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Abstract

Health promotion and behavioral sciences examine how people and communities can gain greater
control over the determinants of health and how institutions can create conditions in which healthier
choices become possible, attractive, and sustainable. This article presents an integrated narrative of
health promotion, behavioral theory, communication, social determinants, community action, policy,
and program management. It explains the Ottawa Charter, ecological models, health literacy, the
Health Belief Model, the Theory of Planned Behavior, Social Cognitive Theory, Self-Determination
Theory, the Transtheoretical Model, Protection Motivation Theory, the Health Action Process
Approach, and the Behaviour Change Wheel. It then connects theory with intervention design,
implementation, digital health, risk communication, mental health, nutrition, physical activity,
tobacco and alcohol prevention, sexual and reproductive health, environmental health, workplace
health, school health, and healthy cities. A central argument is that behavior is neither a purely private
choice nor a simple response to information. It is shaped by capability, motivation, opportunity,
relationships, institutions, commercial environments, culture, power, and material conditions.
Effective health promotion therefore combines individual support with policies and environments that
make healthy action feasible and equitable. The article also discusses evaluation through logic
models, behavior-change techniques, RE-AIM, implementation outcomes, equity measures, and
participatory learning. Special attention is given to Indonesia and the Global South, where community
assets coexist with geographic barriers, economic inequality, digital change, and diverse cultural
settings. The conclusion proposes a management framework that links behavioral insight to public
policy, community partnership, ethical communication, organizational capacity, and continuous
evaluation.
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Glossary

Term

Behavioral determinant

Behavior change technique

Community empowerment

Ecological model

Health literacy

Health promotion

Implementation fidelity

Motivation

Protective motivation

Self-efficacy

Working definition

A factor such as capability, belief, habit, emotion, social
influence, or opportunity that helps explain a health-
related action or inaction.

A small, observable intervention component designed to
influence a determinant or mechanism of behavior, such
as goal setting, feedback, or social support.

A process through which people gain greater influence over
decisions and conditions affecting their health and
wellbeing.

A framework that locates behavior within interacting
individual, interpersonal, organizational, community,
policy, and physical-environment levels.

The knowledge, motivation, and competence to access,
understand, appraise, and use health information and
services.

The process of enabling people to increase control over
and improve their health and its determinants.

The degree to which an intervention is delivered as
intended, while allowing justified adaptation to context.

The processes that energize, direct, and sustain behavior,
including autonomous values, controlled pressure,
intentions, and habits.

The intention to protect oneself from a health threat,
influenced by perceived severity, vulnerability, response
efficacy, and self-efficacy.

A person’s belief that they can organize and perform the
actions required to manage a situation or achieve a goal.
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The conditions in which people are born, grow, live, work,
Social determinants of health learn, and age, together with the distribution of power and
resources.

The use of marketing principles and audience insight to
Social marketing influence behaviors that benefit individuals and society
rather than commercial profit alone.

An explicit explanation of how resources and activities are
Theory of change expected to produce behavioral, organizational, and health
outcomes.

Promotion designed to benefit a whole population,
Universal health promotion regardless of individual risk status, while remaining
attentive to inequity.

Learning that occurs through observing the behavior,

Vicarious learning .
consequences, or experiences of other people.

Wellbei A multidimensional condition involving physical, mental,
ellbein
g social, emotional, and functional quality of life.

1. Introduction Health Promotion as a Social Capability

Health promotion is often reduced to advice about individual lifestyle: eat better, exercise, stop
smoking, reduce stress, or attend screening. These actions matter, but the advice model is
incomplete. People make choices within conditions that influence what is affordable, available, safe,
normal, convenient, and socially supported. A person may understand the value of nutritious food but
live in an area where fresh food is expensive. A worker may intend to be physically active but work long
shifts and commute for hours. A patient may want to take medicines correctly but lack stable housing,
transport, or the ability to pay. Health promotion therefore concerns the organization of environments
and opportunities as much as the communication of information.

Behavioral sciences contribute concepts and methods for understanding why people act as they
do and how behavior can change. Psychology examines beliefs, emotion, learning, motivation, habits,
and self-regulation. Sociology examines norms, identity, relationships, institutions, and power.
Anthropology examines meaning, culture, and lived experience. Economics examines incentives,
constraints, time, prices, and opportunity costs. Political science examines policy, interests, and
collective action. Communication studies examine how messages circulate, persuade, and acquire
trust. Health promotion becomes stronger when these perspectives are combined rather than treated
as competing explanations.

The field has an ethical foundation. Health promotion should expand people's real freedom to
pursue health, not simply pressure them to conform to an official lifestyle. It should avoid blaming
people for conditions produced by poverty, discrimination, unsafe work, commercial practices, or
poor policy. It should respect autonomy while protecting children and populations from preventable
harm. Its ultimate goal is not obedient behavior but healthier lives, greater wellbeing, reduced
inequity, and stronger collective capacity. This article develops that perspective and translates it into
practical principles for researchers, educators, managers, and public-health leaders.
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2. The Ottawa Charter and the Evolution of Health Promotion

The Ottawa Charter defines health promotion as the process of enabling people to increase
control over and improve their health. Its action areas are building healthy public policy, creating
supportive environments, strengthening community action, developing personal skills, and reorienting
health services toward prevention and wellbeing. This framework challenged the assumption that
health was produced mainly inside clinics. It placed housing, education, employment, transport,
food, environment, and participation within the field of health. It also positioned health as a resource
for everyday life rather than merely the absence of disease.

Building healthy public policy means assessing the health consequences of decisions made
across government and society. A transport policy can influence physical activity, injury, air pollution,
and access to services. Atax on tobacco or sugary products can influence consumption and generate
revenue, but its equity effects should be considered. Labour regulation can shape stress, sleep, injury,
and family time. Supportive environments make healthy action easier through design, availability,
safety, and social norms. Personal skills include health literacy, communication, emotional
regulation, problem-solving, and the ability to navigate services. Reorienting services means giving
prevention, continuity, participation, and health education a central place.

The Charter's language of enablement, advocacy, and mediation remains important because it
resists a narrow technical model. Health promotion requires negotiation among communities,
professionals, governments, schools, employers, media, civil society, and commercial actors. It also
requires attention to power. Acommunity cannot be said to be empowered if it is invited to implement
a programme but excluded from defining the problem or allocating resources. Contemporary health
promotion builds on Ottawa by emphasizing equity, commercial determinants, digital environments,
planetary health, mental wellbeing, and the right to participate in decisions that affect health.

3. Behavioral Sciences and the Question of Explanation

Behavioral science begins by asking what behavior is being explained. “Healthy behavior” is too
broad for effective intervention. A program may seek to increase daily walking, improve medication
adherence, reduce salt intake, increase vaccination, encourage condom use, decrease alcohol
consumption, or increase help-seeking for depression. Each behavior has different actors, contexts,
skills, social meanings, and consequences. Clear specification includes who acts, what action is
taken, when and where it occurs, how often, and what counts as success. Vague goals produce vague
interventions and weak evaluation.

