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“Good habits formed at youth make all the difference.”

—Aristotle (384-322 B.C,)
Greek philosopher

“In youth, we clothe ourselves with rainbows, and go as brave as the zodiac.”

—Ralph Waldo Emerson (1803-1882)
U.S. philosopher, essayist, poet
“Fate” in The Conduct of Life, 1860

“There is a period near the beginning of every man’s life where he has little to cling to
except his unmanageable dream, little to support him except good health, and nowhere
to go but all over the place.”

—E. B. White (1899-1985)
U.S. author and editor
“The Years of Wonder” Essays of E.B. White, 1977

“The essence of our effort to see that every child has a chance must be to assure each an
equal opportunity, not to be equal, but to become different—to realize whatever unique
potential of body, mind, and spirit he or she possesses.”

—John Fischer
Dean, Teachers College, Columbia Untversity, 1973
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Preface

he book you hold in your hands is quite unique in numerous respects. While the

behavioral change theories and models presented in it have been utilized by so-

cial science researchers for several decades, the findings of their application,
specifically to adolescents, have been systematically collected and are being reported
here for the first time. This book also represents the first attempt to incorporate a devel-
opmental perspective in the conceptual analysis of these classical theoretical constructs
when applied to various stages of adolescence. Such a perspective will enable planners
and developers of health promotion interventions to identify and address differences in
behavioral and socio-emotional capabilities between 13-year-olds and 18-year-olds, for
example, and then design programs that effectively respond to the specific needs and

wants of each developmental stage.

Cultural, ethnic, and gender differences are also given special consideration, as are the
role of poverty and the ability of some adolescents to secure physical and emotional well-
being despite circumstances of adversity. In addition, much of the information included
in this book regarding critical developmental distinctions between the preadolescent
and early adolescent stages, while gleaned by clinicians through years of experience
working with these age groups, has been compiled and is being presented here for the

first time, with a particular focus on its implications for public health interventions.

This book also breaks new ground in explaining why some health promotion interven-
tions aimed at positive adolescent behavior change produce the desired results, while
others fail. The thoroughness of the analysis extends to the diversity of geographical set-
tings that provide a backdrop for the studies cited: from Africa to the United States,
Canada to Jamaica, Brazil to the Netherlands, El Salvador to Japan, and India to Mexico,
to name only a few. My specific desire is that the experiences of the global research com-
munity presented here will find fertile ground among a variety of publics throughout

Latin America and the Caribbean. This audience would include local health promoters,
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designers of community health promotion programs, health professionals, the academic
and research community, ministries of public health and of youth affairs, those who
study and those who create mass media trends, parents and teachers, school counselors,

and all others who play a significant role in adolescents’ lives.

By working together across a variety of levels—interpersonal, community, and policy—
these groups, and their counterparts in countries across the world, hold tremendous po-
tential to encourage the adoption of health-promoting lifestyles among adolescents. One
of this book’s central lessons is that the cornerstone for success in instilling lifelong
healthy behaviors is early intervention, beginning in the preadolescent years, before
health-compromising behaviors have taken deep root. This lesson forms the underpin-
ning of the Youth: Choices and Change Model created by PAHO and also being presented
for the first time here. By following the steps proposed, developers of adolescent health
programs can help young people master the developmental goals appropriate for their
age group, strengthen their ability to make conscious decisions for health, and achieve

their self-set goals for the future.

Young people, particularly those in the 15-to-24 age group, figure prominently in four of
the Millennium Development Goals adopted by member countries of the United Nations
in 2000. Nearly one in every three persons in Latin America and the Caribbean today is
between 10 and 24, years of age. Therefore, actions for the empowerment of tomorrow’s
generation—such as ensuring universal education and gender equality, and improving
HIV/AIDS prevention strategies and socioeconomic opportunities for youth as they com-
mence their economically productive years—can play a pivotal role in the achievement of

the umbrella goal of extreme poverty reduction by the year 2015.

Mirta Roses

Director
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[Foreword ]

Paving the Way from Adolescence to a
Healthy Adulthood

“Oh youth, youth! You don’t worry about anything; you seem to possess all the
treasures of the universe. . . . And perhaps the whole secret of your charm lies

not in your ability to do everything, but in your ability to think that you will

do everything.”

—TIvan Sergeevich Turgenev (1818-1883)
Russian author

dolescence is a time of unprecedented curiosity about life and the decoding of
its inner workings. This curiosity is fueled by boundless energy and a nascent
sense of independence and power as the prospects of becoming a full -fledged
adult draw ever nearer. The possibilities for experimentation proliferate, opening unex-
pected doors leading to previously unimagined roads. The opportunities for accelerated
sociopsychological growth and the consolidation of personal identity are counterbal-
anced by the equally potent dangers adolescents face as they navigate this vast uncharted

territory called “coming of age.”

All those who work to improve and protect the health and well-being of adolescents are,
perhaps more than any other care-giving profession, faced with a series of unique chal-
lenges. In the physical sense, none is more robust and uncompromised by debilitating
health conditions than this age group. At the same time, mental acuity is never sharper

nor powers of information retention stronger.

Perhaps for these very reasons, traditional adolescent health programs and policies,
whether local or national in scope, have tended to be narrow in focus and curative in na-
ture in addressing such behavior-related issues as HIV/AIDS, pregnancy, gang violence,
and abuse of tobacco, alcohol, and drugs. To the degree to which the services developed
are oriented to specific problems, they have differed little from those of disease preven-
tion and control programs in that they have often defined success by the absence or dis-

appearance of the problem at hand.
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Because these programs tend to be vertical in approach, they usually do not take into ac-
count the broad social context within which the problem first arose. Nor are the needs,
concerns, and rights of the adolescents themselves fully recognized or incorporated into
the design of interventions. The input of family, teachers, peers, and other significant
others is often overlooked and/or underutilized, as are gender- and culture-related
considerations and the changing developmental needs of young people at different

ages.

Latin America and the Caribbean have been at the forefront of developing policies, pro-
grams, and services for adolescents in the Region of the Americas. But in these countries,
as elsewhere around the world, many of these initiatives currently adhere to the tradi-
tional approaches described above. Yet over the past decades, awareness has grown of the
need to move beyond a problem-oriented approach to adolescent health to a develop-
mental approach based on the basic precepts of health promotion, as highlighted in the
historic Ottawa Charter adopted by the countries of the Americas and others around the

world at the International Conference on Health Promotion on 21 November 1986.

As stated in the Charter,

Health promotion is the process of enabling people to increase control over, and to im-
prove, their health. To reach a state of complete physical, mental, and social well-being,
an individual or group must be able to identify and to realize aspirations, to satisfy
needs, and to change or cope with the environment. . . . Good health is a major resource
for social, economic, and personal development and an important dimension of quality
of life. Political, economic, social, cultural, environmental, behavioral, and biological
factors can all favor health or be harmful to it.

The cornerstones of the health promotion strategy—building healthy public policy, cre-
ating supportive environments, strengthening community actions, developing personal
skills, and reorienting health services—are particularly relevant in addressing the chal-
lenges of improving and protecting the health and well-being of adolescents in that they
widen the playing field of potential resources and indicate new variables to be considered

by program planners and designers.

The central element of all successful health promotion and prevention programs is the
underlying theoretical framework (DiClemente, Crosby, and Kegler 2002; Glanz, Rimer,
and Lewis 2002) and determining why this particular framework is meaningful and ef-
fective in addressing local challenges. There has been a growing effort to identify, de-
scribe, analyze, and replicate those evidence-based intervention models which have pro-
duced the most positive results in enabling adolescents to adopt and maintain

health-promoting lifestyles and/or change health-compromising lifestyles.



Of particular concern is the growing body of evidence that while public health interven-
tions can successfully increase young people’s knowledge about the health issues most af-
fecting them—such as risky sexual practices and substance abuse—the mere provision of
information is not enough to lead to positive and sustained behavior change. What is
missing are interventions that successfully motivate adolescents to use the information

and services available and develop the skills necessary to become actors of their own change.

Youth: Choices and Change is being produced by the Pan American Health Organization
(PAHO) as a guide to help those who work with adolescents and you’ch1 identify the most
effective theoretical frameworks for health promotion and prevention programs that are
tailored to the distinct developmental goals, needs, and wants of young people at different
ages and that take into account gender and cultural background considerations. In addi-
tion, it provides tools that will enable program developers to design, implement, and eval-
uate interventions and services that are relevant and appropriate to local conditions and
circumstances. It reviews literature containing the classical health promotion and behav-
ior change theories and models most frequently utilized in health education today and in-

cludes a critical analysis of their application and effectiveness.

The systematic compilation of these theories and models in one source—combined with
a comprehensive conceptual analysis of each, as applied specifically to adolescent behav-
ior and incorporating a developmental perspective—make this publication a unique con-
tribution to the study of adolescent health. PAHO’s Child and Adolescent Health Unit, as
part of the Family and Community Health Area, is pleased to present this book with the
desire that it find resonance among a variety of audiences: policymakers, program de-
signers at the local and national levels, health professionals, university professors and
students, researchers, and all others interested in the fields of health promotion and

adolescent health.

! PAHO and the World Health Organization define adolescence as the period between 10 and 19 years of age
and youth as the period between 15 and 24, years; the term “young people” is used to indicate both groups.
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[I'mtroduction]

Healthy Choices and Changes

“Perfection of means and confusion of goals seem, in my opinion,
to characterize our age.”

—Albert Einstein
Out of My Later Years, 1950

instein’s observation was made over a half century ago, yet it still holds true

today: the search for precision and “excellence” in the means often causes us to

lose sight of the ultimate goal. The resulting confusion can claim its toll on pub-
lic health initiatives, no matter how well intentioned. In the case of adolescent health,
program developers must remember that while different behavior change models might
represent effective means to the adoption of health-promoting lifestyles, the ultimate
goal is positive, sustainable behavioral change which enables young people to become actors of
their own change and achieve their self-set goals. As expressed in the Ottawa Charter, health
promotion is a means to increase the control people have over the determinants of their
own health by increasing self-care capacities, which are the decisions and actions indi-

viduals take regarding their health.

Youth: Choices and Change provides a variety of theoretical frameworks within which
health professionals and others dedicated to improving the health of adolescents and
youth may design mechanisms to stimulate the development of healthy lifestyle choices.
By strengthening youths’ decision-making capacity and encouraging them to take advan-
tage of enhanced social support systems within the community, the impetus for behav-

ioral change receives both immediate and ongoing positive reinforcement.

From abroad health promotion perspective, encouraging adolescents to adopt and main-
tain healthy lifestyles and behaviors is crucial to reducing the burden of chronic diseases
in Latin America and the Caribbean countries, given that many of the unhealthy habits
that later produce morbidity and mortality in adults are acquired during the period of
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adolescence (PAHO 1998). At the same time, as we will see in Chapter One, young people
in this region of the world represent a growing segment of the overall population, and
therefore their health and development will be a key element for the region’s socioeco-

nomic and political progress now and in the coming years (PAHO 2000a).

In today’s world of sophisticated targeting of young people by the fast food, tobacco, and al-
cohol industries; nearly universal access to television; the glamorization of sexual experi-
mentation; and peer pressure; youth are inundated with messages that both subtly and bla-
tantly push health-compromising activities. The social pressure to adopt the risky lifestyles
depicted in commercial advertising is enormous. In this sense, promoting the importance
of healthy lifestyles and environments must compete with other messages that young peo-
ple often find more attractive. At the same time, evidence shows that while public health in-
terventions can successfully increase adolescent and youths’ knowledge about health risks,

this awareness is not, in and of itself, always enough to change unhealthy behaviors.

This means that while young people may have access to information and may even know
that certain behaviors and practices are unsafe, this is not sufficient to persuade them to
change their actions. Instead, youth must be motivated to develop the skills and assets
necessary to prepare for the coming years of change through a sense of positive empow-
erment and the personal conviction that they have the capacity to make conscious choices
about their lives, including the desirability of moving away from negative influences and

situations as a means of self-preservation and enrichment.

