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Why a Behaviour Change approach?

Behavioural science is about choice-making –

Why do people make the decisions that they do?

How do they make them?

How do they receive and account for the information we give them?

How should we design and build these in such a way that more people choose to do what the evidence says we should?

If we account for how the mind works, we increase the rate of good choices and decisions (our own and those of others –
our workforce and the population).

Using a Behaviour Change approach is NOT about restarting/ redesigning current effort. It is about 
complimenting what you’re already doing via -

Increased use of, e.g. clinical insight, to create the best Improving Value solutions

Enhanced uptake by helping to make solutions more compelling and simpler to adopt

Ensuring the development of ideas into actual delivery, using clinical engagement
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What our minds do and don’t do…

To help us navigate through life, our minds have evolved to make very quick, intuitive choices (Fast 
Thinking)

Sometimes this is very useful, e.g. survival instinct

Sometimes it isn’t…

• Intuitive decision-making doesn’t allow for consideration

• And that often means key information and evidence isn’t accounted for
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Ambiguity Bias - An unambiguous statement

Anne approaches the bank

When you show this statement to a group of people, and ask them to picture the scene, the vast 
majority will picture a woman approaching a high street bank.

When asked what she is approaching the bank to do, the vast majority of these will say Anne is 
depositing or withdrawing money.

There is no evidence to support this – the fast thinking part of our brain has utilised Availability Bias 
and just assumed it, and then convinced itself that this is a robust assumption.

Similar assumptions, without evidence, are reached in work scenarios containing ambiguity. And 
most work scenarios are steeped in this ambiguity.
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Ambiguity

With balaclava on head and gun in hand,

Anne approaches the bank

When you then show this statement to a group of people, the vast majority will amend the reason 
for Anne approaching the bank to be that she intends to rob it.

There is no evidence to support that it is a high street bank that she is approaching and, despite the 
fact that people are now able to see that they have made wrong assumptions when shown the initial 

statement, they will not learn from this experience by not assuming Anne is robbing the bank.

In work scenarios, it is not enough to provide partial evidence if we wish people to make safe 
assumptions, leading to safe and evidence-based choices and decisions, such as what to do and/ 

or to adopt what the national policy, guidance or pathway is trying to encourage them to do.

Most people are not aware when they are only providing partial evidence.
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Ambiguity

Seeing the ducks on the river,

With balaclava on head and gun in hand,

Anne approaches the bank

When you show this statement, people finally understand that Anne is hunting ducks.
In work scenarios, if we do not provide all of the evidence, people do not assume they need more 

information: The fast thinking part of their brain convinces them that all of the necessary evidence is 
there, and that their assumptions, based on the information they do have, is enough to make robust 

decisions.

Without accounting for this, with experts, we rarely, if ever, provide the complete information needed 
to stop our fast thinking from making these inaccurate assumptions, leading to inaccurate decisions 

on what to do next.
This is a major cause of subsequent unwarranted variation, including decisions not to adopt the 

evidence-based correct actions at all.
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The Halo Effect
How much do you like someone?

Read this description of Alan, decide if you like him and score his character out of twenty (twenty 
being “a very decent bloke” and zero being “I wouldn’t wish him on my worst enemy”) –

Alan is intelligent, hard-working, inventive, challenging, obstinate, envious.

Now do the same for Ben –

Ben is jealous, stubborn, critical, creative, industrious, clever.

The vast majority of people prefer Alan to Ben
In reality, Ben and Alan have the same personality. However, just by 

framing the list differently (in this case, by reversing the order of the list and 
using a thesaurus to change the words but not the meaning), the human 

mind responds differently and reaches a different decision (whether to like 
the person or not). The same happens when making choices in the 

workplace, such as whether to adopt/ support a change or not.
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Quick and Easy Maths

A bat and ball cost £1.10

The bat costs one pound more than the ball

How much does the ball cost?