Explanation should distinguish determinants from mechanisms and from observable conditions. A
person may not attend screening because of low perceived risk, fear of diagnosis, inconvenient hours,
transport cost, distrust, or lack of invitation. Each explanation implies a different response.
Information may help if knowledge is the barrier; extended hours may help if opportunity is the barrier;
reassurance and respectful communication may help if fear is the barrier; and a policy mandate may
be needed if the institution fails to offer accessible services. Behavioral diagnosis prevents managers
from using communication as a universal remedy.

Behavior is also dynamic. The same person may act differently at home, work, school, or in a clinic.
Intentions may be strong while habits, stress, social expectations, or physical environments pullin
another direction. A behavior may be beneficial in one context and harmful in another. People learn
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from experience and adapt to feedback. Interventions should therefore be designed as processes
rather than single messages. They should identify what needs to change, through which mechanism,
at what level, and with what support over time.

4. Ecological Models and Multiple Levels of Influence

Ecological models locate health behavior within nested levels. At the individual level are
knowledge, skills, beliefs, emotions, biology, and self-regulation. At the interpersonal level are family,
friends, peers, caregivers, and intimate partners. Organizational settings include schools, workplaces,
clinics, religious institutions, and community groups. Community influences include norms, safety,
transport, markets, media, and local leadership. Policy and structural levels include laws, taxation,
social protection, labour conditions, commercial practices, and the distribution of resources. These
levels interact, so a behavior may be maintained by a combination of individual habit and
environmental convenience.

The ecological perspective changes intervention design. An obesity-prevention program that
teaches nutrition but leaves school food environments unchanged has limited reach. A smoking
intervention that counsels individuals but ignores tobacco marketing and workplace exposure
addresses only one source of risk. A physical-activity campaign that encourages walking but provides
unsafe roads may inadvertently place responsibility on people without changing opportunity. Multi-
level interventions are more complex to manage, but they can produce effects that are more durable
because they alter the context in which choices occur.

Ecological thinking should not become an excuse for doing nothing because the system is
complex. Managers can identify leverage points: a price change, a default option, a schoolrule, a
clinic workflow, a community norm, a transport link, or a policy enforcement mechanism. They can
combine a small number of coordinated actions and evaluate the pathway. The aim is not to intervene
everywhere, but to understand where a feasible change can alter capability, motivation, or
opportunity. The model helps leaders resist the false choice between individual responsibility and
structural action.

5. Health Literacy and Communication Capability

Health literacy involves the ability to access, understand, appraise, and use information and
services. Itis not simply a personal skill; organizations also have a responsibility to communicate
clearly. Forms, consent documents, medicine labels, online portals, and public messages can be
designed to reduce cognitive burden. A person may be highly educated and still struggle with
technical language, emotional stress, unfamiliar systems, or contradictory information. Conversely, a
person with limited formal schooling may manage complex care successfully when communication is
respectful, visual, repeated, and supported by trusted people.

Health-literacy interventions include plain language, teach-back, pictorial instructions,
translation, navigation support, decision aids, community educators, and media literacy. Teach-back
asks a person to explain in their own words what they will do, not to repeat a provider's exact words.
This reveals whether communication worked without implying that the patient failed. Health workers
need training because jargon can be automatic and time pressure can discourage explanation. Digital
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content should be accessible to people with limited connectivity, disability, language diversity, or low
confidence in formal institutions.

Communication should distinguish information, persuasion, deliberation, and relationship. A
campaign can transmit facts without creating trust. A trusted relationship may help people consider
information even when it is emotionally difficult. Risk communication should explain uncertainty,
acknowledge concerns, correct misinformation without humiliation, and state what people can do.
During outbreaks or disasters, inconsistent messages reduce credibility. A communication strategy
should therefore identify audiences, trusted messengers, channels, feedback mechanisms, and
correction procedures. Listening is part of communication, not an optional activity after broadcasting.

6. The Health Belief Model

The Health Belief Model proposes that action is influenced by perceived susceptibility, perceived
severity, perceived benefits, perceived barriers, cues to action, and self-efficacy. A person is more
likely to seek screening when they believe they could be affected, consider the condition serious,
believe screening is useful, perceive barriers as manageable, receive a reminder or recommendation,
and feel capable of completing the process. The model has been useful for understanding preventive
behavior, but its constructs should be tested rather than assumed.

The model shows why factual information alone may not change behavior. A person may know that
hypertension is dangerous but feel personally invulnerable because they have no symptoms. Another
may accept the risk but believe the clinic is too far away or that treatment is unaffordable. A message
can address susceptibility and severity, but an administrative change may be needed to reduce
barriers. Cues can be delivered through reminders, family encouragement, community events, or
provider recommendations. Self-efficacy can be strengthened through demonstration, practice,
graduated goals, and supportive feedback.

Ethical use of the model requires avoiding fear-based manipulation. Exaggerating danger can
produce anxiety, denial, fatalism, or distrust. Messages should balance risk with efficacy: what can be
done, how effective itis, where help is available, and what happens next. They should respect
uncertainty and avoid stigmatizing people who do not act immediately. Health promotion is more
credible when it makes the recommended action practical and when institutions remove the barriers
that their messages identify.

7. Theory of Planned Behavior and Social Norms

The Theory of Planned Behavior explains behavior through attitudes, subjective norms, perceived
behavioral control, and intentions. Attitudes reflect beliefs about likely outcomes and their value.
Subjective norms concern perceived expectations of important others. Perceived behavioral control
concerns whether a person believes the action is feasible, which may also reflect actual control.
Intention is a proximal predictor, but intention does not guarantee behavior. The intention-behavior
gap is especially relevant when action requires repeated effort, resources, or resistance to strong
habits.

Interventions can work through each construct. Attitudes may change through credible
information, narratives, experiential learning, or demonstration of benefits. Norms may change when
people learn that a behavior is more common or approved than they assumed, although norm
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messages must be accurate. Perceived control can improve through skills training, planning,
accessible services, and environmental change. Implementation intentions specify when, where, and
how a person will act. Follow-up, prompts, and social support help translate intention into routine
behavior.

Social norms require careful analysis. People may overestimate harmful behavior among peers or
underestimate support for healthier practices. Public commitments, visible role models, and
community dialogue can shift expectations, but norm interventions can backfire if they make harmful
behavior appear widespread or normal. Managers should test messages with the target population
and monitor unintended interpretation. Norms are relational and contextual; an approach that works
in one community may be rejected in another if it ignores values, authority, gender, age, or identity.

8. Social Cognitive Theory and Self-Efficacy

Social Cognitive Theory describes behavior as the result of reciprocal interaction among personal
factors, behavior, and environment. People learn through direct experience and by observing others.
They regulate behavior through goals, self-monitoring, feedback, expectations, and perceived self-
efficacy. Environments provide opportunities, constraints, reinforcement, and models. The theory
explains why a person may be motivated but unable to act, or why a change can spread when people
observe peers succeeding under similar conditions.

Self-efficacy is not the same as optimism. It is confidence in the ability to perform a specific action
in a specific context. A person may feel confident about walking in a safe neighbourhood but not about
exercising at a crowded gym. Health promotion can strengthen efficacy through mastery experiences,
small achievable steps, modelling by similar people, encouragement, problem-solving, and
interpretation of bodily or emotional states. Programs should not set goals so ambitious that early
failure confirms a belief of incapacity. Progressive goals can create a reinforcing cycle of action and
confidence.