Youth: Choices and Change has four sections. In the first, an overview is provided of
adolescent lifestyles in Latin America and the Caribbean, indicating the scope of the
challenge for health promotion programs and policymakers. The need to bridge the
knowledge-behavior change gap is highlighted, followed by a discussion of the impor-
tance of adopting a suitable theoretical framework as the basic foundation for achieving
successful and respectful interventions. The book’s first section also underscores the
crucial link between the different stages of adolescent development and the use of be-
havior change and health promotion theories and models specifically tailored to these
stages, including appropriate gender and cultural background considerations. In Section
One’s final chapter, the authors describe the Youth: Choices and Change Model and ex-
plain why the Pan American Health Organization recommends it as an effective tool for

the design of health interventions for adolescents.

The book’s second section analyzes the most prominent theories and models on behav-
ior change and health promotion in use with a developmental perspective, noting that

program developers should not only consider theories and models focusing on individ -



ual change but also those which promote change at the interpersonal, community, and
policy levels. The reader will find an extensive literature review of the applications of the
different theories and models when encouraging the adoption and maintenance of
health-promoting behaviors and the cessation of health-compromising behaviors in

adolescents.

Section Three underscores the importance of understanding the different developmen-
tal processes through which adolescents will pass and how this progression must serve as
the context within which any given theoretical framework will be applied. The authors
note that while many of the classical behavior change and health promotion theories and
models described in the previous section hold great promise, they can only achieve the
desired results if program designers understand the changing needs and wants of adoles-
cents at different stages of development and tailor interventions and goals accordingly.
PAHO considers the preadolescent and early adolescent age groups’ to be the most over-
looked by adolescent health programs and emphasizes the importance of promoting the
adoption and maintenance of healthy behaviors beginning with preadolescence, instead
of waiting until later, when health-compromising behaviors have already begun and may
be well entrenched, thus becoming more difficult to change. In this section’s closing
chapters, PAHO presents a series of developmentally appropriate goals to be considered

when planning health promotion and prevention programs for these two age groups.

The fourth and final section synthesizes the contents of the previous three sections and
highlights the unique contributions of this book, particularly its emphasis on early inter-
vention during the preadolescent and early adolescent years and on the incorporation of
a growth and developmental perspective in the creation of adolescent health promotion
programs. It also offers insight into the current socioeconomic challenges and advan-
tages facing youth in Latin America and the Caribbean and presents a review of interna-
tional commitments undertaken by the member countries of the United Nations de-
signed to strengthen the health and development of young people in the Region of the
Americas. The section concludes with a series of recommendations for improving health

and development opportunities for this group over the next decade.

PAHO’s Child and Adolescent Health Unit presents this book in the hope that it will stim-
ulate and further refine dialogue—in the academic and public health communities, on
national political agendas, and beyond—about the need to promote and protect the health
and well-being of young people everywhere, as today’s precious resource and a solid in-
vestment in tomorrow’s sustained socioeconomic development.

! Preadolescence refers to girls ages 9g—12 and boys ages 10—13; early adolescence refers to ages 12—14, and
13—15, respectively.
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Introduction

The first section of Youth: Choices and Change opens with an overview of the status of ado-
lescent health in Latin America and the Caribbean, the principal focus of technical coop-
eration activities of the Pan American Health Organization (PAHO). The four areas of
adolescent lifestyle behavior introduced in Chapter One—sexual activity; violence; alco-
hol, tobacco, and drug abuse; and nutrition and physical activity—will continue to be
those of interest in subsequent analyses throughout the remainder of the book. Chapter
Two will discuss why increasing access to health information and enabling adolescents to
become more knowledgeable about health issues in general are oftentimes not enough to
convince them to adopt healthier behaviors and lifestyles. Chapter Three highlights the
importance of designing health promotion programs and interventions that are guided
by the appropriate health behavior theory or theories. Too often, though, health promo-
tion and prevention programs are based primarily on precedent, tradition, intuition, or
general principles, without a full understanding of the theoretical frameworks that lead
to interventions that achieve actual behavior change (Glanz, Rimer, and Lewis 2002). It
is PAHO’s hope that publication of this book will contribute to measurable improvements

in the near future of this current situation.

Chapter Four identifies the multiple levels of influence found in the adolescent’s world and
stresses the need for behavior change interventions to incorporate both individual and en-
vironmental approaches, as well as to apply multiple strategies in multiple settings and in-
clude various levels of assessment (e.g., social, epidemiological, behavioral, environmen-
tal, educational, ecological, administrative, policy) and of evaluation (e.g., process, impact,
outcome). This chapter concludes with a guide proposed by PAHO that builds on the fac-
tors that predispose, enable, and reinforce the choice of individual lifestyles and/or shape en-
vironmental conditions, as found in the classical PRECEDE-PROCEED model for health
promotion planning and evaluation, by linking these three forces to the framework of the-

ories and models to be presented in Section Two of this book.

The importance of listening to and understanding adolescent needs and wants—and inte-
grating a response to these into the intervention design—is the subject of Chapter Five,
whereas Chapter Six presents another crucial step that is also often overlooked, as well:
assessing adolescents within their current developmental stage and tailoring interven-

tions specifically for the abilities and interests of that particular age group.



The basic elements presented in Chapters One through Six provide a complete frame-
work within which health promoters may develop a series of interventions to enable ado-
lescents to achieve and maintain healthy behaviors and lifestyles. The Youth: Choices and
Change Model, developed by PAHO and presented in Chapter Seven, is an embodiment

of this framework and allows designers to build programs using a step-by-step approach.
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[Chapter One]

Adolescent Lifestyles in Latin
America and the Caribbean:
The Challenges and Their Scope

oung people in the Region of the Americas represent a growing and increasingly

important socioeconomic segment of the population. In Latin America and the

Caribbean countries, young people between the ages of 10 and 24, make up 30%
of the population, with adolescents aged 10—19 representing 20% of the population and
80% of them living in urban areas (Comision Econémica para América Latina y el Caribe
2000). Of the 155 million young people living in the Americas, the highest percentage is
concentrated in the Region’s poorer countries and communities (Pan American Health
Organization 2002b, 2000b). Many youths are indigenous and are subsequently margin-
alized from mainstream culture. According to census data, there are close to a million
indigenous youths living in Bolivia (1992) and Guatemala (1994,), and 2.7 million in Peru

(1992) (Comisién Econémica para América Latina y el Caribe 2001).

Sexual Activity

Approximately one-half of all adolescents in the Region under the age of 17 are sexually
active. The average age of first sexual intercourse in many Latin American countries is
approximately 15—16 years for girls and 14—15 years for boys (Pan American Health Or-
ganization 2002b). Adolescent boys in certain Caribbean countries initiate sexual ac-
tivity as early as 10—12 years of age (Pan American Health Organization 2002b), and by
age 15, 90% have had sex (Pan American Health Organization 2002¢). Of the sexually
active, between 48% and 53% never use contraceptives, and among those who do, ap-
proximately 40% do not use any protection on a regular basis (Pan American Health

Organization 2002¢). In the Dominican Republic, 44.% of girls have had sex before 15
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years of age, and 78% of this group have
been pregnant (Calderén 2002). A high
rate of Peruvian women (62%) who had
initiated sexual activity before age 15
reported a coercive sexual initiation (Ca-
ceres et al. 2000). Data from Guatemala
indicate that although 69% of adolescents
between the ages of 15 and 19 report
knowledge of at least one family planning
method, only 4% of sexually active ado-
lescents report using one regularly (Pan
American Health Organization 2002¢).
Surveys in the Caribbean suggest that
40% of girls and 50% of boys had no ac-
cess to contraceptives during their first

sexual intercourse.

Around half of all new HIV infections are
in individuals aged 15—24, the range dur-
ing which most people start their sexual
lives (Joint United Nations Programme on
HIV/AIDS 1998). Youths in Brazil, Haiti,
Honduras, Panama, and various English-
speaking Caribbean countries are particu-
larly affected by the epidemic. It is esti-
mated that 4.9% of males between the ages
of 15 and 24, are infected in Haiti, and 1.7%
of adolescent girls and 1.4,% of adolescent
boys in Honduras. In Brazil, 0.7% of ado-
lescent boys are estimated to be infected
but, given the country’s large population
size, the actual number of adolescents with
HIV is reason for concern because it
greatly increases the potential to spread
the virus (United Nations Children’s Fund
2000). The Bahamas reports a 25% in-
crease in the incidence of HIV/AIDS in
adolescents from 1999 to 2000 (Pan

American Health Organization 2002¢).

Program designers are confronted with an
urgent but sensitive challenge. It is urgent
because of the growing AIDS epidemic,
and it is sensitive because the systems of
values and beliefs regarding adolescent
sex vary widely from community to com-
munity. The resulting situation has re-
vived the traditional debate about whether
it is best to promote condom use or absti-
nence in a social culture where enormous
gender differences continue to prevail: a
“macho” culture that promotes early sex-
ual initiation among boys and abstinence
among girls. The challenge is how to help
adolescents become more mindful about
their sexual lifestyle choices and see the
value of avoiding early sex, even when this
age group is flooded with conflicting social
messages and pressures (media, older and
more experienced peers) that encourage
adolescents, particularly boys, to engage in

sexual activity.

Other kinds of social messages tend to en-
courage ignorance and shame when deal-
ing with sexual situations, especially when
targeted to girls. For this reason, being
able to decide when to have sex and how to
protect themselves from early pregnancy,
HIV, sexually transmitted infections, and
sexual coercion is crucial to a girl’s sense
of being in control. Evidence shows that
education on sexual health and/or HIV
does not encourage increased sexual activ-
ity among adolescents (World Health Or-
ganization 2002a). The challenge is to go
beyond traditional sexuality education
programs that only increase information

(Eggleston et al. 2000) and instead seek to



strengthen adolescents’ skills to adopt
and maintain safer sex practices, either
through a delay in sexual initiation or con-
traceptive and/or condom use. To achieve
this, interventions need to target not only
individual adolescents but also their par-
ents and the community, by allowing ac-
cess to condoms and contraceptives when
needed and pushing for changes in social

norms that encourage early Sex.

Violence

In Latin America and the Caribbean coun-
tries, violence surrounds adolescents, es-
pecially poor, urban youths. The perva-
siveness of violence is clearly recognized
as one of the most urgent threats to ado-
lescent health and development through-
out the Americas. The leading causes of
death among those ages 10—19 years are
external and include violence and homi-
cide. Twenty-nine percent of all homi-
cides in the Americas occur in this age
group. Violence in adolescence is not lim-
ited to physical or sexual trauma but also
includes emotional and verbal abuse,
threats, and other types of psychological
abuse (Pan American Health Organization
2002b, World Health Organization
2002d).

Sexual abuse and domestic violence have
also increased their profile: in the
Caribbean Adolescent Health Survey
(CAHS), conducted in 2000 among youths
from nine English-speaking Caribbean
countries, 17% of adolescent males and
15% of adolescent females reported having

been physically abused. Nearly one in

three of those surveyed expressed concern
about the level of violence in their com-
munity. To the extent that violence is seen
as a socially accepted method of anger ex-
pression and conflict resolution, these
young people said they grow up in fear of
being either the victim of violence or a wit-

ness to it before reaching adulthood.

The CAHS also found that owning or
shooting a gun is viewed as a symbol of
manhood in several countries. Seventeen
percent of males reported having been in a
fight where weapons were used, 20% said
they had carried a weapon to school in the
past 3o days, 31% had carried a weapon at
times other than during school hours in
the last 3o days, and 22% admitted that
they have belonged to a gang at one point
or another in their lives. In the same sur-
vey, 39% of 13—15-year-olds reported
sometimes thinking about hurting or
killing someone, while 5% reported always
thinking about it (Pan American Health

Organization 2000a).

Program designers are confronted with
the challenge of how to address the multi-
level determinants of youth violence, in-
volving individual characteristics (e.g.,
difficult temperament and impulsive-
ness), family variables (e.g., economic
stress, poor parenting, family abuse,
parental substance abuse), and societal
factors (e.g., access to weapons, media vi-
olence, inequitable educational and occu-
pational opportunities, political violence)
that contribute to this epidemic (World
Health Organization 2002b, Weist and
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Cooley-Quille 2001, Webber 1997, Ollen-
dick1996).

