
Health

Changing health behaviors in the 
face of psychological biases and 
social infl uences
Telling people that there is a way to improve their 
health is rarely suffi cient to change behavior. In gen-
eral, successful health promotion campaigns engage 
people emotionally and activate or change social norms 
as much as they provide information. The message 
disseminated should be that others will support you or 
even applaud you if you do it, not just that something 
is good for you. Successful campaigns address many 
or most of the following: information, performance, 
problem solving, social support, materials, and media 
(Briscoe and Aboud 2012). A campaign should tell 
people that a behavior will improve their health (infor-
mation), demonstrate and model the behavior (perfor-
mance), reduce barriers to its adoption (problem solv-
ing), create a system for supporting people who choose 
to adopt it (social support), provide the materials 
necessary to begin adoption (materials), and provide a 
background of support through in-person, print, radio, 
television, and other approaches (media).

An example of a campaign that pulled together 
these elements occurred in Bangladesh. In 2006, more 
than 75 percent of urban dwellers and 60 percent of 
rural residents used oral rehydration salts (ORS) as a 
treatment for diarrhea, thanks to a prior public health 
campaign (Larson, Saha, and Nazrul 2009). But in addi-
tion, public health offi cials wanted people to use zinc 
(which was widely available and cheap) together with 
ORS, and a major campaign was introduced to increase 
the use of zinc as a supplement for infants, which 
greatly increases the rate of survival in cases of severe 

Every day, people get sick, stay sick, or even die 
because of missed opportunities.1 Each year, 7.6 mil-
lion children under the age of fi ve die from avoidable 
causes (Liu and others 2012). In countries that suffer 
the greatest share of these deaths, the most effective 
interventions are almost all preventive or therapeutic 
measures that should be within the reach of most 
households and communities, including breastfeed-
ing, vaccinations, assisted deliveries, oral rehydra-
tion therapy, water sanitation measures that do not 
require major investments in infrastructure, and insec-
ticide-treated mosquito nets (Jones and others 2003). 

Health outcomes can be improved by applying the 
insights from behavioral economics and related fi elds: 
individuals have limited attention and act on the basis 
of what is salient (chapter 1); individuals intrinsically 
value social approval and adherence to social norms 
(chapter 2); and individuals have many frames (or 
mental models) through which they can interpret a 
situation (chapter 3).
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Telling people that there is a way to 

improve their health is rarely suffi  cient to 

change behavior. Successful information 

campaigns are as much about social 

norms as they are about information. 
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diarrhea. Offi cials mounted a campaign that included 
direct marketing (painted dinner plates), community 
engagement and social support (courtyard meetings), 
and role modeling (plays, radio dramas, and television 
serials), as well as public displays like branded rick-
shaws. As a result of this campaign, knowledge about 
the use of zinc increased from almost zero to more 
than 75 percent.

Enhancing the use of mass media 
Three examples of mass media illustrate the dual chal-
lenge of changing individuals’ beliefs and their health 
behaviors. The examples relate to breastfeeding, smok-
ing, and HIV testing.

Breastfeeding is one of the least expensive strate-
gies for improving the health of young children. Many 
mass media campaigns have encouraged breastfeeding. 
Evaluation of seven campaigns in developed countries 
found that they increased rates of initiating breast-
feeding among poor women (Dyson,  McCormick, and 
Renfrew 2006). No mass media campaigns in devel-
oping countries have been systematically evaluated, 
but the available information suggests that they can 
work when paired with local efforts that involve direct 
and proactive interactions with women and their 
social networks (Renfrew and others 2012; Naugle and 
Hornik 2014). 

Mass media campaigns have frequently been used 
to reduce smoking rates. Such campaigns have been 
extensively studied and evaluated in developed coun-
tries, mostly in the United States, where variation 
in campaigns across states can be used to measure 
impact. These campaigns have been most effective 
at preventing young people from taking up smoking 
and in supporting individuals who have already quit 
smoking (see, for example, Bala and others 2013). Using 
community members such as teachers and parents to 
deliver messages and extending the campaigns over a 
long period (at least 12 months) increase their success. 
However, the reviews fi nd no evidence that the cam-
paigns lead smokers to quit smoking or change the 
social norms of smoking.

Similarly, a review of over 20 mass media cam-
paigns to encourage HIV testing fi nds no long-term 
effects after the campaigns ended (Vidanapathirana 
and others 2005). In many cases, however, there are 
short-term effects. In the case of HIV testing, even 
short-term effects are socially important. 