Social Cognitive Theory supports peer education, group-based programs, community
demonstration, and participatory learning. A mother learning from another mother, a worker seeing a
colleague use protective equipment, or an adolescent observing a peer seek mental-health support
can make a behaviour feel possible and socially acceptable. However, role models should not be
idealized in ways that hide difficulty. Credibility often increases when people describe barriers,
setbacks, and the support that helped them continue. Behavioral science should represent change as
learnable rather than effortless.

9. Self-Determination Theory and Autonomous Motivation

Self-Determination Theory distinguishes autonomous motivation from controlled motivation and
emphasizes autonomy, competence, and relatedness. Autonomous motivation occurs when a person
values an action or finds it meaningful; controlled motivation occurs when action is driven mainly by
pressure, guilt, reward, or fear of punishment. Both can initiate behavior, but autonomous motivation
is often more compatible with persistence and wellbeing. Health promotion should therefore support
meaningful choice rather than rely entirely on coercion or incentives.

Autonomy-supportive communication acknowledges perspective, offers meaningful options,
provides a rationale, and avoids controlling language. Competence is supported through clear
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instruction, practice, feedback, and tasks that are challenging but achievable. Relatedness is
supported through respect, belonging, peer support, and trustworthy relationships. These principles
applyin clinical counselling, schools, workplaces, rehabilitation, and community programs. A
provider can recommend a behavior firmly while still respecting the person's right to ask questions
and participate in decisions.

The theory also clarifies why external incentives may produce mixed results. A financial reward can
help overcome an immediate barrier, but it may weaken intrinsic interest if experienced as control.
Incentives are not inherently harmful; their effects depend on design and meaning. Transport
assistance, paid leave, or reduced fees may increase opportunity and equity rather than manipulate
motivation. Managers should ask whether an incentive removes a practical barrier, supports
autonomy, or creates pressure that may be unfair to people with fewer resources.

10. The Transtheoretical Model and Stages of Change

The Transtheoretical Model describes change as movement through stages such as
precontemplation, contemplation, preparation, action, and maintenance, with possible relapse or
recycling. The model reminds practitioners that people differ in readiness. A person who is not
considering change may respond poorly to an action plan, while someone preparing to act may need
practical support. Stage-sensitive communication can avoid both judgment and wasted effort. It also
recognizes that relapse is common and should be treated as information for adjustment rather than
proof of moral failure.

Stage models should be used cautiously. People do not always move in a linear sequence, and
categories can be unstable. A person may be ready to change one behavior but not another, or may
act in one setting and revert in another. The model is most useful as a conversation guide rather than a
rigid classification system. Practitioners should explore ambivalence, barriers, confidence, and past
experience. The goal is to meet people where they are while helping them move toward feasible
action.

Maintenance requires more than initial motivation. It involves habit formation, coping with high-
risk situations, social support, identity, environmental stability, and recovery after lapses. Programs
should include follow-up and relapse planning. A person who stops smoking may face stress, social
cues, or withdrawal; a patient who begins exercise may face injury or schedule changes; a family
improving diet may face rising prices. Continued support should anticipate these conditions rather
than disappear after the first success.

11. Protection Motivation and Risk Communication

Protection Motivation Theory explains protective action through perceived threat and coping
appraisal. Threat appraisal involves perceived vulnerability and severity. Coping appraisal involves
response efficacy, self-efficacy, and response costs. A person may recognize a serious threat yet fail
to act if the recommended response seems ineffective, difficult, expensive, or beyond their capacity.
Conversely, high threat without a credible coping path can produce fear control, denial, avoidance, or
fatalism. Effective risk communication therefore pairs a clear description of risk with practical,
accessible, and effective action.
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Risk messages should be proportionate and audience-specific. People may have different
exposure, resources, language, and trust. A message about heat, air pollution, infectious disease, or
sexual health should explain who is at risk, what signs require help, what protective action is feasible,
and where support is available. It should not imply that individuals can overcome hazards created by
unsafe housing, inadequate infrastructure, or commercial exposure through willpower alone.
Protective action is a shared responsibility among households, organizations, and governments.

Public communication should also address uncertainty. Early in an outbreak or environmental
event, evidence may change. Authorities that acknowledge what is known, unknown, and under
review can maintain greater credibility than authorities that provide false certainty. Corrections should
be visible and explained. Community leaders, health professionals, schools, media, and digital
platforms can help interpret information, but they need coordinated messages and opportunities to
ask questions. Trust is built over time through consistency, competence, honesty, and respect.

12. The Health Action Process Approach and Self-Regulation

The Health Action Process Approach distinguishes motivational processes from volitional
processes. People first form an intention through risk perception, outcome expectancies, and self-
efficacy. They then need planning, action control, coping planning, and maintenance self-efficacy to
translate intention into behavior. This distinction helps explain why an educational session may
increase intention without changing practice. The missing components may be scheduling,
reminders, environmental restructuring, problem-solving, or confidence after a setback.

Action planning specifies when, where, and how behavior will occur. Coping planning anticipates
barriers and identifies responses. A person may plan to take medication after breakfast and decide
what to do when travelling or when breakfast is irregular. A worker may plan to wear protective
equipment and anticipate a rushed shift or damaged supply. A parent may plan vaccination
appointments and identify transport and reminder support. Plans should be concrete enough to guide
action and flexible enough to adapt to real life.

Self-regulation tools include monitoring, feedback, prompts, goal adjustment, and reflection. They
can be delivered by a professional, peer group, app, diary, or community worker. Monitoring should
avoid creating shame or surveillance, particularly for weight, mental health, reproductive behavior, or
substance use. The purpose is to help people understand patterns and make choices. Data
ownership, privacy, and consent are essential when digital tools collect sensitive information. Self-
regulation is strengthened when individuals retain agency and when environments support rather than
undermine their plans.

13. The Behaviour Change Wheel and COM-B

The Behaviour Change Wheel organizes intervention design around capability, opportunity, and
motivation interacting to produce behavior. Capability includes physical and psychological capacity.
Opportunity includes social and physical conditions. Motivation includes reflective processes such as
intentions and beliefs and automatic processes such as emotion, habit, and impulse. The COM-B
model is useful because it converts a vague desire to change into a behavioral diagnosis. If a behavior
is not occurring, the intervention should ask which component is insufficient and how the
components interact.
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The wheel links diagnosis to intervention functions such as education, persuasion, incentivization,
coercion, training, restriction, environmental restructuring, modelling, and enablement. Policy
categories include communication or marketing, guidelines, fiscal measures, regulation, legislation,
environmental or social planning, and service provision. The framework encourages designers to
choose methods that match mechanisms. Training can build capability; environmental restructuring
can create opportunity; modelling can influence social learning; and regulation can change exposure
or default conditions.

Behavior change taxonomies help describe intervention content precisely. “Counselling” is too
broad to know what was delivered. A program may include goal setting, action planning, feedback,
social support, prompts, problem-solving, or identity work. Clear description improves replication,
comparison, and learning. It also makes it possible to distinguish a failed theory from a poorly
implemented intervention. Managers should document what was intended, what was delivered, how
participants experienced it, and which component appears related to change.

