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Preface

The idea for this volume developed when we were co-teaching our introductory, mas-
ter’s-level course in the Department of Health Behavior at the UAB School of Public
Health, a core course for all masters of public health students in the school regardless
of the department in which they enrolled or the focus of their studies. Hence, in the
course we sought to provide both students in our department, as well as those who
might not ever again take a health behavior course, with an overview that would both
truly represent the field and substantially provide educational, research, and public
health practice benefits. This was, and continues to be, a challenge with the diversity
of students specializing in fields that include not only health behavior but also bio-
statistics, environmental health sciences, epidemiology, health care organization and
policy, international health, and maternal and child health. The course that we taught
attempted to provide the students with an overview of some of the important health
promotion and disease prevention theories, methods, and policy issues, while re-
viewing applications of these theories and methods to promoting health and pre-
venting disease through a variety of channels, for a variety of disease outcomes, and
among a variety of populations. Since no one text provided this variety of readings,
we depended on readings and guest lectures. It was from this beginning that the idea
for this book emerged: a compendium that would truly represent the burgeoning ac-
tivities in the field of health promotion and disease prevention.

Although we wanted this compendium to be useful as a text that overviewed
the field, we also anticipated that it would provide a reference for researchers and
practitioners actively working in the field of health promotion and disease prevention
as well as those working in related areas. Thus, contributors have attempted to pro-
vide an overview of each area, while outlining the critical issues and directions in
each area.

For us, working with our many contributors and colleagues over the many
months that it took to assemble this volume was truly an interesting opportunity to
reflect on where our field is and where it seems to be heading. While we came to the
work on this book knowing that health promotion and disease prevention research
and practice has far to go before it truly converges into a science, we complete this
project with optimism for the directions we are headed and the progress that we are

beginning to make.

J.M.R.
R.J.D.

xi
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PART I

Health Promotion and

Disease Prevention
History and Areas of Importance



CHAPTER 1

The Importance of Health Promotion
and Disease Prevention

Ralph |. DiClemente and James M. Raczynski

Introduction

Understanding human behavior is a daunting challenge. The noted mathematician
Sir Isaac Newton once remarked that he could predict the motion of heavenly bodies
but not the behavior of people. So, too, do we, who are dedicated to understanding
human behavior, specifically as it affects the health of human populations, acknowl-
edge the complexities inherent in our enterprise. Equally, if not more challenging, are
our efforts to modify human behavior.

Despite these challenges, as discussed in the chapters of this book, significant
progress is being made in understanding theoretical models to predict better the im-
pact and outcome of specific methods and approaches; to endeavor to change risk
factors to prevent disease and other behaviors to promote health; and to evaluate
these endeavors in ways that will allow us to learn more about these efforts, as dis-
cussed in Section II. Progress is also being made in what may be considered as cross-
cutting areas of health promotion and disease prevention, such as those addressed in
Section III: factors that influence symptom perception; health care seeking for routine
and preventive care as well as signs and symptoms of illness that may, at least in
some cases of acute health problems, dramatically influence the type of medical care
possible and ultimately affect morbidity, mortality, and even the costs of care; and is-
sues involving stress, coping, and the influence of social support.

The science of health promotion and disease prevention clearly has a long way
to go to determine optimal methods of influencing people’s health behaviors.
Nonetheless, developments are being made to determine more effective theoretical

Ralph |. DiClemente  Department of Behavioral Sciences and Health Education, Rollins School of Public
Health, Emory University, and Emory/Altanta Center for AIDS Research, Atlanta, Georgia 30322.
James M. Raczynski ¢ Behavioral Medicine Unit, Division of Preventive Medicine, Department of Medi-
cine, School of Medicine, Department of Health Behavior, School of Public Health, UAB Center for Health
Promotion, University of Alabama at Birmingham, Birmingham, Alabama 35294.

Handbook of Health Promotion and Disease Prevention, edited by Raczynski and DiClemente.
Kluwer Academic/Plenum Publishers, New York, 1999.
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4 I o HEALTHPROMOTION AND DISEASE PREVENTION

models to understand risk behaviors and to modify these behaviors for risk reduction
in areas such as smoking, obesity, physical activity, and substance use and abuse, as
discussed in Section IV. The medical model approach has largely structured federal
funding mechanisms in such a manner as to influence research to address risk factors
related to particular disease outcomes; however, the crosscutting nature of risk factors
for most of the chronic, and even many infectious diseases, argues for a continued
strong focus on risk factors rather than solely focusing on disease outcomes. Nonethe-
less, differences in psychosocial outcomes and risk factors do emerge with particular
diseases, arguing for not abandoning completely a medical model to examine differ-
ent disease outcomes, as is addressed in Section V, and examining such prevention
outcomes as cardiovascular diseases, cancer, intentional and unintentional injury,
pulmonary disorders, pain and musculoskeletal disorders, and human immunodefi-
ciency virus (HIV) infection.

In addition to making progress in developing theories and methods in areas of
risk factors and disease outcomes, progress is also being made with respect to devel-
oping approaches and evaluation methodologies for particular settings and with par-
ticular populations. These include interventions delivered in settings such as those
discussed in Section VI: schools, communities, health care settings, and work sites.
Accommodations in theory and methods also are necessary with some populations
with unique needs based on ethnicity, culture, and differences in population-specific
health care problems and/or risk factors, as discussed in Section VII, for maternal and
child health issues, adolescents, older populations, women, cultural and ethnic
groups, and populations in developing countries.

Finally, as discussed in Section VIII, policy perspectives are important when
considering intervention programs that involve health care organizations and health
departments. Additionally, as managed care evolves and health promotion and dis-
ease prevention programs move along with all of medical care to be scrutinized based
largely on cost-effectiveness, issues of cost evaluation have moved to the forefront in
evaluating health promotion and disease prevention programs.

The Science of Health Promotion and Disease Prevention

Before proceeding with other chapters in this volume, a basic understanding of
the science of health promotion and disease prevention is essential. This is a science
that does not have an inveterate tradition. It is not comparable to the so-called “hard”
sciences with respect to its genealogy. In actuality, the field of health promotion and
disease prevention is not a unitary discipline but rather a newly emerging, multidis-
ciplinary, and even interdisciplinary field of inquiry with a singular focus, namely, en-
hancing health and preventing disease. As a relatively fledgling field of inquiry,
health promotion and disease prevention does not have as long a legacy of scientific
theory, principles, and axioms to provide a foundation for informing research as most
other sciences. Indeed, one measure of the multidisciplinary and interdisciplinary na-
ture of health promotion and disease prevention is the degree with which other social
and behavioral sciences, public health, medical, and other allied health disciplines
participate and are engaged in the development of theories, research methodologies,
and application techniques. The field is reflected in the wide diversity of disciplines
that are represented among investigators and practitioners engaged in health promo-
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tion and disease prevention activities. Contributors to the field are often eclectic in
practice, using varied conceptual models for understanding and modifying behavior,
research methodologies (such as quantitative and qualitative approaches), and dif-
fering philosophical frameworks for contextualizing risk and protective behaviors as-
sociated with health promotion and disease prevention.

In one sense, the absence of a single discipline, with well-established principles
and theories, may be seen as hindering the maturation of the field we call health pro-
motion and disease prevention. The multifactorial nature of influences that affect
health and the pheonomena of study, such as beliefs, attitudes, perceptions and their
interactions, are complex and often difficult to isolate, operationalize, and quantify at
a pace that would allow rapid convergence. The development of the field therefore
cannot be characterized as smooth and linear, leading to rapid convergence. This is
not to say, however, that other branches of scientific inquiry have not experienced a
similar developmental trajectory. Indeed, the history of science is replete with exam-
ples of theories and principles that have been discarded or markedly modified based
on new empirical data. This is the process of science.

In another way, however, the breadth of disciplines involved in health promo-
tion and disease prevention, while certainly contributing to slow initial progress, may
lead eventually to more rapid convergence of the science of health promotion and dis-
ease prevention. Understanding the complexity of human behavior clearly rivals that
of any scientific endeavor and may even exceed the complexity of at least some.
Changing individuals’ behaviors is unquestionably a formidable challenge, influ-
enced not just by one virus, gene, or physiological process, but through the complex,
reciprocal determinism (Bandura, 1986) of individuals’ physiological processes, cog-
nitions, and emotional responses; his or her behavior; the environment; and interper-
sonal, social, economic, and psychological influences within a cultural context that is
superimposed over traditions, values, and patterns of social organization. Such a
complex process that must be addressed for behavior change is not likely to be un-
derstood in simplistic, unidimensional, or linear terms. Thus, the multidisciplinary
and interdisciplinary nature of the field is critical to developing a coherent, integrated
body of empirical data that acknowledges and accommodates the myriad genetic,
physiological, intrapersonal, interpersonal, social system, and cultural forces that
exert influence on whether individuals adopt and maintain health-promoting behav-
iors. These empirical data will enable development of theory and associated methods,
particularly when the empirical data are guided by a starting theoretical framework.
Thus, the broader initial diversity of disciplines, with the unique theoretical models
and methodological approaches that they bring to the study of health promotion and
disease prevention, have unquestionably led to great diversity or a wide opening of
the “funnel” of activity in the field. Nonetheless, this great diversity may ultimately
lead to more rapid progress toward a more focused science as the funnel of activity
narrows.

Like all human endeavors, developing a truly effective technology for health
promotion and disease prevention will require significant knowledge-based effort.
The field to date can be characterized as showing promise. While certainly requiring
a convergence of theory to guide and interpret data, significant methodological chal-
lenges also remain for the field of health promotion and disease prevention in order
to generate an adequate knowledge base. These challenges are inherent in all field
trial research and evaluation but may be particularly great in a field that attempts to
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address the complexity of modifying human behavior to overcome the myriad factors
that work toward behavioral inertia. Fortunately, the standards for judging program-
matic success are well developed. That is, to be successful, programs must demon-
strate a reduction in the rates of risk behaviors associated with adverse health
consequences and disease-related, morbidity and/or mortality outcomes. The same
standards must be applied to evaluating all programmatic efforts.

In the end, success in advancing the field of health promotion and disease pre-
vention requires the development of a significant knowledge base, built on and con-
tributing to the development of theoretical underpinnings. Although often also
encountered in aspects of chronic disease prevention, the field unfortunately is dom-
inated by individuals and groups who believe strongly, almost blindly, in the value of
health promotion and disease prevention, particularly in areas of rapid growth, such
as HIV prevention. All too often, such activist approaches to prevention substitute ad-
equate methodological knowledge and rigor with a determination to succeed. Unfor-
tunately, such approaches seldom, if ever, achieve prevention goals. No matter how
widespread, politically viable, or popular a program may be, demonstrable effective-
ness in reducing risk behaviors and their adverse sequelae must remain the primary
and sole criterion by which programs are judged. The science of health promotion
and disease prevention must be able to meet the most rigorous methodological stan-
dards applied to any scientific area of inquiry.

Priorities should be directed away from programs in which success is based
solely on marketing, persuasive philosophy, or anecdotal evidence and toward those
that are based on solid empirical research, derived from rigorous, methodologically
sound endeavors and demonstrable effectiveness. Approaches that have demon-
strated promise should form the basis for refinements and experimentation,
grounded in theoretical underpinnings, until a technology of prevention can be fully
developed. In the end, empirically grounded theory and extensive field testing will
result in the development of effective programs. The promise of a “quick fix” must be
understood to be an illusion. The demand for ready solutions should be responded to
with the development of technically sound solutions.

In a similar vein, Gochman (1997) notes,

attempts to change individual health behaviors, either through individual therapeutic inter-
ventions or through larger-scale health promotion or health education programs, have been
less than impressive. Many attempts are purely programmatic, hastily conceived, and lack-
ing in theoretical rationale or empirical foundation. A major reason for this is the lack of basic
knowledge about the target behaviors, about the contexts in which they occur, and about the
factors that determine and stabilize them. (p. xiii)

Theoretically driven, methodologically sound, evidence-based research in health pro-
motion and disease prevention programs when rigorously evaluated offers the great-
est promise for contributing to our understanding of how best to modify individuals’
risk behaviors. Greater specificity will be necessary to more effectively tailor inter-
ventions to target populations, taking into account their genetics, physiology, gender,
sexual orientation, ethnicity, and developmental level, as well as the setting and social
environment in which programs are implemented. For the field of health promotion
and disease prevention to progress more rapidly, however, a comprehensive and co-
ordinated infrastructure to conceptualize, stimulate, and support the continuum of
social and behavioral intervention research necessary to impact the continuing and
emerging health threats that confront the United States is still of critical importance.
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The Focus of Health Promotion and Disease Prevention: The Swinging
Pendulum

At the turn of the 20th century, the majority of morbidity and mortality resulted
from infectious diseases. As medical science advanced during the early 20th century
to develop effective treatments and even preventive vaccines for infectious diseases,
public health emerged and epidemiology evolved to develop the methods of a scien-
tific discipline to identify the sources of infectious disease for public health initiatives.
As medical and public health approaches brought infectious diseases under better
control in most industrialized countries and life spans increased, major sources of
mortality shifted from infectious to chronic diseases, as well as, to at least some ex-
tent, other sources of mortality, such as intentional and unintentional injury.

It is somewhat ironic that, as we enter the next millennium, the pendulum has
begun shifting back toward infectious diseases as a major source of morbidity and
mortality. The rapid emergence of HIV as a devastating health threat for all age
groups, coupled with the lack of an effective treatment, catapulted health promotion
and disease prevention interventions into a critical role in stopping the spread of this
new disease. The scientific development of chronic disease health promotion and dis-
ease prevention has evolved in a relatively systematic and programmatic manner
with primarily academically based researchers developing the programs. In contrast,
given the need to actively confront the growing threat of HIV, most HIV prevention
programs had been historically developed without an adequate theoretical basis and
without sufficient empirical information about the strategies that would be most ef-
fective in motivating individuals to adopt HIV-preventive behaviors. Often these be-
havioral interventions were developed without an understanding of the forces that
maintain risk-taking behavior and, as important, without knowledge of the influ-
ences that promote the adoption and maintenance of HIV-preventive behaviors.

Despite evidence from chronic disease interventions that strictly education-
based methods result in only limited behavior change, early HIV prevention inter-
ventions were primarily information based, disseminating information through
public communication channels and outreach efforts. The assumption, of course, was
that with a greater understanding of the behaviors associated with HIV transmission
and infection, individuals would be more likely to adopt HIV-preventive behaviors.
Despite the clear need to provide information to a public that knew little about HIV
and had many misconceptions, the assumption that information alone would result
in major health-protective behavior changes was ill-founded. There have been
marked increases in the public’s awareness of HIV/AIDS, but these increases have
not resulted in corresponding changes in preventive behaviors. The relationship be-
tween acquisition of HIV/AIDS knowledge and subsequent adoption of preventive
behaviors is often confusing, oversimplified, and at times contradictory. However,
knowledge about HIV alone, or any health problem for that matter, is clearly not suf-
ficient to promote the adoption and maintenance of preventive behaviors (Di-
Clemente & Peterson, 1994).

The evolution of chronic disease health promotion and disease prevention pro-
grams can be characterized as slower than that for HIV, hence probably accounting
for what may be characterized as more systematic development of programs for
chronic disease prevention. Chronic disease risk factors have been identified by epi-
demiological methods over a period of the past 40 years; as data amass, our knowl-
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edge about genetic, physiological, and behavioral risk factors for chronic diseases
continues to expand. With this slow expansion of our epidemiologic knowledge for
chronic diseases, there was not the time-urgency that has been imposed on the health
promotion and disease prevention community by the threat of the HIV epidemic of
the past decade.

As the early rush to educate the public about HIV/AIDS abated, behavioral in-
terventions for HIV prevention slowed in their evolution to parallel the more
methodologically sound and theoretically based empirical approaches commonly
seen in chronic disease prevention development. This also evolved as academically
based HIV researchers began to be more active to balance the enthusiasm of commu-
nity-based organizations devoted to implementing HIV prevention programs. Em-
pirical data derived from longitudinal cohort studies identifying the determinants of
safer sex behavior began emerging and have now been integrated into more recent
prevention programs. For HIV interventions, a new generation of health promotion
and disease prevention interventions that are theory driven emphasize motivational
factors, provide skills training, and attempt to modify peer norms have been devel-
oped (Coates, 1990; DiClemente, 1997; Fisher & Fisher, 1992; Kelly & Murphy, 1992;
Peterson & DiClemente, 1994). Recent reports suggest that the new generation of pre-
vention interventions are more efficacious at promoting the adoption of HIV-preven-
tive behaviors. These newer infectious disease programs will complement those that
have evolved for chronic disease risk factors. While much remains ahead for the
evolving field of health promotion and disease prevention, progress is being made in
amassing incremental advancement of knowledge, building on previous research ex-
periences, and integrating information into new, innovative, and more effective
health promotion and disease prevention intervention programs. The goal is now to
develop convergence of the field, combining what is learned about modifying risk
factors to prevent both chronic and infectious diseases and promote health.

Conclusion

As discussed throughout this volume, individuals’ willingness to tolerate, seek,
and participate in risk behaviors represents the outcome of a multifactorial decision-
making process in which many influences affect their eventual choices. Much more
remains to be learned about factors determining the adoption and maintenance of
risk and health-promoting behaviors. Future studies will need to define more pre-
cisely the interrelationship between determinants and their applicability for different
populations and then define the theories and approaches that will be most effective in
optimizing health promotion and disease prevention programs. While progress may
be slowed somewhat by the diversity of disciplines that are essential in health pro-
motion and disease prevention programs, the eventual convergence of the field from
this broad diversity may lead to better theoretical models and more effective inter-
vention approaches in the long term. It is imperative that we, as a society, begin to ad-
dress the cost, both financially and in terms of damaged lives, that risk behaviors
exact every year. Only by addressing this problem on the broadest of all possible lev-
els will we meaningfully address the causes, antecedents, and adverse health out-
comes associated with the risk behaviors. Without prompt redirection of our
resources, commitment, and concern, we, as a nation, will face continued and perhaps
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even greater challenges to avoid behaviors that rob our population of the opportunity
to be healthy, fulfilled, and productive individuals. In redirecting our resources, how-
ever, it is essential that this be done so as to ensure that adequate attention is being
devoted to developing theoretically based, methodologically sound, and adequately
evaluated programs; this approach will contribute not only to better infectious and
chronic disease prevention programs but to advancements in the field of health pro-
motion and disease prevention as well.
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CHAPTER 2

Historical and Conceptual
Perspectives on Health Promotion

David M. Macrina

Health Promotion—Evolution of the Concept

The historical development of health promotion has paralleled to some degree the
sweeping changes that have occurred in the evolution of public health. The nature of
these developmental changes have been strongly influenced by the current basic belief
systems relating to concepts of disease causation, prevention, and intervention. Fur-
thermore, the changing nature of the definition of “health” as well has affected how
health promotion is defined and operationalized. Many varied definitions of health
have surfaced throughout the years. The depiction of health as not merely the absence
of disease imparted a positive value that had significant quality of life implications.