A review of the published literature evaluating all 
types of mass media campaigns for health echoes these 
fi ndings. The campaigns effectively promote positive 

behaviors and prevent negative behaviors only when 
the campaigns are paired with local efforts to support 
the desired behavior change (Wakefi eld, Loken, and 
Hornik 2010). Most campaigns are too short in dura-
tion, and some even backfi re. For instance, a recent U.S. 
antidrug campaign targeting youth may have uninten-
tionally increased drug use by suggesting that it was 
commonplace. Teens took this message to mean that it 
was acceptable among their peers (Wakefi eld, Loken, 
and Hornik 2010). The health information was ignored, 
but not the information about the social norm. 

Mass media campaigns on health do not appear to 
be useful in changing mistaken mental models of ill-
ness because the message is fi ltered through the model 
itself. For example, over a third of poor women in India 
believe that increasing fl uid intake for children with 

diarrhea makes them sicker. They follow a model in 
which diarrhea is interpreted as leaking; since more 
fl uid means more leaking, it must be bad (Datta and 
Mullainathan 2014). With such a mental model, the 
message that ORS helps children survive diarrhea may 
fall on deaf ears, since, according to that model, ORS 
only increases leaking—it does not decrease it. 

One opportunity for tackling mental models can 
come from the juxtaposition of well-known “moral” or 
“valuable” members of society and misunderstood ill-
nesses or stigmatized individuals. For example, media 
coverage of celebrity medical diagnoses increases 
screening and can stimulate interest in behavior 
change (Ayers and others 2014). In 2011, for example, 
former Brazilian president Lula da Silva publicly dis-
cussed his throat cancer, which he attributed to his 
long-held smoking habit. His frank discussion of the ill-
ness and his own role in causing it was widely  covered 
in the media (photo 8.1). Following his announcement, 
interest in quitting smoking reached unprecedented 

Policy makers can make major 

strides in improving health outcomes 

by understanding that people think 

automatically, interpret the world 

based on implicit mental models, 

and think socially. 
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Social learning about health care quality
People learn about the quality of health care from each 
other. Typically, if an individual visits a new doctor and 
is cured, the word spreads and the doctor’s reputation 
improves. But what happens when the individual 
visits a new doctor and does not get the medicine he 
sought (antibiotics or steroids, for example)? Some-
times households will take the event as evidence that 
the doctor is not responsive to patients’ needs or does 
not stock the necessary medicines, rather than that the 
doctor knows what is best for the patient and is deter-
mined to provide the best possible care. When people 
learn from one another, they may all end up holding 
the correct beliefs, or they may all end up mistaken. For 
example, if a person receives a referral by one doctor to 
visit another doctor, households take that as a signal 
to avoid the referring practitioner and visit only the 
referred practitioner (Leonard, Adelman, and Essam 
2009). This behavior prevents people from learning the 
underlying relationships between the practice of refer-
ral and health outcomes. Because households avoid 
doctors who refer their patients, they do not learn that 
those providers are actually better than the ones who 
refuse to refer their patients. 

Evidence from multiple studies of rural African 
households (reviewed in Leonard 2014) shows that peo-
ple seek to match their illness to the most appropriate 

levels, and Brazil passed new antismoking laws. 
Figure 8.1 shows one indicator of interest—Google 
searches related to quitting smoking. In Brazil, these 
searches were 71 percent higher even four weeks after 
the announcement, long after the media had stopped 
covering Lula’s diagnosis. According to Ayers, “Lula’s 
announced cancer diagnosis, though tragic, was 
potentially the greatest smoking cessation–promoting 
event in Brazilian history” (Price 2013).

Source: Ayers and others 2014.

Note: The blue line shows time trends for daily Internet searches related to quitting smoking around the time of former Brazilian president Lula da Silva’s cancer 
diagnosis. The green lines show time trends for the same period from prior years. Search volume is measured as relative search volume (RSV), where RSV = 100 
is the day with the highest search proportion, and RSV = 50 is a day with 50 percent of that highest proportion. 

Figure 8.1 If a well-known person has a disease, the public might think more seriously 
about ways to prevent it

After former Brazilian president Lula da Silva publicly discussed his throat cancer, which he attributed to smoking, Brazilians 
became much more receptive to information about smoking. 
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Photo 8.1 Former Brazilian president 
Lula da Silva’s battle with throat cancer 
was widely covered in the media

Credit: Ricardo Stuckert/Instituto Lula.
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Inducing people to take more preventive care is 
diffi cult, but a deeper understanding of the way people 
think can help. One possibility, for example, is to reduce 
barriers to the desired behavior by making the exact 
steps needed for the preventive care more salient or by 
providing a small material incentive. It is also possible 
to alter the way people weigh the benefi ts of action 
by using nudges and other behavioral tools to alter 
the choice architecture (Thaler and Sunstein 2008). 
In addition, it may be possible to change behavior by 
changing the beliefs a person holds that are not related 
to the private benefi ts and costs of a given health mea-
sure, including beliefs that others would approve of 
the behavior, beliefs that others engage in the behav-
ior, and beliefs in one’s ability to perform the behavior 
(self-effi cacy). In addition, people may be more willing 
to engage in the behavior if they know they will receive 
support, reinforcement, feedback, or reminders. 