14. Designing Interventions from Diagnosis to Delivery

Intervention design begins with formative research. Interviews, observation, surveys, journey
mapping, community dialogue, and service data can reveal the meanings and constraints surrounding
behavior. Researchers should ask not only what people know but what they do, what they fear, what
they value, whom they trust, and what happens when they attempt change. Frontline staff can identify
workflow barriers. Community members can identify social and material realities. Formative work
reduces the risk of designing an intervention that is theoretically elegant but practically irrelevant.

The next step is a theory of change. It should specify inputs, activities, mechanisms, outputs,
short-term behavioral outcomes, and longer-term health outcomes. For example, a physical-activity
program may provide safe community space, peer leadership, goal setting, and feedback. These
activities are expected to increase opportunity, social support, self-efficacy, and routine activity,
which may improve fithess and wellbeing. The theory should state assumptions and external
conditions. If safe transport is absent, attendance may remain low despite excellent sessions.
Implementation planning should address these conditions.

Design should include adaptation and sustainability from the beginning. A program may require
cultural tailoring, language adaptation, accessible materials, or different delivery channels.
Adaptation should preserve the mechanism of action while changing examples, timing, setting, or
personnel. Sustainability requires supervision, financing, training, materials, data, and institutional
ownership. Pilot programs often appear successful because they receive special attention. Scale-up
tests whether the intervention can survive ordinary budgets, staff turnover, competing priorities, and
geographic variation.

15. Social Marketing and Audience Insight

Social marketing uses audience research, segmentation, exchange, positioning, and the marketing
mix to promote behaviors that benefit people and society. It begins with the audience rather than the
institution's preferred message. Segmentation can consider age, life stage, values, risk, access,
media use, and readiness. The exchange principle asks what people give and receive when adopting a
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behavior. If the behavior involves time, discomfort, cost, stigma, or inconvenience, the program
should increase perceived benefits or reduce the burden.

Positioning describes how the desired behavior should be understood relative to alternatives. A
campaign may frame vaccination as family protection, physical activity as social connection, or
mental-health support as a sign of strength and responsibility. The position should be tested because
the same frame may resonate differently across groups. Commercial marketing insight can improve
communication, but public-health ethics require transparency, respect, and protection against
manipulation. Social marketing should not be used to shift structural responsibility onto individuals.

Media channels should be selected according to audience access and trust. Mass media can
create visibility; local radio can reach remote communities; schools and workplaces can provide
repeated contact; health workers can offer personalized support; and digital platforms can enable
interaction. Campaigns should include mechanisms to move from awareness to action, such as
service information, reminders, navigation, and accessible follow-up. Exposure metrics are not
behavior outcomes. Managers should evaluate whether people understood the message, trusted it,
acted on it, and experienced any benefit or harm.

16. Community Participation and Empowerment

Community participation ranges from receiving information to sharing decision-making power.
Token participation invites people to endorse a plan already designed elsewhere. Meaningful
participation involves communities in defining needs, selecting priorities, adapting interventions,
monitoring implementation, and interpreting results. It requires time, information, respectful
facilitation, and feedback. Community members are not a single group; gender, age, class, ethnicity,
religion, disability, and migration status influence whose voice is heard. Managers should actively
include people who are often excluded from formal meetings.

Empowerment is both an outcome and a method. People may gain knowledge, confidence,
networks, organizational skills, and influence over local decisions. Community health workers, peer
leaders, neighbourhood groups, schools, faith organizations, and civil-society organizations can
extend reach and legitimacy. However, volunteers should not be treated as a substitute for paid
professional services or social protection. Sustainable participation requires fair recognition, training,
supervision, safety, and pathways for community concerns to reach decision-makers.

Participatory approaches can improve intervention fit and trust, but they also require management
of conflict and expectations. Communities may disagree about priorities or represent different
interests. Facilitators should make criteria explicit and prevent powerful individuals from capturing
the process. Data and evaluation results should return to the community in understandable form.
When people see that their contribution leads to change, participation becomes a source of
institutional trust. When input is collected but ignored, participation can become a source of
cynicism.

17. Health Promotion Across the Life Course

Health promotion begins before birth through maternal wellbeing, nutrition, safe environments,
and supportive families. In early childhood, responsive caregiving, immunization, play, nutrition, and
safety build foundations for development. Adolescence brings opportunities for sexuality education,
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mental-health support, healthy relationships, physical activity, and prevention of tobacco, alcohol,
and violence. Adulthood involves work, family responsibilities, chronic-disease prevention,
reproductive health, and mental wellbeing. Later life requires social connection, functional ability,
medication management, fall prevention, and support for caregivers.

Life-course promotion avoids treating stages as isolated programs. Experiences accumulate. Poor
nutrition, chronic stress, violence, or interrupted education can affect later health, while supportive
relationships and early intervention can create protective trajectories. A school program may
influence adult health; workplace conditions may affect family wellbeing; and social protection may
enable parents to support children. Planning should examine transitions such as school entry,
migration, marriage, pregnancy, employment, retirement, and loss of independence. Service
coordination is especially important during transitions because people may otherwise fall between
programs.

Universal approaches should be combined with proportionate support. A whole-population
message can shift norms, while targeted intervention can address higher risk or greater barriers. For
example, physical-activity promotion may include safe public spaces for everyone and adapted
programs for people with disability or chronic disease. Mental-health promotion may include
population communication and intensive support for people with severe symptoms. The objective is
to improve average wellbeing without leaving behind people who require additional resources.

18. Nutrition Physical Activity and Noncommunicable Disease

Nutrition and physical activity are shaped by food systems, prices, advertising, work patterns,
urban design, culture, household income, and time. Individual counselling is useful but insufficient
when unhealthy options are cheaper, more available, or heavily promoted. Policy tools include school
food standards, front-of-package information, taxation, procurement rules, marketing restrictions,
urban planning, active transport, workplace design, and social protection. Each tool has potential
benefits and unintended effects. Equity analysis is needed because price policies can affect
households differently.

Behavioral interventions can help people set goals, monitor intake or activity, solve barriers, and
build supportive routines. They should avoid stigmatizing body size or implying that health is visible.
Weight-focused programs can cause shame and disordered behavior if poorly designed. A wellbeing
approach emphasizes energy, function, sleep, strength, pleasure, social connection, and disease
prevention. Professionals should use person-centred language and consider mental health,
medication, disability, cultural food practices, and economic constraints.

Noncommunicable-disease prevention benefits from integrated primary care and community
environments. Screening without follow-up creates anxiety and resource waste. Advice without
medicine access or safe activity spaces is frustrating. Chronic-disease management should combine
clinical treatment with self-management support, family involvement, peer groups, reminders, and
continuity. Managers should monitor whether interventions reduce disparities. Programs that are
effective for people with stable schedules and high literacy may not work for informal workers, remote
households, or people living with disability without adaptation.
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19. Tobacco Alcohol and Substance-Use Prevention

Tobacco and alcohol behavior is influenced by dependence, stress, social norms, advertising,
availability, price, regulation, and commercial strategies. Prevention should combine population
policy with individual support. Taxes, smoke-free environments, age restrictions, warning messages,
advertising controls, and product regulation alter opportunity and norms. Counselling,
pharmacotherapy, peer support, and treatment services support people who want to stop or reduce
use. Amoralizing approach can discourage help-seeking and intensify stigma.