What has occurred over time is a reconceptualization of the notion of health and
subsequently that of health promotion. The definition of health as currently stated by
the World Health Organization (WHO) is:

the extent to which an individual or group is able, on the one hand, to realize aspirations and
satisfy needs; and, on the other hand, to change or cope with the environment. Health is
therefore seen as a resource for everyday life, not the object of living; it is a positive concept
emphasizing social and personal resources, as well as physical capabilities. (Robertson &
Minkler, 1994, p. 298)

It is significant to note that the implication of such a definition is that health pro-
motion goes beyond disease prevention and risk reduction. Health promotion in its
truest context has a much broader, enabling emphasis as distinct from the limited
focus of disease prevention. The implicit ethical, social-economic, and political con-
siderations inherent within those concepts helped to shape the operational context for
answering basic questions such as what causes disease, how can disease be prevented,
whose responsibility is prevention and health promotion, and what is the ethical be-
tween personal and social responsibility for disease prevention and health promotion?
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Health Promotion—Historical Development

Developmentally, Ashton (1991) outlines four phases of development of public
health that have implications for the concept of health promotion. The major charac-
teristics of each phase have significantly contributed to our current understanding
and approaches to health promotion. The initial phase of sanitary reform, which
spanned the 1800s and early 1900s, brought wide-ranging arid effective notions of in-
dividual and community hygiene to the notion of disease prevention and health pro-
tection. Subsequent advancements in the field of microbiology, extending into the
1930s, brought a second phase of public health progress characterized through an in-
creased emphasis on child and family health, immunization, and the enhancement
of protective services. This “preventive” phase underscored the early development of
the concept of primary prevention. Interestingly, it is reported that most of the reduc-
tion in mortality from tuberculosis, bronchitis, pneumonia, influenza, and food- and
waterborne disease had occurred before effective immunizations and treatments
were available (Ashton, 1991).

The third phase of public health development, noted as the therapeutic phase,
was highlighted by the increasing sophistication of antibiotic therapies and other
technology-based interventions. The period from the 1930s until the mid-1970s
brought an increasing enchantment and belief in the possibilities of technology as a
means to not only disease prevention but health enhancement. The explosive growth
of the medical care and pharmaceutical industry during this time reflected the will-
ingness and trust of the public and governments in the potential of technology as the
basis for health protection and promotion.

There were, however, epidemiological and economic signs that the promise of
technology as a means to health enhancement was at best a double-edged sword. The
social and economic burdens inherent within the technology-rooted health care sys-
tem underscored that the cost-benefit and -effectiveness of many interventions were
marginal. A health care system faced the issues that the economic cost of increased
technological intervention was limited by virtue of the economic dynamics inherent
in the delivery system and the limited potential of advanced therapies to prevent
major causes of death and disability or necessarily enhance quality of life.

The fourth phase of public health development evolved from this realization
and discontent. In the mid-1970s, voices of caution were increasingly heard noting the
limited potential and accompanying hardships inherent in a health protection, care,
and promotion system that was based on the delivery of increasingly sophisticated
and expensive technological interventions to fewer and fewer numbers of people.
Authors such as Illich (1974) noted that such efforts could not only be economically
burdensome but questionable from a health outcome perspective in the best of cir-
cumstances and actually harmful in some.

The implications of such understanding are noted by Terris (1992) in his char-
acterization of public health history as a series of “revolutions.” His characterization
of developments as revolutions highlights that in essence what had occurred was the
construction of new paradigms to understand the etiology of health and disease. The
paradox lies in the reality that the essence of the capabilities inherent in one paradigm
potentially lessened the ability of society to respond to new and potentially more ef-
fective health paradigms. Thus, the knowledge, products, and benefits produced
from the understanding of the germ theory of disease causation (first public health
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revolution) produced a series of potentially counterproductive by-products. Society’s
understanding of disease as caused by single organisms and of single-entity technol-
ogy (such as by antibiotics) produced both a dependence on and expectation of this
model as the means to understand both the causes of ill health and the potential
sources of health improvement. The development of multicausal models of health
and disease (second public health revolution) runs counter to the one cause-one so-
lution model of early public health advancement. The historical vestige of the single-
entity model of disease causation (and resultant single entity model of health
promotion) is evident in society’s search for the “magic” nutrient, medicine, exercise
machine, vitamin, or health product that is the one answer to a healthy and produc-
tive life.

Health Promotion—Questions of Responsibility

The irony of the counterproductive relationship between the first and second
public health revolutions noted above is further delineated in the debate between
micro and macro orientation to health promotion ( O’'Rourke & Macrina, 1989). The
micro orientation to health promotion as a function of individual responsibility ac-
knowledges the ability of the individual to play a role in one’s health protection and
enhancement. Furthermore, this micro emphasis implies a responsibility of the indi-
vidual to accept this role. The distinct possibility exists that the extent to which we en-
vision health and health promotion as a function and responsibility of “self”
underestimates the reality of health as a social function.

While there are numerous examples in the literature that stress the value of in-
corporating an individual-responsibility-oriented health promotion strategy, there is
a growing concern regarding the need for caution in a wide variety of health problem
areas, including lifestyle modification (Allegrante, 1986; Allegrante & Green, 1981;
Becker, 1986), mental health promotion (Macrina & Tubbs, 1987), delimiting health
protection (Ratcliffe & Wallack, 1986) and work site health promotion (Sloan, Gru-
man, & Allegrante, 1987).

Like the relationship between the first and second public health revolutions, the
problems result not from the innate nature of the strategy (micro vs. macro), but
rather the tendency to focus on one orientation to the exclusion of other possibilities.
The reality that singular focus not only is limited in its effectiveness but potential
counter productive remains a distinct possibility.

Health Promotion—Parallels of Iatrogenesis

The problem with singular approaches to health promotion is not necessarily
that they do not make inroads into the causes of the problem, but rather that the
short-term gains may have a long-term consequences. The concept of iatrogenesis as
applied to medicine by Illich (1974) has implications for the practice of health promo-
tion. Thus, the concept of individual responsibility, which originated as a means of
improving health status, implies little or no responsibility on the part of collective so-
ciety to share in the resolution of the situations that may be at the root of the health
problems. Ironically, the micro focus of health promotion has been criticized in ways
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that parallel the criticisms of the technology focus of medicine (ORourke & Macrina,
1989). Like the focus on new technology as the “silver bullet” for medical problems
(which is often criticized as being of limited value and at times counterproductive),
the micro focus shares several characteristics. Both are looked at as being singular
routes to solve health problems; both focus on “here-and-now” type changes, and
both may have produced iatrogenic spinoffs. The strides that acute care and tertiary
oriented technology have made indirectly deflect money, personnel, and other re-
sources from primary prevention efforts. Likewise, the micro individual-oriented
health promotion preoccupation that has dominated policy agendas may have less-
ened our desire, insight, and ability to pursue broader based interventions.

The concept of health promotion, while generally being touted for its laudable
and idealistic goals, has also been criticized as a paradigm that has become an end
unto itself. Becker (1986) called the individual behavior change and lifestyle focus of
health promotion a form of “tyranny.” In challenging the tyranny of health promo-
tion, he chastised the development of the notion of health promotion that equated
being sick with being guilty. He further suggested that substituting personal health
goals for more important, humane societal goals is not necessarily in the best interest
of the health of populations.

This new concept of health promotion also underscores health as a tool, whose
value lies in its capability to facilitate one accomplishing one’s goals rather than being
a goal unto itself.

The Practice of Health Promotion

Health Promotion and the Marketplace

One of the unfortunate consequences of the concept of health as an end to be at-
tained rather than a means to achieving ones goals has been the commercialization of
health. The implication that “health” is a commodity that can be bought and sold has
contributed to the marketplace and industry of health promotion. Society’s trust in the
technological ability of science to provide for the answers to the problems of disease
have given rise to a similar trust in technology to provide the means to health. Health
products in various forms ranging from nutrition supplements, exercise equipment
(and of course the necessary clothing), health-measuring devices, and so on are a
mammoth industry. The implication that “products” are necessary if one is to be really
healthy has significantly expanded the health product marketplace. The health care in-
dustry has not neglected society’s significant interest in health. Health promotion pro-
grams have evolved in workouts and medical care settings often as a corollary of
facility marketing strategies. Many of these efforts are secondary prevention screening
efforts via health fairs, mall displays, community newsletters, and presentations.

Health Promotion as Public Policy

Much of the recent evolution of the concept of health promotion has been influ-
enced by several notable policy documents. There has been considerable discussion
as to the policy implications of health promotion. The realization that the ever-
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increasing resource (technological and financial) expansion of health care did not nec-
essarily translate into a corresponding elevation of health status of the population
blossomed into a series of policy documents depicting a need for a change in direc-
tion in health promotion. In Canada, the Minister of Health and Welfare issued a re-
port in 1974 (New Perspective) that emphasized the causal role of individual
behavior in premature death and disability. It also outlined the resulting health and
economic savings that a focus on individual responsibility related to lifestyle deci-
sions could bring. Such a “health promotion” emphasis was reinforced by the
Healthy People Report of the United States Surgeon General in 1980. While some crit-
icized the reports as a national abdication of responsibility and a shift backward to-
ward the notion of “blaming the victim,” these reports have served as benchmarks in
the modern era of health promotion. The Ottawa charter, Epp Report in Canada, the
Healthy Cities project, and several other such documents have expanded the discus-
sion on the variety of factors affecting health and quality of life as well as the variety
of means to influence such outcomes. The Ottawa Charter has influenced the WHO
in fostering the new approach to health promotion, namely, through building appro-
priate health public policy and strengthening community action (Raeburn & Beagle-
hole, 1989). The Ottawa Charter states that the “fundamental conditions and
resources for health are peace, shelter, education, food, income, a stable ecosystem,
sustainable resources, social justice and equity. Improvement in health (health pro-
motion) requires a secure foundation in these basic prerequisites” (Terris, 1994, p. 5).
Critical analysis of the “self”-orientation to health promotion has given rise to the
popularization of the concepts of “empowerment” and “community participation”
As noted by Robertson and Minkler (1994), the new health promotion movement in-
cludes features that expand beyond the limited notions of self and individual re-
sponsibility. These characteristics of the health promotion movement include: (1)
broadening the definition of health and its determinants to include the social and eco-
nomic context within which health, or more precisely, nonhealth, is produced; (2)
going beyond the earlier emphasis on individual lifestyle strategies to achieve health
through broader social and political strategies; (3) embracing the concept of empow-
erment—individual and collective—as a key health promoting strategy; and (4) ad-
vocating the participation of the community in identifying health problems and
strategies for addressing those problems.

Health promotion has been defined as the process of enabling people to increase
control over their health and to improve it. This process places emphasis on personal
participation, supportive environments, and the shared responsibility of all sectors in
improving individual and collective health. Health promotion puts health on the
agenda of policymakers at all levels, it demands that health aspects be taken into ac-
count in shaping public policy, and it reminds those who shape it that they are re-
sponsible for the health consequences of their decisions.

Health promotion calls for efforts to create supportive environments; it urges a
redelegation of responsibilities through the strengthening of community action; it em-
phasizes the importance of developing personal skills and enabling people to exercise
more control over their health and their environment; and it calls for a reorientation
of health services that need to be sensitive to the total needs of the individual as a
whole person (Erben, 1991). Similarly, Lee and Paxman (1997) stress the need to incor-
porate the broader dimensions of health promotion as a part of “reinventing public
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health.” This has significant implications for increasing the role of collaboration in
health promotion among health professionals and community alike (Smille, 1992).

Philosophical Orientation and Practice

The development of health promotion as a guiding ideal has had significant im-
pact on the ways in which the concept has been operationalized. Variation in per-
spective has produced differences in the manner in which health promotion
programs are conceptualized, planned, operationalized, and evaluated. Nutbeam
(1996) defines this variation as originating in how evidence is used to guide decision
making in health promotion. He characterizes three basic models of health promotion
practice, namely, planned, responsive, and reactive, differentiated by key operational
differences and potential measures of success. The planned approach to health pro-
motion relies on systematic assessment of need and research evidence leading to
health-outcomes-focused decision making. The PRECEDE-PROCEED health education
program planing model of Green and Kreuter (1991) probably best exemplifies a
health promotion planning model conceptually based on an approach to health pro-
motion practice that attempts to develop effective interventions based on need and to
incorporate evaluation strategies that facilitate program effectiveness and integrity.
The responsive orientation to health promotion practice places a priority similarly on
need assessment, but increasingly emphasizes the role of the population in the iden-
tification of needs, determination on the appropriate response to this need, and mea-
sures by which success will be identified. The planned approach to community health
developed by the Centers for Disease Control and Prevention (CDC) (1990) is firmly
rooted in the concept of community participation in all phases of need identification,
development of program intervention strategies, and criteria for determining success.
The reactive model of health promotion is characterized as a attempt to develop an-
swers for problems as they arise. Often this orientation is evident in programs swiftly
developed in response to an urgent public health crises. In the school health educa-
tion field, categorical programs such as those targeting illicit drug use, teen preg-
nancy, or sexually transmitted disease (STD) prevention are common examples.
These programs are often short term and pragmatic in nature, politically driven and
funded, and limited in terms of conceptual development and evaluation.

The changes in societal perspectives of the need for health promotion and the
means by which to accomplish it are apparent in the microcosm of the history of
school health. In the United States, early public health documents such as Shattuck’s
Report of the Sanitary Commission of Massachusetts in 1850 cited a need for the pub-
lic to be educated about ways to protect and improve health (Shattuck, 1850). This
early concept of health equated health promotion with the elemental factors of basic
hygiene. As such, early school health promotion efforts evolved to teach students the
need for washing their hands, appropriate personal sanitary practices, and basic food
sanitation. The emphasis was on disease prevention based on then current under-
standing of the nature and causes of disease. Communicable diseases and their pre-
vention were then the principle concern and were the essence of these early school
and community health promotion efforts.

The Women'’s Christian Temperance Union was among the first organizations to
promote public health education on the health risks inherent in certain individual be-
haviors. As early as the 1870s, this organization was a major proponent of public ed-
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ucation on the dangers of alcohol, tobacco, and narcotics. These efforts were among
the first organized attempts to educate the public on the relationship between indi-
vidual behavior and the resulting consequences on personal health. It should be
noted that these early health education and health promotion efforts reflected the no-
tion of the day that the basis of health promotion was disease prevention. Little em-
phasis was made to promote health as a means to enhanced quality of life. It is
understandable, given the living conditions of early settlers, that disease prevention
would be a paramount concern.

The development in the early 1900s of voluntary health organizations such as
the American Cancer Society, Tuberculosis Association, and Society for Mental Hy-
giene further promoted the notion that individual responsibility and actions could be
taken to protect against and deal with disease. One of the first official collaborations
between health and education professionals attempting to foster health promotion
was the Joint Committee on Health Problems in Education, which originated in 1911.
The committee was composed of representatives from the American Medical Associ-
ation and the National Education Association and combined a concern for the future
health and physical education needs of the school-age population. This landmark
health promotion venture resulted in one of the first health promotion texts in 1924.
The book, Health Education: A Program for Public Schools and Teacher Training Institu-
tions, the present and future health concerns of society and what could be accom-
plished through individual health education and proper school and community
health practices (Wood, 1924).

Reflecting the response of society to health concerns, the majority of school
health promotion advancements have been typically crisis oriented. The ravages of a
particular disease, an increase in the numbers of people involved in drug use, a rise
in the number of injuries of a particular type, and similar such occurrences often
prompted societal health and education promotion responses. Perceived health crises
in communicable diseases such as STDs and AIDS, drug and tobacco use, or the
alarming increase in youth violence have all given rise to health promotion efforts.
These efforts often shared three characteristics: (1) they evolved as a result of a par-
ticular health issue and thus focused on that particular issue; (2) they were founded
in the hopes that a sharing of information and personal life and decision-making
skills might effectively limit the problem; and (3) they often had a short-term focus in
the hopes of achieving results in a relatively short time span.

These characteristics reflect a fundamental health promotion belief that an in-
formed individual will make a decision regarding their own health behavior that is in
the best interests of their own health. Teach people about the dangers of smoking and
they will not smoke. Teach people about the dangers of drugs and they will not use
them. Teach people about the threat of AIDS and they will do what is necessary to
protect themselves. Unfortunately, as research has confirmed, the relationship be-
tween information, education, and health-promoting behavior is not quite as direct as
these categorical programs implied. The adage that “knowledge alone is not enough”
is often acknowledged as a caution to health promotion program developers and pol-
icymakers. Other factors including personal motivation, values, skills, and resources
contribute significantly to health behavior decision making and as such need to be
addressed in health promotion interventions.

As noted by Nolte (1994), school and community health education reflecting a
more comprehensive and developmental approach (as differentiated from the topic-
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oriented categorical approach) has given rise to health promotion initiatives such as
the School Health Education study, the President’s Committee on Health Education,
the Michigan Model for health education, Seaside, State School Health Task Force,
Growing Healthy, and Healthy Me.