Gender violence also plays a key role in
youth violence and development in Latin
America and the Caribbean, where the
culture of machismo accepts violence as a
way to solve conflicts as part of the social
norm. Masculinity development is em-
bedded in this culture where the tradi-
tional path to becoming a man involves
being verbally and physically aggressive,
solving conflicts through fights, and exer-
cising power and control over women
(Aguirre and Giiell 2002). In the design of
programs, early intervention and preven-
tion are key: programs targeted to younger
children should be coordinated with those
directed toward preadolescents and ado-
lescents, with a view toward developing
nonviolent capabilities for anger expres-
sion and conflict resolution across the life
cycle, focusing on new alternative paths to
masculinity development, and address-
ing gender inequities at the different
environmental levels (family, school,

community at large).

Alcohol, Tobacco, and Drug Use

The use of tobacco, alcohol, and other
drugs poses a special threat to young peo-
ple because of the short- and long-term
consequences of substance abuse. Alcohol
is the most commonly used substance by
adolescents in the Caribbean countries.
The CAHS showed that 40% of females
and 54,% of males (ages 12—18) drink alco-
hol. Beer, spirits, and marijuana are not

only easily available but have become part

of everyday life for most adolescents in
Belize, where their early use is considered
a rite of passage for young males (Pan
American Health Organization/Belize
2002). One in ten 16- to 18-year-olds re-
ports consuming four or more drinks at

one time.

Because their growth and development
process is far from complete, preadoles-
cents should not drink alcohol. Neverthe-
less, this is a frequent reality in Latin
America and the Caribbean. When living
under conditions of extreme poverty, age
of initiation and likelihood of frequent
consumption may be greater. Forster and
colleagues found that 25% of children be-
tween ages 6 and 18 in Brazil who spent all
day in the streets and slept there, drank
alcohol on a regular, nearly daily basis
(Forster, Tannhauser, and Barros 1996).
Pechansky and Barros published the re-
sults of a household survey of 950 adoles-
cents between the ages of 10 and 18 in the
urban area of Porto Alegre, Brazil, which
showed a mean age of onset to be 10.1
years, with no gender differences (World
Health Organization 2001, Pechansky and
Barros 1995). In another Brazilian study,
approximately 50% of young people be-
tween the ages of 10 and 12 reported hav-
ing used alcohol, compared to 74% of
those between the ages of 10 and 18. Thirty
percent of those ages 10—18 had used alco-
hol to the point of intoxication, and 19.3%
reported heavy use (six or more times
within the past 3o days) (Galduroz et al.
1997). Studies point to an increase in

drinking in Brazil, Chile, Costa Rica, and



Mexico, especially among young women
(World Health Organization 2001, Carlini-
Cotrim 1999, Medina-Mora 1999, Con-
sejo Nacional para el Control de Estupefa-
cientes (Chile) 1996, Urzta 1993). Data
from a Costa Rican survey support the
proposition that an earlier age of initiation
may predict a greater likelihood of alcohol
problems later in life (Bejarano, Carvajal,
and San Lee 1996). Heavy drinking by
adolescents has been positively correlated
with adolescents’ perception that their
parents were drinking too much (Pechan-

sky and Barros 1995).

Since the consumption of alcohol enjoys
generalized cultural acceptance, setting
the goal of alcohol abstinence among ado-
lescents might not be a realistic one for
health promotion program planners. Al-
cohol’s relationship to harm is mediated
by two factors: per capita consumption
(how much the general population drinks)
and consumption patterns (]ernigan
2002). Adult per capita consumption has
been related to liver cirrhosis. Patterns of
consumption have been linked, among
other factors, to motor vehicle accidents,
suicides, and sexual and physical violence.
The challenge, therefore, for program de-
signers is how to promote a delay in the
starting age for alcohol exploration, how to
encourage the adoption of reasonable and
responsible drinking behaviors among
youth, and how to reduce per capita con-
sumption among young people, all the
while taking into account this group’s vul-
nerability to subliminal media images and

their desire to emulate adult role models

who encourage drinking as a rite of pas-

sage or a way to cope with problems.

The challenge also requires establishing a
clearer delineation of the boundaries of
“reasonable and responsible drinking” as
an accepted social norm. The definition
should be generally agreed upon by the
community, should protect the population
from the unhealthy effects of alcohol, and
should establish social and legal limits
(e.g., legal minimum age for purchase and
consumption, media advertising) and re-
sponsibilities based on what would be
considered “unreasonable and irrespon-
sible” among the adult population. Ado-
lescents need clear messages from their
parents and the community to counteract
the glamorous packaging of alcohol con-
sumption by the media in an increasingly

impersonal and globalized world.

Youth are not only targeted by the alcohol
industry but by the tobacco companies, as
well. Exposure of middle adolescents (ages
14—17) to tobacco advertising in Latin
American and Caribbean countries is ex-
tremely high, reaching over 9o% in Ar-
gentina, Bolivia, Costa Rica, Mexico, and
Uruguay (The Global Youth Tobacco Survey
Collaborative Group 2002). In Uruguay,
35% of students between the ages of 11 and
15 reported having tried their first ciga-
rette (Pan American Health Organization
2002¢), and 21.6% of adolescents were of-
fered free cigarettes by a tobacco company
between 1999—2001 (The Global Youth To-
bacco Survey Collaborative Group 2002).

In Argentina, 35% of adolescents 12 to 15
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years of age reported tobacco use within
the last 3o days (Pan American Health Or-
ganization 2002¢). Argentina is the coun-
try with the highest percentage in the
world of adolescents exposed to second-
hand smoke in public spaces (86.7%).
Ironically, 70.4% of Argentine adoles-
cents think smoking should be banned
from public places, a percentage that
closely corresponds to the number of non-
smoking adolescents in this country (The
Global Youth Tobacco Survey Collaborative
Group 2002).

The overwhelming evidence of the nega-
tive health consequences produced by di-
rect and indirect exposure to tobacco
smoke demands a strong effort to encour-
age adolescents to stay tobacco-free. Urg-
ing changes in community social norms
requires a comprehensive and multifac-
eted approach comprised of policy and
program interventions that take place at
schools and other places frequented by
adolescents, and are reinforced by public
service campaigns and advocacy in the
media, as well as by legislative and fiscal
measures. Unfortunately, changing social
norms becomes more complicated when
there is a significant percentage of adults
(e.g., parents, teachers, community lead-
ers, government officials, lawmakers) who
are themselves struggling with the addic-
tive effects of nicotine. These individuals
might possibly resist (or, at least, not ac-
tively support) policies to ban smoking in
public spaces, despite the findings of a re-
cent study of 106,071 adolescents ages

13—15 in 24, Latin American and Caribbean

countries, which revealed that 79.1% think
smoking should be banned in public areas
(The Global Youth Tobacco Survey Collab-
orative Group 2002). The challenge of em-
powering adolescents to stay free of to-
bacco consumption, therefore, includes
promoting their right to secure smoke-
free zones in the neighborhoods where

they live, work, and play.

The use of illegal drugs among youth poses
a double threat, not only through the men-
tal health consequences of addiction but
also because of the increased risk for
HIV/AIDS infection. It is estimated that
46% of Argentine adolescent males and
32% of Argentine adolescent females ac-
quired the infection through the use of in-
travenous drugs (Pan American Health
Organization 2002¢). Marijuana is readily
available in most of the countries of the
Americas, and it has been widely recog-
nized in scientific literature as a gateway
drug for the use of cocaine and other more
powerful substances (Morral, McCaffrey,
and Paddock 2002, Wagner and Anthony
2002). A series of surveys conducted
among high school students by the Inter-
American Observatory on Drugs found
that more than 60% of students feel it is
easy or very easy to access illicit drugs. The
amount of cannabis seized in Latin Amer-
ica and the Caribbean increased from
2,088,834 kg in 1996 to 3,545,643 kg in
2001. The amount of cocaine and heroin
seized in these countries also increased
significantly between 1996 and 2001
(Inter-American Observatory on Drugs

2002). Although marijuana is the illegal



drug most frequently consumed by adoles-
cents in several of the countries, inhalants
have become the second-most used illegal
drug over the past few years. The rate of
marijuana dependence among Brazilian
adolescents has reached 6.9%, while the
rate for inhalant dependence is 5.8%
(Observatorio Brasileiro de Informa-
ciones sobre Drogas 2002; Consejo Na-
cional para el Control de Estupefacientes

2001, 1999).

Nutrition and Physical Activity

Another worldwide health concern—
obesity—is also on the rise among adoles-
cents in the Region of the Americas, with
preliminary findings of prevalence rang-
ing from 8% to 22% (Pan American Health
Organization 2002d; Atalah et al. 2001;
McArthur, Peiia, and Holbert 2001). Fifty
percent of obese adolescents become
obese adults, and the greatest relative risk
is among 10- to 15-year-old obese adoles-
cents (Dietz 1998). Although the relation-
ship between obesity and health conse-
quences has been widely proclaimed, the
future negative outcomes of obesity are of
little immediate interest to Latin Ameri-
can adolescents. The majority—regardless
of socioeconomic status—is interested, in-
stead, in keeping a healthy weight and pos-
itive body image in the present, by learn-
ing about fat and calorie content of foods
and beverages, weight loss methods, and
energy expenditure (McArthur, Pefia, and
Holbert 2001). Anorexia nervosa among
young people, particularly adolescent
girls, is a growing health concern. Con-

temporary research indicates that eating

disorders and body dissatisfaction have
been reported among poor, as well as af-
fluent, teenagers and among black and
Hispanic, as well as Asian and Caucasian,

teens (Steinberg 1999).

Obesity, eating disorders, and the impor-
tance of healthy nutrition and regular
physical activity are all topics that are not
adequately addressed (if at all) either at
school or in the family setting. At the same
time, many Latin American and Caribbean
countries do not have regulations requir-
ing nutritional labeling of locally produced
food, which would increase the awareness
of both parents and adolescents and en-
able them to make better informed choices
in the purchase, preparation, and con-

sumption of food.

As they progress through the adolescent
years, physical activity among both girls
and boys tends to decline steadily, coin-
ciding with an increase in academic and/or
work demands and a focus on other areas
of interest. The increase in the prevalence
of overweight among children and adoles-
cents is not only related to their eating
habits but also to their levels of physical
activity. Data from the Youth Media Cam-
paign Longitudinal Survey, conducted in
2002 in the United States by the Centers
for Disease Control and Prevention, re-
vealed that 61.5% of children aged 9—13
years do not participate in any organized
physical activity during their nonschool
hours and that 22.6% do not engage in any
free time physical activity (U.S. Depart-

ment of Health and Human Services
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2003a). Decreases in physical activity and
in the number of physical education pro-
grams in schools is also an alarming trend
worldwide. Schools have unique opportu-
nities to provide adequate physical activity
for all young people through official com-
pulsory physical education programs as
well as through school sports programs and
after-school leisure-time physical activity
initiatives (World Health Organization
2004b). The Statistics Canada series of re-
ports, How Healthy Are Canadians?, ana-
lyzed factors that help overweight preado-
lescents to become more active. The series
concludes that for overweight/obese pre-
adolescents, a relatively high number of
hours in physical education class were
predictive of becoming physically active,
and overweight/obese preadolescents who
were frequent television viewers had low
odds of adopting and maintaining an active

lifestyle (Statistics Canada 2003).

The challenges to the successful promo-
tion of healthy nutrition and adequate
physical exercise are found, as in other
areas, at multiple levels: how to introduce
healthy eating habits and regular physical
activity into family and school routines;
how to encourage adolescents to adopt and
maintain adequate eating habits and phys-
ical activity in a world governed by fre-
quent fast food consumption, prolonged
hours of television viewing, and sedentary
learning and/or job activities; and how to
support communities to invest in environ-
ments for youth that encourage healthy
nutritional and exercise choices, includ-
ing the development of policies to increase
the nutritional value of foods targeted to
adolescent consumption, as well as their
availability and proper nutritional label-
ing, and the provision of community ven-
ues designed for sports and other types of
physical activity.



[Chapter Two ]

The Knowledge-Behavior Gap in

Health Promotion

here is ample evidence that while public health interventions can successfully

increase adolescent and youths’ knowledge about health issues (Eggleston et al.

