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12-07-2025 As the global population continues to age, the health needs of older adults have become a major focus of public health. Aging
is associated with increased risks of chronic diseases, functional decline, and mental health challenges, making health
IAccepted on: promotion for older adults a critical priority. However, the complex physical, cognitive, and social changes that accompany
aging require tailored strategies to support healthy behaviors and lifestyles. Traditional health promotion methods may fall
10-08-2025 short if they do not consider the unique circumstances of elderly individuals.

Behavioral health models provide structured frameworks for understanding, predicting, and influencing health-related
Published on: behaviors. These models help health professionals identify the psychological, social, and environmental factors that shape
how older adults make decisions about their health. This critical review examines the application of four key models—the
16-09-2025 Health Belief Model (HBM), Transtheoretical Model (TTM), Theory of Planned Behavior (TPB), and Social Cognitive
Theory (SCT)—within the context of elderly health promotion.

Each model offers distinct advantages. For example, the HBM focuses on individual risk perception, TTM highlights the
stages of change, TPB incorporates intention and social influence, and SCT emphasizes self-efficacy and environmental
interaction. However, each also has limitations when applied to aging populations, such as inadequate attention to cognitive
decline, social isolation, or long-standing habits.

This review highlights the need for integrative and age-sensitive approaches that combine elements from multiple models.
By tailoring interventions to the cognitive, emotional, and social realities of aging, health professionals can better design
effective strategies to promote healthy aging. Overall, behavioral models, when critically applied and appropriately adapted,

hold significant potential for improving health outcomes and quality of life among older adults

Health promotion for older adults encompasses a range of
activities aimed at enabling individuals to increase control over

INTRODUCTION

The global demographic landscape is undergoing a profound

transformation, with the population aged 60 years and older
growing at an unprecedented rate. According to the World Health
Organization (WHO), by 2050, the global elderly population is
expected to reach 2.1 billion, doubling from its current size. This
demographic shift poses significant challenges for healthcare
systems, particularly in addressing the complex and multifaceted
health needs of older adults. As people age, they often face a
higher prevalence of chronic diseases such as diabetes,
cardiovascular conditions, arthritis, and cognitive decline, which
require long-term management rather than acute care.
Consequently, there is a growing emphasis on health promotion
strategies that not only aim to prevent disease but also to enhance
the quality of life, functional ability, and psychological well-being
among the elderly.

their health and its determinants. However, promoting behavior
change in this age group is inherently complex. Older adults often
have deeply ingrained habits, cognitive or physical limitations,
social isolation, and varying degrees of health literacy. Traditional
one-size-fits-all health interventions may be ineffective or
inappropriate for this population. Therefore, the application of
behavioral health models provides a crucial framework to better
understand the motivations, beliefs, and barriers that influence
health-related behaviors in the elderly.

Behavioral health models offer theoretical foundations for
designing, implementing, and evaluating interventions that target
behavior change. These models help explain why individuals do or
do not engage in healthy behaviors and guide practitioners in
identifying the most effective strategies for intervention. Among
the most widely applied models in elderly health promotion are
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the Health Belief Model (HBM), the Transtheoretical Model (TTM),
the Theory of Planned Behavior (TPB), and Social Cognitive Theory
(SCT). Each of these models provides a unique perspective on the
determinants of health behavior, ranging from individual
perceptions and stages of change to social influences and
environmental factors.

For example, the HBM focuses on individuals’ perceived risks and
benefits associated with specific health actions, making it useful
for understanding decisions like vaccine uptake or chronic disease
screening. The TTM offers a stage-based approach to change,
acknowledging that behavior modification occurs in incremental
steps rather than all at once—a particularly useful lens for older
adults who may need more time and support to change. TPB
emphasizes the role of intention, social norms, and perceived
control, which can be influenced by age-related dependency or
caregiving structures. SCT, on the other hand, accounts for the
reciprocal interactions between individuals and their
environment, highlighting the importance of self-efficacy, peer
modeling, and reinforcement in sustaining health behaviors.
Despite the theoretical utility of these models, their practical
application in elderly populations requires critical examination.
Older adults represent a diverse and heterogeneous group whose
health behaviors are influenced by a complex interplay of
psychological, social, cultural, and physiological factors.
Therefore, a critical review of how these models have been used
in elderly health promotion can help identify both their strengths
and limitations, offering insights into how interventions can be
better tailored to meet the needs of an aging population.
Behavioral Health Models and Their Applications