Perhaps two of the most significant recent clarion calls for the need for health
promotion among our young population that reflect this more comprehensive per-
spective are the report of the Carnegie Corporation’s Task Force on Education of
Young Adolescents and Code Blue, a report of the National Commission on the Role
of the School and Community in Improving Adolescent Health.

Health Promotion: Future Crossroads

Health promotion has historically reflected the complex interaction of science,
economics, politics, and individual decision making in formulating its agenda for fu-
ture action. Like the domain of public health, health promotion will continue to reflect
the tension in our society between collective and individual responsibility both as it
relates to the causes of problems and to their solutions. Perhaps no single issue better
represents this dynamic interaction in both a past and future tense than the relation-
ship between tobacco and health. The complex interaction between science, business,
politics, communities, and individuals epitomizes the diverse challenges to the future
health promotion agenda.

Health promotion is a concept that implies activities across the life span in a va-
riety of settings: home, school, community, and workplace. The significance of the
comprehensive nature of health promotion lies in its goals of quality of life enhance-
ment in addition to disease prevention. The progression of society’s knowledge of the
causes and cures for disease has ranged from microbial agents to ecological, genetic,
and lifestyle risk factors. In response to these discoveries, the concept of health pro-
motion has evolved from an initial emphasis on disease prevention through basic hy-
giene to a health enhancement perspective. This perspective, which emphasizes
quality of life, recognizes the functional role that “being healthy” plays in our daily
lives. In addition, it recognizes the spiritual role that mental, physical, social, and
spiritual well-being play in our sense of purpose and fulfillment as humans.

This evolution of health promotion into both the dimensions of disease preven-
tion and quality of life enhancement is not without its limitations and consequences.
The quest for mortality reduction and increased longevity has produced a variety of
dilemmas that will continue to confront the future of the health promotion field. Eth-
ical dilemmas posed by genetic screening and manipulation are already on the hori-
zon. The genetic manipulation issue beckons as the frontier of health promotion
raises the hopes of health interventions that were unthinkable in previous years. The
specter of eugenic interventions, while potentially helpful in terms of health status,
bring society perilously close to an ethical abyss.

Furthermore, the issue of the individual’s right to choose will continue to be at
the heart of future health promotion debates. The right to knowingly expose oneself
to risk factors will increasingly become an issue as the egalitarian desires of society
confront the libertarian ethic of the individual. The debate concerning the future effi-
cacy and relevance of health promotion may center around the manner in which the
ethical perspectives of social justice versus market justice are resolved. The market
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justice perspective implies that persons are entitled to the rewards of that which they
earn through their own efforts. The market justice philosophy stresses the signifi-
cance of individual responsibility and lessens the opportunity for collective respon-
sibility and obligation. This argument parallels the increasing focus on the role and
responsibility of the individual in health promotion and protection. While the em-
phasis on individual responsibility may be a positive factor in fostering healthy be-
haviors, the paradoxical corollary of market justice is the lessening of society’s sense
of obligation for the common good. As stated by Beauchamp (1976), the market jus-
tice ethic is a powerful detriment, as it frees members of society from their sense of
obligation and responsibility to foster the health of others. The implication of market
justice perspective is that all behaviors are in essence the result of individual choice.
Thus, the individual is responsible for the consequences of those choices, be they pos-
itive or negative. The sense of obligation to protect, through societal action such as
regulation or legislation, or foster the provision of care by collective action is mini-
mized and indeed discouraged as counterproductive. Within the market justice par-
adigm the individual is the beneficiary and primary determinant of both the
contributors to health and disease as well as being responsible for earning the merits
of protecting and preserving these benefits.

The perspective of social justice emphasizes the collective entitlement and oblig-
ation of members of society to foster individual and communal health. Within the par-
adigm of social justice the individual is best protected and provision of care fostered
when actions for the common good are encouraged and actions harmful to the com-
mon good are discouraged or punished. Again, the current discussions of the actions
of the tobacco industry in possibly knowingly bringing harm to persons who decided
to use their products reflect the dilemma of the social versus market justice struggle.
The extent to which these ethical paradigms are operationalized and resolved may de-
termine the future extent to which the goals of public health and health promotion are
realized. The issues inherent in both the right to individual choice and the obligation
for the consequences of that choice continue to be at the core of public health action.

To some, the concept of health promotion represents the ultimate manifestation
of humankind’s progress and desires to live a longer, richer life. To others, health pro-
motion may be viewed as that referred by Huxley as the “myth of progress” (Pickett
& Hanlon, 1990). The argument that disease and selective premature mortality are na-
ture’s means of natural selection runs counter to the best long-term interests of our
species. This argument is at best unsettling in its fatalism and questions the innate de-
sire for self-betterment of humans. To what extent it is possible and advisable to tin-
ker with life remains open to question, as it has throughout the history of health
promotion. The striving of humans to lengthen the span and enrich the quality of life
represents both the hope and folly of our species.
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CHAPTER 3

Theoretical Approaches Guiding the
Development and Implementation
of Health Promotion Programs

Connie L. Kohler, Diane Grimley, and Kim Reynolds

Introduction

This chapter describes several theories and models that have been used to explain be-
havior and to design health promotion and disease prevention programs. Behavioral
theories are explanations of what influences people to do the things they do. Behav-
ioral theories generally identify the determinants of behavior, that is, those factors
that are thought to be causally related to the behavior. Theories may also identify the
mechanisms by which the determinants influence the behavior. Theories are used in
several ways to guide the researcher in deciding what research questions are impor-
tant to ask and to guide the development, implementation, and evaluation of health
promotion programs. Theories guide health promotion research by providing propo-
sitions about what behavioral factors are related to a health problem and what factors
are important to address in working on the problem. For example, smoking is a be-
havior causally related to many types of cancer. To address smoking and cancer as a
public health problem, health researchers and practitioners may ask such questions
as: Why do people smoke? What influences people to start smoking? What makes it
hard to stop smoking? Why don’t people quit in the face of so much information that
it is dangerous? A theory can provide a starting place to look for answers to these
questions.

In addition to looking for factors that influence a behavior, theory is used to de-
velop programs to modify the behavior. For example, a theory that youth begin to
smoke because of peer influence and the desire to rebel against parents could be
tested by interviewing smoking and nonsmoking youth and comparing them to see if
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the factors of peer influence and desire to rebel actually differentiate those who begin
to smoke from those who do not. If the data support the theory, the theory can be
used to develop smoking prevention programs that employ positive peer influences
and constructive means of rebelling against parents. Other solutions to the problem
of smoking may be based on different theories. For example, based on a theory that
people do things that they have the most reasons for doing, a stop-smoking class may
ask people to identify reasons for quitting that outweigh their reasons for smoking.

Finally, a theory can guide efforts to evaluate the solutions to health problems
by helping answer such questions as: Did the intervention work as the theory pre-
dicted it would? Should the intervention be altered or do the results suggest that the
theory is not appropriate for this application?

Development of Modern Behavioral Theories

Several theories have been developed to explain the factors that determine be-
havior and the mechanisms by which they do so. The behavioral theories reviewed in
this chapter come from behavioral and social psychology. Early behavioral theory
was based on the idea that actions are driven by external reinforcements which
“stamp in” the behavior as a response to a particular stimulus. Such radical behav-
iorism has given way to more recent views theorizing that external factors (e.g., rein-
forcements) determine behavior to the extent that they are internally processed (e.g.,
thought about and desired) by the individual. For example, one cognitive-behavioral
view is that external reinforcements, such as rewards, can cause certain behaviors
when a person expects and values (cognitive processes) that reward. Thus, a super-
visor’s approval would be a determinant of an employee’s behavior (e.g., arriving on
the job 5 minutes early) only if the employee expects early arrival to elicit supervisor
approval and supervisor approval is valued by the employee. Theories that employ
this notion are often referred to as expectancy value theories (Bandura, 1997).

Expectancy value theories are those that explain behavior, at least in part, in
terms of the expected outcome or consequences of the behavior (e.g., if I show up for
work 5 minutes early, my supervisor will approve of me), and the value the individual
puts on that consequence or outcome (e.g., I value my supervisor’s approval). Thus, a
particular behavior is more likely if the individual perceives it will lead to a valued
outcome. Viewed in this way, learned behavior can be thought of as influenced by a
combination of: (1) external social and environmental factors that provide the cues for
and consequences of behavior, and (2) internal cognitive factors that influence a per-
son’s perceptions of the environment and their evaluation of what they perceive.

Overview

This chapter will cover four theories commonly applied to health behavior. The
health belief model of Rosenstock and colleagues (Rosenstock, 1974), the theory of
reasoned action developed by Ajzen and Fishbein (1980); social cognitive theory de-
veloped by Bandura (1986), and the transtheoretical model of change (Prochaska &
DiClemente, 1983, 1984) explain why people behave as they do and suggest how
people may go about changing their behavior. For each theory, the components are
outlined, research applying the theory is reviewed, and suggestions are made for the
use of the theory in health promotion and disease prevention.
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The Theory of Reasoned Action

In the theory of reasoned action, developed by Ajzen and Fishbein (1980), a
number of factors related to values and expectations explain behavior. Figure 1 shows
the model that summarizes the theory of reasoned action. Analyzing Fig. 1 from right
to left reveals that the immediate determinant of behavior is intention. Awoman puts
her young toddler into a safety seat in the backseat of the car as a result of a conscious
intention to do so. Intention is a function of two other variables: attitude and subjec-
tive norm. The woman with a positive attitude toward putting her child into the
safety seat is more likely to intend to do so. This positive attitude is viewed as a result
of two additional factors: (1) the belief that the behavior (e.g., putting the child into
the safety seat) results in a particular outcome (e.g., increased safety); and (2) the eval-
uation of that outcome (e.g., increased safety is viewed as a good thing). Thus, the at-
titude that determines intention is a function of expectations and values.

Intention is also a function of subjective norm. Subjective norm is defined as the
person’s subjective belief about what those people important to her or him think
about the behavior. If the woman believes that the norm is positive (e.g., most people
important to her think putting children into safety seats is a good thing to do), she is
more likely to intend to do so. Like the attitude, the subjective norm has two cognitive
determinants: (1) beliefs about what significant others think one should do; and (2)
one’s motivation to comply with those significant others. In the case of the woman
and her toddler, she may feel that her husband feels strongly that safety seats are ac-
tually dangerous because they could trap children in burning or sinking cars; how-
ever, the mothers with whom she has social contact strongly believe in using safety
seats at all times. If the woman is more motivated to comply with her husband, the
subjective norm will be negative; if she is more motivated to comply with her group
of friends, the subjective norm will be positive. Subjective norm is based on the per-
ceived opinions of all people felt to be important and the strength of the woman'’s mo-
tivation to comply with each person’s opinion.

All the variables in the model are also influenced by other factors as illustrated
in the far left of Fig. 1. These are considered to be external to the model and to be me-
diated by the model factors to predict behavior. When applying the theory of rea-
soned action, it is necessary to define the model variables in terms of the specific
target group and behavior. Ajzen and Fishbein (1980) have provided detailed strate-
gies for doing so. They recommend that representatives of target groups for whom
the theory will be used be employed to identify the likely beliefs, values, and atti-
tudes of that group and to identify the people most commonly viewed as salient by
that group. When these variables are specifically defined in this way, the authors pro-
vide a means of measuring their relative influence on intention. Thus, to predict the
intention of young mothers to use child safety seats in the back of car, the most preva-
lent beliefs, values, and attitudes, as well as the most influential people, are first iden-
tified by interviewing women representative of the target audience. The next step is
to construct a questionnaire that measures the degree to which individuals in the tar-
get audience hold the identified attitudes and normative beliefs and intend to use
child safety seats. This questionnaire is then administered to the target audience and
the resulting data are analyzed to determine the relative influence of the factors on
the intention of the mothers to use child safety seats. The strength of the association
of intention with actual safety seat use can also be determined.
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Health Behavior Research Using the Theory of Reasoned Action

The theory of reasoned action has been used as a tool for predicting certain
health behaviors based on beliefs and values. The theory also has been applied to the
development of health promotion interventions. The theory and its components have
been shown to be weakly to moderately associated with such behaviors as contra-
ception, condom use, physical activity, health screening, and provider behavior
(Adler, Kegeles, Irwin, & Wibblesman, 1990; Baker, Morrison, Carter, & Verdon, 1996;
Fisher, Fisher, & Rye, 1995; Ford & Norris, 1995; Blue, 1995; Taylor, Montano, &
Koepsell, 1994; Millstein, 1996). Because the theory of reasoned action explicitly ex-
amines the role played by perceptions of norms, it has been viewed as a useful theory
for adolescent behavior and for couple behavior.

Critique and Suggestions for Use

A major limitation of the theory is that it appears most appropriate for explain-
ing behaviors that are entirely under a person’s control, and this is not often the case
for a number of health-related behaviors. Behaviors that are in response to an addic-
tion, such as drug use or unprotected sex among drug users, may not be entirely in-
tentional. Similarly, behaviors that have been practiced for a long time and have
become more or less habitual, such as brushing and flossing teeth or taking birth con-
trol pills, may not be seen as a function of rational decision making that leads to in-
tention each time the behavior is performed. Indeed, the theory of reasoned action
may provide a reasonable explanation for the adoption of new practices that may
later become routine, but the roles of attitude and subjective norm become overshad-
owed by the strength of past behavior in predicting habitual or routine health behav-
iors (Bentler & Speckert, 1979; Kohler, 1991).

The theory of planned behavior (Ajzen, 1988, 1991) is a later adaptation of the
theory of reasoned action that adds a component: perceived behavioral control. Per-
ceived behavioral control is thought to influence behavior both directly and indirectly
through intention. Perceived behavioral control is a person’s perception of how diffi-
cult a behavior is to perform. Just as attitude and subjective norm are influenced by
specific categories of beliefs, perceived behavioral control is influenced by control be-
liefs and perceived power. Control beliefs are defined as beliefs about the resources
for or impediments to doing the behavior. Perceived power is defined as the per-
ceived effect of each resource or impediment on the difficulty of performance (Mon-
tano, Kasprzyk, & Taplin, 1996). Thus, a person who believes (1) that prayer is an
available resource in quitting an addictive behavior and (2) that prayer can have a
strong impact on making quitting less difficult should have higher perceived behav-
ioral control over quitting. This higher perceived behavioral control should con-
tribute to stronger intentions to quit and greater quitting success.

The theory of planned behavior has been used to identify factors that influence
children’s participation in vigorous activity (Craig, Goldberg, & Dietz, 1996), to pre-
dict intention to participate in physical activity and blood donation (Godin, Valois, &
Lepage, 1993; Courneya & McAuley, 1995; Giles & Cairns, 1995), and to predict physi-
cian delivery of preventive services (Millstein, 1996).

Both the theory of planned behavior and the theory of reasoned action can be
applied to developing health behavior interventions. In doing so, it is most useful to
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know the target audiences’ response to assessments of the distal components of the
model: behavioral belief and outcome evaluations, normative beliefs, and motivation
to comply, and, in the theory of planned behavior, control beliefs and perceived
power. Modifying these beliefs and values should lead to a change in attitudes and
subjective norms and a resulting change in intention and behavior. For example,
based on theory of reasoned action research on acquired immunodeficiency syn-
drome (AIDS) preventive behavior, Fisher et al. (1995) developed interventions to
change attitudes, subjective norms, and intentions by focusing on the underlying be-
liefs and values that were empirically identified in the research. Similarly, Thuen and
Rise (1994) used the theory of reasoned action to identify promising messages for per-
suasive communications to young adolescents regarding seat belt use. They found
the “most promising messages” would be those that emphasize injury reduction and
feelings of safety from seat belt use. The theory of planned behavior can also be ap-
plied to the development of interventions. When using this framework, attempts to
modify beliefs and values are accompanied by attempts to modify people’s percep-
tions of competence for performing the behavior, thus influencing perceived behav-
ioral control.

The Health Belief Model

The health belief model (HBM) was originally developed by researchers in the
public health service to explain the use of preventive health services (Rosenstock,
1974). Since that time, the model has been modified and used to explain a wide array
of health-related behaviors (Bluestein and Rutledge, 1993; Gielen, Faden, O’Campo,
Kass, &Anderson, 1994; Harrison, Mullen, & Green, 1992; Hyman, Baker, Ephraim,
Moadel, & Philip, 1994; Janz & Becker, 1984; Lux & Petosa, 1994; Mirotznik, Feldman,
& Stein, 1995; Schafer, Keith, & Schafer, 1995). In addition, the model has been used to
design interventions targeting a range of behaviors and populations (Reynolds, West,
& Aiken, 1990; Aiken, West, Woodward, Reno, & Reynolds, 1994). This section will re-
view the components and empirical support for the model and will make suggestions
for the use of the HBM in health promotion and disease prevention. Several reviews
of the HBM have been published recently and should be consulted for a more in-
depth analysis of the model (Sheeran & Abraham, 1996; Strecher & Rosenstock, 1997).

The main components of the HBM have remained intact since its inception in the
1950s (Rosenstock, 1974). These components include perceived severity of a disease
threat, perceived susceptibility to the disease threat, perceived benefits of an advocated
health action, perceived barriers to the completion of that action, and cues to action (Fig.
2). The component of perceived self-efficacy was added to the model some years later
in recognition of the importance of this construct in the explanation of health behavior
(Strecher & Rosenstock, 1997; Bandura, 1986, 1997; Rosenstock, Strecher, & Becker
1988). Various other factors that might influence behavior, such as socioeconomic sta-
tus, gender, and environmental factors, are assumed to influence behavior by modify-
ing the levels of one of the existing HBM components. In essence, the HBM components
mediate the effects of these variables on behavior. For example, the level of education
that a person has attained may influence his or her perception of susceptibility to a dis-
ease. A person of higher educational attainment may get health information from dif-
ferent sources than someone of lower educational attainment, influencing his or her
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Individual perceptions Modifying Factors Likelihood of Action
Age, sex, ethnicity
Personality Perceived benefits minus
perceived barriers
Socioeconomics to behavior change

Knowledge

|

Likelihood of
Perceived susceptibility/ Percel;'ed threat behavioral change
severity of disease of disease
Cues to action
® Education

o Symptoms, illness
o Media information

Figure 2. The health belief model. From Glanz, Marcus-Lewis, and Rimer (1997).

notions of the way in which the disease is spread and the likelihood of contracting the
disease. Thus, the relationship between level of education and health behavior is medi-
ated through the person’s perception of susceptibility to disease.