2000, Cunha et al. 1998), cognitive knowledge is not enough for a sustained
change in behaviors (Merson, Dayton, and O'Reilly 2000; Leyva et al. 1995). Providing
factual information about risky health behaviors and thereby enhancing knowledge may
be necessary to the extent that they can lead to subsequent behavioral modification, but
the literature suggests that the link between knowledge and behavior is only moderate, at
best (Rimal 2000). Therefore, translating knowledge about health issues into healthy be-
haviors remains a challenging and difficult task in health promotion (Mandu et al. 2000;
Merson, Dayton, and O'Reilly 2000). This can be especially true in the case of adoles-
cents, when the immediate consequences of an unhealthy behavior are nonetheless
pleasurable, and when the health threat posed by the behavior is perceived as distant and
far-removed. Such is the case for smoking, overeating, drinking, drug use, and unpro-

tected sex (Kelly 2000).

The information deficit model, utilized by the early tobacco prevention programs of the
1960s and 1970s, assumed that adolescents would refrain from cigarette smoking if they
were provided with adequate information demonstrating that this habit causes serious
harm to the body. Many programs based solely on this objective did increase knowledge
among children and adolescents, as intended, but the programs were consistently found

to be ineffective in the long term in dissuading young people from smoking.
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The limitations of this approach led to ef-
forts in the 1970s to identify a more com-
plex set of personal factors possibly linked
to cigarette smoking by young people. Uti-
lizing the affective education model, efforts
were oriented to help young people de-
velop stronger intrapersonal resources
(building self-esteem) and general social
competence (decision-making, commu-
nication, and assertiveness). However,
evaluations of these programs demon-
strated that they were almost as ineffective
in reducing cigarette smoking among
young people as programs based on the in-
formation deficit model. On a positive
note, the affective education strategy did
mark the beginning of promising trends in
the design of education programs to pre-
vent smoking. For the first time, many
programs began to directly incorporate re-
search regarding factors that influence
smoking initiation, and they began to in-
clude more powerful theoretical models of

behavior change.

The concept of “behavior change” de-
scribes not only the shift from health-
compromising behaviors to health-
promoting behaviors, but also explains the
process of change in adopting and main-
taining new behaviors. For example, early
adolescents are less likely to engage in
sexual activity, but as they begin to explore
their sexuality, it is important for them to
adopt safe sex practices once they decide to
initiate sexual activity. Another example is
the process of adopting and maintaining
responsible and reasonable drinking

habits as young people increase the fre-

quency of their participation in social

events with their peers.

The failure of various kinds of programs
targeting adolescents to reduce health-
compromising behavior and to enable the
adoption of health-promoting behaviors
has led to two questions: “What are the
factors influencing health behaviors in
adolescence?” and “"How does behavior

change occur in adolescents?”

The factors that influence the likelihood of
engaging in health-compromising behav-
iors during adolescence can be quite com-
plex. They include, but are not limited to,
the following:

« individual factors, such as an impulsive
or sensation-seeking temperament,
the influence of hormones on aggres-
sion and sexual behavior, and high
levels of anxiety and mood regulation
difficulties;

= interactive patterns, such as an
opposition-defiant, aggressive, or ex-
tremely self-absorbed personality type;

= relationship factors, such as negative
emotional experiences and climate
within the family, with peers, and with
others in the community, and care-
givers with poor parenting skills; and

=« social influences in the immediate envi-
ronment, as well as those drawn from
the wider community and culture,
which promote health-compromising
lifestyles (e.g., mass media messages,
industry marketing targeting youth,
harmful adult role models, economic
hardship and inequity, and violence).

Having identified these factors, it is im-

portant to clarify that the display of one or



two in isolation does not determine the
likelihood that adolescents will engage in
health-compromising lifestyles. Risky be-
havior, instead, results from the buildup of
many factors. Behavior change theories
describe how these factors and other de-
terminants of behaviors (e.g., beliefs, val-
ues, self-efficacy) can be changed, rein-
forced, or introduced to achieve a desired

behavioral change.

Seeking to answer the second question—
how behavior change can occur in adoles-
cents—experts developing programs to
promote healthy eating, physical activity,
nonsmoking, delay in sexual initiation
and adoption of safer sex practices, and
other similar ones have focused over the
last decade on introducing concepts of
behavior change and health promotion
theories into their interventions. Several
school and community-based programs,
and some behavior change communica-
tion interventions, are examples of this
approach. Longitudinal research increas-
ingly supports a wide-ranging, but well-
coordinated and integrated approach in-

corporating interventions at several levels

simultaneously—interpersonal, commu-
nity, and policy, for example—rather than
concentrating solely on changing individ-
ual behaviors. The U.S. Surgeon General,
in arecent report on reducing tobacco use
(U.S. Department of Health and Human
Services 2000), and the International
Consultation on Tobacco and Youth, in its
final conference report, What in the
World Works? (World Health Organiza-
tion 1999), contributed an assessment of
the value and efficacy of the major ap-
proaches that have been implemented to
reduce tobacco use. According to the
WHO report, “no single policy or program
measure will be effective. Rather, a broad
mix of initiatives is required, with the
interventions varying according to the
circumstances of each country” (World
Health Organization1999). These conclu-
sions are supported in the 2000 U.S. to-
bacco reduction report, in which Dr.
David Satcher, then U.S. Surgeon Gen-
eral, noted unequivocally: “Our lack of
greater progress in tobacco control is
more the result of failure to implement
proven strategies than it is the lack of

knowledge about what to do.”
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[Chapter Three]

The Importance of Behavior
Theories to Successful Adolescent
Health Programs

n Health Behavior and Education: Theory, Research, and Practice, the authors observe

that:

“Programs to influence health behavior, including health promotion and education
programs and interventions, are most likely to benefit participants and communities
when the program or intervention is guided by a theory of health behavior. Theories of
health behavior identify the targets for change and the methods for accomplishing
changes. Theories also inform the evaluation of change efforts by helping to identify the
outcomes to be measured, as well as the timing and methods of study to be used.”

(Glanz, Rimer, and Lewis 2002)

The importance of theories to successful adolescent programs has been described by dif-
ferent authors (Kirby 2001, Jemmot and Jemmot 2000). In a review of more than 250 ef-
fective sex education programs designed for young people, Kirby found 10 common char-
acteristics. One is that the programs were "based on theoretical approaches that have
been demonstrated to influence other health-related behavior and identify specific im-

portant sexual antecedents to be targeted.”

During the last decade, attention has focused on the fact that too often in public health
practice, interventions are adopted and applied although no real evidence exists of their
effectiveness. It follows that all countries and communities—but especially those with
scarce economic resources—pay a high opportunity cost if the interventions chosen do

not yield the highest possible health return on the investment made. In this light, it is



imperative that decision-makers carefully
investigate what the research literature has
identified as the best interventions, taking
this knowledge as the departure point
for the design of locally appropriate

programs.

In today’s environment of “accountability”
and the need to demonstrate impact, pro-
motion and prevention programs must
produce tangible results. Governments
and private donors are interested in fund-
ing programs with measurable outcomes.
The new emphasis on performance means
that promotion and prevention practition-
ers must show that the programs they pro-
pose will achieve the results predicted.
Using scientifically defensible principles
will help practitioners respond to de-
mands for accountability and will simulta-
neously ensure that program participants
receive the most effective services avail-
able (U.S. Department of Health and

Human Services 2001c¢).

There are increasing efforts to identify
programs that meet various sets of criteria
that define what is science- or evidence-
based. In general, a program designated as
evidence-based has been reviewed by a
panel of experts who determine that the
program meets a set of predetermined
standards of empirical research; for exam-
ple, if a program is theory-based, if it has
sound research methodology, and if it can
show results that are clearly linked to the
intervention itself and not to extraneous
factors (Education Development Center

2001).

The effort to identify "best practices™ for
adolescent health promotion and preven-
tion programs is the result of a new era of
“evidence-based medicine,” in contrast to
earlier programs designed according to
tradition, intuition, or general principles.
The use of a strong and effective theoreti-
cal framework allows program developers
to evaluate interventions and obtain the

necessary evidence of effectiveness.

Theories help in the stages of planning,
implementing, and evaluating an inter-
vention. They help to identify what the
program designer needs to know before
developing and implementing an inter-
vention program. They can provide insight
into how to choose program strategies to
reach and impact adolescents within their
environment. Theories also help to pin-
point what should be monitored, meas-
ured, or compared in a program evaluation
(Glanz, Lewis, and Rimer 2002; Glanz and
Rimer 1995). The theoretical framework
is the basic foundation upon which
evidence-based interventions are built in
order to achieve successful programs or

“best practices” for adolescents.

Nevertheless, not all theoretical frame-
works are equally helpful in designing, im-
plementing, and achieving successful in-
terventions for young people. This book
intends to guide program designers in the
selection of health promotion and behavior
change theories that have shown to provide
useful, practical concepts and constructs
that have been successfully tested and ap-

plied to interventions with adolescents.
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Figure 3-1. The Theoretical Framework as the Basic

Foundation for Successful Adolescent Health Programs

Best practices \
Successful programs \\
for adolescents N\

Evidence-based interventions \

Theoretical framework \

Kok, Schaalma, De Vries, Parcel, and
Paulussen, for example, have had signifi-
cant experience in the study of tobacco and
AIDS prevention programs for adoles-
cents. These authors emphasize the
importance of using “problem-driven ap-
plied social psychology,” versus “theory-
driven applied social psychology,” when
selecting a theoretical framework. In other
words, Kok and colleagues insist on the
need to select not one single theory, but a
theoretical framework that includes a se-
ries of theories which lead to a better un-
derstanding of the specific problem to be
addressed and of how best to solve it. They
warn against using theory-driven applied
psychology, whose end goal is to test the
theory itself, thereby considering practical
problems from a single theoretical per-
spective, instead of allowing oneself the

flexibility to choose from among a variety

of theoretical constructs that can best ad-
dress the problem. This dichotomy harks
back to Einstein’s words of caution re-
garding perfection of means and confu-
sion of goals. It is important to not lose
sight of the final goal, which is to enable
the adoption and maintenance of healthy
behaviors, through the development of ef-
fective health promotion and prevention
programs for adolescents, in which theo-
ries serve as a navigator or roadmap along

the continuum to behavior change.

Problem-driven psychology requires a
thorough analysis of the practical problem
in question and involves the consideration
of multiple theoretical perspectives to find
answers to the problem. Before potential
theoretical frameworks are selected, pro-
gram designers need to answer such ques-

tions as: What is the problem? Why is it a



problem? Whose problem is it? What are
the possible causes? A narrow focus on
only one theory, or a restrictive sampling
of only a few theories, can lead to hypothe-
ses that may not contribute to a reduction
or solution of a practical problem (Kok et

al. 1996). Nor should the selection of a

given framework be guided solely by prior
familiarity with it or because it currently
happens to be in vogue (Glanz, Rimer, and
Lewis 2002), but instead by its proven
ability to respond adequately to the prob-
lem and achieve the established goal

(Sussman and Sussman 2001).
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[Chapter Four]

Adolescents Living in a Complex
Environment of Multiple Levels
of Influence

he U.S. Center for Substance Abuse Prevention, in a review of evidence-based
programs for adolescents, states that successful programs in substance abuse
prevention possess three key characteristics: they are guided by “theories that
blend both individual and environmental approaches,” apply “multiple strategies in
multiple settings,” and follow "alogical design that includes assessment and evaluation”

(U.S. Department of Health and Human Services 2002a).

Bartholomew, Parcel, Kok, and Gottlieb, in their book Intervention Mapping: Designing
Theory- and Evidence-Based Health Promotion Programs, propose using a social ecological
approach. Through this approach, health is viewed as a function of individuals and the en-
vironments in which the individuals are embedded, including the family, social networks,
organizations, communities, and society as a whole (Bartholomew et al. 2001, Stokols
1996). Since adolescent behavior is influenced by determinants at these various levels,
Bartholomew and colleagues encourage program developers to see these various levels as

embedded systems, in which higher-order systems (e.g., society) set constraints and pro-

Box 4-1. Three Key Aspects in the Development of Successful Adolescent Health Programs
= They are guided by theories that blend both individual and environmental approaches.

m They apply multiple strategies in multiple settings.

u They follow a logical design that includes assessment and evaluation.

U.S. Center for Substance Abuse Prevention, 2002




vide input to lower-order systems (e.g.,
individuals), and the lower-order systems
in turn provide input back to systems at a

higher level.