Behavioral health models provide structured frameworks to
understand and influence health-related behaviors, making them
valuable tools in elderly health promotion. Among the most widely
used models are the Health Belief Model (HBM), Transtheoretical
Model (TTM), Theory of Planned Behavior (TPB), and Social
Cognitive Theory (SCT).

Health Belief Model (HBM)

The Health Belief Model (HBM) is one of the earliest and most
widely used theoretical frameworks in health behavior research.
It suggests that an individual's decision to engage in a health-
related behavior is influenced by their personal perceptions of the
health threat and the effectiveness of the recommended behavior
to reduce that threat. The key constructs of the model include
perceived susceptibility (belief about the likelihood of getting a
disease), perceived severity (belief about the seriousness of the
consequences), perceived benefits (belief in the efficacy of the
advised action), perceived barriers (belief about the costs or
obstacles to action), cues to action (external or internal prompts
to act), and self-efficacy (confidence in one's ability to take
action).

In the context of elderly health promotion, the HBM has been
effectively applied in several areas. For instance, it has guided
interventions aimed at increasing vaccination uptake, such as
influenza and pneumonia vaccines, where understanding
susceptibility and perceived benefits is key. It has also been used
in osteoporosis prevention and fall risk reduction, particularly by
addressing older adults' beliefs about their vulnerability and the
effectiveness of preventive measures.

The strengths of the HBM lie in its simplicity and relevance to
older populations dealing with chronic conditions. It offers a clear
framework for identifying psychological barriers such as fear of
medication side effects or low motivation for physical activity,
both common in older adults.

However, the model has notable limitations. It underemphasizes
social, environmental, and cultural influences, which are often
significant in elderly populations. Additionally, it does not
adequately address habitual or unconscious behaviors, which may
limit its effectiveness in changing long-established routines in
aging individuals.

Transtheoretical Model (TTM)

The Transtheoretical Model (TTM), also known as the Stages of
Change Model, presents behavior change as a dynamic and cyclical
process. It identifies five primary stages through which individuals
progress when modifying behavior: precontemplation (not
considering change), contemplation (considering change),
preparation (planning for change), action (actively making

changes), and maintenance (sustaining the change over time). The
model recognizes that relapse may occur and that individuals
often cycle through these stages more than once before achieving
lasting behavior change.

In the field of elderly health promotion, TTM has been widely
applied in programs encouraging physical activity, smoking
cessation, and dietary improvement. For older adults, who often
face physical, psychological, or motivational barriers to lifestyle
change, TTM provides a flexible structure that respects the
gradual nature of behavior modification. Interventions tailored to
an individual's current stage have shown greater success in
engaging older adults and supporting realistic goal-setting.

One of the model’s key strengths is its stage-specific approach,
allowing health professionals to personalize interventions rather
than applying uniform strategies. This is particularly beneficial for
elderly individuals, who may require more time, support, and
reassurance before committing to behavior changes. The model
also promotes non-judgmental progression, acknowledging that
change is a process rather than an event.

However, TTM is not without limitations. It often assumes a linear
progression through stages, which may not reflect the
unpredictable or regressive patterns common in aging
populations, especially those managing chronic conditions or
cognitive decline. Additionally, the subjective classification of
stages can be imprecise, making it difficult to consistently apply
in clinical or community settings without detailed behavioral
assessments.

Despite its challenges, TTM remains a valuable framework for
facilitating gradual, sustainable behavior change among older
adults.