The HBM Components

The HBM is defined as a single model with components that interact to explain
health behavior. In order to illustrate the HBM in more detail, the components are
presented separately in the following sections.

Perceived Susceptibility and Severity

The HBM postulates that increased perceived severity and increased perceived
susceptibility combine to increase perceived threat from a disease. Higher perceived
threat, in turn, increases the probability that a person will engage in an advocated
health action. For example, the degree to which a middle-aged woman feels that heart
disease is a threat to her will depend on her assessment of the likelihood that she can
get heart disease (perceived susceptibility) and her perception of the consequences
for her health and quality of life if she develops heart disease (perceived severity). If
she feels that her personal susceptibility is high and that the consequences of heart
disease are severe, she will believe that heart disease is a higher threat and will be
more likely to take action than a woman who feels that she is not susceptible or that
the consequences of heart disease are minimal.
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Perceived Benefits and Barriers

The perceived benefits of the advocated health action also influence the likeli-
hood that a person will take action. The higher the perceived benefits of a health ac-
tion, including both positive health outcomes and positive social outcomes, the
higher the likelihood that a person will take action. Perceived barriers are the costs
associated with taking the advocated action. These can include monetary costs, but
also include physical discomfort and social costs such as resistance from family
members to taking a preventive action. The lower the perceived barriers to action,
the more likely someone is to take action. The HBM also states that the perceived
benefits of a health action and the perceived barriers to that action will combine. If
the benefits outweigh the costs, the individual will be more likely to take action. If
the barriers outweigh the benefits, the person is less likely to take action. Consider
again the example of a woman who is considering action to prevent heart disease.
She may be considering beginning an exercise program as a means of preventing
heart disease. Before deciding to pursue an exercise program, she will first decide
whether a regular program of exercise will reduce the threat posed by heart disease.
She may consider whether a regular program of exercise will substantially reduce
the probability that she will get heart disease and have a heart attack in the coming
years. If she feels that this preventive effect is a benefit of exercise, she is more likely
to take action. She may also consider other benefits of exercise including the advan-
tage of helping to control her weight, the feeling of well-being that occurs when she
exercises, and the possibility of meeting new friends while exercising. However,
prior to exercising, the woman will also consider the costs of exercising, including
the physical pain of beginning a new exercise regimen, the monetary costs of equip-
ment or an exercise club membership, and the additional time needed to exercise
regularly. If, in her mind, the benefits (e.g., reduced heart disease risk, increased fit-
ness) outweigh the barriers (monetary cost, time commitment), she will be more
likely to take action.

Perceived Self-Efficacy

Perceived self-efficacy acts in the HBM as a special case of a perceived barrier
(Strecher & Rosenstock, 1997; Rosenstock et al., 1988). If a person does not feel capa-
ble of taking a health action, this lack of perceived self-efficacy can serve as a barrier
to action. In the earlier example, if the woman does not feel capable of beginning or
maintaining an exercise program, this lack of perceived self-efficacy increases her per-
ceived barriers and decreases the chance that she will start exercising.

Cues to Action

Cues to action occur to help trigger the health action. Cues to action can be ex-
ternal to the person, such as a news story about a health problem or the occurrence
of a disease in a friend, or cues can be symptoms that a person feels from a disease,
such as pain. For example, the woman who is considering starting an exercise pro-
gram (because her perceived threat from heart disease is high and the benefits to ex-
ercise outweigh the barriers) may begin the exercise program only after hearing about
a co-worker having a heart attack; that information cues her to act.
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Health Behavior Research Using the HBM

Empirical support for the HBM has been received through numerous studies that
have related the model components to an outcome measure, usually using correlational
methods. In the majority of these studies, the separate components of the model have
been examined rather than testing the full model and its posited interrelationships, al-
though some attempts have been made to test different versions of the model as a
whole (Chen & Land, 1986; Rundall & Wheeler, 1979). Two major reviews of the HBM
have been published. Most recently, Harrison et al. (1992) conducted a meta-analysis on
four of the major HBM constructs: susceptibility, severity, benefits, and barriers. Start-
ing with 488 studies on adults, the authors applied various exclusion criteria and ap-
plied a meta-analysis methodology to 16 studies that examined the relationship of the
four HBM constructs to a screening, risk reduction, or adherence outcome measures.
The authors found that for all studies combined, each component had a significant re-
lationship with the outcomes measured. The percentage of variance in the outcome
measures accounted for by the HBM constructs ranged between 0.1 and 9%. The retro-
spective studies in the analysis produced stronger effects for benefits and costs com-
pared to the prospective studies, while the prospective studies demonstrated a stronger
effect for severity compared to the retrospective studies. In sum, this meta-analysis sug-
gests that each of the four major HBM components of susceptibility, severity, benefits,
and barriers are related to behavior, but that these relationships are modest, account-
ing for a very small percentage of variance in a wide range of outcomes.

An earlier review was completed in 1984 by Janz and Becker (1984) and com-
puted significance ratios for HBM components of susceptibility, severity, benefits, and
barriers in 46 studies of preventive behavior and sick role behavior, such as compli-
ance with a therapeutic regimen. This review found substantial support for the HBM
components, with associations found with various measures of health action in both
prospective and retrospective studies. The perceived barriers component was found
to have the strongest association with both preventive health behavior and sick-role
behavior across the 46 studies reviewed, while perceived severity had the weakest as-
sociations. Perceived severity was more strongly associated with sick-role behavior
than with preventive health behavior. Perceived susceptibility and perceived benefits
were associated with both preventive health behavior and sick-role behavior; how-
ever, perceived susceptibility was a stronger contributor to preventive health behav-
ior than to sick-role behavior, while perceived benefits was more strongly related to
sick-role behavior than to preventive health behavior.

Critique and Suggestions for Use

The HBM provides a reasonable organization of several key psychosocial con-
cepts that appear to influence health behavior. As such, the model can be used by
health promotion and disease prevention specialists to organize their thinking to tar-
get these key influences on behavior. Intervention components can be developed that
address these important determinants of health behavior. Below is a simple hypo-
thetical example of how the HBM can be used for the design of a primary prevention
intervention.

Primary prevention involves the actions taken to prevent chronic or infectious
diseases before they occur (Simons-Morton, Greene, & Gottlieb, 1995). One example
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of primary prevention is the modification of eating behaviors, which can help pre-
vent heart disease, cancer, and other diseases and reduce mortality in the United
States (McGinnis & Foege, 1993). This example describes an intervention developed
to reduce the amount of fat consumed by adults and to be delivered as part of an
adult education class on diet and exercise. In developing the intervention, the first
consideration is the way in which each of the components of the HBM relate to
changes in dietary behavior. Perceived susceptibility and severity, related to the
types of diseases that are influenced by poor diet, include heart disease and certain
forms of cancer. To increase perceived susceptibility to these diseases, the interven-
tion might include information on the relationship between fat consumption and
heart disease and cancer. In addition, the consequences of these diseases should be
described to help increase perceived severity. Next, the classes could include activi-
ties focusing on the benefits for decreased fat consumption, for example, the reduc-
tion of risk for heart disease and cancer, to improve one’s appearance, and to
increase feelings of good health. This should increase perceived benefits for reduced
fat consumption.

Adiverse set of barriers might exist for the modification of an individual’s diet,
including resistance from family members, reduced preference for foods made with
less fat, increased monetary cost of purchasing foods with less fat, and the need to
learn new food preparation skills. The intervention program must identify and di-
rectly address these factors to reduce the participants’ perceived barriers for taking
the steps necessary to reduce dietary fat intake. Intervention steps to reduce per-
ceived barriers might include teaching participants to purchase lower-fat food items
in a cost-effective way, teaching participants to prepare appetizing low-fat food items,
and teaching participants to slowly introduce low-fat food items to the family to pre-
vent resistance to dietary modifications. Many of these activities will also increase
perceived self-efficacy to eat foods with less fat. If participants are taught to purchase
and prepare low-fat foods, they will feel more strongly that they are able to modify
their diets, thus increasing perceived self-efficacy and reducing perceived barriers. Fi-
nally, cues to action can be structured into the intervention in several ways. For ex-
ample, follow-up postcards or newsletters can be sent to participants a few months
after they leave the program, reminding them to eat less fat in their diet.

Although limited in scope to perceptual variables, the HBM can provide a use-
ful framework for analyzing the psychosocial determinants of health behavior and
for developing several components for use in interventions. Health promoters should
consider the HBM as one of several models they might use when designing disease
prevention interventions.

Social Cognitive Theory

Associal cognitive theory of behavior has been developed extensively by Albert
Bandura (1986, 1997). To understand Bandura’s social cognitive theory (referred to in
his earlier work as social learning theory), it is important to view behavior in the con-
text of the environmental events and personal factors that influence it and are, in turn,
influenced by the behavior. This phenomenon of the three elements (behavior, envi-
ronment, and person) all influencing each other is known as reciprocal determinism and
is often diagramed as in Fig. 3. For example, consider the behavior of lighting a ciga-
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Figure 3. Reciprocal determinism in social cognitive theory. From Bandura (1986).

rette in the nonsmoking section of a restaurant. The behavior itself was probably in-
fluenced by the person’s thoughts about wanting to smoke and some environmental
cues, such as the server removing the dinner plates from the table. However, the light-
ing up behavior has an immediate influence on the environment in which other din-
ers turn and glare at the smoker. This hostile environment influences the person’s
thought patterns, he realizes he is in a nonsmoking area, and initiates a nonsmoking
behavior (i.e., puts out the cigarette).

Cognitive Capabilities within the Person

Given the framework of reciprocal determinism, social cognitive theory focuses
on personal and environmental factors that influence behavior. Persons are seen as hav-
ing a number of capabilities that enable them to learn and behave in complex ways:

1. Symbolizing capability and forethought capability. A person can use symbols to
represent what is encountered in their world, and using this symbolizing ca-
pability can think ahead (forethought) about what might happen in a given
situation.

2. Vicarious capability. Because of symbolic capability, a person need not di-
rectly experience something to learn about it; learning can occur vicariously
by observing others’ behavior and its consequences.

3. Self-regulatory capability. A person can set internal standards or goals and
evaluate their own actions against these goals.

4. Self-reflective capability. A person can reflect on their own thoughts and be-
haviors and adjust them if they appear invalid.

Determinants of Behavior

Similar to expectancy value theories, Bandura’s social cognitive theory views the
expected consequences or outcomes of a behavior (generally referred to as outcome
expectations) as a major determinant of the behavior. For example, a person whose ex-
pectation is that using a seat belt leads to the desired consequence of protection is more
likely to buckle up than one whose expectation is that seat belts trap drivers in burn-
ing cars. People learn these expectations primarily through four mechanisms:

1. Direct experience of the effects produced by their actions.
2. Vicarious experience of the effects produced by somebody else’s actions.
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3. Judgments voiced by others.
4. Inferred knowledge from what is already known.

Direct experience refers to learning expectations through directly experiencing
outcomes produced by one’s own actions. When people try a new behavior, they ob-
serve the effects of their action. If the action successfully leads to a desired outcome,
the behavior will likely be performed again in the expectation that it will again result
in the desired outcome. For example, an amateur musician picking out a tune on a
piano may try F# in the hope that it is the next note in the song. If it sounds like ex-
pected, the person will continue to play F# at that point in the song. On the other
hand, behaviors that do not lead to desired outcomes are discarded, for example, if
F# sounds higher or flatter than expected, the person will not play it again at that
point in the song. Enactive learning, that is, learning from direct experience, is more
than a response conditioned by its desired consequences in the absence of any mental
activity. Symbolizing capability and forethought play a large role. That is, the person
thinks about (symbolizes) how the next note should sound and predicts that playing
F# will produce the sound.

Vicarious learning refers to learning expectations from the outcomes produced
by somebody else’s actions. Vicarious learning is a type of observational learning and
the ability of humans to use this type of information greatly accelerates human devel-
opment by making trial-and-error learning unnecessary in many cases. Social learning
is heavily influenced by observing the actions of others—often referred to as models—
and the consequences they experience as a result of their actions. Because people can
learn vicariously through mass media such as television and books, vicarious learning
is a powerful influence on behavior. Television audiences, for example, observe the re-
warding outcomes experienced from purchasing a particular car, drinking a certain
soft drink, or using a certain cleaning product. On the other hand, behavior can be in-
hibited by vicarious learning if the modeled behavior is not rewarded. If a child in day-
care sees that another child gets only a teacher’s frown in response to using baby talk,
the child is much less likely to try that behavior. The outcomes we expect from our be-
haviors are most often learned from either vicarious learning or direct experience.

Persuasory learning refers to learning expectations through judgments voiced
by others. Not all knowledge is available to all humans through direct or vicarious ex-
perience. Knowledge of highly specialized information or of religious beliefs, for ex-
ample, must often come from various experts in these fields. Although we may have
learned from direct or vicarious experience that eating too many fatty foods can lead
to obesity, we rely on the judgments of experts to tell us it can also lead to high cho-
lesterol levels or cancer risk. In another domain, an expectation that committing cer-
tain sins will result in eternal damnation comes from the persuasive judgments of
religious leaders.

Inferred knowledge refers to the fact that people can hold expectations about
outcomes when they have not experienced, observed, or been told what to expect.
This is so if they can derive knowledge from what they already know by using rules
of inference. When the world consistently responds as expected to a given behavior,
an individual may begin to infer rules about what types of things lead to what, gen-
eralizing the knowledge gained from direct, vicarious and persuasory learning. For
example, a 2-year-old takes his brother’s cookie and gets scolded. He then observes a
fellow preschooler take another child’s cookie and get scolded. From these experi-
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ences he may come to expect that taking cookies leads to scolding. Although he has
not seen, experienced, or been told that taking candy leads to scolding, he may infer
this knowledge from his experience with cookies.

Efficacy expectations are another determinant of behavior. A major component
of social cognitive theory is the concept of efficacy expectations. Efficacy expectations
differ from outcome expectations. Knowing that eating less than 1000 calories a day
will result in weight loss does not mean the person desiring weight loss will perform
in the desired way. The behavior of cutting calories depends on both the expected
outcome of weight loss and the person’s judgment that he or she is capable of cutting
calories. This judgment of one’s capability to behave in a way that attains desired out-
comes is called perceived self-efficacy. Whatever outcome is expected from a given be-
havior (outcome expectation), if the person does not expect that the behavior can be
performed efficaciously (efficacy expectation), it likely will not be tried. Thus, if a
man who wishes to be slimmer feels incapable of cutting back on fried foods and
desserts, he will not perform the behavior of cutting back, even though he may expect
that it would lead to the desired outcome of slimness.

Perceived self-efficacy also influences people’s thought patterns and emotional
reactions as they anticipate behaving and as they behave in certain ways. A person
who has poor self-efficacy for a behavior, such as public speaking, may dwell on a
perceived lack of skill or other deficiency and potential problems may appear worse
than they really are. This could lead to poor performance because the person is dis-
tracted from the task by negative feelings. In contrast, a person whose self-efficacy is
strong will put their attention and effort into the demands of the situation.

People’s beliefs about their own efficacy come from several sources. The most
powerful source is direct experience. Direct successful experience leads to more pos-
itive perceptions of efficacy; direct failure experience leads to more negative percep-
tions of efficacy. If the magazine seller who starts out with little or no self-efficacy first
encounters a couple of kind souls or avid readers who eagerly order subscriptions,
self-efficacy may be boosted by the experience.

Another source of self-efficacy information is vicarious experience. Watching a
model succeed at something can increase the observer’s self-efficacy for doing the
same thing, especially if the model and circumstances are seen as similar to those of
the observer. Children have been known to imitate fairly risky behaviors seen on tele-
vision because a young performer made it look easy. Many teenagers feel very effica-
cious about their driving skills long before ever getting behind the wheel of a car. This
is, at least in part, a function of the thought, “If my parents can do that, I can do it.”

A third source of efficacy information is verbal persuasion. Although verbally per-
suading someone that they have the skills to carry out a task is less effective than direct
or vicarious experience with success, it can get people to put greater effort into the task
(e.g., “Keep trying, I know you can do it”). This increases effort and persistence, leading
to increased chances of success and potentially increased perceived self efficacy.

Finally, people interpret their physiological state as information about their own
ability to do a behavior. That is, when a person is in a performance situation and feels
symptoms such as increased heart rate or “butterflies,” the feelings are often inter-
preted as signs of failure, thus lowering the person’s perception of capability. As
noted above, this can divert the person’s attention from performing the behavior to
the physical feelings, contributing to a resulting poor performance, which reinforces
the perception of impaired efficacy to perform.
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Perceived self-efficacy has been widely studied, and there are many examples of
perceived self-efficacy mediating health behavior. Better perceived self-efficacy has
been associated with smoking cessation, increased physical activity in chronic ob-
structive pulmonary disease (COPD) patients, self-control of pain, self-management
of chronic disease, and consistent use of condoms (Condiotte & Lichtestein, 1981; Col-
leti, Supnick, & Payne, 1985; Strecher, DeVellis, Becker, & Rosenstock, 1986; Holman
& Lorig, 1992; Wulfert & Wan, 1993). This association is easy to understand: if a per-
son does not believe the health behavior can be mastered and adhered to, there is lit-
tle likelihood that the necessary effort to succeed will be put forth. Efficacy beliefs
theoretically affect several processes of behavior change: whether people consider
changing health habits; whether they have the necessary motivation and endurance
to succeed at the change; whether they regain control after relapse; and how well the
change is maintained (Bandura, 1997).