The discussion that follows gives several examples 
of the fi rst two methods: presenting advice in ways 
that recognize how people make decisions, and reduc-
ing the barriers to changing behaviors. The second two 
methods—community-level models of behavior and 
the use of support, reinforcement, and feedback—are 
covered in the upcoming section on follow-through 
and habit formation. 

Framing information about vaccinations 
and HIV testing
There is a world of difference between these two 
statements—“If you get the fl u vaccine, you will be 
less likely to get the fl u” versus “If you do not get the 
fl u vaccine, you are more likely to get the fl u”—even 
though they contain the same information. In a 
review of 94 studies comparing gain-framed to loss-
framed messages,  gain-framed messages consistently 
improved adoption of preventive behaviors (such as 
vaccinations) when compared to loss-framed messages 
with the same objective information (Gallagher and 
Updegraff 2012). Interestingly, people who hear one or 
the other of the two messages are equally likely to say 
that they want to seek preventive care, but people who 
hear the fi rst message are much more likely to follow 
through and actually get the vaccine. In general, the 
same information can be presented in different ways 
to improve actual behavior. 

Chapter 1 described how raising the number of free 
test reports, from three to four, that a testing agency 
routinely sent to colleges had the effect of increasing 
the number of low-income students attending selective 
colleges. More generally, many program choices entail 
a default condition in which people either can choose 

health care provider. When a new option or a new doc-
tor becomes available, they are particularly interested 
to hear about others’ experiences. They are more likely 
to visit a doctor when someone in their close commu-
nity has recently visited that provider and had a good 
outcome (Leonard, Adelman, and Essam 2009). By fol-
lowing this simple process of updating expectations in 
the face of the unknown, households in Tanzania made 
better decisions over time and visited better doctors, 
as objectively measured by medical experts (Leonard, 
Mliga, and Haile Mariam 2002). The process of social 
learning, though, even when it is useful, can be very 
slow. For example, it took between three and four years 
for communities to learn whether new doctors in their 
area gave good or bad advice (Leonard 2007). 

Unlike information about how to improve their 
health (which is often ignored), information that aids 
households in seeking the best available care, based 
on realistic assessments of the capabilities and quality 
of the facilities from which households can choose, is 
likely to be very useful because households are already 
seeking this information. Better information could 
help them make better decisions more quickly. 

Psychological and social 
approaches to changing health 
behavior
Even after people accept information, they do not 
always act on it. The zinc campaign discussed earlier 
succeeded in educating 75 percent of Bangladeshis, 
but two years after the program, zinc was used in only 
35 percent of the indicated cases. Although there are 
many models of health behavior,2 an assumption com-
mon to most is that people carefully weigh the benefi ts 
and barriers to adoption against their susceptibility to, 
and the likely severity of, bad outcomes if they do not 
adopt. That is, the standard models assume that indi-
viduals think deliberatively, not automatically. But as 
chapter 1 showed, the reverse is actually true. 

Imagine someone who considers getting tested 
for tuberculosis: she knows she has a chance of being 
infected and that the illness is severe. But at the same 
time, taking the test would require her to leave work 
early and stand in a line at a clinic. Studies about how 
people make decisions about health care have consis-
tently found that people tend to consider the benefi ts 
and barriers, while ignoring susceptibility and severity 
(Zimmerman and Vernberg 1994; Carpenter 2010). Thus 
people will often forgo preventive medicine because of 
small obstacles, even when they know that they are 
highly susceptible and face potentially severe conse-
quences. Individuals frame the problem too narrowly. 
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ated a shift in its approach to counseling and testing 
for HIV by declaring an opt-out approach to be ethically 
acceptable for certain populations (specifi cally includ-
ing people with tuberculosis). Reviews of programs 
that compare the opt-in to the opt-out default gener-
ally fi nd increased testing rates, but they also fi nd low 
levels of testing in either program (see, for example, 
Baisley and others 2012). Most often, the reason is that 
the health services that provide counseling and testing 
have shortcomings of infrastructure, incentives, or 
governance (Roura and others 2013). In addition, some 
of the studies fi nd that the increased rate of testing did 
not result in more detection of HIV/AIDS, suggesting 
that the additional people tested because of the new 
defaults were from populations that had not been 
exposed to HIV/AIDS. 