In view of new knowledge and ongoing re-
search, Lawrence Green and Marshall
Kreuter (1999) have had to revise the subti-
tle of each subsequent edition of their
groundbreaking work Health Promotion
Planning, first published in 1980. The three
editions taken together reflect a shift over
the past quarter century from a health edu-
cation approach (1*' edition) into one that
incorporates a more comprehensive envi-
ronmental approach (27 edition, 1991),
and finally a more multi-sectoral and mul-
tilevel, or ecological, approach (3™ edition,
1999). In addition, in the work’s most re-
cent edition, the authors further refine the
so-called magic bullet approach by import-
ing from the medical field the concept of
evidence-based practice and then applying it
to the health promotion arena, noting that
“Human biology is relatively uniform
across the human species; however, human
behavior, culture, and social change
processes are not uniform enough to per-
mit a single set of best practices to suffice
the way medical best practices might”

(Green and Kreuter 1999).

Within this redefined framework, then, it
is important to select theories that help to
achieve change at different ecological levels
in a complex environment. The levels of
influence for health-related behaviors and
conditions that have been identified are as

follows (McLeroy et al. 1988):

(1) individual factors;

(2) interpersonal factors;

(3) institutional, or organizational,
factors;

(4) community factors; and

(5) public policy factors.

Table 4,-1. presents a list of behavior and
social change theories and models as pre-
sented in three major health promotion
works, selecting those that are particularly
relevant to the development of healthy
adolescent behaviors. (The majority of
these theoretical constructs will be dis-
cussed in greater detail in Section Two of
this book.)

An important contribution of Green and
Kreuter’s work has been the development
of the PRECEDE-PROCEED model for
health promotion planning and evalua-
tion, which highlights the three character-
istics presented in Box 4-1.,1i.e., the appli-
cation of theory-based approaches and
multiple strategies in a logical design al-
lowing for adequate assessment and evalu-
ation. The PRECEDE component of the
model includes assessment at five differ-
ent levels: social, epidemiological, behav-
ioral and environmental, educational and
ecological, and administrative and pol-
icy, while the PROCEED component fo-
cuses on developing the implementa-
tion and evaluating its process, impact,

and outcome.

Figure 4-1. illustrates the structure of
Green and Kreuter’'s model, including the
five levels, or phases, of the PRECEDE
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Table 4-1. Categorization of Selected Theories by Level of Influence and Reference Source'

Level of Health Behavior and Health Intervention Mapping: Emerging Theories in
Influence Education: Theory, Designing Theory- and Health Promotion
and Research, and Practice Evidence-Based Health Practice and Research:
Changes (Glanz, Rimer, and Lewis 2002, Promotion Programs Strategies for Improving
1997) (Bartholomew et al. 2001) Public Health
(DiClemente, Crosby, and
Kegler 2002)
Individual - The Health Belief Model - The Health Belief Model
- The Theory of Reasoned - The Theory of Reasoned
Action and the Theory of Action and the Theory of
Planned Behavior Planned Behavior
- The Transtheoretical Model - The Transtheoretical Model
and Stages of Change and Stages of Change
- The Goal-Setting Theory
- The Self-Regulation Theory
Interpersonal - The Social Cognitive Theory - The Social Cognitive Theory
- The Social Networks and - The Social Networks and
Social Support Theories Social Support Theories - The Authoritative Parent-
- The Stress and Coping - The Diffusion of Innovations .
: ing Model
Theories Theory - The Theory of Gender
Community - The Community Organization - The Community Organization and Power
and Community-Building and Community-Building
Models Models
- The Diffusion of Innovations - The Organizational Change
Theory Theories
- The Organizational Change
Theories
Policy - The Agenda-Building Theory
- The Policy Windows Theory
- The Policy Development Model

* Note: Of the three publications, the first two group the various theories according to different levels of influence, while the
third one does not. Also, while these works provide examples of the theories’ application in youth health promotion and pre-
vention programs, this is not their exclusive focus, nor do they include a detailed analysis of the various stages of adolescent
development and this group’s changing needs and wants.

component and the four corresponding to  determinants of health as the first step in
the PROCEED component.

the design development of any health pro-

motion intervention. Green and Kreuter

Green and Kreuter (1999) emphasize the refer to health determinants as a broad

importance of identifying the pertinent group of forces or factors that predispose,



Box 4-2. Acronyms for the PRECEDE-PROCEED Model
P-R-E-C-E-D-E P-R-O-C-E-E-D
Predisposing Policy
Reinforcing Regulatory
Enabling Organizational
Constructs Constructs
Educational/Ecological Educational
Diagnosis Environmental
Evaluation Development

Figure 4-1. The PRECEDE-PROCEED Model for Health Promotion Planning

PRECEDE
Phase 5 Phase 4 Phase 3 Phase 2 Phase 1
Administrative Educational Behavioral and Epidemiological Social
and policy and ecological environmental assessment assessment
assessment assessment assessment
HEALTH Predisposing
PROMOTION A taciors
A
/// ‘
Healtlh i .. Reinforcing 5. Behavior
edL:ca:on factors and lifestyle —
Quali
| B A 7 A Health > 1
Policy y 4 of life
lat -
regulation i
gul k > Enelig » Environment
organization factors
Phase 6 Phase 7 Phase 8 Phase 9
Implementation Process evaluation Impact evaluation Outcome evaluation
PROCEED

Source: Health Promotion Planning: An Educational and Ecological Approach, 3rd Edition, by L. W. Green and M. W.

Kreuter © 1999. Reproduced with permission of The McGraw-Hill Companies.

enable, and reinforce individual lifestyles
and/or shape environmental living condi-
tions in ways that affect the health of pop-
ulations, with aggregated effects, even

though each of them individually might

only explain a small amount of variance in
health outcomes. Based on this definition,
Green and Kreuter suggest that program
designers identify the particular determi-

nants of health to be targeted in the inter-
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vention by classifying them into the fol-

lowing three categories:

= predisposing factors: According to Green

and Kreuter, these are "antecedents to
behaviors that provide the rationale or
motivation for the behavior” and would
include socio-demographic factors
(e.g., socioeconomic status, age, gen-
der, ethnic group, family size and his-
tory) that may be used to identify a tar-
get population, even though many of
these factors cannot be “changed” by
health promotion programs. Also in-
cluded are “"changeable” factors, such
as knowledge, attitudes, beliefs, val-
ues, and confidence, or self-efficacy.
Green and Kreuter also include in this
group several constructs described
within the Health Belief Model (to be
discussed in Chapter Eight of this
book) and the Theory of Planned Be-
havior (Chapter Eleven), both at the
individual level of influence and
change, as well as the Social Cognitive
Theory (Chapter Sixteen) at the inter-
personal level of influence and change
and its self-efficacy construct (which
was also later incorporated by the
Health Belief Model). Regarding values
as predisposing factors, the authors
establish an important ethical distinc-
tion that sometimes gets lost in the ef-
forts to achieve behavioral change: “We
do not set out in short-term health ed-
ucation or health promotion programs
to change values. We seek instead to
help people recognize inconsistencies

between their values and their behav-

ior or environment” (Green and
Kreuter1999).

enabling factors: The authors define
these as the "factors that facilitate the
performance of an action by individuals
or organizations.” These factors in-
clude the availability, accessibility, and
affordability of health care; community
resources; and health-compromising
consumer products (e.g., cigarette ma-
chines, laborsaving devices, the major-
ity of "fast foods”); community and
government commitment to good
health through policies and legislation;
as well as barriers to adopt a healthy
behavior (e.g., lack of smoke-free
school zones, playgrounds and other
recreational areas, legal drinking age
laws), including health-related skills to
carry out a behavioral or environmental
change. Most of these enabling factors
have been addressed by community and
policy level interventions based on the-
ories and models that help to promote
change at this level (e.g., community
organization, organizational change,
diffusion of innovations, development
of policies and legislation models)
which will be discussed later on in the
community and policy level sections of
this book.

reinforcing factors: According to Green
and Kreuter, "reinforcing factors are
those consequences of actions that de-
termine whether the actor receives
positive (or negative) feedback and is
supported socially afterward.” These
factors include feedback and pressure,

as well as the kinds of social support



provided by family members, peers,
teachers, employers, health providers,
community leaders, and decision-
makers. Furthermore, Green and
Kreuter highlight, in the case of ado-
lescents, the characteristics of the dis-
tinct developmental stages will need to
be taken into account when identifying
reinforcing factors (e.g., preadoles-
cents will more likely first seek social
support from parents, while middle

adolescents tend to seek out friends).

Figure 4-2. presents a more detailed ren-
dering of the fourth phase of the
PRECEDE-PROCEED model shown in

Figure 4.-1. In this configuration, the pre-
disposing, enabling, and reinforcing fac-
tors that determine behavior form the
fourth phase of the PRECEDE-PROCEED

model, educational and ecological assess-

ment.

Although Green and Kreuter’s three cate-
gories can be extremely helpful in identify-
ing health determinants at different levels
of influence, they nonetheless rely on the
most traditional concepts in behavior and
social change, without a particular focus on
young people and without addressing addi-
tional important theories that incorporate

other factors that predispose, enable,

Figure 4-2. The Predisposing, Enabling, and Reinforcing Factors of the PRECEDE-PROCEED
Model (Phase 4: Educational and Ecological Assessment)

Predisposing Factors:
= knowledge

= beliefs

= values

= attitudes AN

= confidence N

\
\
\
\

Reinforcing Factors: N\

« family A

= peers

= teachers
= employers >
= health providers

Specific behavior by
individuals or
by organizations

= community/government laws,

priority, and commitment to health
» health-related skills

» community leaders -
«» decision-makers E4 A
1 Health
Enabling Factors: /
= availability of health resources >
= accesibility of health resources Environment

(conditions of living)

Source: Health Promotion Planning: An Educational and Ecological Approach, 3rd Edition, by L.W. Green and M.W.

Kreuter © 1999. Adapted and reproduced with permission of Th

e McGraw-Hill Companies.

CHAPTER FOUR |

w
5}
z
<
T
8}
)
z
<
1%
w
o
s}
I
s}
T
=
=)
o
>




| SECTION ONE

w
19}
z
<
I
(]
[a)]
=4
<
%]
w
[}
o
T
(8]
I
=
=)
o
=

and/or reinforce specific behaviors among
adolescents and youth. Furthermore, the
distinction between predisposing, en-
abling, and reinforcing factors is perhaps
merely didactic in purpose, but it also can
inadvertently lead to confusion. As the au-
thors themselves admit, sometimes the
same factor may play different roles simul-
taneously (e.g., learning enabling skills
about how to use condoms can also become
a predisposing factor for adolescents to ac-
tually use them, and gaining improved nu-
tritional knowledge can predispose indi-
viduals to make healthier food choices as
well as enable them to plan individualized
diets to meet any specific goals they have
set). A final observation regarding the
PRECEDE-PROCEED model is that even
though the use of theories to help iden-
tify health determinants and to develop
theory-based interventions is present in
this model, the lack of sufficient explicit-
ness regarding the sequence of steps and
actions that need to be taken may increase
the temptation of program developers to
devote insufficient time to theoretical
framework choices and overall interven-
tion structure and to move too prematurely

into actual practice.

Having said this, PRECEDE-PROCEED is
an excellent model for health promotion
planning and program development ad-
dressing multiple levels of influence.
Youth: Choices and Change will attempt to
serve as a complement to Green and
Kreuter’s latest iteration of Health Pro-
motion Planning by providing a review of

theories pertinent to the promoting, pre-

disposing, enabling, and reinforcing of
healthy adolescent behaviors, while also
incorporating a developmental (and,
whenever possible, gender) perspective.
This publication will also strive to comple-
ment other worthy publications that em-
phasize the need to follow a logical model
for project assessment, design, and evalu-
ation to address behavioral change at mul-
tiple levels, but which perhaps do not ex-
pand in sufficient depth in their coverage
of the underlying theories and models that
are helpful in guiding intervention design,
particularly as regards adolescents and
youth. One of the most recent contribu-
tions is Behavior Change Interventions for
Sexual Health Promotion: A Manual pub-
lished by the Caribbean Epidemiology
Center (2003), which urges its readers to
“refer to the research literature, experts in
the field, [and] common sense and knowl-
edge of behavior or learning theories/
models” to select the appropriate inter-

vention approach.