The fast thinking part of our brain will answer this 
question quickly. For the majority the answer 
provided will be 10p. Fewer people who work 

regularly with numbers will make this mistake, but 
still the majority will. Only people who have time to 
ponder the question further, will realise the answer 

is 5p. Most will move on and never realise their 
mind has tricked them.



9

Heuristics and how accounting for them can
Enhance Impact

Denominator Neglect

Denominator Neglect makes us focus not on the actual 
meaning of statistics, but on the shock of the numbers 
used, e.g.

Disease A kills 1,286 people per 10,000
Disease B kills 24.14% of the population

Because “1,286 people” (12.86%) are more shocking 
than “24.14%”, most people think Disease A is more 
dangerous.6

If the science proves we should encourage an action 
(e.g. vaccination uptake or secondary prevention) we 
might use the 1st denominator. If the science shows the 
population is overly put off something (e.g. HRT due to 
perceived cancer risk), we might best use the 2nd.

Ambiguity Bias

Ambiguity is a significant cause of unwarranted 
variation. It is present whenever humans communicate, 
including in how we write guidance, letters and 
implementation plans. Ambiguity leads  to fewer people 
being convinced to act, and for many who are, to 
misinterpret what they should do. These both lead to 
unwarranted variation.

Awareness of Ambiguity Bias means we can remove it 
from the design of our plans and models and from the 
framing of our supporting narratives. This is proven to 
increase the volume and accuracy of take up by the 
frontline and the population.

Status Quo Bias and Confirmation Bias

Status Quo Bias is an innate human preference for leaving 
things as they are. We intuitively look for reasons not to 
change. This heuristic is a proven barrier to improvement and 
to agendas like EDI. Confirmation Bias makes us focus on 
evidence that confirms our current opinion.

Ensuring our cases for change and mobilisation packages 
account for Status Quo Bias, such as by helping people see 
the benefit to them from the change, improves take up and 
impact

Availability Bias

The population’s perception of risk (and subsequent 
actions to mitigate) is driven by Availability Bias. 
E.g. Media attention on accidental deaths is believed to 
cause the misperception held by the general public, that 
death by accident is 300 times more likely than death by 
diabetes. In reality, diabetes is at least 75% more likely 
to be a cause of death.

Awareness of this can be used to support, e.g. 
medicines optimisation and patient safety.
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Heuristics are the worst culprits - Loss Aversion Bias

• Lung cancer survival rates – surgery is significantly better than radiation in the long term, but surgery has a 
short-term survival risk

• There is a 90% survival rate at 1 month
80+% of lung cancer surgeons recommend surgery when confronted with this statistic

• There is a 10% risk of mortality within 1 month
Less than 50% do when confronted with this statistic

But they are the same statistic, just framed differently!

Loss Aversion eats Expertise for breakfast!

The decisions/ choices of all humans are far more driven by avoiding losses than by achieving gains. So, e.g. 
the power on our minds of “lose a ward” is far greater (studies show 5x greater) than “gain a new step up/ step 
down facility”. 



11 |

System transformation and population healthcare improvement requires, amongst other things;

• Collectivism, common purpose and a financially viable system

However, use of financial language primes individualism - “The Greed Gene”:

• In conversations that use the currency of money as their basis – individuals;

• Entrench

• Are less willing to be open-minded

• Become less persuadable and

• Resist the greater good.

So, talking about the need to save money is a barrier to saving money!

• Unless we change the narrative frame into clinical and population health improvement

In short – if you want to save money, don’t mention the money!

Some even go so far as to write finance reports without any £ signs.

Add in The Greed Gene…
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E.g. Benefits of National Menopause Programme

Aim is more women on optimal treatment pathway (e.g. experts believe 30-60% of eligible women should be on HRT. Only 10-
15% are)

Will remove unwarranted variation…
• >500K GP appointments p.a. on not diagnosing menopause accurately
• 1 in 3 women wrongly prescribed anti-depressants
• Many women on the wrong pathways (Osteoporosis, Anxiety, Insomnia, Heart Disease, etc) due to poor diagnosis
• 33,000 to 50,000 female NHS workers have left their jobs when they didn’t want to, due to poor menopause support and care

Will deliver…
• Reduced Outpatients
• Reduced diagnostics
• Reduced waiting lists
• Increased workforce productivity
• Improved workforce effectiveness
• Better patient care

<<whispered>> Helping the 20% of women with severe or bothersome symptoms will save the NHS at 
least £500M p.a.

