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Abstract- Hepatitis B (HB) is an infectious disease occurring worldwide which can be 
transferred by some professions, including hairdressers. Health education is an essential 
component of public health campaign about this disease. The purpose of this study was to test 
the utility of the health belief model (HBM) in understanding and predicating the intention of 
hairdressers in prevention of HB in their clients. A quasi-experimental study was conducted to 
140 hairdressers (70 men and 70 women) in Yazd, Iran. All subjects were divided into two 
groups: case group (35 men and 35 women) and control group (35 men and 35 women). A 
researcher designed questionnaire according to the framework of HBM was developed, pilot-
tested and then completed before and after intervention. There was significant difference 
between the mean grade scores of knowledge of case group before and after intervention (P < 
0.0001). The perceived threat of case group were also increased from 9.8 to 10.61 after 
intervention, but the perceived threat of control group were decreased from 9.97 to 9. The HBM 
may offer an effective foundation for development of an educational intervention program in 
hairdressers for prevention of HB in their clients.  
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INTRODUCTION 

 
Hepatitis B (HB) is a relatively common 

disease occurring worldwide with varying 
incidence and prevalence rates (1). The 
prevalence rates in United States and East Asia 
are 1-5% and 5-20%, respectively (2, 3). In Iran, 
it’s frequency ranges from 2 to 3 percent (4, 5). 
The most important transmission routes of HB 
are blood transfusion, using non-sterilized tools 
in medical practice, surgery, dentistry, 
immunization, tattooing and towel (6,7). 
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In HB, like any other disease, primary 
prevention can be considered as the most 
effective and desirable way for the confrontation 
with disease. Since HB can be transferred by 
some professions, including hairdressers, it is 
very important to educate these professionals to 
prevent HB in their clients.  

The health belief model (HBM) is one of the 
most widely used models in public health 
theoretical frameworks. It can explain health 
behavior modification and can function as the 
foundation for health education intervention (8). 
Social psychologists developed the HBM during 
the 1950s to predict why individuals do not 
participate in preventive health behaviors such as 
immunization (9). The model assumes a value 
expectancy approach, postulating that behavior 
depends upon the expected outcome of an action 
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and the value an individual places on those 
outcomes (8,10). 

The evaluation of theory-based health 
education programs requires valid measurement 
instruments to assess a program’s impact on the 
theoretical mediating variables. Failing to 
develop and use the valid and reliable instrument 
can cause spurious findings (11,12).  

The HBM has six constructs: perceived 
susceptibility, perceived severity, perceived 
benefits, perceived barriers, self-efficacy and 
cues to action (8, 10-12). Researchers have 
successfully applied the model’s constructions in 
explaining a variety of preventive health 
behaviors, sick-role behaviors and clinic 
utilization behaviors (9, 10, 13).  

We assessed the content and concurrent 
validity of some of constructs of HBM scales to 
evaluate safer choices by hairdressers for 
prevention of HB in their clients. In our study, we 
used 4 construction which are classified into two 
categories (perceived threat and perceived 
benefits and barriers) that are considered to be 
more relevant to the perceived health behavior 
changes, which to date, has not been applied      
in predicating the role of hairdressers                  
in prevention of HB in their clients. The purpose 
of this study was to test the utility of the HBM    
in understanding and predicting the intention     
of hairdressers in prevention of HB in their 
clients. 

 
MATEIRALS AND METHODS 

 
This was a quasi–experimental study to test 

the utility of the HBM as a common theory in 
understanding and predicting the intention of 
hairdressers in prevention of HB in their clients 
in Yazd, Iran.  

In total, 140 individuals (70 men and 70 
women) were randomly selected from the list of 
hairdressers in the health center of Yazd. They 
were divided into two groups: case group (35 
men and 35 women) and control group (35 men 
and 35 women). The education as intervention 
factor was performed using face-to-face and 
group teaching methods. HBM was used to 
explain health behaviors and design intervention. 
Data were collected by using a researcher making 
questionnaire, before and after intervention, in 
case and control groups, all of which were 

completed in their workplace by interview and 
direct observation. The aim of direct observation 
was to see the behavior of hairdressers in 
exchanging the shaver and sterilization of tools of 
hairdo. HBM constructs were measured using 
five–point Likert scales (strongly agree = 5 
through disagree = 1). The perceived threat 
construct (range: 3-15) was measured by 
summing participant’s responses to 3 statements, 
with a higher score reflecting higher perceived 
threat for prevention of HB in their clients.  

The perceived benefits and barriers constructs 
(range: 2-10) was measured similarly. To ensure 
the clarity of questionnaires, pilot testing of the 
questionnaire was also performed using the 
coherence and consistency upon 10 hairdressers 
who were not included in the survey. Then after, 
the questionnaire was modified on the basis of 
their feedback. Content-validity was established 
by four experts who were either academic staff or 
practicing health educators. To determine the 
internal reliability, a Cronbach’s alpha was 
calculated for each scale (α = 0.65 for knowledge 
scale, α = 0.81 for perceived threat and α = 0.73  
for barriers and benefits scale). All data which 
were collected before and after intervention (two 
months after education) were transferred directly 
into SPSS (statistical package for social 
sciences). For data analysis, Chi square, Man-
Whitney, Wilcoxon and t test were used and the 
level of confidence interval was 95%.  

We obtained informed consent from all 
participants; in addition, the participants were 
assured that their responses were confidential.  
 
 

RESULTS 
 
We conducted interview with 140 hairdressers 

and observed their workplace in 2002. Majority 
of participants were educated in which 55% of 
them were higher than guidance school. They 
were generally young; the age of 70% (n = 87) of 
them ranged from 25-44 years old.  