Figure 4.-3. is a guide proposed by the au-
thors of this book that builds on the three
factors described by Green and Kreuter as
determining individual lifestyles and
shaping environmental living conditions.
The figure is intended to facilitate a closer
look by program designers at the underly-
ing theories and models that help to iden-
tify, promote, or change predisposing,
enabling, and reinforcing factors for ado-
lescent health behaviors. The principal
concepts of each are enclosed in parenthe-
ses and will be discussed within the frame-

work of the corresponding theory or model



Figure 4-3. Developing Interventions for Health-Promoting Behaviors in Adolescents: Theories

that Contribute to the PRECEDE-PROCEED Model’s Educational and Ecological Assessment

(Phase 4)

Predisposing Factors:

Health Belief Model

= (knowledge, beliefs, cues to action)

Transtheoretical Theory and Stages of Changes Model

= (stages and processes of change)

Theory of Reasoned Action and the Theory of
Planned Behavior

= (attitudes, values, intentions)

Goal-Setting Theory

= (self-set short- and long-term goals)

Self-Regulation Theory

= (impulse control and behavioral organization)

Sensation-Seeking Theory

= (sensation-seeking trait)

Reinforcing Factors:

Social Cognitive Theory

= (external, internal, and vicarious reinforcements;
skills capability; observational learning and role models;
self-efficacy)

Social Networks and Social Support Theories

= (isolate, liaison, or clique member of peer network;
social support by neighborhood; degree of
school connectedness)

Authoritative Parenting Model

= (demandingness, responsiveness)

Resiliency Theory

= (protective factors, developmental assets)

Stress and Coping Theories

= (environmental stress and coping skills)

Theory of Gender and Power
= (sexual division of labor, power, affective and

Specific behavior by
adolescents, groups,

social exposures)

Enabling Factors:

Community Organization Models

= (youth participation, empowerment)

Organizational Change Theories

= (organization of quality health care services for youth,
health-promoting schools, youth community centers)

Diffusion of Innovations Theory

= (ample availability of successful programs for young
people in the community)

Policy Development Theories and Models

= (health-promoting policies and regulations for youth)

> or organizations
influencing adoles-
cent behavior

A 1A

/

Y

\

Health

The environment of
» the adolescent

(conditions of living)

A

Source: Breinbauer and Maddaleno/PAHO
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in Section Two of this book. In presenting
this proposal, the authors of Youth: Choices
and Change wish to note that they share in
Green and Kreuter’s preference to think of
predisposing, enabling, and reinforcing
factors as human capacities to be strength-
ened, rather than deficits or problems to

be overcome.

The theories and models presented in
Figure 4.-3. are a selection of those the au-
thors of this book consider particularly
important to keep in mind when design-
ing health promotion and prevention
programs for adolescents and youth. This
selection is based on a body of evidence

found in the literature regarding theoret-

ical frameworks whose constructs predict
youth health behavior and/or support ef-
fective interventions for young people.
The authors recognize that, since Youth:
Choices and Change represents the first at-
tempt to present a compilation of theories
and models and the corresponding em-
pirical evidence regarding their use-
fulness as regards adolescent behavior
change, some inadvertent omissions
might have occurred. At the same time,
in future editions, it will be important to
include any relevant emerging theories
and corresponding evidence, for which
insufficient information was available at

the time of this book’s printing.



[Chapter Five]

Listening to Adolescents’ Needs and
Wants: A Respectful Intervention

ifferent authors (Buchanan 2000, Kipnis 1994) have criticized the use of be-
havior change theories and strategies in vertical programs designed by govern-
ment agencies, international organizations, or other “outside” entities, which
do not include community participation and which attempt to manipulate and/or coerce
individuals and groups to change their lifestyles without according due consideration to

basic issues related to human dignity, integrity, and autonomy.

The Pan American Health Organization (PAHO) and the authors of this book share these
criticisms and consider adolescent and community participation in the planning of
health promotion interventions and programs to be fundamental. The use of behavior
change theories and strategies is merely part of understanding successful interventions.
While many of these theories show great promise, they are empty without an under-
standing of adolescent development processes, their social context, and how adolescent
needs and wants change as adolescents mature. A special concern is that changing beliefs
and attitudes and teaching skills to adolescents might not be enough to improve their
health and well-being. Adolescents must be motivated to utilize the information they are
provided, practice the skills they are taught, and take advantage of the services that are
targeted to them.

Youth culture has, perhaps always throughout history, been misunderstood and misrep-
resented by older generations, resulting in an unfortunate situation of victimization, dis-

crimination, stereotyping, and mass generalization. Researchers have focused on iden-
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tifying behavioral determinants of health
utilizing a problem-based approach that
has tended to place blame on individuals
rather than searching farther beyond for
environmental explanations. Adolescents
have been transformed into “cases” and
labeled as different categories of problems
("youth at risk for substance abuse,”
“youth at risk of early sexual initiation,”
“youth at risk for HIV infection,” etc.). Yet,
as young people see when they observe
their parents and others around them who
are older, risk-taking in and of itself is not
necessarily an undesirable trait. In some
instances, such as when making certain
career-related decisions, risk-taking is
viewed as a very positive quality, conducive
to personal growth and maturity. So when
should adolescents be encouraged and al-
lowed to take risks, and how do they de-
velop the ability to distinguish between
good choices and bad ones, given that so
many mixed messages and double stan-
dards exist in the environment they share

with others?

The opportunities for risk-taking and the
need to make choices are nowhere more
plentiful and powerful than for youth liv-
ing in poor communities. These youth,
too, bear the brunt of significant discrim-
ination and exclusion by a larger society
that often engages in “blaming the vic-
tim” when patterns emerge that many in
this group are engaging in early unpro-
tected sexual relations, defending them-
selves on the streets using violence, and
warding off loneliness with alcohol and/

or drugs.

Adolescence is a transitional period in
which gradually increasing autonomy co-
exists with the more traditional relation-
ships of dependency upon parents, teach-
ers, and other figures of authority.
Adolescents need more freedom and trust
in making their own choices within the
limits that family and society provide.
Families, communities, and society as a
whole also need to define their beliefs, at-
titudes, and limits regarding different be-
haviors, in order to protect young people
from harming themselves or others. Some
behaviors already have a clear limit, with
clear legal consequences set by society
which are accepted by the majority of the
population (e.g., rape, drug possession).
Other compromising behaviors lack a
clear consensus among individuals in cer-
tain communities (e.g., coercive use of
sex, tobacco use) and usually lack legal
consequences as well. The United Nations’
Convention on the Rights of the Child pro-
vides a global framework for protecting
adolescents from these types of behaviors,
but aslong as key members of society (par-
ents, teachers, community authorities)
don’t clarify their beliefs and attitudes to-
ward these behaviors, they will have no
moral authority to pursue changes and

limits among adolescents.

The challenge for those who work and in-
teract with adolescents is how to best sup-
port them as they learn how to improve
their own capacity for practical autonomy,
to become more mindful about their
choices (e.g., the value of not having early

sex and of using contraceptives when



needed), and to act accordingly, as these
choices become part of their internal set of
standards and sense of personal identity.
An accumulating body of research suggests
that taking a positive approach by promot-
ing skills and assets instead of preventing
deficits seems more likely to engage ado-
lescents, helping them to realize their po-
tential and avoid negative influences
(Child Trends 2002). This approach also
takes into account the needs and wants of
adolescents, thereby helping to set the
stage for a respectful intervention. As we
have seen in the Ottawa Charter, the final
goal of health promotion is to increase
people’s control over the determinants of
their health by increasing their self-care
capacities, which are the decisions and ac-
tions individuals take in the interest of

their own health.

In order to help adolescents take an active
interest in optimizing their own health, it
is necessary to understand their needs and
wants. For the purposes of this book, needs
are defined as the requirements to promote
adolescent health and development and
wants as the interests, desires, and wishes
that motivate the adoption of different behay-

10758.

According to UNICEF (1997), adolescents
have basic requirements (rights) that gov-
ernments and society must ensure are sat-
isfied: nutrition, exercise, recreation, and
access to services. Several authors (Brazel-
ton and Greenspan 2000, Reich 1991, Wil-
son 1987) and institutions (United Na-
tions Children’s Fund 1997, Takanishi and
Hamburg 1996, World Health Organiza-
tion 1989) have produced a list of basic
conditions, or "needs,” for the healthy de-

velopment of adolescents and youth:

(1) to have had a healthy childhood, in a
safe setting, characterized by positive
and nurturing emotional experiences
and interactions;

(2) tolive in a safe environment that pro-
vides the basic necessities of food,
rest, and protection from violent sur-
roundings and traumatic experiences;

(3) to maintain positive affective rela-
tionships and interactions with peers
and adults who offer support and op-
portunities, as well as set limits and
realistic expectations and provide
structure;

(4) tohave access to information and op-
portunities that are appropriate for

adolescents’ level of development

Box 5-1. The Definition of Needs and Wants

Needs

Wants

different behaviors.

Needs are the requirements to promote adolescent health and development.

Wants are the personal interests, desires, wishes, and goals that motivate the adoption of
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and individual differences and allow
them to develop a wide range of prac-
tical, vocational, and life skills;

(5) tohave equal access to a wide range of
services, such as those related to edu-
cation, employment, health, justice,
recreation, and mental and emotional
well-being;

(6) to live in a supportive environment
molded by policies and legislation,
social values, positive role models,
and behavioral norms, with positive
reinforcement of these by the mass
media;

(7) tolive in supportive, stable communi-
ties that provide cultural continuity;

(8) to have a sense of belonging and the
opportunity to participate and be ac-
tive, contributing members of their
societies as parents, workers, and
citizens;

(9) to believe in a promising future that
offers real social and economic op-
portunities, in awareness that without
the hope of achieving a modicum of
socioeconomic stability, youth have
little incentive to invest in their own
education and to avoid unhealthy
habits;

(10) to develop technical and analytical
skills that allow adolescents to com-
pete in the technologically savvy
world economy; and

(11) to develop a motivation for continu-
ous learning, the preparation for liv-
ing with uncertainty and change, and
the values needed to grow up in com-
munities with different ethnic, reli-

gious, and cultural groups.

While satisfying these basic requirements
or “needs” will support adolescent health
and development, it might not be enough
to motivate young people to adopt healthy
behaviors when confronted with new
choices. According to Acuff and Reiher
(1997), a deep understanding of the ado-
lescent consumer provides a “winning
formula” for the development of products
and programs that succeed with young
people. In their book What Kids Buy and
Why, the editors describe a series of
“wants” of adolescents regarding media
interests and recreation. Yet as child and
adolescent psychiatrist and developmental
theorist Stanley Greenspan notes, “it is af-
fect (feelings) that gives rise and organizes
thinking” (Greenspan 1993). He also
states that the ability to be intentional is the
ability to create and direct desire, which in
its very nature is experienced as an affec-
tive or emotional sense of purpose
(Greenspan 1997a). Adolescents want to
explore novel challenges and experiences,
partake in “"grown-up” activities, be part
of a social group, have money and access to
buy things of interest to them, listen to
music, watch TV, play video games and
sports, and, overall, have fun in life. Table
5-1. compares common needs and wants

of adolescents.

In order to develop effective health pro-
motion and prevention programs for ado-
lescents, it is crucial to understand the
"needs and wants” of each gender as ado-
lescents progress through different stages
and begin identifying the choices that they

can safely make on their own, the limits



Table 5-1. Comparison of Common Needs and Wants of Adolescents

NEEDS WANTS

Love, ongoing nurturing relationship
Acceptance

Developmentally appropriate experiences and
success

Opportunities and guidance

Expectations, limits, and values

Safe and supportive environments at home and
school and in neighborhoods

Structures that provide healthy nutrition,

physical activity, and proper sleep

Autonomy
Social interaction
“Grown-up” experiences

Novelty

Humor and fun

Music, television shows and movies, video and
computer games, magazines and books, hang out
with friends at social places, parties

Fast foods, sports, stay up late

Source: Breinbauer and Maddaleno/PAHO

that they still need, and the healthy but en-
joyable and challenging activities they can
participate in. Behavior change theories
can provide effective behavior change
strategies that will help adolescents
achieve their self-set goals. Theories can
also contribute strategies that strengthen
adolescents’ capabilities to organize

among themselves and make positive

changes in their social group and the com-
munity to support new healthy lifestyle
choices. The challenge facing designers of
programs and interventions is how to
achieve an adequate balance of response to
both adolescent needs and their wants,
while providing opportunities, protecting,
and motivating young people to adopt and

maintain healthy behaviors.
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[Chapter Six]

The Crucial Link between Theories
and Developmental Stages of
Adolescence

he importance of acknowledging the developmental processes of adolescents

when planning health promotion and prevention programs has been emphasized

previously in the literature. Linda Juszczak and Lois Sadler (1999), in their arti-
cle "Adolescent Development: Setting the Stage for Influencing Health Behaviors,” un-
derscore the importance of assessing individuals within the stage of adolescence they are
currently undergoing, and tailoring interventions specifically for the abilities and inter-
ests of that age group. Joy Dryfoos (1998), in her book Safe Passage (Making It through Ado-
lescence in a Risky Society: What Parents, Schools, and Communities Can Do), also empha-
sizes the importance of developmentally appropriate programs to achieve effectiveness.
She notes that the most effective programs relate to teenagers according to where the
young people "are” developmentally speaking, instead of where health and other types of
professionals think they ought to be, based on their body size, appearance, and/or

chronological age.