Efficacy expectations are differentiated from outcome expectations. People may
believe that a given behavior can produce a certain outcome, but fail to behave in that
way because they question whether they can actually do that behavior. For example,
many of us would expect to experience a thrill from standing atop Mount Everest, but
few of us will ever attempt the climb. On the other hand, outcome expectations can
rarely be separated from efficacy expectations in analyzing behavior. This is because
expected outcomes depend to a great extent on a person’s judgment of how well they
will be able to perform in given situations. Thus, the outcome expectation for running
in a 10-kilometer race may be quite different for a 60-year-old woman who has not
trained and for a 20-year-old woman who has run races for several years. The older
woman’s expectation may be to finish the race; the younger woman'’s may be to win
the race.

Perceived self-efficacy may determine choice of action, how much effort to ex-
pend, and how long to persevere at the activity in the face of obstacles or unpleasant-
ness. As noted above, few people even choose the action of climbing Mount Everest.
People with low self-efficacy for correctly solving math problems often put less than
maximum effort into taking math tests. People who do not feel they can sell may be
persuaded to go door to door to sell magazines but may not persevere after one or
two refusals. People may want the firm muscles that come from a regular exercise
regimen but may not stick to it long enough to see the results.

Health communications should focus on self-efficacy in addition to providing
knowledge about how to behave in a healthy manner. Bandura states that the most ef-
fective health communications give people the belief that they can alter their health
habits and emphasize that success requires perseverant effort (Bandura, 1986).

Incentives and motivators are a third type of determinant of behavior. In social
cognitive theory, incentives and motivation to behave come from outcome expecta-
tions. Motivation is often viewed as an antecedent of behavior, that is, the motivation
occurs prior to the behavior. However, the incentive or motivation to behave actually
comes from outcomes that occurred when the behavior was previously enacted. For
example, if the outcome of helping a “little old lady” across the street was a generous
tip, the expectation of a tip is the incentive for helping more “little old ladies.” Such
outcomes create expectations of similar outcomes on future occasions: If the outcome
was rewarding, it increases the likelihood of repeating the action; if the outcome was
punishing, the likelihood of repeating the action is decreased. As noted earlier, ex-
pected outcomes are generally determined by past direct experience or by observed
consequences experienced by others (vicarious learning). Outcomes that are valued
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become the incentive to behave in a particular manner. For example, a person may
find that cutting back on caffeine for a day resulted in a better night’s rest. Similarly,
the person may learn of this outcome from observing a colleague appear more rested
and inquiring about the cause of this change. Either way it is learned—directly or vic-
ariously—the expected outcome of more rest (if rest is valued) becomes the incentive
for decreasing caffeine consumption in the future.

Observed outcomes experienced by others (vicarious incentives) motivate be-
havior most readily in situations where new learning is occurring; maintaining already
learned behavior occurs most readily with direct incentives. Thus, seeing a fellow stu-
dent receive praise for speaking up in class may motivate the shy student to try this be-
havior, but if the praise continues to go to others and is not directly experienced by the
shy student, the speaking-up behavior will not be maintained. Pairing vicarious with
direct incentives is also motivating because it provides the basis for comparative judg-
ment: If Joe receives more praise than Adam, Adam may try harder for praise because
he sees, through Joe, that it is possible to get even more of what he likes.

Not all vicarious experience of outcomes is motivating, even if the outcome is
highly valued. Vicarious motivation is most effective when the model is considered to
be similar to oneself, the context in which the behavior is performed is relevant to the
observer’s environment, the observer does not have much direct experience with the
behavior, and the behavior is not perceived as complex. For example, if a man who
has been married for 20 years watches a soap opera in which a virile young actor ex-
periences the outcome of warm affection from his partner for using condoms, he (the
married man) will not find it all that motivating to use condoms himself. That is be-
cause the model (young) was not similar to him (middle-aged) and the context was
not similar to his (20 years of marriage). On the other hand, if a female college student
watches a soap opera in which a young woman learns one of her partners is HIV pos-
itive and exclaims, “Thank God I always use condoms!”, the college student may in-
deed find the vicarious incentive of HIV protection to be motivating for condom use.

Vicarious outcomes affect motivation through two mechanisms: they create out-
come expectations that can serve as negative or positive incentives for action, and
they create efficacy expectations when the model succeeds or fails.

Social Cognitive Theory and Health Behavior Change

Social cognitive theory is often applied to the development of programs to pro-
mote health behavior change. Behavior change includes two processes: acquisition
of knowledge about the new behavior and adoption of the new behavior (Bandura,
1986). Knowledge of health-promoting behavior is often conveyed through models. It
is fairly commonplace to question a person who is looking or acting especially
“healthy” about their secrets of success. Knowledge is necessary but insufficient to
change behavior. For the adoption of the new healthy behavior several conditions are
necessary: (1) motivational conditions, such as aversive experiences or promises of
immediate, desirable rewards; (2) the means to change through self-regulation skills
such as monitoring behavior, setting goals, and arranging incentives; (3) the self-be-
lief in one’s capability to put forth the needed effort; and (4) possession of prerequi-
site knowledge and skills (“behavioral capability”) and resources. Change happens
more readily when the individual perceives that there is utility in the new behavior,
that it is not too complex for the individual’s skills, that it can be tried out briefly for
purposes of evaluation, and that it is compatible with social norms and values.
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Bandura (1997) lists four major components to include when developing health
promotion programs aimed at changing populations. The first is an informational com-
ponent to increase knowledge of the health risks and benefits of given health behaviors,
providing a reason to change. Risks and benefits that are close in time to the behavior
and personalized are most motivating. The second component is aimed at providing
the means to change and includes teaching social and self-regulation skills to use in ini-
tiating preventive action. The third component is meant to build efficacy necessary to
persevere in using skills in difficult situations. The final component is a social support
component to address factors in the environment that can support change.

Critique and Suggestions for Use

Because the social cognitive theory is very complex and includes the notion of a
dynamic interaction among the person, the environment, and behavior, it is not pos-
sible to test the theory as a whole in a single study. It may be for this reason that re-
searchers often choose other, simpler models to use in developing and testing health
behavior interventions, often adding the construct of self-efficacy as a mediator be-
tween other model constructs and behavior. Indeed, the most widely tested compo-
nent of this theory is the construct of perceived self-efficacy and the extent to which it
influences behavior has been well documented. The concept of outcome expectations
also has been included in a number of other behavioral theories, including those ad-
dressing health behavior, often under different labels, such as beliefs about outcomes
(theory of reasoned action), pros and cons of behavior change (transtheoretical model
of change), and perceived benefits from the health behavior. The construct of outcome
expectations also has empirical support in health behavior literature. Incentive moti-
vators also are well studied, perhaps more so outside the realm of health behavior,
and studies of their role in motivating health behavior change are less prominent than
studies of the other determinants (although perceived threat, as conceptualized in the
health belief model, is a potential incentive). The components of social cognitive the-
ory provide a useful framework for explaining and predicting health behaviors and
for developing interventions to change behavior. For example, to differentiate be-
tween teenage girls who do and do not become sexually active, it may be useful to
measure girls’ self-efficacy to refuse sex from a well-liked boy. In developing an in-
tervention to promote sexual abstinence, increasing girls’ self-efficacy for refusal be-
havior may be an important objective to address. Social cognitive theory suggests
several ways to address efficacy expectations and outcome expectations in interven-
tions, such as training in small, incremental units to promote success and showing
models successfully performing the behavior.

The Transtheoretical Model of Change

The transtheoretical model of change (TMC) (Prochaska & DiClemente, 1983,
1984, 1986), evolved from research with smoking cessation and psychotherapy and
more recently has been applied to a broad range of health behaviors. The basic
premise of the TMC is that behavior change is a process, not an event, and that indi-
viduals are at varying levels of motivational readiness for change. Individuals at dif-
ferent points on the continuum of change can benefit from different intervention
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strategies that are matched to their current level, or stage, of change. The TMC offers
promise in the development of health promotion and disease prevention programs by
providing a useful framework for determining who may respond to what types of
treatment strategies and when.

The model includes four key constructs: (1) the stages of change; (2) the
processes of change; (3) decisional balance ( pros and cons of change); and (4) situa-
tional self-efficacy (confidence and temptation). The stages of change reflect motiva-
tional, social learning, and relapse theories, whereas the processes of change,
decisional balance, and self-efficacy are constructs derived from a wide range of
major psychosocial theories; it is in this sense that the model is transtheoretical (Pro-
chaska, DiClemente, Velicer, & Rossi, 1993).

Stages of Change

A major limitation of efforts to impact populations at risk is the failure to take
into account the readiness of individuals to change target behaviors. The majority of
health promotion and disease prevention programs have been developed based on
the implicit or explicit assumption that individuals are ready to change when, in fact,
research has shown that only a small percentage of individuals at risk (20 to 30%) are
adequately prepared to change their behavior (DiClemente et al., 1991; Grimley, Pro-
chaska, & Prochaska, 1997; Prochaska et al., 1993). Such action-oriented programs are
missing the majority of populations at greatest risk because these individuals are less
likely to respond to public health messages or to sign up for health promotion pro-
grams (Prochaska et al., 1993).

To address this limitation of action-oriented programs so as to impact a greater
number of individuals at risk, the TMC offers an alternative conceptualization of the
structure of change by defining behavior change as an incremental and dynamic
process (Prochaska, DiClemente, & Norcross, 1992b). The basic premise of the TMC is
that individuals pass through a series of five stages of change in their efforts to mod-
ify behaviors, of which “action” is only one: precontemplation, contemplation, prepa-
ration, action, and maintenance. Understanding the stages of change provides health
educators and practitioners with information regarding when a particular shift in at-
titudes, intention, and behavior may occur.

Precontemplation (Not Ready for Change)

Precontemplation describes the stage in which a person is not considering
change in the foreseeable future, usually defined as some time within the next 6
months. Individuals in the precontemplation stage may be uninformed or underin-
formed about the consequences of their behavior, demoralized about their ability to
change, or simply resistant to change. In the precontemplation stage, individuals tend
to underestimate the positive aspects of change and overestimate the negative aspects
(i.e., pros and cons).

Contemplation (Thinking about Change)

Contemplation is the stage in which individuals are seriously thinking about
change. They realize that their behavior may be a problem and they are better in-
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formed and more open to feedback about their behavior. In the contemplation stage,
people are more aware of the advantages of making a health behavior change, but
they still overestimate the disadvantages. In other words, individuals in the contem-
plation stage are ambivalent about change; part of them wants to change, and part
does not. This indecision, in conjunction with a lack of commitment to change, is the
most distinctive characteristic of the contemplation stage.

Preparation (Ready to Change)

Preparation is the stage that combines intention with a behavioral criterion. Indi-
viduals in the preparation stage are intending to take action in the near future, usually
within the next 30 days, and have taken some behavioral steps toward modifying the
specific behavior (e.g., using condoms “sometimes” or “almost always” for STD/HIV
prevention). The balance between the costs and benefits of engaging in the new healthy
behavior has tipped to the positive side, but individuals still may have some doubts
about their ability to engage consistently in the new behavior. Decision making and
commitment are the most distinctive characteristics of the preparation stage.

Action (Initiating Change)

Action is the stage in which a person is overtly engaged in the new behavior. To
reach the action stage, strict criteria, which vary depending on the behavior, must be
met. For example, with condom use, the action criterion is using a condom “every
time” one engages in sexual intercourse; with smoking cessation, the action criterion
is zero cigarettes smoked. The action stage usually lasts for 6 months with most be-
haviors. Originally with smoking cessation, this stage was separated into 0- to 3-
month early action and a 3- to 6-month later action period. No differences were found
between early and late action in terms of the frequency of use of change processes
used to quit smoking. Therefore, the 0- to 6-month period has been used to define the
action stage, which is the busiest period of change (Prochaska & DiClemente, 1983).

Maintenance (Continuing Change)

Maintenance is the stage reached after 6 months of sustained action. In the
maintenance stage, people do not have to work as hard as they did in the action stage
because temptation to engage in the unhealthy behavior is decreasing and confidence
in engaging in the new healthy behavior is increasing. Stabilizing behavior change
and avoiding relapse are the hallmarks of the maintenance stage. In other words,
maintenance is a continuation, not an absence, of change (Prochaska et al., 1992b).

Progression through the stages of change is often not linear; many individuals
backslide and recycle through earlier stages. Individuals may cycle through the
stages several times before they succeed in their efforts to change. Within the TMC,
relapse is viewed as a normal part of the change process as opposed to a failure. This
notion of relapse supports the idea that change is difficult; it is unreasonable to expect
people not to have some problems with acquiring the new habit and to experience
some “slips” (Grimley et al., 1997).

The notion that behavior change occurs in a series of stages is not unique to the
TMC. Precursors of this stage model can be found in the writings of Horn and Wain-



3 ¢ DEVELOPMENT AND IMPLEMENTATION 41

grow (1966), Cashdan (1973), and Egan (1975). What is unique to the TMC as com-
pared with other models of behavior change is its focus on the process of change, as
well as the outcome.

Processes of Change

What do individuals do to progress from one stage to the next? The second di-
mension of the TMC, the processes of change, provides information on how people
change. The processes of change represent both covert and overt activities individu-
als use in order to alter their experiences or environments, or both, in order to affect
behavior, cognitions, or relationships. The processes of change emerged from a com-
parative analysis of the leading systems of psychotherapy (Prochaska, 1979). This
comparative analysis identified a finite number of change processes among these the-
ories. Each process is a broad category encompassing multiple techniques, methods,
and intervention strategies historically associated with disparate theoretical orienta-
tions (Prochaska, DiClemente, Velicer, & Rossi, 1992a).

Table 1 provides a brief description of the ten processes of change that have re-
ceived the most theoretical and empirical support to date. Five of the processes of
change are cognitive-affective and evaluative in nature and have been labeled “expe-
riential” and include consciousness raising, dramatic relief, environmental reevalua-
tion, self-reevaluation, and self-liberation. The remaining five processes are behavioral
in nature and, therefore, labeled as such (i.e., “behavioral): helping relationships, stim-
ulus control, counterconditioning, contingency management, and social liberation. A
brief description of each of the ten processes of change, with some sample intervention
strategies, are given.

Research based on the TMC has shown that individuals tend to emphasize cer-
tain processes at certain stages in their efforts to modify unhealthy behaviors or to ac-
quire new healthy ones (Prochaska, Velicer, DiClemente, & Fava, 1988). With most
behaviors, the experiential processes (such as consciousness raising and environmen-
tal reevaluation) are used most often by individuals in the earlier stages of change (i.e.,
precontemplation, contemplation, and preparation), whereas the behavioral processes
(such as stimulus control) are used by people in the later stages of action and mainte-
nance. The integration of the processes with the stages of change provides a useful
guide for delivering interventions (see Fig. 4). Once an individual’s current stage has
been assessed, interventionists can facilitate the use of the appropriate processes to
help individuals progress to the next stage and, ultimately, to action more quickly.
Limited success in a behavior change program may be the result of not matching
change processes and techniques to a person’s actual stage of readiness for change.
Such mismatches may result in little or no effect, or even negative effects. Figure 4 dis-
plays the integration of the processes with stages of change for many health behaviors.

Decisional Balance and Self-Efficacy

In addition to the stages and processes of change, the TMC incorporates other
core constructs: decisional balance (Prochaska et al., 1994; Velicer, Prochaska, Di-
Clemente, & Brandenburg, 1985), based on the decision-making theory of Janis and
Mann (1977), and self-efficacy, which Bandura (1977, 1982, 1986) considers to be the

most important construct in social cognitive theory.
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Table 1. Titles, Definitions, and Sample Intervention Strategies of the Processes of Change

Process

Definition: sample intervention strategies

Consciousness raising
Dramatic relief

Self-reevaluation

Environmental reevaluation

Increasing information about the healthy behavior change and aware-
ness of one’s risks: media campaigns, feedback, confrontations

Experiencing and expressing emotions associated with engaging in un-
healthy behaviors: role plays, psychodrama, personal testimonies

Realizing how one thinks and feels about oneself (i.e., self-image) with
regard to engaging in an unhealthy behavior and how one’s self-
image might change if the behavior were to be changed: values clari-
fication, imagery, exposure to healthy role models

Assessing how one’s behavior may negatively impact others in her or
his personal-social environment, or affect the physical environment:
empathy training, documentaries, couple-family system interven-
tions

Self-liberation Choosing and firmly committing to change: go “public” with one’s de-
cision to change, set a “quit,” or “start” date, empowerment

Helping relationships Having someone to talk to, share feelings with, and get feedback from
regarding the healthy behavior change: increasing social support,
rapport building, therapeutic alliances

Counterconditioning Learning new healthy behaviors to substitute for old unhealthy ones:
relaxation exercises, assertiveness training, increasing positive
“self-talk”

Contingency management Rewarding oneself or being rewarded by others for making a healthy
change: contingency contracts, overt and covert reinforcements

Stimulus control Avoiding people, places, or situations that might trigger unhealthy be-
havior and adding cues to trigger healthy behavior: avoidance tech-
niques, restructuring one’s environment (e.g., removing alcohol or
fatty foods; carrying condoms, etc), posting reminders to engage in
healthy behaviors (e.g., taking prescribed medications)

Social liberation Realizing changes in social norms with regards to certain health behav-
iors: advocacy, public policy changes (e.g., smoke-free malls, restau-
rants, etc.)

Stages of Change >
Processes
Precontemplation ~ Contemplation  Preparation  Action Maintenance
Consciousness raising
Dramatic relief
Environmental reevaluation
Self-reevaluation
Self-liberation
Contingency management
Helping relationships
Counterconditioning
Stimulus control
Social liberation

Figure 4. Integration of the processes with the stages of change.



3 e« DEVELOPMENT AND IMPLEMENTATION 43

The construct of decisional balance represents the cognitive and motivational
aspects individuals consider about changing their behavior. Simply stated, individu-
als tend to weigh the subjective benefits (pros) against the costs (cons) involved with
modifying an unhealthy behavior or adopting a new healthy behavior. This concept
is very similar to the concept of perceived benefits and barriers in the health belief
model and to the concept of outcome expectations in the social cognitive theory de-
scribed earlier. Research based on the TMC has shown that a positive decisional bal-
ance (i.e., pros outweigh cons) is a good predictor of successful change with a broad
range of health behaviors.