Substance-use interventions should distinguish experimentation, harmful use, dependence, and
acute risk. Screening should be linked to confidential assessment and appropriate care. Harm-
reduction approaches can prevent death and infection even when abstinence is not immediately
achieved. Families and communities need accurate information about overdose, safer environments,
and treatment. Young people require prevention that develops skills, belonging, and opportunity
rather than relying only on frightening images. Structural factors such as unemployment, trauma,
violence, and housing insecurity must be addressed alongside individual behavior.

Commercial determinants are important. Companies may shape norms, product availability,
research agendas, and policy debates. Partnerships should be assessed for conflicts of interest,
influence on regulation, and effects on vulnerable populations. Public-health leaders need
transparent rules for engagement. The existence of commercial actors does not eliminate individual
agency, but it shows why behavior change requires policy and market regulation as well as motivation.
Accountability should extend to the environments that systematically encourage harmful
consumption.

20. Mental Health Promotion and Psychological Wellbeing

Mental-health promotion aims to strengthen wellbeing, resilience, social connection, coping,
meaning, and access to support while reducing stigma and exposure to avoidable harm. It is broader
than treatment of mental disorders. Supportive relationships, safe schools and workplaces, decent
housing, income security, physical activity, sleep, participation, and protection from violence all
matter. Communication should avoid suggesting that positive thinking alone can overcome poverty,
discrimination, trauma, or severe illness. A psychologically informed approach combines individual
skills with social conditions.

Behavioral science can support help-seeking by addressing perceived stigma, uncertainty, cost,
confidentiality, and self-efficacy. Normalizing conversations, providing trusted entry points, training
gatekeepers, and offering culturally appropriate services can lower barriers. Digital tools may extend
support but should not be assumed safe or effective without evaluation. People need clear
information about privacy, limits of automated advice, and routes to urgent care. Suicide prevention
requires evidence-based, coordinated action and special attention to means safety, social support,
clinical care, and crisis response.

Workplaces and schools are important settings because they shape daily relationships and
expectations. Mental-health promotion should include organizational policies, workload, bullying
prevention, reasonable accommodation, leadership behavior, and referral pathways. A resilience
workshop cannot compensate for unsafe work or persistent humiliation. Schools need a whole-
school approach that combines social-emotional learning with teacher support, protection, inclusion,

Page 13



Prof Ir Rudy C Tarumingkeng, PhD | Health Promotion and Behavioral Sciences | IBM-ASMI 2026

and access to professional services. Organizational climate is itself a behavioral intervention because
it changes what people expect and how they treat one another.

21. Sexual Reproductive and Adolescent Health Promotion

Sexual and reproductive health promotion should protect autonomy, consent, privacy, safety, and
access to accurate information and services. Adolescents need developmentally appropriate
education about bodies, relationships, contraception, infections, pregnancy, gender, violence,
consent, and digital behavior. Information is most effective when accompanied by skills, trusted
adults, confidential services, and protection from coercion. Programs should include adolescents
who are out of school, married, working, displaced, or living with disability. Stigma and judgment are
barriers to care.

Behavioral science can examine perceived norms, self-efficacy for negotiation, communication
skills, risk perception, relationship power, and service accessibility. Interventions should not place
the entire burden on one partner when relationships are unequal. Community and gender-
transformative approaches can address norms that increase violence or restrict access. Health
workers require training in confidentiality, non-discrimination, consent, safeguarding, and referral.
Services should be designed so that asking for help does not expose adolescents to shame or danger.

Digital communication can provide privacy and reach, but it also creates risks of misinformation,
exploitation, image-based abuse, and data exposure. Platforms should use clear privacy practices
and link information to verified services. Online content should be tested with young people for
language, credibility, and safety. The goalis not simply to increase knowledge but to expand the
practical ability to make informed decisions and obtain respectful care. Rights-based promotion is
both ethically correct and behaviorally realistic because trust supports continued engagement.

22. Environmental Occupational and One Health Promotion

Environmental conditions shape behavior and health through air, water, food, heat, housing,
waste, transport, and exposure to hazards. People can be advised to avoid pollution or heat, but their
ability to do so depends on work, income, infrastructure, and policy. Health promotion should
combine household guidance with clean energy, safe water, urban planning, occupational regulation,
and climate adaptation. Messages should identify protective steps without implying that individuals
are responsible for hazards they cannot control.

Occupational health promotion includes safety training, hazard control, equipment, fatigue
management, psychosocial support, worker participation, and enforcement. Training is weakest when
it is used to compensate for unsafe design or production pressure. The hierarchy of controls prioritizes
eliminating or reducing hazards at the source before relying on individual protective behavior. Workers
should be able to report danger without retaliation. Managers should measure near misses, exposure,
injury, absenteeism, and worker experience, not merely attendance at training.

One Health recognizes links among human, animal, and environmental health. Antimicrobial
resistance, zoonotic disease, food systems, vector ecology, and climate change require collaboration
across sectors. Behavioral interventions may involve farmers, health workers, consumers,
veterinarians, local governments, and industries. Effective promotion respects local knowledge and
livelihoods while explaining risk and feasible alternatives. A One Health approach can strengthen
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prevention because it addresses the systems that generate exposure rather than waiting for disease to
appear in clinics.

23. Digital Behavior Change and Artificial Intelligence

Digital interventions include apps, text reminders, telehealth, online education, wearable sensors,
electronic prompts, social networks, and decision support. Their mechanisms may include feedback,
self-monitoring, goal setting, social support, gamification, personalization, and prompts. Digital tools
can extend reach and provide timely support, but engagement often declines after initial novelty.
Sustainable design should make the behavior useful, easy, private, and integrated into routines. It
should also provide alternatives for people without reliable devices, data plans, literacy, or
connectivity.

Personalization can improve relevance but raises ethical concerns. A system may infer sensitive
information about mental health, reproductive behavior, location, or financial status. Users should
know what is collected, how it is used, and how to withdraw. Algorithms may reinforce bias if training
data underrepresent rural populations, older adults, people with disability, or minority languages.
Human oversight is needed when automated recommendations influence care. Digital health should
be evaluated for behavioral and health outcomes, not only downloads, clicks, or time on screen.

Artificial intelligence can help generate tailored messages, identify missed appointments,
summarize data, or predict risk. Prediction is not explanation, and a risk label should not become a
self-fulfilling identity. Developers and managers should assess fairness, calibration, interpretability,
privacy, accessibility, and unintended effects. A system that sends more reminders to people already
able to respond may widen inequality. Al should support—not replace—professional judgement,
community trust, and the user's right to make informed choices.

24. Cultural Safety Ethics and Equity

Health behavior is embedded in culture, language, identity, history, and relationships. Cultural
competence is not a fixed set of facts about groups; it is an ongoing ability to listen, learn, reflect on
power, and adapt communication and service design. Cultural safety asks whether people experience
care as respectful and free from racism, humiliation, or coercion. Interventions should be developed
with communities rather than simply translated into local language. Local values can strengthen
health promotion when they support care, solidarity, stewardship, and dignity.

Ethical health promotion respects autonomy, beneficence, non-maleficence, justice, privacy, and
participation. It should avoid deception, stigmatization, coercion, and exploitation of fear.
Community-level interventions can create tension between individual choice and collective
protection. Public health may restrict a behavior when it creates serious harm to others, but
restrictions should be necessary, proportionate, lawful, and accompanied by support. Ethical review
is needed for research, surveillance, digital tools, and campaigns targeting vulnerable populations.