Opt-out defaults are likely to increase the use of 
preventive services when health systems are able to 
provide them. However—as in the case of HIV-negative 
patients not opting out of testing—this improvement 
may occur at the cost of bringing in people for whom 
these services are less useful.

Prices as a source of meaning 
Because the most obvious barrier to adopting new 
behavior is cost, lowering prices should be the best way 
to improve adoption. But prices have many meanings 
besides a value in exchange. Prices at or near zero may 
constitute a special threshold, according to a review by 
Kremer and Glennerster (2011). People are willing to 
adopt many health goods at a price of zero (or almost 
zero) but almost completely unwilling to adopt it at 
prices just slightly above zero (see fi gure 8.2). The 
study demonstrates this effect for deworming medi-
cine, mosquito nets, water disinfectants, and soap. 

It appears that prices contain at least two differ-
ent signals for people. First, low prices make things 
more affordable. But free means something special. 
When prices fall toward zero, free may convey a social 
norm: we all should be doing this. Free allows people to 
experiment with a product when they are uncertain of 
its value, and free can have an affective infl uence (an 
individual is excited to have won the opportunity to get 
something free). Households given free mosquito nets 
may use them differently from the way households 
that purchase subsidized mosquito nets use them 
and may be more likely to use them for their children, 
possibly responding to a social signal in the price 
(Hoffmann 2009). Perhaps households adopt new tech-
nologies that are free in the short run, and then after 
they have experienced their value, they become willing 
to pay positive prices for them later, as Dupas (2014) 
suggests. People are less likely to adopt a free option if 

to do something when asked (opt in) or are automat-
ically enrolled but given the choice to withdraw (opt 
out). When using a preventive service is believed to 
make all or most people better off, and when, even for 
those who do not gain from it, the cost is small, then 
wherever possible, it is better to present preventive 
services on an opt-out basis: the default should be set 
to the behavior that would make most people better 
off. Health care is full of examples of opt-out activities. 
The doctor takes patients’ pulse and temperature with-
out asking them if they think it would be a good idea, 
for example. Surgical consent forms are designed to 
present the doctors’ recommendations as the default, 
forcing the patient to fi nd an alternative. 

What is the potential for increasing the number of 
defaulted behaviors? HIV testing is an area in which 
a change from opt in to opt out has been extensively 
studied. In 2004, the World Health Organization initi-

Source: Abdul Latif Jameel Poverty Action Lab 2011. 
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Figure 8.2 Take-up of health products drops 
precipitously in response to very small fees 

Policies often set the prices of preventive health care products low to promote 
access while also providing a revenue stream to providers. But if access is 
important, it makes sense to bring the price all the way down to zero. A series of 
evaluations fi nds that even small price increases above zero lead to large drops 
in the number of people who choose to buy health products. 
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money can help people focus on completing a full 
course of action. 

Commitment devices can help people follow 
through on intentions to change behavior. In a case 
involving smokers in the Philippines (Giné, Karlan, 
and Zinman 2010), people voluntarily deposited their 
own money in accounts that would be forfeited if they 
did not quit smoking; participating in this experiment 
did indeed help smokers quit (and not resume) smok-
ing. The randomly selected individuals offered this 
opportunity were 3 percent more likely to quit (as mea-
sured one year later). Eleven percent of people offered 
the opportunity chose to commit their own funds, and 
34 percent of them made good on their intentions.

Asking people why they don’t seek care 
is not useful 
Asking people why they forgo care that would seem to 
make them better off is generally not helpful for form-
ing policy. The studies often appear to have great pre-
dictive power, in that what people say matches what 
they do. However, this is deceptive because people 
adapt their beliefs to match their behavior (Harrison, 
Mullen, and Green 1992), and thus while the studies 
tell us that people did choose a certain behavior, they 
do not tell us why. These studies do a better job of 
explaining and predicting intentions than actions. 
Thus surveys of knowledge, attitudes, and practices 
(so-called KAP studies) fail to identify explicit ways to 
change behavior. 

Improving follow-through and 
habit formation
As discussed, sometimes people form intentions to 
adopt preventive actions but do not follow through. 
They intend to change, but before an activity becomes 
a habit, it is diffi cult for them to maintain the energy 
and focus to carry out their good intentions. The key to 
behavioral interventions is to make the long-term ben-
efi ts of adherence salient in the short term. Individuals 
often do not need information about distant benefi ts; 
they need to experience immediate benefi ts. A good 
example of how immediate benefi ts can help improve 
adherence is HIV/AIDS treatment in Africa. Despite 
signifi cant additional diffi culties in access, education, 
and information, Mills and others (2006) found that 
baseline adherence to antiretroviral therapy (ART) 
was much higher among African patients than among 
patients in developed countries like the United States, 
primarily because the African patients were sicker 
when they fi rst received care and therefore felt the 
benefi ts of ART more immediately. Adherence is easier 
when the benefi ts are salient on a day-to-day basis. 

they have been asked to refl ect carefully on its value in 
comparison to a positively priced item, as Shampanier, 
Mazar, and Ariely (2007) show. This fi nding suggests 
that the immediate response to free items is not fully 
rational. At least in some cases, it is based on an auto-
matic, not a reasoned, response. 