The results showed that the intervention 
caused an increase in knowledge of case group: 
the knowledge of 24% of case group and 19% of 
control group was high before intervention; after 
intervention, the knowledge of 83% of case 
group and 23% of control group was high. 
Although after intervention an increase in  correct  
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Table 1. The comparison of mean grades score of knowledge, perceived threat, perceived benefits and barriers before and 
after intervention in case and control groups*  

 Case Group  (n = 70) Control Group  (n = 70) P Value 
Knowledge    
before intervention 6.3 (1.71) 5.96 (1.62) 0.20 
after intervention 9.12 (2.09) 6.7 (2.11) 0.04 
P value 0.00001 0.34  
Perceived threat    
before intervention 9.8 (2.02) 9.97 (2.24) 0.18 
after intervention 10.61 (1.78) 9 (3.29) 0.04 
P value 0.26 0.01  
Perceived benefits and barriers   
before intervention 6.78 (0.97) 6.8 (0.99) 0.57 
after intervention 8.8 (1.82) 6.4 (1.5) 0.29 
P value 0.00001 0.98  

*Data are given as mean (SD). 
 
 
 

 
responses per subject were observed in both 
groups, it was very little in control group (Table 
1). There was significant difference between the 
knowledge of case group before and after 
intervention (P = 0.00001). 

The perceived threat were measured by 
summing the participants response for comparing 
the susceptibility and severity of the perceived 
threat before and after intervention. As table 1 
presents, the perceived threat increased after 
intervention in case group whereas it decreased in 
control group. Mans-Whitney test revealed 
significant difference between the perceived 
threat of case and control groups after 
intervention (P = 0.02). The perceived benefits 
and perceived barriers construct were measured 
by summing participants responses to related 
questions. In case group, the mean grade score 
was 6.78 and 8.8 before and after intervention, 

respectively (Table 1). Wilcoxon test revealed 
significant difference between perceived benefits 
and barriers of case group before and after 
intervention (P = 0.00001) . 

The intervention basis on constructs of HBM 
improved in the practice of participants for 
prevention of HB in their clients. The practice of 
hairdressers led to the improvement of the 
environmental health condition of barbers and the 
prevention of HB in their clients.  

As shown in table 2, the rate of performing 
environmental health condition of barbers in case 
group increased from 52% to 85.8% after 
intervention. In control group, in contrast, no 
improvement was observed after intervention 
(55.7% vs 51.4%). Chi square test revealed 
significant difference between the environmental 
health condition of barbers of both groups before 
and after intervention (P = 0.009). 

 
 
 
Table 2. The comparison of environmental health condition of the hairdressers, before and after intervention in case and 
control groups 

Environmental Health condition   

Good  Medium  Bad and very bad  Total 
Groups No Percent  No Percent  No Percent  No Percent 

before intervention 37 52.8  30 42.8  3 4.4  70 100 Case 

after intervention 60 85.7  10 14.3  0 0  70 100 

before intervention 39 55.7  27 38.5  4 5.8  70 100 Control 

after intervention 36 51.4  31 44.2  3 4.4  70 100 
 
 
 
 
 



 

DISCUSSION 
 
This study establishes preliminary 

confirmation of the feasibility of applying the 
HBM to predict and understand the intention to 
permanently follow practical activities by 
hairdressers in prevention of HB in their clients. 
The HBM provides a foundation to understand 
the population’s attitude, behaviors and 
educational needs, and therefore can be used as a 
practical tool to develop effective intervention 
strategies (14). 

Study have identified several basic 
educational needs in participants which increase 
their knowledge and change their practice for 
prevention of HB in their clients. It was shown 
that the awareness of individuals about HB 
appeared low, and over 75% of case group and 
82% of control group did not know about HB. 
Increasing the participants’ awareness of the need 
for prevention of HB through educational 
campaigns is likely to improve the participants’ 
intention in prevention of HB. The awareness of 
individuals about HB significantly increased after 
intervention in case group. 

The findings of this study are consistent with 
the observations of Bockting et al. who described 
the increase of AIDS knowledge after 
intervention (15) and the finding of Tan et al. 
who found that the HbA1C in diabetic patients 
declined when their awareness increased (16). 
The increase of awareness in this study is also 
consistent with the finding of Lin et al. who 
observed the change and improvement of 
behavior of individual in vaccination rate of HB 
(17). 

Perceived threat, as one of the constructs of 
HBM, was increased in case group, suggesting 
that education may have influence upon the 
participant’s behaviors. The results of this study 
are consistent with the finding of Troein who 
found the increase of perceived threat and 
habitual practice (18). It is also shown that 
perceived threat, can be used to prevent and 
control the brucellosis (19). 

In practice, perceived barriers and benefits 
have an important role for control and prevention 
of disease in patients who had the first infarction 
(20). A study carried out in nurses with less than 
two years professional experience showed that 
those who followed the recommendation of not 

recapping needles have less barriers and more 
benefits (7). Our finding showed that both 
perceived barriers and benefits construct were 
significantly increased after intervention in case 
group but not in control group (P < 0.00001). 

In addition, significant differences of the 
conditions of environmental health of barbers 
between control and case groups are concordant 
with previous studies which demonstrated that 
practice can be increased after intervention (21-
25). All of these findings imply that the specific 
intervention may cause the changes and 
improvement of behavior in participants. 
However, traditional strategies that provide only 
general information to all people, disregarding 
the attitude of the segment of the target audience 
being served, will likely be ineffective in 
changing behavior. Using public health theories 
to tailor intervention to the target population can 
overcome this problem. The HBM has potential 
for providing the foundation to educational 
intervention at the individual and community.  

It can be, therefore, recommended that the 
application of this model may prevent different 
diseases including HB. 
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