Equity requires attention to differential capability and opportunity. A universal message may reach
people with stable internet but miss remote communities. A clinic-based intervention may favor
people who can take time off work. A behavior standard may be unrealistic for people living with
disability or poverty. Proportionate universalism combines a broad population approach with
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additional resources where barriers and risk are greater. Equity indicators should be included in
evaluation from the start so that average improvement does not conceal widening gaps.

25. Implementation Science and Program Management

Implementation science examines how evidence-based interventions are adopted, delivered,
sustained, and scaled. It distinguishes effectiveness from implementation outcomes such as
acceptability, adoption, appropriateness, feasibility, fidelity, cost, penetration, and sustainability. A
program can have strong clinical evidence but fail because providers reject it, organizations lack
capacity, or users find it unacceptable. Conversely, a feasible program may have little effect if its
active ingredients are weak. Implementation research helps identify where the failure occurs.

Program managers should assess context, intervention characteristics, inner setting, outer setting,
individuals, and implementation processes. Context includes leadership, culture, workload,
resources, policy, community expectations, and competing priorities. Readiness matters. A new
counseling protocol may require training, private space, supervision, documentation, and referral. If
these requirements are not funded, low fidelity is predictable. Managers should distinguish adaptation
that improves fit from drift that removes the mechanism of benefit.

Implementation plans should include roles, timelines, budget, training, communication,
supervision, data, and feedback. Pilots should specify what will be learned and what criteria will
support expansion. Scale-up should consider delivery through ordinary systems rather than special
project teams. Sustainability requires ownership, recurrent finance, workforce capability,
procurement, and institutional memory. Evaluation should combine process data, behavioral
outcomes, health outcomes, equity, experience, and cost. Learning is strongest when implementers
and communities interpret the evidence together.

26. Evaluation Behavior Health and Equity Outcomes

Evaluation should begin with a logic model that makes assumptions visible. Inputs such as staff,
funding, facilities, information, and partnerships support activities. Activities influence determinants
through mechanisms such as knowledge, skills, nhorms, self-efficacy, opportunity, or motivation.
These mechanisms produce behavioral outcomes, which may contribute to health, wellbeing, quality
of life, and equity. External factors can alter every link. A logic model is not a guarantee; itis a map that
can be tested and revised.

Behavioral outcomes should be measured directly where possible. Self-report is useful but
vulnerable to recall and social-desirability bias. Observations, service records, biomarkers, device
data, and ecological momentary assessment can complement self-report, but each raises feasibility
and privacy questions. Indicators should specify frequency, duration, context, and quality. A
campaign may increase knowledge without changing practice, or change a behavior without improving
health because the intervention affects the wrong mechanism. Multiple measures help distinguish
these possibilities.

Health outcomes may take years to appear, so evaluation should include intermediate outcomes
and implementation measures. RE-AIM asks about reach, effectiveness, adoption, implementation,
and maintenance. Equity analysis asks who participated, who benefited, who was harmed, and who
was missed. Economic evaluation asks about resources and opportunity cost. Qualitative interviews
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explain how participants experienced change and why non-participants did not engage. Mixed
methods provide a more credible account than a single endline percentage. Evaluation is not an audit
of deservingness; itis a tool for learning and accountability.

27. Health Promotion in Indonesia and the Global South

Indonesia offers a complex setting for health promotion because urban and rural populations,
islands and highlands, formal and informal workers, and multiple cultural and linguistic communities
experience different opportunities. Community health posts, schools, religious organizations, local
government, professional workers, universities, and digital platforms can all contribute. At the same
time, geography, income, transport, health-literacy differences, commercial marketing, and uneven
service capacity shape behavior. Successful approaches should be locally co-designed and
connected to primary care, social protection, and public policy.

Community participation is a major asset, but participation should not be used to transfer the
burden of health promotion from institutions to unpaid volunteers. Cadres and community workers
need training, supervision, safe working conditions, data support, and recognition. Local leaders can
help establish norms around immunization, nutrition, sanitation, physical activity, mental health, and
violence prevention. They should receive accurate information and be accountable for inclusion.
Programs should listen to women, adolescents, people with disability, migrants, and remote
households whose barriers may not be visible to formal leaders.

Global South settings can benefit from digital innovation but should avoid assuming that
connectivity equals access. Offline functionality, local language, radio, community dialogue, and
face-to-face support remain important. Interventions should be assessed for affordability,
maintenance, workforce effects, data privacy, and sustainability. South-South learning can help
countries adapt behavior-change methods to similar constraints. The central principle is contextual
fit: evidence from elsewhere provides options, but local people and institutions must help determine
what is feasible, acceptable, and equitable.

28. Leadership Education and Behavioral Science Capacity

Health promotion requires leaders who can move between theory and practice. They should
understand behavioral determinants, policy instruments, communication, facilitation, data,
budgeting, and evaluation. They should be able to diagnose whether a problem is primarily capability,
opportunity, motivation, or a combination. Education should use real cases, role play, community
immersion, service mapping, and implementation exercises. Students should learn to examine both
the behavior of individuals and the behavior of organizations, markets, and governments.

Professional development should include reflective practice. Health workers and managers bring
assumptions about adherence, motivation, culture, and responsibility. Reflection can reveal where
these assumptions create blame or reduce curiosity. Supervision should ask what makes a behavior
difficult and what the organization can change. A practitioner who repeatedly tells patients to return
but does not examine waiting time or transport is addressing only one side of the problem. Behavioral
science can improve institutional behavior as well as public behavior.

Universities can support health promotion through research partnerships, policy laboratories,
community-engaged teaching, and public communication. They can evaluate interventions, develop
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local measures, train facilitators, and help organizations interpret data. Research should return
usable findings rather than only academic publications. Students should learn that the quality of an
intervention depends on relationships, management, adaptation, and equity. This capacity is
especially valuable as health systems face chronic disease, mental-health needs, climate risks,
misinformation, and rapid technological change.

29. A Practical Framework for Health Promotion Management

A practical management framework can be organized into seven steps. First, define the behavior
and population precisely. Second, conduct a behavioral and ecological diagnosis. Third, select a
theory or combination of theories that explains the likely mechanisms. Fourth, co-design intervention
functions and behavior-change techniques with users and implementers. Fifth, align policy,
environment, services, communication, workforce, and financing. Sixth, monitor implementation and
outcomes, including reach and equity. Seventh, learn, adapt, and decide whether to sustain, scale,
modify, or stop the intervention.

The framework discourages common errors. It prevents a campaign from being launched before
the behavior is specified. It prevents information from being used when the real barrier is cost or
access. It prevents a theory from becoming a decorative citation by connecting constructs to
activities. It prevents a pilot from being scaled without examining feasibility and sustainability. It
prevents evaluation from focusing only on participants who were easiest to reach. It also encourages
managers to recognize that a health behavior is often the product of service design and policy.

Leadership should establish decision rights, budgets, timelines, and feedback channels. A
program team needs authority to adjust delivery when evidence shows that a message is
misunderstood or a service is inaccessible. Community representatives should know how their
feedback changes the program. Workers should be able to report burdens and ethical concerns. Data
should be protected and used for improvement rather than surveillance. When these conditions exist,
health promotion becomes an institutional capability rather than a temporary campaign.