When things are free, however, people may over-
consume or waste the product. Positive prices may also 
help target goods to where they can do the most good. 
And for curative medicine, the willingness to pay can 
be high (Ashraf, Jack, and Kamenica 2013). 

The cognitive effect of free or minimal pricing is 
a new area of research in developing countries, and 
much will be learned over the coming decade. How-
ever, policy makers can already begin to think about 
how to signal the excitement that is contained in the 
word free without incurring the costs of offering a zero 
price. If the good is important to health and has posi-
tive externalities, if demand for the good is otherwise 
low, and if waste is not a large concern, then reducing 
the price to zero should be considered for the sake of 
the affective response it can invoke. Vaccinations, for 
example, meet these conditions. 

In contrast, if waste is a large concern, prices should 
be kept above zero, and social norms should be invoked 
to increase demand for the good. The positive prices 
are a targeting mechanism: they help ensure that the 
right people are buying the good or service. Coupons, 
prizes, public celebrations, and media can all be used 
to create or strengthen a social norm or generate an 
affective response, even if prices are not zero.

Conditional cash transfers and commitment 
mechanisms  
In some cases, goods and services are free and people 
still do not use them. Many preventive services, such 
as antenatal services, are provided free but are under-
utilized. One well-documented way to increase use is 
to create conditional cash transfers (CCTs) where, for 
example, women receive payments for going to the 
antenatal clinic but forfeit them if they fail to go. On the 
surface, these programs do not appear to use anything 
but standard economic incentives to improve behavior, 
but, considered more broadly, some incentive programs 
reveal interesting behaviors. Banerjee and others (2010) 
examine a program in which women received free 
lentils and plates as an incentive to immunize their 
children. Many parents were taking their children to 
receive at least one vaccination, but were not following 
through to complete the entire series. The incentive 
helped increase the rates of full immunization. Thus, 
even when people value services (many parents made 
sure that their children were partially immunized), 
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resulting from inadequate and unsafe water, poor san-
itation, and unhygienic practices (UNICEF and WHO 
2009). New evidence discussed by Spears, Ghosh, and 
Cumming (2013) links open defecation to stunting. By 
reducing normal nutrient absorption, diarrheal dis-
eases lead to impaired physical growth and cognitive 
development. 

The traditional approach to ending open defecation 
was to provide information to communities about the 
transmission of disease and to subsidize the construc-
tion of toilets. An alternative approach, Community- 
Led Total Sanitation (CLTS),3 aims to generate demand 
for a community free of open defecation and to elicit 
from the community itself an increase in the supply 
of sanitation products. It does this by raising collective 
awareness of the sanitation problem. Facilitators are 
sent to the community to initiate discussions, which 
are held in public places and involve a “walk of shame,” 
during which groups walk to places that have been 
used for open defecation, collect some of the feces, 
place it on the ground next to a bowl of rice, and watch 
as fl ies move between the feces and the rice. Then the 
CLTS facilitator asks community members, “Would 
you like to eat the rice?” Although people know that 

Using reminders to increase adherence to 
medical regimens 
One of the most rapidly expanding tools in health care 
is the use of mobile phones to communicate regularly 
with populations that were previously diffi cult to 
reach. There has been positive experience in multiple 
settings with reminders, now easily sent through text 
messaging. In developed countries, there is robust 
evidence of the effectiveness of using mobile technol-
ogies to remind people to attend health appointments 
(Tomlinson and others 2013). 

The evidence in developing countries is more 
mixed—not because the technology is not effective but 
because few studies have been carefully evaluated. Sys-
tematic reviews of the existing evidence in developing 
countries recommend implementation and scaling up 
but caution that little evidence points to what works 
best in different situations (Cole-Lewis and Kershaw 
2010). They suggest that mobile messages are more 
likely to be effective when there is follow-up, when 
the message is personally tailored to the recipient, and 
when the frequency, wording, and content are highly 
relevant to the patient. Blasting text messages to large 
portions of the population reminding them of all the 
things they can do to improve their health is likely to 
be a waste of resources: the messages are not salient 
or tailored. Indeed, Pop-Eleches and  others (2011) fi nd 
that daily messages about adherence to ART for HIV/
AIDS are not effective but that weekly messages are, 
suggesting that people are not forgetting to take their 
medicine (taken daily) but rather need a reinforcing 
message on a less frequent basis (see fi gure 8.3). 