One of the key concepts of social marketing, increasingly used in the field of public
health and social communications projects, is audience segmentation, or differentia-
tion of large groups of people into smaller, more homogeneous subgroups. Acuff (1997)
divides the period from 8 to 19 years of age into 4, different stages (preadolescence, and
early, middle, and late adolescence). In 2001, the National Youth Anti-Drug Media
Campaign in the United States adjusted its campaign targets from the original group of
9—17-year-olds to those ages 11 to 14 (U.S. Office of National Drug Control Policy
2002b).



PAHO and the World Health Organization
define “adolescence™ as the period be-
tween 10 and 19 years of age and “youth” as
the period between 15 and 24 years of age.
This distinction has been made to high-
light the growing consensus that effective
interventions can no longer pretend to
target “adolescence” and “youth” as a uni-
fied homogeneous group, since strategies
and the goals of the interventions devel-
oped will vary for different adolescent
stages and by gender. With this in mind,
Section Three of this book is devoted to a
thorough discussion of the various stages
of adolescent development, with particular
emphasis on preadolescence and early
adolescence, the needs and wants specific
to these age groups, and how they are fur-

ther differentiated by gender.

At this juncture, it should also be noted
that PAHO considers that the single-most
important of all these groups to be targeted
by health promotion and prevention pro-
grams is the preadolescence period. Until
recently, the great majority of interven-
tions promoting safer sex practices, for
example, have been directed to middle and
late adolescents (e.g., increasing condom
use and developing other necessary nego-
tiation skills to ensure safe sexual prac-
tices). Yet preadolescence marks the ad-
vent of increased sexuality and intimacy
development, which will continue through
early, middle, and late adolescence. In this
sense, Youth: Choices and Change is in-
tended to serve as a practical guide for
program designers to plan developmen-

tally appropriate goals for interventions,

with an emphasis on promoting the adop-
tion and maintenance of health behaviors
beginning with preadolescence, instead of
later on, when health-compromising be-
haviors have already begun and may be
well engrained, thus making them more

difficult to change.

Section Three of this book will stress the
overarching importance of integrating be-
havior change theories with developmen-
tal goals to improve adolescent health, a
strategy that PAHO believes has, for too
long, been overlooked and underutilized
in the design of adolescent health pro-
grams. Other authors (Mummery, Spence,
and Hudec 2000; Bush 1996; Sturges and
Rogers 1996; Petosa and Jackson 1991)
have also noted the paucity of efforts to an-
alyze the concepts and constructs of be-
havior change theories with a develop-

mental perspective.

Part of the explanation for this situation
lies in the fact that traditional behavior
change theories are often referred to in the
literature as “learning theories.” Learning
theorists stress the context within which
behavior takes place and are not especially
developmental in their approach. For
learning theorists, the basic processes of
human behavior are the same during ado-
lescence as they are during other periods
of the life span. The introduction of be-
havior change theories to increase effec-
tiveness of health education and health
promotion interventions was first used to
address adult behaviors (e.g., the Health
Belief Model, discussed in Chapter Eight
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of this book) and then extrapolated to tar-
get adolescent lifestyles.

The shortcomings and gaps of a "theories-
only™ approach, within the context of ado-
lescent health, are quite clear, since this
age group is in a state of constant change
and rapid development. As Mary Pipher,
author of Reviving Ophelia (1994), writes:
“"Adolescence is a fascinating time of
marked internal development and massive
cultural indoctrination.” The benefit of
tailoring the application of behavior
change theories, concepts, and constructs
to the developmental stage and by gender
enables the resulting interventions to bet-
ter guide adolescents through the com-
plex and ever-changing web of socio-
environmental factors that make up their

lives.

An integrated approach allows programs
to be developed that analyze adolescent
behavior with the framework of social envi-
ronment and developmental stage and en-
ables program designers to orient inter-
ventions by considering the following

questions:

= Do determinants of adolescent health

behaviors described by different theo-

ries (e.g., subjective norm, perceived
behavioral control) change through dif-
ferent developmental stages? If so, in
what ways?

» Are there adolescent gender-specific
behavior determinants for tobacco, al-
cohol, and druguse; nutrition and phys-
ical activity; sexual activity and contra-
ceptive use; and violence? If so, how and
why must interventions for girls and
boys be structured differently?

» Are there any other preadolescent be-
haviors that have not been sufficiently
addressed that should be promoted
to help adolescents adopt health-

enhancing behaviors?

The answers to these and other similar
types of questions will vary from commu-
nity to community, culture to culture, and
age group to age group in response to local
realities. Therefore, the mix of program
design elements will be unique as well, re-
quiring health promoters to approach pro-
gram design with a clear understanding of
the target audience, the behavior change
theories which may applied, and why (or
why not) they might be appropriate.



[Chapter Seven]

The Youth: Choices and Change
Model for Designing Etfective
Interventions for Adolescents

s we saw in Chapter Two of this book, longitudinal research is increasingly

pointing to the efficacy of adopting broad-based, multilevel approaches to be-

havior change rather than concentrating on changing individual behavior in
isolation. Chapter Four presents three ecological levels—interpersonal, community, and
public policy—at which, optimally, change also needs to occur in order to support and re-
inforce change at the individual ecological level. Chapter Six discusses the importance of
identifying the target group by stage of development (preadolescence; early, middle, or
late adolescence), while Chapter Five shows why adolescent needs and wants need to be
taken into account when developing respectful health-promoting interventions. Chapters
Two and Three illustrate how behavioral change theories may be used to close the gap be-
tween the knowledge young people possess about how to lead healthy lives and actual pos-

itive changes they decide to make on their own to initiate these healthy lifestyles.

The basic elements highlighted in the first six chapters of this book provide a complete
framework within which program designers may develop a series of interventions to sup-
port adolescents and youth in achieving and maintaining healthy behaviors and
lifestyles. In this chapter, the Youth: Choices and Change Model is presented to enable
designers to better visualize what their fully constructed program might look like. The
model, developed by PAHO, provides a grid interlinking the components described
above (Figure 7-1.) and allows designers to build programs utilizing a step-by-step ap-
proach. The model’s key conceptual components are further defined and/or reviewed in

Box 7-1.




Figure 7-1. The Youth: Choices and Change Model

Pre-interventions Post-interventions
Individual level

theories

-

Preadolescent
boys’ and girls’
health-promoting
lifestyles

Clusters of individual
health-promoting
developmental capacities
and health-compromising
determinants and
behaviors

( Clusters of more
developmentally
recommended

health-promoting

capacities,
determinants,

Change and behaviors

|‘ Clusters of more

interpersonal
health-promoting

determinants

and behaviors

Individual needs and Individual
wants of adolescents
of different ages,

genders, and culture

level

interventions

Early adolescent
boys’ and girls’
health-promoting
lifestyles

R A—

Interpersonal level
theories

Clusters of interpersonal
health-promoting and
health-compromising

determinants and

Interpersonal needs Interpersonal

and wants of
adolescents, parents,

level
interventions

teachers, and peers behavior Middle adolescent
1 T l T boys’ and girls’
. health-promoting
Community level lifestyles

theories

Clusters of more
community
health-promoting
determinants
and behaviors

Clusters of community
health-promoting and
health-compromising
determinants and
behavior

R —

Late adolescent
boys’ and girls’
health-promoting
lifestyles

R —

Youth and
young adult
Policy boys’ and girls’
level health-promoting
interventions lifestyles

Community needs and
wants of adolescents,
parents, and other
community actors

Community
level
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During the design of adolescent health  groups. The population health approach
programs, it is important to distinguish  describes a broad range of factors and
between health behavior determinants, as  conditions that have a strong influence on
described in most of the health education  our health, which are described as health
textbooks (Box 7-1.), and health determi-  determinants, and are identified as the fol-
nants, as described by the population health ~ lowing:

approach (Health Canada 2003, Frankish = income and social status

et al. 1996), which aims to improve the = social support networks

health of the entire population and to re- = education and literacy

duce health inequities among population = employment/working conditions




Box 7-1. Definition of Terms Used in the Youth: Choices and Change Model

Health behavior determinants are the conditions and circumstances that influence behaviors
which, in turn, affect health. Within the framework of behavior change theories, they consist of a
series of theoretical constructs that predict behavior (e.g., attitudes, perceived benefits, intentions,
subjective norms). These conditions or behavior determinants can be identified at all four ecological
levels: the individual (e.g., attitudes), interpersonal (e.g., role models), community (e.g., youth em-
powerment), and policy (e.g., public policies). Determinants may be expressed as variables, may be
measured and changed, and may serve as indicators of progress towards behavior change.

Health-promoting determinants are those determinants, at different levels of intervention, which
facilitate the adoption of healthy behaviors (e.g., positive attitudes towards condom use, positive role
models, youth participation in HIV prevention campaigns, effective policies for condom availability).
Protective factors, described by the Resiliency Theory (see Chapter Nineteen), as well as develop-
mental assets, are health-promoting determinants.

Health-compromising determinants are those determinants which facilitate the adoption of un-
healthy behaviors (e.g., negative attitudes towards condom use, role models favoring early unpro-
tected sex, lack of social support and networks, policies restricting condom distribution). Risk factors
are health-compromising determinants.

Health-promoting developmental capacities are those age-appropriate developmental capaci-
ties which facilitate the adoption of healthy behaviors (e.g., to have developed a personal conviction
against early sexual relationships during preadolescence, to be able to set limits in sexuality explo-
ration and negotiate alternative behaviors to intercourse for channeling sexual arousal during early
adolescence).

Needs are the requirements, by different actors at different levels (e.g., adolescents, parents, teach-
ers, community leaders, policymakers), to promote adolescent health and development.

Wants are the personal interests, desires, wishes, and goals of different actors (e.g., adolescents,
parents, teachers, community leaders, policymakers) at different levels that motivate the adoption of
various types of behaviors.

Heath-promoting lifestyles refer to a cluster of behaviors that can help to preserve adolescent
health, including sexual behaviors, and those related to violence; alcohol, tobacco, and drug use; and
nutritional habits and physical activity.

In identifying developmental stages:

preadolescent refers to girls who are ages 9-12 and boys who are ages 10-13;
early adolescent refers to girls ages 12-14 and boys ages 13-15;

middle adolescent refers to girls ages 14-16 and boys ages 15-17;

late adolescent refers to girls ages 16-18 and boys ages 17-18;

youth refers to boys and girls ages 18-21; and

young adult refers to boys and girls ages 21-24.

social environment

» biological and genetic makeup
physical environment » availability and quality of health
personal health practices and coping services
skills » gender

healthy/unhealthy child development = cultural background
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Within the definition of health determi-
nants utilized by the population health ap-
proach, health behavior determinants would
be one of those listed above; specifically,
the “personal health practices and coping
skills” determinant. This differentiation
particularly applies when the concept of
health behavior determinants is used to de-
scribe those determinants that affect indi-
vidual behaviors at the individual level,
without considering the other levels of in-
fluence. Nevertheless, experts working in
the health education and health behavior
fields have also incorporated more and
more this broader notion of health deter-
minants, defining health behavior as "the
actions of individuals, groups, and organi-
zations as well as their determinants, corre-
lates, and consequences, including social
change, policy development and imple-
mentation, improved coping skills, and en-
hanced quality of life” (Glanz, Rimer, and
Lewis 2002; Parkerson et al. 1993). How-
ever, for the health behavior approach, ef-
forts to improve environmental factors,
policies, and the above-listed broader
health determinants should in the end be
evaluated for their effects on measurable
changes in health behavior or health out-
comes. Glanz and colleagues (2002) caution
that a policy change that does not lead to
measurable changes in behavior may be ei-
ther too weak or too short-lived, or be only

a limited determinant of behavior.