30. Conclusion From Individual Advice to Healthy Systems

Health promotion and behavioral sciences provide a way to understand the relationship between
people, environments, institutions, and health. Behavior is influenced by beliefs and intentions, but
also by capability, opportunity, social norms, identity, emotion, habit, prices, policies, infrastructure,
commercial practices, and power. A person-centered approach is essential, yet it should not be
confused with individual blame. The responsibility for health is shared across households,
communities, professionals, organizations, governments, and markets.

Theories such as the Health Belief Model, Theory of Planned Behavior, Social Cognitive Theory,
Self-Determination Theory, Transtheoretical Model, Protection Motivation Theory, Health Action
Process Approach, and COM-B offer useful lenses. None is a complete explanation of every behavior.
Their value lies in helping designers ask better questions, choose mechanisms deliberately, and
evaluate whether change occurred for the reasons expected. Theory should remain connected to
context, culture, implementation, ethics, and equity.

For Indonesia and the Global South, the practical agenda is to combine strong primary health care,
community empowerment, health literacy, supportive policies, safe environments, ethical
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communication, digital inclusion, and evidence-informed management. The strongest health
promotion does not merely persuade people to choose health. It makes health-supporting choices
more feasible, visible, affordable, safe, and socially supported. It builds institutions that listen, adapt,
and protect dignity. When behavioral insight and public administration work together, prevention
becomes more than a message: it becomes a shared social capability that improves wellbeing and
reduces avoidable inequity.

31. Final Synthesis for Policy and Practice

Managers can use a short set of questions when reviewing any health-promotion program. What
exact behavior is expected, from whom, in what context, and by when? Which capability, opportunity,
motivational, social, or structural factors maintain the current pattern? What evidence supports the
proposed mechanism? What will users and workers have to give up or learn? Which policy or
environmental changes are required? How will privacy, autonomy, culture, and equity be protected?
What will be measured, who will use the data, and what decision will follow?

These questions create a bridge between behavioral science and practical management. They
encourage leaders to treat a message as one component within a broader system of services,
environments, incentives, norms, and relationships. They also encourage humility. Programs may
have different effects across groups, and implementation may change the mechanism. Evaluation
should therefore remain open to unexpected findings. When an intervention fails, the appropriate
response is to investigate rather than immediately conclude that people were unmotivated.

The enduring contribution of health promotion is its insistence that health is created in everyday
life. Behavioral sciences add the discipline to understand how action occurs and how change can be
supported. Public policy adds the capacity to alter conditions at scale. Community participation adds
legitimacy and local knowledge. Ethical management connects these elements so that prevention is
effective without becoming coercive and innovation is useful without deepening inequity. This
integrated perspective should guide research, teaching, and practice in the years ahead.

32. Vaccination Confidence and Collective Action

Vaccination behavior illustrates why health promotion must combine individual beliefs with
institutional trust and collective responsibility. A person considers perceived risk, vaccine benefits,
side effects, social expectations, access, convenience, and confidence in the health system. Yet
vaccination also protects others and depends on supply, service hours, records, reminders, and
respectful encounters. A message that focuses only on correcting knowledge may fail when the real
issue is prior mistreatment, uncertainty about eligibility, distance, cost, or a belief that authorities are
not honest.

Confidence is built through transparent information, consistent service quality, trusted
messengers, and visible accountability. Communication should explain what is known about
effectiveness and adverse events, how safety is monitored, and what people should do if they have
questions or symptoms. Dismissing concerns can strengthen identity-based resistance. Listening
does not require accepting misinformation, but it demonstrates respect and helps identify the
underlying fear or experience. Community leaders, health workers, teachers, and local organizations
can create dialogue that is more credible than distant broadcasting.
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Managers should also examine the practical pathway. Are vaccines available at the times people
can attend? Are records reliable? Can missed appointments be followed up without exposing
personalinformation? Are services welcoming to migrants, adolescents, people with disability, and
remote households? Does the system explain changes in schedule or eligibility? Behavioral insight
should be linked to operations. Confidence and convenience are not substitutes; both are necessary
for high and equitable uptake. Evaluation should monitor coverage, timeliness, missed opportunities,
reasons for non-vaccination, adverse-event communication, and differences among population
groups.

33. Health Promotion in Schools Workplaces and Healthy Cities

Settings-based health promotion recognizes that people spend much of their lives in schools,
workplaces, neighbourhoods, markets, and transport systems. A school can promote health through
curriculum, food, physical activity, safety, relationships, mental-health support, sanitation, and
inclusive participation. A workplace can shape exposure, workload, autonomy, social connection,
sleep, income, and access to services. A city can influence walking, air quality, housing, green space,
injury, food access, and social interaction. Interventions are stronger when the setting's rules and
physical design support the behavior being taught.

Whole-school approaches involve students, families, teachers, administrators, health
professionals, and local government. Social-emotional learning is more credible when teachers
receive support and bullying is addressed. Nutrition education is undermined when unhealthy
products dominate the school environment. Physical-activity promotion needs safe space and
inclusive design. Workplace programs should avoid presenting health as an individual productivity
tool while ignoring excessive workload or unsafe conditions. Employee participation in design and
confidential access to support can improve relevance and trust.

Healthy-city initiatives require coordination across planning, transport, housing, sanitation,
environment, education, safety, and health. Behavioral science can inform defaults and design, but
public participation is essential because residents understand how spaces are actually used. A new
walking path may be inaccessible at night; a park may exclude women or older people; a bike lane
may not connect to destinations. Managers should evaluate use, safety, distribution, and perceived
belonging, not only the existence of infrastructure. The built environment is a powerful, long-term
intervention because it shapes daily opportunity.

34. Commercial Determinants and the Information Environment

Commercial determinants of health include the ways businesses, markets, products, marketing,
lobbying, employment practices, and corporate political activity influence health. Commercial actors
can contribute useful products and innovation, but profit incentives may also encourage consumption
of tobacco, alcohol, ultra-processed foods, or unsafe digital content. Advertising can shape
preferences, social norms, and perceived identity. Health promotion should therefore examine not
only what individuals choose but how choices are engineered, priced, promoted, and made available.

Information environments have become central to behavior. Social media can provide peer
support and rapid communication, but algorithms may reward sensational content, false certainty,
outrage, or commercial targeting. Misinformation may exploit identity and distrust rather than simply
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reflect lack of knowledge. Responses should combine platform accountability, media literacy, trusted
local communication, rapid correction, and service transparency. Health institutions should avoid
repeating harmful claims in ways that amplify them. They should provide searchable, understandable,
and credible alternatives and explain how evidence is produced.

Conflict-of-interest management is necessary when governments, researchers, health
professionals, and commercial organizations interact. Partnerships should specify boundaries,
disclosure, data governance, evaluation independence, and protection of policy processes. A
campaign sponsored by an interested industry may reach a large audience but distort the message or
weaken regulation. Transparency is necessary but not always sufficient if power is unequal. Health
promotion leaders must consider whether collaboration advances public value or gives legitimacy to
practices that increase risk. Ethical review should include commercial influence as part of the
intervention context.