Triggering community-level responses 
Patients are more likely to adopt a new health practice 
when their experience with the provider has been pos-
itive (Peltzer and others 2002) or if they have positive 
responses from their community. A good experience 
with the provider gives patients a sense of immediate 
satisfaction when they follow through, similar to the 
sense of satisfaction from conforming to commu-
nity norms. In the latter case, community feedback 
becomes the benefi t. Thus even when there are no 
immediate benefi ts to adherence or adoption, commu-
nity reinforcement can be generated by encouraging 
adoption at the community level. 

Consider one of the biggest causes of health prob-
lems in the world, open defecation. Globally, 2.5 billion 
people have inadequate sanitation; 1.2 billion defecate 
in the open. Lack of sanitation causes a tremendous 
disease burden among the poor, especially poor 
infants and young children. Each year, more than 1.5 
million children under the age of fi ve die from diarrhea 

Source: Pop-Eleches and others 2011.

Figure 8.3 Text message reminders can 
improve adherence to lifesaving drugs

Text message reminders improved adherence to antiretroviral 
therapy in a study among HIV/AIDS patients in Kenya. 
Although reminders have been used for other behaviors 
as well, especially saving, not all reminders work the same 
way. In this case, people seemed to tune out reminders that 
arrived daily.
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fl ies travel, the image of food and feces next to each 
other triggers an emotional response (disgust) that 
makes it diffi cult for them to forget their own intention 
to change behavior. The program stimulates a desire by 
the villagers to end open defecation and to forge their 
own plan for achieving it, with limited follow-up sup-
port. Communities that become open-defecation free 
receive recognition by local governments. 

Until recently, the available evidence on the success 
of CLTS was from small-scale interventions. In 2007, 
local and national governments in rural India and 
Indonesia,4 with technical support from an interna-
tional sanitation program, began implementing the 
fi rst large-scale CLTS programs to be experimentally 
evaluated (Cameron, Shah, and Olivia 2013). Some 
communities were randomly selected to receive the 
treatment, while others were randomly selected to 
serve as controls and not to receive the treatment 
within the period of the evaluation. As shown in fi gure 
8.4, the CLTS programs were found to decrease open 
defecation by 7 percent and 11 percent from very high 
levels in Indonesia and India, respectively, compared 
to the control villages. Additional fi ndings suggest 
that CLTS can complement, but perhaps not  substitute 
for, resources for building toilets. In India, the CLTS 
program was combined with a subsidy for toilet con-
struction, and the impact on toilet construction—20 
percentage points—was greater than that in Indonesia. 
In summary, a comparison of outcomes in treatment 
and control communities shows declines in open def-
ecation and increases in toilet construction. A program 
to change social norms about sanitation in these two 
countries was important but not suffi cient to end open 
defecation. 

Encouraging health care 
providers to do the right 
things for others
Health is co-created by patients, doctors, nurses, other 
experts, community health workers, and household 
members.5 As Ashraf (2013) has noted, “Health isn’t 
something that can be handed to people; it is a state 
that they must produce themselves by interacting 
with a health care system . . . providers and recipients 
co-create health” (120–23). A key element in the pro-
duction of health is the trust that patients have in their 
providers: trust to seek care, trust to follow through 
on the prescribed treatment, and trust to understand 
messages about what is good for them. Such trust is 
not possible in a system that provides low-quality care.

Why do health care providers sometimes provide 
low-quality care? It is not suffi cient to focus only 
on material incentives for providing quality care. 

Figure 8.4 Changing social norms is 
important but not suffi  cient for ending 
open defecation

Sources: Patil and others 2014; Cameron, Shah, and Olivia 2013.

Note: The study in Indonesia measured the presence of a toilet that was 
constructed in the two years prior to the survey.

Community-Led Total Sanitation (CLTS) is a methodology for 
engaging communities in eliminating open defecation. It tries 
to trigger collective shame and disgust for the implications of 
open defecation. 
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should. In Delhi, India, Das and Hammer (2007) found 
that some of the most qualifi ed doctors were the least 
likely to follow through on their knowledge, implying 
that the doctors with the highest qualifi cations were 
not providing the best medicine. Many other studies 
have also found that, although knowledge could be 
higher, doctors do not use the knowledge they already 
possess (Das and others 2012). As a result, there has 
been a shift from a focus on competence to a focus 
on the “know-do” gap, the difference between compe-
tence and performance (Rowe and others 2005; Das, 
Hammer, and Leonard 2008; Das and others 2012). 
Given the existence of that gap, increasing spending 
on training will not improve quality, and it is time to 
focus on ways to get doctors to put into practice what 
they already know. 