The pattern of the pros and cons across the stages of change is revealing. The cons
of changing always outweigh the pros for individuals in the precontemplation stage;
the opposite is true for those in the action and maintenance stages, with the pros always
outweighing the cons. The crossover in relative importance of the pros and cons always
takes place before an individual takes action [i.e., during the contemplation or prepara-
tion stage, depending on the problem under study (Prochaska et al., 1994]. Figure 5
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Figure 5. Pros and cons across the stages of change.
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depicts representations of the pros and cons across the stages of condom use with main
and other partner(s).

These findings with the pros and cons point out that the construct of decisional
balance is relevant for understanding and predicting transition between the earlier
stages of precontemplation, contemplation and preparation. During the later stages
of action and maintenance, however, decisional balance is less important as a predic-
tor of progress.

Within the framework of the TMC, the construct of self-efficacy represents an in-
tegration of the model of self-efficacy proposed by Bandura (1982, 1986) and the cop-
ing models of relapse and maintenance described by Shiffman (1986). Like the
construct of decisional balance, self-efficacy has been integrated into the TMC as one
of the critical constructs for assessing intermediate outcome and predicting future
success (DiClemente, Prochaska, & Gilbertini, 1985; Velicer, DiClemente, Rossi & Pro-
chaska, 1990).

The TMC has developed measures that operationalize self-efficacy in two ways:
(1) confidence, which represents the level of confidence individuals have to engage in
a particular behavior across specific situations; and (2) temptation, which represents
individuals’ reports of how tempted they would be not to engage in the target be-
havior in these same situations.

Across the stages of change, self-efficacy scores increase almost linearly from
precontemplation to maintenance. More specifically, in the precontemplation stage,
self-efficacy scores are the lowest; in the action and maintenance stages, self-efficacy
scores are the highest. Figure 6 displays the representation of self-efficacy (confi-
dence) across the five stages of change for condom use with main and other part-
ners.

The Transtheoretical Model and Health Behavior

The TMC has been extensively applied to the measurement of a broad range of
health behaviors such as smoking cessation, exercise, low-fat diet adoption, sun ex-
posure, mammography screening, alcohol and other substance abuse, safer sex,
physicians practicing preventive medicine (Prochaska et al., 1994), condom and other
contraceptive use (Galavotti et al., 1995; Grimley et al., 1996; Grimley, Riley, Bellis, &
Prochaska, 1993; Grimley, Prochaska, Velicer, & Prochaska, 1995), adherence to pre-
scribed medications (Johnson, Grimley, Bellis, Velicer, & Prochaska, 1996; Johnson,
Grimley, & Prochaska, 1997), pharmacist readiness for rendering pharmaceutical care
(Berger & Grimley, 1997), to name a few. However, many studies have been cross-sec-
tional in nature, which is highly appropriate for measurement development and
model testing, but is not useful in establishing causal effects. Although there are a
number of ongoing intervention studies with results forthcoming, the effectiveness of
the TMC has been demonstrated to date in published outcome studies only with
smoking cessation, low-fat diets, and exercise.

Critique and Suggestions for Use

One of the major limitations of the TMC is that the stages of change construct is
based on individual intention and behavior. For instance, the stages of change do not
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Figure 6. Self-efficacy across the stages of change.

take into account the dyadic nature of behaviors related to sex and condom use. The
use of condoms and some other contraceptive methods is not always exclusively
under one person’s control, and this may influence the model’s predictive ability
(Galavotti et al., 1995). Research is needed to clarify dyad, rather than individual, in-
dicators of condom and other contraceptive use.

Many researchers and practitioners in the field are beginning to recognize that a
“one-size-fits-all” intervention approach may not be appropriate for all individuals
engaging in unhealthy behaviors. Change agents are shifting the focus of their efforts
toward identifying the “best fit” between an individual’s characteristics and inter-
vention strategies. The transtheoretical model of change offers promise for this en-
deavor by matching behavioral interventions to where a person may be in the process
of change. There also are other factors that could form the basis of an intervention
that is matched to an individual, such as their perceived susceptibility, perceived self-
efficacy, and knowledge about behavioral consequences. Such matching could be
more effective and potentially cost-effective in changing unhealthy behaviors.
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Summary

This chapter has outlined four theories that were developed to explain human
behavior and have been used to explain why people do or do not engage in certain
behaviors that lead to health-related outcomes. The theories have much in common:
They share a focus on the perceptions of a person that influence his or her behavior,
especially perceptions of the consequences of behavior, of what other people think
about the behavior, and of their own ability to successfully perform the behavior.
These theories have been tested and found useful in the context of explaining and
changing health behavior. However, there is much more work to be done. Systematic,
consistent use of the theories across a range of behaviors is necessary to advance the
science of health behavior. Also, the theories must be applied to a range of popula-
tions, including population groups with different cultural perspectives and children.
There are a number of theories that may be useful that were beyond the scope of this
chapter and these, too, should be systematically and consistently applied to evaluate
their usefulness. Finally, health behavior is an ideal context for developing new theo-
ries that build on what we already know but have greater explanatory power.
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CHAPTER 4

Program Evaluation

Larry Fish and Laura Leviton

Introduction

The purpose of this chapter is to acquaint researchers with program evaluation as it
applies to health promotion and disease prevention projects. Readers of this hand-
book are likely to become acquainted with evaluation in one or more contexts: They
will read evaluation studies, they will purchase or commission evaluations, or they
will evaluate programs that are planned or in progress. Each of these contexts has dif-
ferent requirements:

¢ The reader of evaluation studies should be sufficiently well-versed in research
methods that he or she can critically appraise the appropriateness of evalua-
tion given the program’s stage of development. In addition, readers of evalu-
ation reports should be acquainted with issues of research design,
operationalization of treatments and measures, data collection procedures,
and data analysis. To this end, we will (1) present information on evaluation
stages and types, (2) briefly touch on major issues of methodology, and (3)
present selected issues that are particularly important in health promotion
program evaluation.

* The purchaser or client of an evaluation needs to know that many research
questions may be appropriate, but only some of these questions can be an-
swered, given logistics, resources available, and time constraints. The client
must be able to appraise the evaluation critically. In addition, the client needs
to be familiar with several issues presented in this chapter: the specification of
goals and objectives, negotiations on an evaluation contract and budget, and
ethical and professional issues for evaluators.

* The novice program evaluator is likely to have received at least some training
in health promotion program techniques and theory-based applications to
health promotion, as well as some exposure to traditional research methods,
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measurement, and data analysis. In order to apply high-quality research
methods, the new evaluator needs a careful orientation to the needs and dy-
namics of health promotion programs. The evaluator needs to understand
and anticipate several issues that are discussed in this chapter: (1) how pro-
grams evolve; (2) how the evaluator can assist in the development of better
goals and measurable objectives; (3) how to protect evaluation quality (and
the evaluator’s role) through contract and budget negotiations; and (4) how to
maintain professional integrity.

Space does not permit a full discussion of these issues. Instead, we raise the is-
sues here and refer the reader to the rich literature on the subject. Although a bibliog-
raphy is presented for each point, it is worthwhile to introduce the reader to certain
evaluation texts that are particularly important for further reading. We recommend
two comprehensive texts that provide examples from many policy sectors: those by
Rossi and Freeman (1993) and Wholey, Hatry and Newcomer (1994). The health pro-
motion field frequently cites texts by Windsor, Baranowski, Clark, and Cutter (1984),
Green and Lewis (1986), as well as the chapter on evaluation in Green and Kreuter’s
(1991) second edition of Health Education Planning: An Educational and Environmental
Approach, one of the seminal texts in the field of health promotion. However, these
health promotion-oriented texts provide only some of the information that is essen-
tial for the reader, client, or professional who conducts evaluation. Further, this chap-
ter balances prescriptive and descriptive information about evaluation. On the one
hand, the goal is to assure that readers know enough about mainstream evaluation
viewpoints to make informed decisions in their roles as reader, client, or evaluator.
However, we also want to portray the variety of legitimate viewpoints in evaluation.

The Evolution of Program Evaluation

Program evaluation evolved during the first half of the 1900s, along with a
growing concern for scientific methods of assessment in business and education. It re-
ceived its strongest impetus from the government-funded social programs that were
implemented during and after the 1960s. At first, evaluation’s goal was to determine
whether social and educational programs were “working,” and therefore whether
they were worth the money spent on them. For this purpose, it was rarely distin-
guished from social research in any significant way. Beginning with Edward Such-
man (1967), in the field of public health, writers on evaluation became more sensitive
to the differences between evaluation and other applied research, and they described
several goals and functions for their profession besides the assessment of whether
something has “worked” (Shadish, Cook, & Leviton, 1991).

A Diversity of Viewpoints

There is a wide variety of viewpoints on the aims of evaluation and types of
evaluation to be performed. As a field, evaluation has borrowed from social and be-
havioral research methodology, management, political science, and organizational be-
havior. It is employed in education, welfare studies, criminal justice, and urban
development, as well as in health care and health promotion. Although there is some
crossover, somewhat independent traditions of evaluation have evolved within these
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social service fields, notably in health care. Inevitably, there are differences among
various authorities with respect to everything from terminology to ultimate purpose.
While evaluators may differ in terminology and even in their ultimate purposes for
evaluation, all serious evaluators subscribe to fundamental principles of scientific in-
quiry and ethical professional conduct. In practice, the purpose and particular ap-
proach to evaluation are often tailored to the problem at hand.

Because evaluation developed in several policy sectors simultaneously, different
terminology developed to describe similar concepts. In the sections that follow, we
present the equivalent terms for evaluation in health promotion and other fields, be-
cause readers should not confine their attention to evaluations of health promotion
and because important evaluation techniques that are common in other policy sectors
have yet to gain currency in health promotion.

One key differentiation can be seen in the definition of evaluation proposed by
two leading evaluators. Alkin (1985) has defined* evaluation to be the “activity of sys-
tematically collecting, analyzing, and reporting information that can then be used to
change attitudes or to improve the operation of a project or program” (pp. 11-12).
Scriven (1991) described the “key sense” of evaluation very differently, as “the
process of determining the merit, worth or value of something, or the product of that
process” (p. 139). By Scriven’s definition, Alkin’s collection and analysis of informa-
tion are not in themselves sufficient to make a study an evaluation. In practice, eval-
uations often require both information gathering and the determination of worth
(Cronbach et al., 1980). In fact, some of the major successes in evaluation have come
about because the evaluator diagnosed a need, either for program improvement or
for a determination of merit (e.g., Leviton & Boruch, 1983, 1984).

Some evaluation writers have developed explicit evaluation “models” that guide
the practitioner, stepwise, through well-defined stages (Rossi & Freeman, 1993; Stake,
1967). Other writers have adopted expansive philosophical principles applicable to
any evaluation (Scriven, 1967; Cronbach et al., 1980). Some adhere fairly closely to the
image of the evaluator as a provider of reliable and objective information (Alkin, 1985;
Patton, 1982); others, though they may not disagree with this view, see the evaluator
also as a mediator, participant, or teacher within the community of stakeholders, de-
fined as all parties affected by the program or its evaluation (Cronbach et al., 1980;
Guba & Lincoln, 1981; Stake, 1975). In the face of diversity, we present a “distillation”
of terms, concepts, and issues on which most evaluators would be likely to agree.
Scriven (1967) has argued that evaluation is always fundamentally the same activity,
whether we are evaluating “coffee machines or teaching machines” (p. 40). That may
be so, but as with most issues in evaluation this view is controversial, and in this chap-
ter we shall be concerned primarily with the evaluation of social interventions, with a
special emphasis on the field of health promotion and disease prevention.

Viewpoints Most Evaluators Share

Is there a methodology of evaluation? In spite of differences in expert opinion
concerning goals, philosophy, and specific research approaches, there does appear to be
a core that can be termed evaluation methods. These methods emerged largely out of

*In reading what follows, the reader should bear in mind that no short definition ever does full justice to a
theorist’s beliefs.
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the collective experience of evaluators and fall into two major categories: epistemology
and the standards of evaluation practice. The interested reader can find more informa-
tion on these points in Shadish et al. (1991) or Worthen and Sanders (1987) for overall
theories of evaluation, Patton (1980) for a discussion of qualitative and quantitative
methods, and the Joint Committee on Standards for Educational Evaluation (1994).

Evaluation methods are greatly preoccupied with epistemology, defined as how
we establish that something is true or factual (e.g., Shadish et al., 1991). While evalu-
ators may differ about the relative merits of qualitative methods, quantitative meth-
ods, and specific standards of evidence, they do nevertheless agree that evaluation
should be systematic and replicable and adhere to rules of social science. Those rules
may vary across the disciplines that do evaluation (psychology, sociology, education),
but rules do exist; evaluation is not a free-for-all. Evaluators may need to adhere to
careful methods even more than laboratory scientists, because the evaluator’s ques-
tions are more difficult to answer and the range of forces that can interfere with clear
conclusions is so great. An evaluation that overcomes these problems can be inge-
nious; a mediocre evaluation is even more depressing than a mediocre laboratory ex-
periment.

Standards of evaluation practice emerged from the hard experience of many
practitioners. Some of the methods derived from this experience may fail to win the
approval of all theorists, but most of these methods are geared to the problems that
evaluators confront in the field. Methods belonging uniquely to evaluation will be
outlined below. They include evaluability assessment, also known as exploratory
evaluation (Wholey, 1994 ); logic models of programs and policies (Wholey, 1994); sta-
tistical models, termed state-stage models, that reflect the logic models (Lipsey, 1993);
methods to elicit better evaluation questions (Patton, 1978; Cronbach et al., 1980); and
methods to generalize conclusions about programs, from initial sites to new exem-
plars elsewhere (Cronbach, 1982).

Readers with a serious interest in evaluation are strongly advised to use this
chapter primarily as a guide to further reading. For the student or practitioner, the
important task is to become familiar with the range of ideas that the major theorists
have put forth so as to choose one’s own approach intelligently.

Stages and Types of Evaluation

Determining whether a social program “worked” is often termed outcome
evaluation. It is usually only one of several questions the evaluator needs to answer.
In addition, there are questions that might be posed, both before and after an evalua-
tion of outcome. Those that logically precede outcome evaluation are:

¢ Defining the evaluation’s focus through several preevaluation activities:
What questions need to be answered, and for whom?

¢ Implementation (also known as process): Was the program implemented as
planned?

¢ Fine-tuning (also known as formative evaluation): How might the program
be improved?

Those that might be posed after or in addition to outcome evaluation include:
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* Mediating variables: Do we know why the program worked, and what fac-
tors must be present if it is to be successful?

* Comparison: Did the program work significantly better than alternative pro-
grams?

* Generalization: What kinds of intervention will work with what types of pop-
ulation, and in which settings?

¢ Efficiency: Are the benefits of the program worth its cost?

Addressing these questions systematically and in turn would constitute what
Rossi and Freeman (1993) term a comprehensive evaluation. Comprehensive evaluations
are often desirable since the evaluation questions appear in a logical series. However,
comprehensive evaluations often are not feasible given the resources allocated to the
enterprise (Cronbach et al., 1980). It has been our observation that even the most
prominent, most generously funded evaluations of health promotion and disease pre-
vention usually cannot address all these questions at the same level of research qual-
ity. Since priorities often must be chosen, part of the art and science of evaluation
practice has become choosing the more useful and important questions.

Ideally, the evaluator will be involved when a program commences and while it
is in progress, as well as at the end when the final assessment is required. Conse-
quently, there are several types of activity in which the evaluator may be engaged,
and evaluation theorists have identified and labeled—not always consistently—sev-
eral types of evaluation. Some of these types can stand alone, while others are more
likely to be incorporated into more comprehensive studies. Like the verbs of classical
Greek, most can be classified by time and aspect: certain types of evaluation are
geared toward particular points in the time line of a project, while others are geared
toward specific evaluation questions. There can be some overlap between the two
groups, and with few exceptions (e.g., cost-effectiveness analysis), no stage or type
of evaluation is tied to a particular methodology.

Preevaluation Activities

Certain activities are not evaluations as such. However, they are often prerequi-
sites to asking the right evaluation question or to educating stakeholders about the
implications of choosing an evaluation focus.

Needs Assessment

Afull-scale evaluation is sometimes preceded by a needs assessment. Needs as-
sessment is initiated when members or leaders of a community sense strongly that a
problem must be addressed; the purpose of needs assessment is to define the problem
and test assumptions about it. In the words of Rossi and Freeman (1993) it is a “sys-
tematic appraisal of the type, depth, and scope of a problem” (p. 56). Excellent mod-
els for needs assessment in the health promotion field can be found in Green and
Kreuter (1991) and in the patcH (planned approach to community health) model for
community-based health promotion (Centers for Disease Control, 1985). Evaluators
at this stage must be careful to distinguish needs from interests; and among needs
themselves, evaluators must distinguish those that can be justified objectively from
those that are merely perceived by the stakeholders. It is possible that the several
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stakeholder groups will perceive needs differently and part of what can be identified
as evaluation practice involves accommodating these contending interests.

Program Design/Setting the Evaluation Question

Needs assessment as such may not be sufficient to inform stakeholders about the
assumptions under which their program is operating. In fact, stakeholders often need
to make those assumptions explicit. Public health differs from other policy sectors in
that professionals are accustomed to setting measurable goals and objectives for their
programs (e.g., Suchman, 1967; Peoples-Sheps et al., 1990). Nevertheless, goals and ob-
jectives can benefit from additional scrutiny over time. They may have proven infeasi-
ble; also, the assumptions under which they were created may have changed.
Furthermore, different stakeholders may hold different expectations that need either
to be resolved or made explicit as differences, and these need to be reflected in the goals.

In the preevaluation phase, a diplomatic evaluator may be able to turn a
mediocre or even a “doomed” evaluation into an effective one by understanding
stakeholder concerns. Some clients or stakeholders may be inherently supportive of a
program or intervention, while others are hostile to it. Prior prejudices may stem from
ideological beliefs that resist hard data: For example, persons who believe that sex ed-
ucation is morally wrong may remain unmoved by a positive report for a sex educa-
tion program. In the preevaluation phase, the evaluator may have the opportunity to
identify these special concerns and to negotiate a study that will be of value to as
many stakeholders as possible.