35. ACommunity Case for Integrated Behavior Change

Consider a coastal district with increasing diabetes, low physical activity, irregular medication use,
and distrust of formal health messages. A conventional campaign might distribute brochures about
diet and exercise. A behavioral diagnosis would first examine food prices, work schedules, public
space, family roles, treatment costs, perceived symptoms, social norms, and experiences at clinics.
Interviews might show that residents want to be active but feel unsafe walking at night, that medicines
are sometimes unavailable, and that people interpret the absence of symptoms as evidence that
treatment is unnecessary.

An integrated intervention could combine evening walking groups led by trained peers, improved
lighting and safe routes through local government, consistent medicine supply, brief motivational
conversations at primary-care visits, family-oriented cooking demonstrations, reminders that respect
privacy, and community dialogue with trusted leaders. The program would use Social Cognitive Theory
to build modelling and self-efficacy, the Theory of Planned Behavior to address norms and control,
and COM-B to align capability, opportunity, and motivation. The theories would not be used as labels;
each would explain a design choice.

Evaluation would track attendance, walking frequency, medication availability, adherence, blood
pressure or glucose outcomes, perceived support, patient experience, cost, and participation by
income, gender, age, and disability. Qualitative interviews would examine why some people joined
and others did not. If evening groups attract men but exclude women because of safety or household
duties, the design should change. If reminders are ignored because they are confusing,
communication should be revised. This case shows how behavioral science becomes useful when
joined to infrastructure, service reliability, community voice, and iterative management.

36. Closing Principles for Health Promotion Practice

Effective health promotion begins with respect for the intelligence and experience of the people
whose behavior is being discussed. People usually have reasons for action and inaction, even when
those reasons are not visible to professionals. Curiosity is more productive than blame. A practitioner
should ask what the person is trying to achieve, what barriers exist, what support is acceptable, and
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what the institution can change. This approach improves both ethics and effectiveness because it
treats behavior as meaningful and situated.

The second principle is alignment. Information, services, environments, policies, incentives, and
social norms should point in the same direction. It is contradictory to promote healthy food while
subsidizing its least healthy alternatives, to encourage mental-health help-seeking while violating
confidentiality, or to urge physical activity without safe public space. Alignment does not require
perfection, but it requires leaders to identify contradictions and reduce them. Behavioral change is
easier when institutions practice the behavior they recommend.

The third principle is learning. Interventions should be monitored, evaluated, and adapted with the
people who deliver and receive them. Success should include reach, equity, experience, behavioral
outcomes, health outcomes, cost, and sustainability. A program that helps a small privileged group
may need redesign before scale. A program that changes behavior but increases shame may require
ethical correction. A program that produces modest average effects may still be valuable if it reaches
people who were previously excluded. Continuous learning protects health promotion from both
complacency and fashionable simplification.

37. Climate Change Emergencies and Behavioral Resilience

Climate change makes health promotion increasingly concerned with preparedness, adaptation,
and collective resilience. Heat, floods, drought, fires, air pollution, food insecurity, vector-borne
disease, and displacement alter both exposure and the feasibility of protective behavior. Advising
people to stay cool, drink safe water, avoid polluted air, or evacuate is meaningful only when
households have information, resources, accessible shelters, transport, and trust in authorities.
Preparedness must therefore combine behavioral communication with resilient infrastructure, social
protection, and emergency administration.

Behavioral resilience includes the ability to recognize risk, make decisions under uncertainty,
support others, and recover after disruption. Community drills, early-warning systems, local
volunteers, school education, workplace protocols, and trusted communication can strengthen this
capacity. Messages should be repeated before danger becomes imminent and adapted to language,
disability, age, and literacy. After an event, health promotion should address trauma, grief, disrupted
routines, infectious disease, nutrition, and access to medicines. Communities should participate in
designing plans because they know which routes, leaders, and spaces are trusted.

Emergencies also reveal inequality. People with limited income may be unable to leave work, cool
a home, replace spoiled food, or travel to services. Older people and people with chronic illness may
face higher risk, while migrants or displaced families may lack documents or information. Equity
should be included in risk mapping and evaluation. The aim is hot merely to persuade more people to
behave correctly but to create conditions in which protective behavior is possible. Health promotion
becomes a bridge between climate policy, disaster management, public health, and social justice.

38. Research Ethics Sustainability and Future Directions

Behavioral research requires respect for autonomy, privacy, informed consent, confidentiality, and
fair selection of participants. Digital studies may collect detailed information about location, mood,
relationships, or health practices without participants fully understanding the implications.
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Interventions that use incentives, persuasive messages, social pressure, or automated
recommendations should be assessed for undue influence and possible harm. Research with
children, adolescents, people with cognitive disability, marginalized communities, or people in crisis
requires additional safeguards. Participation should not expose people to stigma or jeopardize access
to services.

Future research should improve the connection between theory and implementation. Studies
should report the active ingredients of an intervention, the mechanism targeted, the context,
adaptations, costs, and equity effects. Long-term follow-up is needed because initial behavior change
may not be maintained. Researchers should study negative results and unintended consequences as
seriously as positive findings. Co-production with communities can improve questions and
interpretation, while open methods and transparent reporting strengthen cumulative knowledge.
Universities and health agencies should create pathways for findings to influence policy and practice.

Sustainability should be treated as an outcome rather than an afterthought. A health-promotion
program is more likely to last when it fits existing workflows, has local ownership, uses affordable
materials, develops workforce capability, receives recurrent financing, and demonstrates value to
participants and decision-makers. Programs should plan for staff turnover, political change,
technology failure, and changing population needs. The future field will benefit from combining
behavioral theory with systems thinking, implementation science, economics, digital ethics, and
community leadership. Such integration can make health promotion both more scientifically precise
and more humane.

39. Final Management Message

The most reliable health-promotion programs are those in which evidence, empathy, policy, and
administration reinforce one another. They begin by listening to people, identify the mechanisms that
shape action, change the environment where necessary, and make support available when motivation
alone is insufficient. They measure not only exposure to a message but also meaningful behavior,
health, wellbeing, equity, trust, and sustainability. They recognize that prevention is a long-term
investment and that institutional credibility is itself a health resource.

For educators and managers, the task is to cultivate people who can diagnose behavior without
blame, design interventions without oversimplification, communicate risk without manipulation, and
evaluate programs without hiding uncertainty. They must understand that health promotionis not a
decorative addition to clinical care. It is a way of organizing communities, services, policies, and
environments so that people have real opportunities to live healthier lives. When this capability is
built, behavioral science becomes a practical instrument for public value.

The field therefore ends where it began: health is created in everyday life. The question is whether
the everyday environment makes health-supporting action possible and dignified. Health promotion
answers by combining personal skills, collective empowerment, supportive institutions, ethical
policy, and continuous learning. Behavioral sciences provide the explanations; communities provide
the knowledge; and capable administration turns both into durable action.

Its enduring value lies in making prevention practical, participatory, evidence-informed, and fair
across different populations and changing circumstances.
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It links individual agency with collective responsibility and connects behavioral insight to the
design of healthier institutions.

That connection is essential for durable health improvement in Indonesia and across the Global
South.

It provides a practical foundation for teaching, research, management, and community action.
It keeps prevention connected to dignity, evidence, context, and shared responsibility.

This is the core of effective health promotion.

It turns insight into healthier everyday systems.

It also protects public trust.

It supports equitable wellbeing.

It sustains prevention.

Together.
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