Reminders for adhering to protocols
Often, simply reminding health workers of the social 
expectations of their performance can improve it. Evi-
dence from almost 100 studies on the impact of peer 
 visits to remind health workers about best practices 
fi nds that these visits have an impact—but not because 
they introduced a fi nancial incentive to improve qual-
ity (Jamtvedt and others 2007). For example, clinicians 
in urban Tanzania signifi cantly increased their effort 
when a visiting peer simply asked them to improve 
their care (Brock, Lange, and Leonard, forthcoming). 
In that study, there was no new information or change 
in incentives or material consequences from the 
visit. Health workers already have the competence to 
improve quality and will respond to visits by their peers 
that set new expectations or remind them of existing 
expectations. Indeed, supportive supervision (regular 
contact with medical peers who provide reminders 
of expectations, not enforcement of rules or regula-
tions) is necessary for sustained success, a review of 
the literature on successful community health worker 
programs concludes (Jaskiewicz and Tulenko 2012). 
Even for community health workers, who are serving 
their neighbors and should be the most likely to be 
motivated by prosocial preferences, exposure to peers 
and supervisors (not neighbors) is necessary to sustain 
norms of professional behavior. 

Professional and service norms in 
recruitment and quality assurance 
Reminding health workers about the impact of their 
actions on the welfare of their patients and on their 
reputation among peers can improve service quality. 
Most health workers are responsive to the norms 
set by their peers, which is a type of professionalism 
(Freidson 2001; Akerlof and Kranton 2005). How can 

Empirical work points to many additional factors. 
Even with the best training, health care providers suf-
fer from the same biases as everyone else. They cannot 
consider all possible symptoms, conditions, diagnoses, 
and treatments. They must use simplifying rules and 
heuristics to do their job, and these heuristics can 
lead to systematic mistakes (Croskerry 2002). Many of 
these biases have been discussed in previous chapters: 
anchoring, the availability and representativeness of 
heuristics, framing effects, overconfi dence bias, and 
confi rmation bias. In addition, some biases are more 
specifi c to health care and to the relationship between 
providers and their patients. For example, “diagnosis 
momentum” occurs when changing a diagnosis feels 
harder than keeping it, despite new evidence that runs 
counter to the original diagnosis. “Fundamental attri-
bution error” occurs when health workers blame their 
patients for their symptoms rather than looking for 
other causes. “Gender bias” occurs when health work-
ers assume that gender is a factor in an illness even 
when the evidence is not supportive. “Outcome bias” 
results when health workers choose the diagnosis that 
has the best possible outcome (essentially hoping for 
the best), despite evidence that points to a different 
diagnosis. Health workers suffer from “premature 
closure,” ending their careful consideration of a case as 
soon as they have a plausible diagnosis but before they 
can be sure. 

Health workers also suffer from a “visceral bias,” in 
which liking or disliking the patient causes them to 
rule out certain outcomes too soon (Croskerry 2002). 
This bias is especially likely when a patient suffers 
from a stigmatized illness or is a member of a stigma-
tized population. Such a patient is less likely to seek 
care in the fi rst place, and when he does, he is much 
less likely to receive the type of care he needs. The bias 
can be subtle, in the sense of premature diagnoses, or 
severe. In its worst manifestation, the health system 
assigns a low priority to illnesses suffered by an entire 
population (Gauri and Lieberman 2006; Lieberman 
2009), health care providers refuse to provide service, 
and affl icted individuals are reluctant to seek treat-
ment for even life-threatening health problems.

Thus, there is also a gap between knowledge and 
actions. Recent studies in Tanzania (Leonard, Masatu, 
and Vialou 2007; Leonard and Masatu 2010) found that 
in sessions with a patient, almost half the doctors did 
not touch the patient and therefore did not know the 
patient’s temperature, respiratory rate, pulse, and the 
like. The re search found that the doctors knew much 
of what they were supposed to do and were even will-
ing to demonstrate all the proper steps to the research 
team. They decided not to do what they knew they 
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 providing information is not suffi cient to get people 
to change behaviors that undermine health. Fram-
ing effects that make social expectations and social 
approval more salient can sometimes encourage 
individuals to seek preventive care and adhere to treat-
ment when they otherwise would not, even though the 
individual benefi ts exceed the individual costs. Indi-
viduals can suffer from an intention-action divide and 

so can health care providers, and commitment devices 
and reminders can narrow those divides. Appealing 
to social expectations and professional standards can 
lead to signifi cant improvements in the actions of pro-
viders. When providers act in the best interests of their 
patients, their patients are likely to notice and increase 
their trust in the advice provided by these same pro-
viders, which should lead to further improvements in 
health outcomes.6 

Notes
1.  This chapter benefi ted from a number of recent 

review pieces, notably, Frederick, Loewenstein, and 
O’Donoghue (2002); DellaVigna (2009); Dupas (2011); 
Kremer and Glennerster (2011); Lawless, Nayga, and 
Drichoutis (2013); and Kessler and Zhang (forthcoming).