Don’t 
mention the 

money!
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Why is behaviour change different?
Partly due to The Art of Not Knowing, it helps teams discover and build things that traditional approaches 

can’t…

• Frontline behaviour change –

• Cultural Norms – Nosocomial, Hugging and Making a Cup of Tea

• Logistical barriers leading to Behavioural barriers - Wound Care Digitisation and Car Parking

• Informed patient choices –

• Ambiguity, Fear of Loss and Negative Halo Effect - HRT and the NHS website 

• Common misunderstandings and Triggering Taboo Trade-Offs - Antibiotics and Children’s sore 

throats

• Outpatient Recovery –

• COM-B barriers - Awareness, Trust and Confidence

• Population and Workforce Health Inequalities and Health and Wellbeing –

• Authenticity and Women’s Health in NHS Wales – You can talk, but no one’s listening!

• Trust and confidence –

• Low COVID Vaccination uptake – It wasn’t the message, it was the messenger

• Saving money –

• The Greed Gene and Motivational Hooks - If you want to save money, focus on patient need and not 

on saving money



Top 5 (all sources – clinicians’ 
barriers):
i) Mgt General 36
ii) Key Insights 25
iii) Personal Motivation 24
iv) Tech - Data Capture Device 22
v) Friction Problems 21

Top 5 (Clinicians view of clinicians’ 
barriers):
i) Mgt General 14
ii) Tech - Main System 11
iii) Working Expectations – Time 10
iv) Pathway 8
v) Key Insights 7

Top 5 (Managers view of clinicians’ 
barriers):
i) Personal Motivation 23
ii) Friction Problems 17
iii) Mgt Communication 16
iv) Tech - Data Capture Device 14
v) Mgt General 13

What happens when we think we know things we don’t? 
Digitisation in Wound Care

No one accurately perceives what other 
people think. It is only by understanding the 
perception of the people that you need to 
change behaviours, that you can ever be 

accurate in how you support them to do so.
E.g. when we asked the managers of wound 
care clinicians what they believed were the 
barriers to those clinicians adopting digital 

photography, they only accurately perceived 
1 of the top 5 barriers that the clinicians 

themselves told us were the true barriers.
Behaviour Change approaches ensure the 

true barriers are identified and tackled.
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Accounting for heuristics can be simple…
The “Protect” theme, used throughout COVID:

“Protect yourself and others” was designed in the first weeks of the pandemic to 
nudge action across the population, building on the proven concept that human 
motivation to act for the community is driven by a combination of altruism (helping 
others) and rational egoism (helping others because it feels good, and helps 
yourself).

This “protect” public message theme was subsequently adopted across the world.
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Or can make things simpler to increase uptake…
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Or can be complex, but made simple to use
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Optimal Pathway Toolkit (OPT) Prototype
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Behaviour Change Models/ Frameworks…

…Underpinned by Process Engineering
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E.g. Discovery phase has proven that the current Norm 
on the frontline is a significant lack of awareness of 
Menopause good practice, and a further lack of 
awareness amongst the frontline that this is the case

E.g. Discovery phase has demonstrated that the guidance 
and advice that exists is either complex and not used 
(NICE), or used but not evidence-based – The Optimal 
Pathway Toolkit (OPT) will resolve this

MINDSPACE, e.g.s of need/use to improve 
Menopause
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Optimising Delivery: The Behaviour Change Phases

Behavioural Mapping

“What are the behaviour 
changes we want to 

occur?”