Theory of Planned Behavior (TPB)

The Theory of Planned Behavior (TPB) is a widely used
psychological framework for understanding and predicting health
behaviors. It posits that an individual’s behavior is primarily
determined by their intention to perform the behavior, which is
influenced by three key factors: attitudes (personal evaluation of
the behavior), subjective norms (perceived social pressure to
perform or not perform the behavior), and perceived behavioral
control (confidence in one’s ability to perform the behavior, akin
to self-efficacy).

In the context of elderly health promotion, TPB has been applied
in various interventions aimed at improving dietary habits,
physical activity, and medication adherence. For example,
understanding an older adult’s belief about the benefits of regular
exercise, combined with the influence of family or caregivers
(subjective norms) and their perceived physical ability to
exercise, can help design more effective health interventions. The
model is especially relevant in contexts where social influence and
self-control play key roles, such as caregiving relationships or
communal living settings.

One of the key strengths of TPB is its predictive value for behaviors
that involve deliberate planning and conscious decision-making. It
also explicitly addresses social pressures and perceived control,
which are often highly relevant for older adults who may rely on
family members or caregivers for health-related decisions and
support.

However, TPB has limitations. A major concern is the intention-
behavior gap, where individuals may intend to change but fail to
follow through—an issue that may be exacerbated in older adults
experiencing cognitive impairment, fatigue, or emotional
distress. Additionally, TPB does not fully capture habitual,
emotional, or automatic behaviors, which are common among
elderly individuals with long-standing routines.

Social Cognitive Theory (SCT)

Social Cognitive Theory (SCT), developed by Albert Bandura,
offers a comprehensive framework for understanding behavior
through the dynamic interplay of personal factors, behavior, and
the environment—a concept known as reciprocal determinism.
The theory identifies several core constructs, including self-
efficacy (belief in one’s ability to perform a task), observational
learning (modeling behaviors through others), reinforcement, and
outcome expectations.

In elderly health promotion, SCT has proven effective, particularly
in peer-led and community-based interventions. Programs using
SCT often focus on chronic disease self-management, where older
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adults learn to monitor and manage conditions such as diabetes,
arthritis, or hypertension. Key techniques include goal setting,
self-monitoring, feedback, and observing peers who demonstrate
successful behavior change. These elements foster self-efficacy
and empower older individuals to take greater control over their
health behaviors.

One of SCT’s major strengths is its holistic and adaptable nature.
It recognizes that behavior change is not solely an individual
decision but also influenced by social networks, environmental
factors, and learning from others. This makes it particularly
relevant for elderly populations, many of whom benefit from
group-based interventions, social engagement, and structured

support systems. SCT’s emphasis on self-efficacy aligns well with
the need to build confidence in older adults facing new health
challenges or physical limitations.

However, implementing SCT-based programs can be complex.
They often require high levels of interaction, consistent
reinforcement, and long-term support—factors that may be
difficult to maintain in resource-limited settings or for individuals
with mobility, sensory, or cognitive impairments. Additionally,
older adults with limited social networks may struggle to benefit
from the model’s emphasis on observational learning and group
dynamics.

Comparative Analysis

Model Focus Strengths Limitations

HBM Individual perceptions Simplicity, applicable torisk | Lacks social context
communication

TT™ Stages of change Personalized, supports | Rigid stages, not always
gradual change realistic