2.  See Noar and Zimmerman (2005) for a survey of 
elements in health behavior models, including the 
Health Belief Model, the Theory of Reasoned Action, 
the  Theory of Planned Behavior, the Social Cognition 
Theory, and the Transtheoretical Model.

3.  Kamal Kar developed CLTS in Bangladesh in 2000. 
Since then, CLTS has been used in over 60 countries 
and has become national policy in at least 20 countries. 

4.  The program was also launched in a third country, Tan-
zania, but results from this case are not yet available.

5.  Recognizing the economic implications of co-created 
health has been proposed as one of the unique features 
of traditional medicine in Africa (Leonard and Graff 
Zivin 2005); it may be that this indigenous institution 
represents the fi rst foray into behavioral health. 

6.  This chapter was based on a systematic literature 
review using the following methods. In October 2013, 
we conducted keyword searches of the following 

policy makers create or activate a professional norm 
in settings where quality is low? The literature offers 
many examples in which leadership transformed an 
underperforming health service into a high-quality 
service with motivated providers at all levels (see, for 
example, Tendler 1997; Wasi 2000; Hall and Lamont 
2009; Wibulpolprasert and others 2011). The success 
stories point to the fact that the transformation is pos-
sible, but they cannot isolate the elements of a solution 
that would work in all places. 

Programs that pay providers to improve quality or 
quantity of services (pay for performance or results-
based fi nancing) have gained attention recently, in part 
based on the success documented in Rwanda (Basinga 
and others 2011). Providers in that study responded dra-
matically to a change in fi nancing from input-based 
(paying for what is needed) to reward-based (paying 
staff bonuses if certain targets are met with respect 
to assisted deliveries, vaccinations, or well-baby visits, 
for example). This might suggest that monetary incen-
tives are the solution and that behavioral interventions 
are not important. However, a careful examination 
of pay-for-performance incentive programs such as 
that in Rwanda reveals that the programs not only 
use monetary incentives but also expand autonomy, 
accountability, team-based recognition of effort, and 
exposure to external peers. All these aspects could 
increase quality by activating professional norms. 

Growing evidence indicates that health workers 
respond well to social cues in the form of recognition 
and gifts (for more on this, see chapter 7). When health 
workers are given small gifts like a book or a pen, 
they will respond by improving the quality of care 
they provide, in some cases, for signifi cant periods of 
time (Currie, Lin, and Meng 2013; Brock, Lange, and 
Leonard, forthcoming). In addition, health workers 
respond to the recognition that comes from awards 
and token prizes like stars to display in the workplace 
and congratulatory plaques (Ashraf, Bandiera, and Jack, 
forthcoming). This response to gifts and tokens makes 
little sense in standard economic models but can be 
easily understood in the terms laid out in part 1: in this 
broader view, gifts can be understood as a way of mak-
ing social ties and connections more salient, activating 
a frame of gift giving, and signaling social approval. 

Conclusion
Understanding that people think automatically, inter-
pret the world based on implicit mental models, and 
think socially allows policy makers to make major 
strides in improving health outcomes. Individuals 
sometimes value information highly (for example, 
when seeking curative care), but at other times 

Whereas increasing information or 

knowledge is often not helpful or 

suffi  cient, simply reminding health 

workers of social expectations about 

their performance can improve it. 
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databases: Academic Search Premier, Econlit, PsycINFO, 
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restricted to academic articles published after 1990. We 
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social norms, present bias, status quo bias, and trust/
persuasion intersecting with the following diseases: 
pneumonia, measles, diarrhea, malaria, and tubercu-
losis, HIV/AIDS, smoking, and obesity. Due to the large 
number of hits for HIV/AIDS, smoking, and obesity, 
the evidence presented for these three fi elds is based 
on Cochrane Reviews of behavioral interventions. The 
abstracts of the extracted articles were reviewed and 
only papers meeting the following criteria were con-
sidered. First, only studies in English and studies with 
human subjects were included. Second, studies that 
were not directly relevant to one of the fi ve diseases 
and one of the keyword categories were excluded. This 
restriction accounts for the fact that some of the arti-
cles that were identifi ed in the keyword search used 
the keywords to illustrate a different concept than the 
behavioral biases we are interested in. Other articles 
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ease of interest in passing, for example, as a side effect. 
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