By population cohort 
(e.g. public, patient, 

frontline)

Behavioural De-Risking

“What are the motivators, 
enablers, barriers and 
drivers to adopting the 

new behaviours?”

“How do we design these 
into/ out of what we build?”

By population/ system 
cohort (e.g. public, patient, 

frontline, organisation, 
system, region, national 
(NHSEI, DHSC, Govt))

Behavioural Framing

“How do we mobilise the 
best model by conveying 
the best message in the 
best way for maximum 

uptake?”

Utilising:
Clinical Insight
Patient Voice

Behavioural Science
Process Engineering

Market research
Knowledge Management

Begin at the end* of the policy/ delivery chain, exploring both the barriers/ drivers to their adoption of the changes,
and what they need from the rest of the policy/ delivery chain to enable them.

National – Regional – System (ICS) – Commissioner/ Provider – Provider teams – Frontline – *Patient/ Public 



22

Behaviour change in healthcare

Behavioural science proves beyond doubt that

• The most effective way to identify the right things to do is to discover them via consensus, beginning with 
the common purpose of population and patient healthcare improvement

• Once you know the right things to try to help people to do (Evidence-based Positioning), the key to 
achieving this is to find the most effective way of encouraging people to choose for themselves to 
change

• At leadership and programme/ enablement level, this isn’t by designing the solution ourselves and then 
trying to persuade the target audience to do it (whether the target audience is clinicians, support staff, 
managers or the population)

• It is by working with the target audience, helping them to find the solution, asking them how we can 
best help them to adopt it, and then doing that – Improving Value via Frontline Insight and Consensus…
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Improving Value – Clinically led, Built by Consensus

Where do we have 
the biggest 

opportunities for 
improvement?

Where are we using 
the most effort and 

resources in not 
being as good as 

we can be?

Design, together, 
what we will look 

like when we are as 
good as we can be. 

Deliver.

Combine clinical and financial variation data Align behavioural insights with QI
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The Context of Change – The change pyramid

Success-
ful change

The 
innovation

Data proves 
success

Capability Opportunity

Motivation

Teams containing traditional skillsets 
unconsciously assume effecting change is a two-

tier pyramid.
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The Context of Change – The change pyramid

Success-
ful change

The 
innovation

Data proves 
success

Capability Opportunity

Motivation

Teams containing traditional skillsets 
unconsciously assume effecting change is a two-

tier pyramid.

However, it is really four tiers and, without 
accounting for this, with experts, these teams 

never achieve the extent of change that is 
possible and required to deliver, e.g. 

transformation, recovery, sustainability and the 
full potential impact that can be achieved.
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The context of change in Healthcare

Frontiers in Digital Health Journal article on how optimal spread and mobilisation is achieved, not by focussing 
on the change itself, but on the context in which the change occurs - https://doi.org/10.3389/fdgth.2022.727421

• “Our thinking needs to shift from a focus on the <<improvement>> itself to how we bring about the 
changes needed... In practical terms, this means focussing on the changes involved to integrate… 
solutions into the delivery of services. In particular, it requires greater attention to the motivations, 
constraints and specific contexts that influence users and patients. The technical expertise of innovators 
therefore needs to be complemented by other forms of insight into change processes, including clinical 
and behavioural insight, process engineering and knowledge management.”

Note: at the time of writing, the Behaviour Change Team were called the Sustainable Healthcare Team and are 
referenced as such throughout the article
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Behavioural Barriers and Drivers Analysis and Solutions
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Using Marginal Gains Theory – EDI Quick Wins or Culture Change?

It is very difficult to improve one thing by 100%. It is much easier to improve 100 things by 1%
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Productivity 
and 

Effectiveness 
Gains

Health and 
Wellbeing & 

EDI Gains

Motivation – Find the motivational hook

Presentation title

Focus for teams to achieve both from the same effort



30*Enhance impact: Both the impact of EDI initiatives on the workforce and the impact of improved EDI on Improving Value (the better the EDI the 
better our delivery of healthcare)
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Thank you
𝕏@matthew_cripps1


