes and behaviours.
In addition to identifying evidence of the effectiveness and cost effectiveness of different interventions within this programme area, the guidance will consider evidence (where found) of the impact of interventions on inequalities in health, particularly with reference to social class, gender, ethnicity and age.

4.2 Areas that will not be covered

The guidance will focus on the areas outlined above, and will not cover the following areas.
· Clinical and pharmacological interventions for behaviour change

· Screening programmes
· Psychiatric interventions delivered as part of the therapeutic process for people with mental ill health
· Interventions delivered in secondary and tertiary care
4.3 Interventions

The interventions to be considered by this guidance are:
· individual-oriented health promotion and disease prevention interventions (targeted and general)

· community-level health promotion and disease prevention interventions 

· community-level and area-based development and regeneration interventions and programmes

· school- and workplace-based interventions and programmes

· mass media and communications interventions
· work in public relations, marketing and advertising

· interventions and approaches within social care, clinical and organisational psychology, prison and probationary services

· macro level and legislative interventions and policies, and the structures and systems that support their implementation.
4.4 Populations

4.4.1 Groups that will be covered 
This guidance will focus on interventions aimed at populations passing through one or more key life transition points, with an emphasis where relevant on particular at-risk or vulnerable groups. A list of life transitions that may be covered is given in Appendix 2*. The transition points considered will be prioritised according to the groups highlighted in the Choosing Health White Paper. However, NICE will not be able to consider specific transition points for which there is no evidence available 
.
4.4.2 Groups that will not be covered
The guidance will potentially consider the whole population.
4.5 Comparators

Interventions will be examined where possible against a variety of comparators. It is likely that these will include examples of ’do nothing’ or ’usual care’ as well as other related interventions.

4.6 Research questions
Where interventions are identified, the following research questions will be addressed.
1. Aim/objectives of the intervention. What is the aim/objective of the intervention?

2. Content of the intervention (what?). How does the content of the intervention influence effectiveness?

3. Delivery/mode (how?). How does the way that the intervention is carried out influence effectiveness?

4. Intervenor (who?). Does the effectiveness depend on the job title/position of the deliverer (leader)? What are the significant features of an effective deliverer (leader)?

5. Setting (where?). Does the site/setting of delivery of the intervention influence effectiveness?

6. Intensity/duration (how much, how long, how often?). Does the intensity (or length) of the intervention influence effectiveness/duration of effect?

7. Target (with whom?). Does the effectiveness of the intervention vary with different characteristics within the target population such as age, sex, class and ethnicity?
8. Cost (how much money?). How much does the intervention cost (in terms of money, people and time)? What evidence is there on cost effectiveness?

9. Implementation. What are the barriers to implementing effective interventions?

In addition to examining the effectiveness of each intervention, the differential impact of the interventions will be considered in terms of the impact on inequalities in health.

Effectiveness will be examined over the following timescales where evidence allows: 

· in the short term (6–12 weeks)

· in the mid term (between 12 weeks and 1 year)

· in the long term (over 1 year).
4.7 Target audiences and settings for the guidance

The guidance will be aimed at professionals working in the NHS, in government, in local authorities and in the voluntary sector who have either a direct or indirect role and/or responsibility for programmes or interventions aimed at changing health attitudes, beliefs and behaviours. This includes the following.

· Within the NHS: directors of public health, public health advisors, commissioners of services, primary healthcare professionals and health trainers.  

· In government: policy makers and legislators.

· In local authorities; strategy units, environmental health officers, local authority staff working in children’s trusts, staff working in health promotion or occupational health, and any local authority staff commissioning or delivering interventions aimed at influencing health knowledge, attitudes or behaviours.
· In the voluntary sector: staff working with communities or individuals passing through relevant transition points, and those commissioning or delivering interventions aimed at influencing health knowledge, attitudes or behaviours. 
4.8 Economic evaluation

The economic evaluation framework will take account of the general directions listed below.  

4.8.1
Perspective

The economic evaluation will adopt a public sector perspective in addition to the NHS and personal social services perspective that currently drives the production of clinical guidance. Audience-specific perspectives, within the broader public sector, may also be considered where appropriate. 

4.8.2
Economic evaluation method

Cost-effectiveness analysis with the quality-adjusted life year (QALY) as the health-related outcome measure will be adopted as the primary measure for the economic evaluation of public health interventions and programmes. This will ensure baseline comparability within the healthcare sector in the UK and across the Institute’s programmes. 

In addition, to account for the complexity and multidimensional character of public health interventions and programmes, a cost-consequence approach may accompany the cost per QALY calculations. This will ensure that the guidance development process remains fair and transparent and will allow explicit consideration of multiple non-health related and/or non-quantifiable outcomes by the Programme Development Group. These outcomes, such as equity and distributional considerations, are key to public health policy and may be used to inform the analysis. 