Scriven (1973) has advocated “goal-free evaluation” to avoid buying into the as-
sumptions of one or the other set of stakeholders. Although this approach is valuable
to the field in its cautions against cooptation and its focus on unintended side effects,
it is not widely used in the health sector.

Evaluability assessment offers some unique insights for program design (Who-
ley, 1994). This is an iterative method of arriving at better and more useful evaluation
questions. Program stakeholders are first consulted about their goals, which are then
compared to each other and to the program on paper. This information is shared and
discussed until agreement on goals and objectives is reached. Sometimes agreement
will not be reached; evaluation should then clearly specify which stakeholder goals
are being addressed. Subsequently, the program design on paper is compared with
program actuality; this information is again provided to stakeholders. Several out-
comes of this process are possible, all of which can lead to program improvements.
Sometimes, stakeholders can abandon infeasible goals. Sometimes, they will revise
program design on the basis of the evaluability assessment. Finally, they may arrive
at a more useful or relevant evaluation question. Clients of evaluation find this ap-
proach highly useful, both nationally and locally (Rog, 1985).

Logic models (Wholey, 1994) also represent an important technique to explicate
the assumptions underlying programs. Logic models explicitly link problems to be
addressed, activities to address them, and outcomes desired by stakeholders. This
technique can be combined with the application of the PRECEDE-PROCEED model devel-
oped by Green and Kreuter (1991) for some extremely useful modifications to pro-
gram design and improvement of evaluation questions.

An example combines the use of evaluability assessment and logic models to il-
lustrate the importance of reviewing goals and objectives. Alocal project in Birming-
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ham, AL, was developed in order to provide experiences in the arts to inner-city chil-
dren. An evaluability assessment was conducted (Collins, Stephens, & Leviton, 1994).
In the first stage, the evaluators were surprised when stakeholders expressed several
other goals: They wanted to prevent drug abuse and teen pregnancy among children
at risk, improve race relations in Birmingham, and develop a better image for the city
nationally. The disparity of goals was brought to the attention of the stakeholders;
they still wanted all five goals addressed. The evaluators agreed that they would
eventually have to prioritize among these goals. They then moved to the second step
of evaluability assessment, which was to scope out the reality of the program. They
observed the program and conducted interviews with teachers, children, and others
affected by the program. They discovered that high-risk children simply did not par-
ticipate. Also the program activities were simply not compatible with the objectives
of drug abuse prevention and preventing teen pregnancy. This information was pro-
vided to the stakeholders and led to a variety of program development activities.

The program developers and stakeholders in this example were intelligent peo-
ple. Nevertheless, they needed coaching on focusing evaluation, because they were
breaking new ground with a very attractive concept. This is common. Indeed, the
same process occurs at the state and federal levels, for various reasons. Evaluability
assessments are frequently cost-effective: For example, an evaluability assessment of
the federally funded Follow Through Program was conducted for under $100,000; it
proved very useful to stakeholders, while a $20 million evaluation of outcomes was
never documented as being used at all (Leviton and Boruch, 1983).

Summative and Formative Evaluation

Summative and formative are two of the many terms that Scriven has contributed
to the common vocabulary of evaluation. Formative evaluation is undertaken while
the program is in progress; Scriven (1967) stated that the “role of formative evaluation
is to discover deficiencies and successes in the intermediate versions of a new cur-
riculum” (p. 51). Its chief purpose is to identify areas for change or improvement. One
important function of the formative stage is to determine whether the treatment un-
derway is in fact the same as the treatment envisioned. Most evaluators would agree
that this stage is conducted primarily within the program agency and is not intended
for broad circulation. Summative evaluation is conducted “after completion of the
program . . . and for the benefit of some external audience or decision-maker . . .”
(Scriven, 1991, p. 340). Summative evaluation summarizes the program’s perfor-
mance, often for outsiders, whether it be a summary of implementation (“200 people
at risk were reached through the health fair”), outcomes (“hypertension in the group
was reduced by 20%"), or comparison to alternative programs (“the community-
oriented, peer-led intervention led to greater condom use than did the traditional
health education intervention”). Many evaluators will use this term loosely to refer to
the final evaluation report and recommendations.

Other Common Terms

Many evaluators (in particular, those in health promotion) use the term process
evaluation with approximately the same meaning as formative evaluation: Fink (1993),
for example, defined process evaluation to be “concerned with the extent to which
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planned activities are executed . . .” (p. 10) (see also Green and Kreuter, 1991, p. 228;
Windsor et al., 1984, p. 3). Other evaluators reserve this term for something beyond
the narrow mandate of quality control. Patton (1980), for example, defined process
evaluations to be those “aimed at elucidating and understanding the internal dy-
namics of program operations” (p. 60). Evaluators such as Patton would reserve the
term implementation evaluation for the narrower description of program activities.
Viewed this way, process evaluation can occur within either the formative or the sum-
mative stage. It is important for professionals in health promotion to realize that
process and formative evaluation are not always the same; process information can be
used either for formative or summative purposes.

The terms outcome and impact evaluation occur frequently and often with differ-
ent meanings. Along with much of the field of health education, Green and Kreuter
(1991) use “the term impact to refer to the immediate effect of a program or process
and the term outcome to refer to the distant or ultimate effect” (p. 228). They note that
this is “established use in biomedical and health services research” (p. 228), but health
promotion is increasingly a multidisciplinary field, and not all of those who work in
the field use this terminology.

Sometimes both terms are used to designate the final stage of evaluation,
though with subtle differences between them. To many evaluators, impact refers to the
extent to which the program has changed the behavior of the participants. An impact
evaluation will certainly seek “changes in the desired direction” (Rossi and Freeman,
1993, p. 36); under some evaluators it will be sensitive to other, unanticipated changes
as well. Outcomes is a related term often used to designate the broader range of
changes or effects brought about by the program. If an antiviolence program has had
a strong impact on the participants, one outcome may be fewer arrests in the com-
munity. Outcomes, like impacts, may sometimes be unplanned or unwanted.

Finally, Suchman (1967) developed terminology that is prevalent in the public
health field, distinguishing among the achievement of: (1) immediate objectives, re-
lating to those activities undertaken by program staff (“staff will recruit 1000 people
into blood pressure screening”); (2) ultimate objectives, which are the ultimate aim of
a program or project (“hypertension will be reduced by 20% in the target group”);
and (3) intermediate objectives, also termed bridging variables, which are intermediate
effects necessary to the achievement of ultimate objectives (“90% of program partici-
pants will adhere to taking their blood pressure medication”). Figure 1 attempts to
clarify the correspondence of terminologies. It uses, as an illustration, abbreviated
goals of a smoking cessation program for pregnant women.

As discussed further in Chapter 31, analyses of cost, cost-effectiveness, cost-
utility, and cost-benefit are increasingly required in the evaluation of health promo-
tion programs (Haddix, Teutsch, Shaffer, & Dunet, 1996; Russell, 1986). Many of these
concepts can be closely linked to the use of a series of objectives (Suchman, 1967), to
logic models (Wholey, 1994), and more recently to state-stage modeling as developed
by Lipsey (1993). Cost-effectiveness examines the unit cost per unit achievement of a
stated objective; the objective can be at any of the levels indicated above. Note, how-
ever, that in health promotion programs the achievement of intermediate or ultimate
objectives is likely to cost more than the achievement of immediate objectives, be-
cause many health promotion programs have dropouts at each step.

Cost-benefit analysis examines the dollar benefits achieved by a health promo-
tion program; the net of the direct and indirect costs of the program. (Some evaluation
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Three Sets of Terminology for Objectives

Public Operational Program Policy GOAL
Health Objectives Objectives Objectives
terminology
Health Process Impact Outcome GOAL
educator Objectives Objectives Objectives
terminology
Evaluator I Intermediate .
. Immediate o Ultimate
terminology L (Bridging) ™ GOAL
- Objectives Objectives Objectives
Abbreviated Pregnant Pregnant L
women enrolled women reduce Regg:;:htlon'ln % low PREVENT
4 N irthweight by —=| LOWBIRTH
in program by smoking by 2nd 10/98 WEIGHT
10/96 trimester

Figure 1. Evaluation terminology illustrated with a hypothetical smoking cessation program.

texts in health promotion still stress a cost-to-benefit ratio, but this approach is highly
misleading and should not be used. Benefits net of program costs are a superior
methodology.) It is generally not possible to reach agreement on a dollar value for
benefits such as life, health, and functional status. Analyses have therefore focused on
two alternatives: breakeven analysis, and cost-utility analysis. Breakeven analysis fo-
cuses on those benefits that can be monetarized and leaves aside those that cannot,
to simply examine whether the program can cover its costs. For example, Leviton
(1989) determined that work site health promotion programs focusing on seat belt
use, hypertension control, and some smoking cessation programs could cover their
cost under most conditions, even though benefits such as improved morale, attract-
ing desirable employees, and increased work productivity could not be addressed.
Cost-utility analysis focuses on people’s subjective preferences about the quality of
their lives, using the method of quality adjusted life years (Haddix et al., 1996).

Elements of an Evaluation

Specification of Goals and Objectives

Asocial program must have well-defined goals; based on those goals, explicit
and realistic objectives should be constructed. Objectives should be stated in “behav-
ioral” terms, they should lend themselves to measurement even though they may not
specify a target level of achievement, and they should provide specific time frames
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for accomplishment. Shortell and Richardson (1978) advise that a “clearly written ob-
jective must have both a single aim and a single end-product or result” (p. 26). By
these criteria, the statement, “at least 70% of the participants will report having ab-
stained from cigarettes for at least 6 weeks prior to final contact,” though somewhat
long, is a superior objective to “participants will quit smoking.” (Specific numeric
thresholds, like “at least 70%,” may be avoided in objectives written for untested in-
terventions.) Objectives must be measurable not only in theory but in practice; a com-
mon mistake is to specify objectives that even if achieved, cannot be measured with
existing instruments or within the funding period of the evaluation.

Scriven (1967) has advised evaluators to be attentive to significant outcomes other
than those specified by the formal objectives, and he has also maintained that the pro-
gram goals themselves be subject to evaluation. As noted above, Scriven (1973) also rec-
ommends “goal-free evaluation,” an often-misunderstood model in which the evaluator
enters the field unaware of the formal goals and objectives, and measures all important
outcomes. Whether the evaluator has any “business” questioning the objectives that he
or she has been hired to study is still a controversial issue in evaluation.

Contract Negotiations and the Budget

In addition to the usual matters of budgets and deadlines, the negotiations be-
tween evaluator and client should anticipate and, if possible, address some important
ethical and professional issues that may arise. The administrative decision-making
process that evaluation is designed to serve is often political; money and careers will be
at stake, group interests will have to be balanced, and there will be considerable room
for error or abuse. The ethical problems that the program and the evaluator might en-
counter are often unpredictable, but many will fall into these broad categories:

¢ Harmful outcomes are observed or favorable outcomes are seen but not those
anticipated in the objectives.

e Certain project staff members are uncooperative with the evaluation. Worse
yet, they may conduct themselves incompetently, unethically, or illegally.

¢ Clients expect the evaluation to support a foregone conclusion, or publicly
misrepresent the findings so it appears to do so; or they may withhold those
findings from concerned audiences.

Clear and comprehensive negotiations between the evaluator and the client at
the commencement of a project should be directed toward minimizing the possibil-
ity of such abuses. Evaluators have a stake in maintaining professional standards, and
in particular should resist expectations that evaluation will “prove” that the program
is worthwhile. Evaluation cannot prove worth solely through scientific methods. To
maintain ethical standards, evaluators will find support in the professional guidelines
issued by the Joint Committee on Standards for Educational Evaluation (1994).

Design, Measurement, and Analytic Method

The evaluator must formally establish the design of the study, the measure-
ments to be made, and the methods by which these measurements will be analyzed.
The design is, essentially, the “plan”; it specifies how subjects are to be selected, the
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treatment groups into which they will be placed and how they will be placed there,
the measurements to be taken, and when they will be taken. The term measurement is
used in the broad sense to include all observations taken on the subjects. Measure-
ments will often be quantitative, that is, numeric, but they also may be verbal or anec-
dotal, especially in qualitative evaluations that employ anthropology’s technique of
ethnography or naturalistic designs. When resources permit, evaluators should “tri-
angulate” on variables of interest by using different measurements. The rationale for
this strategy is that virtually any kind of data has flaws; but if several flawed mea-
sures do not all share the same flaws, inferences are stronger (Cook & Campbell,
1979). For example, Baer, Holt, and Lichtenstein (1986) estimated personal smoking
rates by asking their subjects how much they smoked and by taking carbon monox-
ide measures.

Measurements are made with instruments: in evaluation these instruments are
often tests, surveys, questionnaires, and observation forms. In health promotion, they
can also include standardized physiological measurements such as blood pressure,
human immunodeficiency virus (HIV) and sexually transmitted disease (STD) tests,
or skin fold measurement. An instrument must be reliable, that is, it must measure
“something” (ability, attitude, etc.), and it must be valid, that is, it should measure
what it is intended to measure and without consistent bias. (A math test consisting of
“word problems” may not be valid; that is, it may measure reading ability better than
it measures math skills, but it may nonetheless measure reading reliably.) Evaluators
should be familiar with the theory of psychological measurement, including classical
test theory (Lord & Novick, 1968; Crocker & Algina, 1986) and item response theory
(Hambleton & Swaminathan, 1985).

The evaluator must specify the methods by which the data yielded by the mea-
surements will be analyzed. For many evaluators this is the most difficult element of
the study to specify in advance, at least when statistical methodology is required, and
the evaluator may be tempted to list a “smorgasbord” of methods—correlation, re-
gression, chi-square—in the hope of being correct somewhere. In fact, when the ob-
jectives, design, and measurements are specified well, the appropriate data analytic
technique should “fall out” naturally.

Selection of measurements and analytic methods should be made at the same
time, not in sequence, lest the evaluator end up with measurements that cannot be an-
alyzed reliably by any existing method. Most statistical techniques place restrictions
on the data that can be analyzed; the more sophisticated the technique, the more se-
vere the restrictions usually are. It is not unusual for an evaluator to select a statistical
method that is appropriate in principle for the measurements, only to discover later
that the measurements have yielded data that fail to meet the method's restrictive as-
sumptions. In this event there are often very few clean ways to “rescue” the analysis,
and the evaluator will be forced to select the least adverse of unsatisfactory options.
To guard against this problem, Cook, Leviton, and Shadish (1985) have argued for the
development of “fallback options” for design, data collection, and analysis, so that if
the preferred plan cannot be achieved, at least the project has some prospect of mean-
ingful results. This strategy has been employed in evaluations of programs as diverse
as the Peace Corps and school-based nutrition education.

Design, measurement, and analysis for quantitative evaluation are covered in
many textbooks in the behavioral and social sciences, and there is widespread agree-
ment on most issues. For qualitative evaluation, in contrast, few well-defined and
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universally accepted analytic methods exist; theoretical and practical issues are dis-
cussed extensively in Patton (1980).

The Final Report

The style of the final report and the scope of its circulation are subjects for ne-
gotiation at the commencement of the evaluation process. In most cases this report
will begin with a relatively short “executive summary,” in which the study design,
the major findings, and the recommendations are summarized in nontechnical lan-
guage. A full description of design, sampling, and methodology will appear in a full
report or perhaps in a separate “technical report.” In many settings the executive
summary, not the full report, will have the wider circulation and the greater impact.
Guidelines for effective report style can be found in Chapter 5 of Alkin (1985) and
Chapter 8 of Fink (1993).

Special Issues in Evaluation

Technical Issues

Program evaluation grew out of the positivist scientific philosophy that domi-
nated much of the 20th century. Positivism asserts that it is possible to find objective,
scientific solutions to social problems. However, over the past few decades many
evaluators have come to acknowledge (some more reluctantly than others) the special
problems encountered when applying laboratory methods in difficult real-world set-
tings. Some of those problems are discussed below.

Research Design

To determine whether a program “works” (whether this is in the context of out-
come evaluation, comparisons, mediating variables, or efficiency), an evaluator com-
pares two or more treatment groups: an experimental group of individuals who have
been subject to the intervention under evaluation and at least one comparison group
of individuals who have received an alternative intervention. (The latter is called a
control group when its members have received no special treatment at all.) An evalu-
ation is said to be internally valid when the outcomes can confidently be attributed to
the treatment and to no other cause. Many factors threaten the internal validity of a
study; part of the stimulating and challenging aspect of research design is to deter-
mine whether such factors could plausibly be said to operate in a given study. If no al-
ternative explanations are plausible, the inference that a program caused an outcome
is strengthened. Cook and Campbell (1979) list several threats to internal validity
against which the evaluator must guard. Cronbach’s (1982) response to Cook and
Campbell also should be studied.

The ideal design for an internally valid evaluation is experimental, in which in-
dividuals are assigned randomly to the different groups. The purpose of random as-
signment is to maximize the likelihood that the groups do not differ on any relevant
factor except the treatments they have received. Roughly put, random assignment
“evens out” differences among the groups, so that at the end of the program differ-
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ences between experimental and comparison groups can confidently be attributed to
the program (i.e., the treatment).

In the development and testing of innovations for health promotion, random-
ized experiments are the standard for credible evidence of merit. When reading re-
search on the development of these innovations, the reader needs to assess the degree
to which the investigators achieved an unbiased, randomized experiment. If an ex-
periment was not feasible for any reason, then readers should judge the plausibility
of threats to internal validity that might have influenced the outcomes of evaluation,
independent of any program treatment.

When local evaluators assess individual programs, however, the ideal of the ran-
domized experiment is rarely achieved. People often cannot be assigned randomly to
social programs; even when they can be, random assignment to alternative treatments
may sometimes be politically infeasible or unethical where there are serious reserva-
tions about some of the alternatives. A frequently used strategy in health promotion
overcomes both the ethical and political obstacles: the use of a lagged-intervention group,
also termed a wait-list control. In this strategy, participants are randomly assigned to
intervention (for example, to quit smoking) or to the lagged-intervention group. To
combat political pressures, it should be noted that people regard lotteries as a fair
method of allocating resources; and what is a lottery but random assignment (Wort-
man & Rabinowitz, 1979).