TPB Intentions Predictive, includes social | Poor for habitual actions
norms

SCT Social learning Dynamic, supports group | Requires high engagement
settings

Practical Implications for Elderly Health Promotion

The application of behavioral health models in elderly health
promotion must go beyond theoretical alignment; it requires
thoughtful adaptation to the real-world complexities of aging.
While models such as the Health Belief Model (HBM),
Transtheoretical Model (TTM), Theory of Planned Behavior (TPB),
and Social Cognitive Theory (SCT) each offer valuable insights, no
single model sufficiently addresses the diverse and multifaceted
needs of older adults. Therefore, integration is key. Combining
elements from multiple models can yield a more comprehensive
approach, accounting for personal motivation, social influence,
environmental context, and behavioral patterns. For example,
integrating HBM’s focus on risk perception with SCT’s emphasis on
social modeling and TPB’s inclusion of normative influences can
provide a more holistic foundation for intervention design.
Customization is equally essential. Older adults are not a
homogeneous group; their needs vary widely based on age,
cognitive and physical functioning, cultural background, literacy
level, and life experiences. Effective health promotion must take
these differences into account. Interventions should be tailored
to the individual’s stage of readiness (as per TTM), account for
perceived control and social context (TPB), and consider cognitive
load and accessibility of health information. For instance,
individuals with mild cognitive impairment may benefit more from
simplified messaging and visual aids, while highly literate,
independent seniors may respond well to goal-setting and self-
monitoring tools.

Cultural sensitivity is also vital. Health beliefs and behaviors are
strongly influenced by cultural norms, particularly in older adults
who may hold more traditional or community-centered views.
Programs must be adapted to reflect these values and ensure that
messages are relatable and respectful.

Another important consideration is the role of social support
systems. Many older adults experience social isolation, which can
significantly impact their ability to engage in health-promoting
behaviors. Encouraging family involvement, peer support, and
community  engagement—especially  through  group-based
interventions rooted in SCT—can foster motivation and
accountability.

In the digital age, technology offers new opportunities for
engaging older adults in health promotion, particularly when
guided by behavioral health models. Tools such as telehealth
platforms, mobile apps, and wearable fitness trackers can help
monitor behavior, deliver personalized feedback, and enhance
self-efficacy. TPB and SCT are particularly useful in informing
these digital interventions, as they emphasize user control, social
engagement, and feedback mechanisms. For example, a fitness
app informed by SCT might include features such as goal-setting,
video demonstrations by peers, and progress tracking with
positive reinforcement.

However, technology-based interventions must also be designed
with accessibility and usability in mind. Many older adults may
face barriers related to digital literacy, vision or hearing
impairments, or lack of access to devices and reliable internet.
Providing training, simplifying interfaces, and involving caregivers
can help bridge the gap and ensure that digital tools are inclusive.
Promoting health among older adults requires integrated,
customized, and inclusive strategies. Drawing from multiple
behavioral models, adapting interventions to individual and
cultural needs, leveraging social support, and incorporating user-
friendly technologies can significantly enhance the effectiveness
of health promotion efforts and support aging populations in
maintaining independence and quality of life.

CONCLUSION

Behavioral health models offer structured and evidence-based
frameworks for understanding and influencing health behaviors.
In the context of elderly health promotion, these models—such as
the Health Belief Model (HBM), Transtheoretical Model (TTM),
Theory of Planned Behavior (TPB), and Social Cognitive Theory
(SCT)—play a critical role in shaping interventions that aim to
enhance the well-being and quality of life of older adults.
However, their effectiveness is not guaranteed by theory alone.
The success of these models in real-world settings largely depends
on how well they are adapted to the unique needs, limitations,
and lived experiences of the aging population.
Older adults often face a range of age-specific challenges,
including chronic diseases, functional decline, cognitive
impairment, sensory deficits, and social isolation. These factors
can significantly influence how they perceive health information,
make decisions, and engage with interventions. Therefore,
applying behavioral models to elderly health promotion requires
more than theoretical alignment—it requires customization.
Interventions must consider physical capabilities, cognitive
processing abilities, cultural context, emotional readiness, and
support systems to be truly effective.
A critical and integrative approach to using these models is
essential. No single model comprehensively addresses all the
dimensions of aging. Combining elements from multiple models
can help create more robust, flexible, and personalized health
strategies. For instance, pairing the motivational structure of TTM
with the social reinforcement mechanisms of SCT can produce
more engaging and sustainable programs.
Ultimately, behavioral health models should serve as adaptable
tools rather than rigid templates. When thoughtfully tailored,
they can empower older adults to take an active role in managing
their health, leading to improved outcomes, greater
independence, and enhanced overall quality of life.
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