The analysis will follow the principles set out in the NICE ‘reference case’ with the exception of the perspective (as mentioned in 4.8.1).This specifies, for example, the use of incremental analysis, (probabilistic) sensitivity analysis and discounting rates. 

4.9 Evidence for consideration

Literature searches will be conducted on any specialised databases and websites that might be relevant. It is expected that these will include at least Medline, Embase, Psychinfo, Sociofile and CINAHL, as well as hand searching if this is felt to be appropriate. Stakeholders will be invited to submit evidence as part of the consultation. In addition to examining direct evidence of effectiveness of interventions, the guidance will consider related material which has a bearing on issues such as barriers to implementation.  


4.10 Status

This is the draft scope, released for consultation on 22 August 2005, to be discussed at stakeholder meeting on 3 October 2005. Following consultation, the final version of the scope will be available at the NICE website in November 2005.

5 Further information

A consultation draft of a process for the development of NICE public health guidance (The Operating Model for the Centre for Public Health Excellence) was issued in March 2005. A final process manual is being developed taking into account the responses received during consultation. The consultation draft is available from www.nice.org.uk/page.aspx?o=248187: www.nice.org.uk/page.aspx?o=248187  

Note: The processes involved in the development of the guidance will, as far as possible, be sensitive to the needs of the people involved in the programme. All NICE guidance is produced in versions written for patients, carers and the public. Copies are made available on the NICE website and the NHS Response Line.
6
Appendices

6.1
Appendix 1. Referral from the Department of Health

The Department of Health asked the Institute to make recommendations on:

the most appropriate means of generic and specific interventions to support attitude and behaviour change at population and community levels.
6.2
Appendix 2: Background information on the influence of knowledge, attitudes and behaviour on health outcomes at individual, community and population level 
6.2.1
Knowledge, attitudes, behaviours and health
Many attempts to improve and develop public health tend to be founded on the assumption that there are links between health knowledge, health attitudes, health behaviours and health outcomes. Sometimes it is assumed that there are direct causal relationships between these, but other commentators see the links as more tenuous. Many public health interventions – whether they focus on the individual, community, whole populations or the environment – seek in some way to change knowledge, attitudes and/or behaviours in relation to health, in order to influence health outcomes
. 
It is well established
,
,
,
 that some interventions aimed at influencing attitudes, beliefs and behaviours – particularly in the areas of sexual health and nutrition – tend to be more effective when they are planned and delivered within the framework of a considered theoretical approach. 

There are many models and approaches within public health and related disciplines (including health psychology, and the sociology of health and medicine) that attempt to articulate the relationships between these factors and predict behavioural outcomes (for example, the Health Belief Model
 and the Theory of Reasoned Action
). 
However, many of these models and approaches have been criticised for their inability to consider the context and environment within which health is experienced and enacted
. It is far from clear which theoretical model(s) or approaches are the more appropriate or effective, with whom, or in which circumstances – or indeed whether effectiveness is influenced by the model or approach itself or by the planning processes associated with adapting interventions to theoretical models and approaches
. Their ability to predict health behaviours and outcomes  has also been called into question
.
6.2.2
Health beliefs and behaviours in context

6.2.2.1 Health from the individual to the community: individual

Health is experienced – and produced – at a number of different levels. People experience health and health outcomes (positive or negative) at an individual level, through their bodily symptoms and sensations. An individual’s sense of good or bad health, the actions they take as a consequence of their perceptions, and their knowledge, beliefs and attitudes, are produced by an interaction between individual biological factors and predispositions and the external world. 

These factors exert differential influence between individuals, depending on their life experiences, the resources available to them, and their context. In experiencing conscious life, people engage day-to-day in creating their own ‘life-worlds’ or constellation of things that are important to them and make up their daily ‘reality’. Their experience of health and illness, and their ability to change, will at least in part be influenced by their ‘life-world’ and the salience that people attach to different outcomes and behaviours.
A number of different health promotion and public health approaches target individuals at this level, in order to try and influence attitudes, beliefs, and ultimately behaviours. For example:

· primary care-based brief interventions aimed at influencing individual drinking behaviour or promoting smoking cessation

· individual-oriented interventions to influence dietary behaviour and/or increase physical activity and so reduce levels of obesity.
6.2.2.2
 Health from the individual to the community: community
Communities respond as a group to contexts, environments, vulnerabilities and shared (or different) behaviours and exhibit community-level health outcomes. Community-level health outcomes can be measured through the identification and monitoring of community-level health ‘indicators’, such as local availability of healthy food, the assessment of community morbidity and mortality using geographical information systems, or the presence and number of smoke-free workplace policies. Some health promotion and public health programmes and interventions attempt to influence health attitudes, beliefs and behaviours at this level by altering community-level structures and opportunities. Examples of community-level public health interventions are the provision of free leisure facilities within a community for the promotion of physical activity or a neighbourhood road safety scheme. Other examples of interventions at this level include:

· school- or workplace-based policies, programmes and interventions (aimed at the whole school/workforce)

· local enforcement of national legislation (for example, prevention of sale of tobacco products to underage children)
· area-based community and regeneration programmes and initiatives (for example, health action zones and New Deal for Communities),
6.2.2.3
 Health from the individual to the community: populations
Whole populations, like communities, also exhibit health behaviours and outcomes – expressed through population trends and mortality and morbidity statistics. At this level, it is usually possible to measure the different beliefs, attitudes and outcomes experienced by groups within a population (for example, the differences between men and women, or between different ethnic groups) and to ascertain how (if at all) these differ from the ‘average’. Sometimes it is possible to use statistics taken at this level in order to understand why health outcomes might be different within populations (for example, the effect of average dietary habits of different ethnic groups on rates of coronary heart disease). Sometimes relationships and explanations are not so clear. 
Interventions aimed at the whole population tend to focus on altering legislation and macro-level policy in order to influence knowledge, behaviours and/or attitudes and ultimately health outcomes. Examples of public health interventions at this level include:

· legislation to make seatbelt-wearing compulsory

· introduction of speed limits and the use of safety cameras

· introduction of specific health and welfare policies to influence health behaviours and outcomes in school-age children (for example, school meals standards).

6.2.2.3
 Interaction and impact across levels
Just as it is possible to intervene at a number of different levels, so it is probable that whatever ‘level’ an intervention targets its impact may be assessed across the other levels. For example, when planning a brief intervention to influence alcohol consumption among individuals attending primary care, one would hope to be able to evaluate its impact, in the long term, at individual, community and (ultimately) population level (see below). 
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A range of different social and environmental resources are available to individuals, communities and populations to use at different life stages, and it may be the use of these resources that promotes ‘resilience’ to ill health in otherwise vulnerable people. Such resources include social capital (a resource based on trust and reciprocity that exists within communities and appears to promote better health outcomes
) and other assets for health.
Interventions aimed at individuals, communities and populations may also have an impact at levels other than the intervention point: for example, individuals may benefit (or be harmed by) a community level intervention. An example of this is the creation of a new play area, which may benefit young residents’ physical health, but, at the same time, may increase levels of accidental injury and falls. A broader example would be the dietary recommendation to increase the consumption of fish to two portions each week, one of which should be an oily fish. This may have health benefits for the population, but environmental concerns have been raised about the impact of such increases in consumption on existing fish stocks.  
This guidance will consider the effectiveness of different approaches and models aimed at changing knowledge, attitudes and behaviours related to health outcomes, which operate at individual, community and population level.

6.2.2.4
 Life-course and intervention 

Health and illness are experienced throughout the life-course, and the way in which they are experienced by the individual is produced through interplay of biological, psychological and social and economic factors. Key life changes and transition points render individuals, communities or populations particularly vulnerable to negative health outcomes






. Life changes and transitions present unique prospects for intervention and positive change at some or all of the levels described above. These transition points are also times when people are more likely to be in contact with services.
Examples of these life transition points include: 

· preconception and planning pregnancy

· pregnancy and first-time parenthood

· the first year of life
· starting pre-school education (age 3)

· starting primary education (age 4+)

· age 7 (this age has been shown to be influential in terms of the relationship between educational achievement and health outcomes
)

· age 11/beginning secondary education (as above)
· becoming sexually active/first long-term relationship
· end of secondary education (ages 16, 18)

· entry to tertiary education

· start of paid employment

· marriage/long-term relationships (for example, research on health outcomes for married/partnered men/women)

· menopause and mid-life

· end of dependent parenting
· divorce/relationship breakdown

· redundancy/unemployment
· early onset of chronic disease
· retirement/end of paid employment

· later life (55+)
· engagement in caring for older dependents

· death and dying.
Other approaches to life-course work consider the accumulation of ‘advantages’ and ‘deficits’ over the life-course as the key to identifying ‘turning points’ or points of intervention.

This guidance will consider the opportunities, impacts and consequences of intervention at these transition points or turning points in the life trajectory, for individuals, communities and populations, and will consider whether these are indeed the most useful points to intervene to change behaviour.
6.2.3
 Understanding health behaviours and experience

a) The preceding sections of this scope have described the approach that this guidance will take to understanding the relationship between public health outcomes and knowledge, attitudes and behaviours, in addressing the referral from the Department of Health. This approach is summarised in the diagram below: 
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