It is not possible, indeed not advisable, for health promotion professionals to
rely on a chapter such as this for an in-depth discussion of all the alternative expla-
nations and their operation in the context of prevention. However, acquaintence with
these threats is vitally important both to critically appraise effectiveness of interven-
tions and to conduct competent outcome studies. Numerous textbooks present tables
of the different outcome evaluation designs and the threats to validity that routinely
accompany those designs.

Though it will not usually be possible to account for every conceivable threat to
validity in a particular design, the evaluator should study the data and all supporting
documentation in search of explanations, other than intervention effect, which may
account for the observed results. We illustrate this point with an example of a search
for threats to internal validity that occur in context.

Astudy of 12 rural villages in Tanzania was conducted to determine whether
improved care for STDs would prevent HIV infection (Grosskurth et al., 1995). Infec-
tious disease professionals have long suspected that STDs may facilitate the trans-
mission of HIV; improved cures for STDs therefore might prevent HIV infection.
Villages were affiliated with a regional health clinic. Villages were matched on geo-
graphic location and characteristics linked to HIV risk, and pairs were then randomly
assigned to receive additional STD care, over and above what was previously avail-
able, or no additional care. The investigators were able to demonstrate significantly
fewer new cases of HIV infection in the treatment villages at 2-year follow up, com-
pared to controls.

We will illustrate the need to appraise internal validity with only one example:
selection. One definition of selection is “identification of a comparison group not
equivalent to the treatment group because of demographic, psychosocial, or behav-
ioral characteristics” (Windsor et al., 1984, p. 131). Because this study employed ran-
dom assignment, we might dismiss selection as a possibility; after all, random
assignment is supposed to “even out” such differences between treatment and con-
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trol groups. However, the data dictate whether selection is a problem in any given
evaluation study. Although villages were randomly assigned, three of the matched
pairs showed higher HIV infections in control than in treatment villages at baseline.
In the other three pairs, the trend was reversed but the differences were much smaller.
The article simply does not speak to whether these differences between pairs were
significant, and thus the possibility is raised that systematic differences between vil-
lages at the start of the study may have affected results later. With only 12 units being
randomly assigned, it is possible that the study experienced bad-luck random as-
signment, such that a higher prevalence of HIV infection occurred in these three con-
trol villages; higher prevalence initially would be associated with greater change to
HIV positive (seroconversion) later.

Note several things about these comments. First, we raise the possibility of se-
lection as a threat to validity; we do not claim that selection is proven to be responsi-
ble for results. Second, the design reflects potential problems that are often seen in
health promotion programs: random assignment of a fairly small number of units
(people cannot be randomly assigned because they live within villages). Third, rais-
ing the specific possibility of selection (systematic differences between treatment and
control villages at baseline) also presents specific opportunities to defend the conclu-
sions. The investigators could easily defend their conclusions and make the threat
less plausible, if they were able to demonstrate that the three control villages with
higher initial rates of HIV infection were not solely responsible for differences be-
tween treatment and control groups at follow up.

Should the reader take away the message that this study is fatally flawed? By no
means. Every evaluation study is vulnerable to some concerns such as these. Instead,
the message is to understand exactly where and how individual studies may be vul-
nerable and to pose specific research questions, open to investigation, that can refute
these plausible alternatives.

Astudy should be externally as well as internally valid. The concept of external
validity includes the idea of generalization, though a precise definition is difficult to
pin down. According to Campbell and Stanley (1963), “[e]xternal validity asks the
question of generalizability: To what population, settings, treatment variables, and
measurement variables can this effect be generalized” (p. 175); these authors ob-
served that the question of external validity “is never completely answerable” (p.
175). Later, Cook and Campbell (1979) used the term external validity “to refer to the
approximate validity with which conclusions are drawn about the generalizability of
a causal relationship to and across populations of persons, settings, and times” (p. 39).

In “pure” behavioral research, generalizability to a particular population is as-
sured, insofar as this is possible, by selecting subjects randomly from that population.
In most program evaluations, random selection is neither possible nor appropriate,
for the evaluator will be hired to study a particular implementation of a program, by
clients who want to know how well their program worked in their institution. Natu-
rally, cautious clients will want to know the range of conditions under which addi-
tional implementations of the program will produce results similar to those observed
in the evaluation, but there is no easy method for making such inferences. It is im-
portant to understand that where they are achieved, internal and external validity re-
sult from the design of the study. The methods of statistical inference cannot be used
to “prove” that one’s findings are valid in either sense; on the contrary, these methods
assume that the study was designed to be valid.
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Cronbach’s (1982) response to the theory of Campbell and Stanley cannot be
presented here, but without doing full justice to Cronbach’s analysis we present a few
main ideas. Not only are the subjects of an evaluation a sample from a wider popula-
tion, so are the measurement instruments and the varieties of program implementa-
tion. In a well-planned study, evaluators and clients will usually have in mind
“populations” of individuals, instruments, and implementations to which they in-
tend to generalize; for Cronbach, this is a question of internal validity. One may also
be interested in generalizing to a population of individuals, instruments, or imple-
mentations different from the ones represented in the actual study; for Cronbach, this
is the question of external validity.

Most writers acknowledge the practical problems with experimental design, but
their responses to the problem differ in emphasis. Some (Guba & Lincoln, 1981;
House, 1980) will tolerate, even advocate, a complete break with statistical research
methodology; others will make this break only reluctantly, or will attempt to accom-
modate these real-world constraints in ways that still permit statistical inferences
(Cook & Campbell, 1979; Cronbach et al., 1980; Cronbach, 1982).

Evaluators usually work perforce with quasi-experimental designs, in which the
groups have not been formed by random assignment. In these designs, preexisting or
latent differences between the experimental and comparison groups challenge the
evaluator’s demonstration of a true treatment effect. Methods for designing and in-
terpreting reliable quasi-experimental studies can be found in Campbell and Stanley
(1963) and Cook and Campbell (1979). Evaluators also should be familiar with the
theory of regression-discontinuity designs (Trochim, 1984), which are relevant to pro-
grams (frequent in education) in which subjects are assigned to treatments according
to their scores on well-defined numeric scales. Such designs have a great deal of po-
tential, as yet unrealized, in health promotion. Regression-discontinuity designs were
developed because programs had to be given to people based on their needs or merit.
The astute reader will see that health-related treatments are frequently given to peo-
ple on the basis of carefully defined needs; for example, hypertension control is only
considered for people whose blood pressure readings are above 140/90; medication
is only considered for truly elevated readings. The same applies to cholesterol reduc-
tion. Two other designs, more frequently used in health promotion, include inter-
rupted time series and longitudinal panel studies of the same individuals across time
(Cook & Campbell, 1979).

Evaluators should also be aware that even genuine treatment effects may wear
off over time; for example, 80% of people who quit smoking can be expected to start
again within the year (Pechacek, 1979). Sometimes, evaluations are not funded for a
period of time long enough to detect such relapses; in such cases, evaluators and their
clients must be careful not to overinterpret positive findings. For example, Sikkema et
al. (1996) have noted that small-group interventions for HIV prevention in at-risk
populations produce positive effects, but sometimes they decay over time. Under
such circumstances, more sustained efforts, such as changes in community norms or
relapse prevention strategies, may be needed.

Data Collection and Analysis

Closely related to the issue of research design is that of methodology: the kinds
of data to be collected and the methods by which they are to be analyzed. There is an
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endless debate in evaluation between advocates of quantitative and qualitative
methodology. Quantitative methodology is statistical and employs counts of prede-
fined data. Qualitative methodologies are diverse and range from ethnography and
participant observation, through carefully constructed case studies and focus groups,
to detailed and highly structured content analyses of text, spoken words, or content
of media. Qualitative “data” consist primarily of verbal observations and the data are
not highly categorized or defined in advance of data collection. Instead, independent
raters or judges often come to agreement on themes within the content and criteria for
classifying instances of those themes. Although the methods vary greatly, for the most
part they share the standard that independent investigators could replicate the data
or come to similar conclusions. Most credible evaluators have accepted the premise
that qualitative research is a full-fledged scientific methodology in its own right, not
a “second-best” alternative to quantitative methods to be used when the latter are im-
practical or insufficient. Researchers who conduct health promotion studies in other
cultures have long recognized that surveys and participant observation or in-depth
interviews can often obtain radically different data; sometimes the survey data pro-
duce their own response biases.

Realistic evaluators must anticipate finding themselves in a double bind: Re-
source constraints (time and money) may prevent them from implementing high-
quality experimental studies, while the constraints of an organizational culture that
still regards statistical research as the norm will prevent them from employing inno-
vative methodologies (e.g., ethnographic research). Since quantitative methodology
is likely to be the standard for some time, evaluators must at least understand its lim-
itations. For one thing, most methods of statistical inference have restrictive assump-
tions for data which usually cannot be satisfied in evaluation (see section titled
“Research Design,” above). Consequently, statistical methods may lack sufficient
power to detect genuine treatment effects. (Put crudely, this means that even when a
program “works,” the statistics may say it did not.) Second, statistical inference is
primarily intended for drawing conclusions about large, well-defined populations,
and this will not always be the evaluator’s task. The criteria of statistical significance
are arbitrary, and the logic of the method is poorly understood by behavioral re-
searchers and their audiences alike (Carver, 1978). Furthermore, in many evaluations
the subjects being studied are, for all practical purposes, a population, not a sample,
and so methods of statistical inference may be inappropriate, even meaningless. The
use of statistical methods in settings for which they were not designed is obviously an
ethical as well as a scientific issue.

Level of Analysis

A critical issue for data analysis in health promotion involves the unit of analy-
sis. Frequently, we intervene with entire schools, classrooms, small groups, or com-
munities. When this happens, both the larger unit (e.g., school) and the individuals
within those units must be represented in the analysis. This principle is important
enough (and in practice, violated enough) to be explained in some detail. Factors that
affect behavior originate at the group* as well as at the individual level: Academic

*Here we are referring to natural or “real-world” groups like families, schools, and communities, not to the
experimental and comparison groups that were defined above in the discussion of experimental research.
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achievement, for example, will be affected by the characteristics of the student’s fam-
ily and school as well as by individual ability and motivation. The term unit of analy-
sis refers to who or what is measured. Typically, program evaluators measure (i.e.,
gather data on) individuals, but they often need to measure one or more units at the
group level as well: These group-level units may include families, classrooms,
schools, and so on. Group-level measures, that is, measurements taken when the
group is the unit of analysis, may include averages of the member individuals, such
as mean household income among the students in a school, as well as measures that
can be taken only for a group-level unit, such as teacher-student ratio.

When designing a study, the evaluator must specify whether data will be col-
lected and analysis conducted at the individual or group level. Whether individuals
or groups are to serve as units of analysis is a question to be established when the
evaluation is being planned and negotiated, and the decision will be based on theo-
retical factors (at what level do we expect to see results?) as well as practical ones (at
which level are we able to collect data?). Among the theoretical factors that evaluators
must consider in deciding among units of analysis is the fact that statistical relation-
ships among the same kinds of measurement differ between group and individual
levels. For example, in an oft-cited paper, Robinson (1950) observed that within the
United States the relationship between literacy and national origin (United States vs.
foreign) computed at the individual level was very different from that computed at
the regional (census area) level, and naively interpreted, the group and individual
level correlations led respectively to opposite conclusions. Cronbach, Deken, and
Webb (1976) and House, Glass, McLean, and Walker (1978) cite examples of educa-
tional findings that vary with level of analysis and provide extensive discussion and
criticism of issues in multilevel research. Once the unit of analysis has been chosen,
therefore, evaluators and their clients must guard against making cross-level infer-
ences (Burstein, 1980; Pedhazur, 1982, pp. 527-530); that is, drawing conclusions
about individual behavior based on group-level findings, or vice versa.

Ideally, evaluations should include group- and individual-level measurements
when both are theoretically justified, but separating group from individual effects has
long been a major challenge in social research. (The methodological problems are dis-
cussed extensively in Burstein, 1980.) This challenge has been met effectively only re-
cently, with the development of multilevel (alternatively, hierarchical) modeling
methods that allow researchers to analyze effects at individual and group levels si-
multaneously (Bryk & Raudenbush, 1992; Goldstein, 1995).

Ethical and Political Issues

It is important to understand that evaluation is often part of a political process,
a fact of life that some evaluators relish and others just learn to tolerate. All evalua-
tors, however, will have to confront political and ethical issues that distinguish their
profession from pure social research. In this section some of the more important of
these issues are discussed.

Internal versus External Evaluation

Some evaluators are salaried members of the very organizations that run the
programs to be evaluated; others are independent consultants or contractors. Though



68 II ¢ THEORETICAL MODELS AND EVALUATION MODELS

certain authorities may have strong opinions favoring one or the other group, there is
no consensus on this question within the profession as a whole. Advantages and dis-
advantages of each should be readily apparent. “In-house” evaluators may benefit
from intimate knowledge of the programs and their personnel, but they may be sus-
ceptible to criticism of personal bias by antagonistic stakeholders, especially if their
conclusions are favorable, and they are certainly susceptible to such bias. Outside
evaluators are less likely to be favorably biased, or so they may be presented to the
audiences (there is something reassuring in the phrase “independent evaluator”).
However, there are ethical pitfalls for independent evaluators as well. They may be
less familiar with the goals, values, and culture of the organizations they study, so
that their conclusions may not be fair. Although not biased toward the programs as
such, they may succumb to the pressure of providing favorable reports in the hope
of winning future contracts.

Stakeholders

Many public social programs will affect, if only indirectly, large numbers of per-
sons in addition to those who actually have been targeted for the intervention. All
community residents, for example, will have a “stake” in a program involving treat-
ment for drug addicts in a local half-way house. Most evaluators acknowledge the ex-
istence of such stakeholder groups; they disagree, however, on the extent to which
these groups should be involved in the evaluation, or on the evaluator’s personal re-
sponsibility to respond to their interests. Some evaluators advocate a broad political
process; others believe that their primary obligation is to the paying client. Whatever
the evaluator’s orientation, the identity of legitimate stakeholders and the extent to
which they will be involved in the evaluation or given access to the results should be
established during planning and contract negotiations.

Utilization

The evaluator’s role in knowledge building is debatable; what is certain is that
the evaluator will be obliged to meet short-term administrative demands. The evalu-
ation must be conducted so as to have the greatest possible potential for impact on
decisions. Some of the factors that will increase an evaluation’s potential for impact
are suggested by common sense and have been discussed above: advance negotia-
tions between evaluator and client, identifying legitimate stakeholders, and an effec-
tive executive summary of the final report. Another important factor is timeliness: An
evaluation should be completed in time to play its anticipated role in the decision-
making process and certainly by the negotiated deadline. Experienced evaluators
sometimes find it necessary to compromise with sound research procedure in order
to produce a report by deadline and within the allotted resources.

Only the naive evaluator will expect every client who commissions an evalua-
tion to be interested in scientific decision making. Some evaluations are commis-
sioned only because the funding agencies required them; administrators and staff
may be indifferent to the evaluation, perhaps even hostile. Evaluations may be com-
missioned by administrators whose minds are made up but who must appear “ob-
jective”; in these cases the evaluator may be under some pressure to produce the
“desired” findings.
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A finished evaluation may be misutilized: The evaluation will be quoted dis-
honestly or inaccurately to support conclusions much different from the ones the
evaluator had actually recommended, or it will be withheld from legitimate stake-
holders. (Sometimes the evaluator can anticipate corrective action: see the discussion
of contract negotiations under the section titled “Elements of an Evaluation,” above.)
Often, especially in government programs, the evaluation will be only one of many
factors employed by decision makers, and possibly not the one most heavily
weighed. Research into the use of evaluation has become a full-fledged subspecialty,
and evaluators should be familiar with the major publications, which include Alkin,
Daillak, and White (1979), and Leviton and Hughes (1981). Alkin (1985, Chapter 5)
discusses factors affecting evaluation use that can be anticipated from the beginning.
Patton (1978) has specialized in evaluation methods designed to maximize the poten-
tial for use at the client level.

In the interest of pragmatism, the preceding discussion has focused on instru-
mental use of evaluation (Rich, 1977), in which decisions are based directly on evalu-
ation findings. However, use may also be conceptual (Rich, 1977; Weiss, 1977); here,
the evaluation is a source of insight, clarification, or enlightenment, even though it
does not lead clients directly to their decisions. (An evaluation used conceptually
usually competes with social and political factors for influence on decision makers.)
Conceptual use may occur long after the evaluation is finished and in contexts neither
the evaluator nor the client anticipated. Subtly different is what Leviton and Hughes
(1981) called persuasive use, in which evaluation findings are used by an advocate of
a program (or by an opponent) in “attempts to convince others to support a political
position, or to defend such a position from attack” (p. 528). Among large-scale gov-
ernment programs involving diverse stakeholders and conflicting political interests,
conceptual and persuasive uses of evaluation are more likely than instrumental use
(when any use is made at all) and according to several experts are more appropriate
(Weiss, 1988; Cronbach et al., 1980).

Evaluation as a Profession

Professional evaluators are employed routinely by public agencies at most lev-
els of government. Standards for employment differ among the states, though a grad-
uate degree will be required almost everywhere. At least one state (Louisiana)
certifies evaluators hired to evaluate state programs. Under the leadership of Daniel
Stufflebeam, the Joint Committee on Standards for Educational Evaluation (1994)
published a comprehensive set of professional and scientific standards for evaluators
to follow. Adherence to these standards is generally voluntary.

The largest professional organization for program evaluation is the American
Evaluation Association, which holds annual conferences, publishes the journal Eval-
uation Practice, and accepts individual membership from professionals and stu-
dents.

Evaluation as a profession holds many rewards, including variety (since many
programs may be evaluated), challenges due to the logistical limitations on studies,
and sometimes the realization that a program or funding agency has used one’s input
to improve or support a worthwhile program. Evaluation in all its complexity is a key
skill for the health promotion professional.
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