Putting It All Together—The Youth:
Choices and Change Model
The following steps will help developers of

adolescent health programs to approach

program planning systematically, allowing
reflection about each of the components to
be included in the design of interventions
and facilitating the decision-making

process:

(1) Identify the target group: adolescent stage
and gender. In applying the Youth: Choices
and Change Model, PAHO recommends
that program designers begin by identify-
ing the specific adolescent stage(s) and
gender(s) they are going to target, given the
stated needs and goals of the different ac-
tors involved. It is worthwhile noting that,
historically, the needs frequently stated as
being urgent are those related to changing
middle and late adolescent behaviors,
without due consideration being given to
the value of focusing instead on building
the strengths and positive behaviors of
these age groups. As pointed out in Chapter
Five, recent research shows that taking a
positive approach by promoting skills and
assets instead of preventing deficits has a
better chance of engaging the interest and
participation of adolescents, helping them
to achieve their potential and avoid nega-
tive influences (Child Trends 2002). For
these reasons, PAHO advises that program
designers make special efforts to intervene
early and to also target pre- and early ado-
lescents, even when community members
in these age groups might not yet show
overt signs of health-compromising be-

haviors.

(2) Identify adolescent needs and wants.
As we will see in much greater detail in

Section Three of this book, adolescent



needs and wants will vary according to
gender and the various different stages of
development. Nevertheless, an awareness
and understanding of the needs and wants
of girls and boys at different ages, within
the cultural context of the community it-
self, is crucial to the development of suc-
cessful health interventions. Since cul-
tural and social values will vary from
community to community, learning the
specific needs and wants of the local ado-
lescent population usually occurs by or-
ganizing small focus groups among the

target population.

(3) Identify level of intervention. As we saw in
Chapter Four, adolescents live in a complex
environment in which they are subject to
multiple levels of influence for health-re-
lated behaviors: individual, interpersonal,
institutional and/or organizational, com-
munity, and public policy. Given that the
body of research continues to grow indicat-
ing that successful behavior change is best
achieved if multilevel inputs are provided
to support and reinforce this change syner-
gistically, PAHO recommends that inter-
ventions calling for positive change be in-
corporated at each ecological level rather
than focusing exclusively on changing in-

dividual behavior.

(4) Identify other actors’ needs and wants.
In a multilevel approach, the needs and
wants of the other actors involved in pro-
moting healthy adolescent lifestyles—
parents, other family members, care-
givers, teachers, peers, community leaders,

and others—will need to be taken into ac-

count in order to secure this group’s active
support of and participation in the inter-
ventions and programs created. Since the
members of this diverse group relate to
adolescents in different ways, each will
bring unique perspectives to the design
process, enhancing the possibility of de-
signing and implementing respectful in-
terventions that are meaningful and age-
appropriate for the recipients, thereby
stimulating greater interest and commit-

ment on the latter’s part.

(5) Identify the theories that will support the
design of the intervention. The Youth:
Choices and Change Model proposes that
at least one theory be selected at each ecologi-
cal level to guide the design of interven-
tions. Table 4-1. shows the various theo-
ries that may be applied at each level, and
Section Two of this book explores each of
the theories within its ecological context.
But before theoretical frameworks are se-
lected, ideally composed of theories cho-
sen from the different ecological levels,
program designers will need to utilize a
problem-driven psychological approach
(see Chapter Three) to answer the ques-
tions that will lead to a better understand-
ing of the specific problem at hand and

what needs to be done to achieve change.

(6) Translating theory into practice. The
selection of meaningful theories to address
a specific adolescent behavior or challenge
(e.g., adopting responsible and reasonable
drinking habits, reducing overall alcohol
drinking among adolescents) will help to
identify clusters of health-promoting and
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health-compromising determinants (e.g.,
attitudes, subjective norms, choice of role
models, coping strategies, poverty, local al-
cohol regulations for youth) and behaviors
(e.g., adolescent drinking behaviors,
parental drinking habits, school connect-
edness, ease of access to alcohol products)
at each ecological level. The challenge is to
translate those theoretical constructs into
measurable variables before the interven-
tion, so that changes may be measured after
the intervention. In this way, the interven-
tions will follow a logical design that in-
cludes assessment and evaluation, one of
the key elements in the development of
successful adolescent health interventions
and programs (U.S. Department of Health
and Human Services 2002a), as we saw in

Chapter Four.

The selected theories will also help to
design the interventions at each ecolog-
ical level in order to decrease the
amount of health-compromising deter-
minants and behaviors and increase the
amount of health-promoting determi-
nants and behaviors after the intervention
takes place. Although adopting and main-
taining health-promoting behaviors
among adolescents and changing health-
compromising behaviors at each level is
the ultimate goal, the process of achieving
this might require targeting determinants
of behaviors first (e.g., attitudes), which
can then serve as measurable process in-
dicators before changes in outcome indi-
cators (final behavior) are ultimately

obtained.

The Youth: Choices and Change Model also
proposes targeting not only adolescent-
specific determinants and behaviors (e.g.,
attitudes toward alcohol, resistance skills
when offered alcohol) but also promoting
the strengthening of developmental ca-
pacities appropriately gauged for pre- and
early adolescent boys and girls through
the interventions, which will, in turn,
strengthen their abilities to make con-
scious healthy decisions (e.g., to improve
mood regulation, control expression of
emotions, critically analyze role models
that involve excessive or irresponsible
drinking habits). These developmental ca-
pacities will be more fully discussed in
Section Three of this book.

Throughout the world, there is a growing
number of successful adolescent health
initiatives that incorporate the elements
discussed so far in this book. Many of
these were presented at an international
conference sponsored by the World Health
Organization in Stockholm, Sweden, in
2001 (Foxcroft et al. 2001). One of these is
“Strengthening Families,” a highly effec-
tive alcohol and drug prevention program
developed in the United States by Iowa
State University and consisting of seven 2-
hour sessions and four booster sessions
during which parents work to improve
their parenting skills and adolescents
strive to achieve more effective communi-
cation with their parents (Towa State Uni-
versity 1997). The program has been sci-

entifically evaluated and shown to be



effective and is recognized by four U.S.
federal agencies: the National Institute on
Drug Abuse and the Departments of Edu-
cation, Justice, and Health and Human
Services. Youth attending the program had
significantly lower rates of alcohol, to-
bacco, and marijuana consumption, as
well as school conduct problems, com-
pared to their control group counterparts.
Furthermore, the differences between
program and control youth were shown to
increase over time, indicating that the
skills learned and the strengthening of
parent-child relationships continued to
manifest their influence as these youth

progressed through their adolescent years.

Perhaps the proven effectiveness of the
“Strengthening Families” program lies in
two key ingredients: first, that it promotes
simultaneous changes at the individual, in-
terpersonal, and community levels; and
secondly, that it targets pre- and early ado-
lescents (in this case, ages 10 to 14.), which,
as we have already seen, is a critical age

group to be targeted by any and all adoles-

cent health promotion initiatives. Impor-
tant, also, is the fact that the program takes
into account the needs of other actors—
from family members and caregivers to
community leaders—and that it is based on
theories that facilitate the design of inte-
grated interventions occurring across the

lines of the different ecological levels.

In Section Two, we will review a variety of
behavior change theories at different lev-
els of intervention that are considered
particularly relevant in the design of ado-
lescent health promotion and prevention
programs. Like the components of the
theoretical framework of “Strengthening
Families,” the theories presented have
demonstrated their ability to achieve pos-
itive results. The participants themselves
have reported that they find the interven-
tions to be innovative and appealing, per-
haps because adolescents are granted the
opportunity for greater autonomy and
challenged to make conscious choices that
place them firmly in charge of their own

growth and maturation process.
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SECTION TWO

YOUTH: CHOICES AND CHANGE |

Theories and Models that Promote Change
at the Individual Level

As we saw in Chapter Four, behavior, when viewed from an ecological perspective, is af-
fected by—and has an effect on—multiple levels of influence. The levels of influence for
health-related behaviors and conditions that have been identified are the following

(McLeroy et al. 1988):
(1) individual factors;
(2) interpersonal factors;
(3) community and organizational factors; and

(4) public policy factors

From this ecological perspective, behavior both influences and is influenced by the social
environment. This multilevel, interactive perspective clearly shows the advantages of
multilevel interventions, such as those that combine developmental, behavioral, and en-
vironmental components. For example, adolescents are less likely to take up smoking if
they reach early adolescence with a strong internal sense of what is “right” and what is
“wrong,” and believe that smoking is unpopular, even if this feeling disagrees with that of
other peers (individual level). Similarly, if their best friends also disapprove of the habit,
their role models do not smoke, and they have developed healthy coping mechanisms to
deal with the daily pressures of their personal lives, they will be less inclined to begin
smoking (interpersonal level). Adolescents will also be less likely to adopt this behavior
if they live and study in a smoke-free environment and listen to mass media advertising
with attractively designed messages that encourage health-promoting lifestyles (com-
munity level). And finally, adolescents will also be more inclined to refrain from tobacco
use if product prices are high and laws that prohibit tobacco sales to minors are strictly

enforced (public policy level).

Theories on health behavior attempt to explain health behaviors (“explanatory theories or
theories of the problem”) and propose ways to reach behavior change (“theories of action
that guide the development of interventions”). Oftentimes, one theory seems to be in-
sufficient to explain the complexities of health behavior, leading to the development of
models of health behavior. Models draw on a number of theories and empirical findings
to help people understand a specific problem within a particular setting or context

(Glanz, Rimer, and Lewis 2002). Theories also form the basis for evaluation, ensuring



that the evaluator will set realistic and achievable expected results before the interven-

tion begins and that these results can be measured following the intervention.

Chapters Eight through Fifteen of Section Two will deal with the first level, that of chang-
ing individual behavior. Individuals constitute the basic units of groups, families, orga-
nizations, schools, communities, and governments. Individual behavior shapes dimen-
sions of collective health behavior and vice versa, including the complex interaction
between the two. In the above-mentioned chapters, the following theories and models of

individual health behavior will be reviewed in the context of working with adolescents:

the Health Belief Model

the Transtheoretical Model and Stages of Change
the Theory of Reasoned Action

the Theory of Planned Behavior

the Goal-Setting Theory

the Self-Regulation Theory

the Sensation-Seeking Theory

As in the subsequent chapters in Section Two, which deal with the remaining three eco-
logical levels of influence, a description of relevant theories and models will be pre-
sented, followed by a discussion of how these constructs may be applied to specific ado-
lescent behaviors, such as reproductive health and sexual activity; violence; tobacco,
alcohol, and drug use; and nutrition and physical activity. Each theory or model will be
analyzed from a developmental perspective and include observations on its application
as it relates to the different stages of adolescence. At the same time, gender differences

for behavior determinants will be highlighted.
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Recommended Bibliography for Section Two

For further reading on topics related to health education, health behavior, and health

promotion, the following works may be of interest:

Theory at a Glance: Guide for Health Promotion Practice (Glanz and Rimer 1995)
Health Behayior and Health Education: Theory, Research, and Practice (Glanz, Rimer,
and Lewis 2002, 1997)

Intervention Mapping: Designing Theory- and Eyidence-Based Health Promotion Pro-
grams (Bartholomew et al. 2001)

Emerging Theories in Health Promotion Practice and Research: Strategies for Improving
Public Health (DiClemente, Crosby, and Kegler 2002)

An Ethic for Health Promotion: Rethinking the Sources of Human Well-Being (Buchanan

2000).



[Chapter Eight]

The Health Belief Model

he Health Belief Model was one of the first models to adapt theory from the be-
havioral sciences to health problems, and it remains today one of the most
widely recognized conceptual frameworks of health behavior. It was originally
introduced in the 1950s by psychologists Hochbaum, Kegels, Levanthal, and Rosenstock
of the U.S. Department of Health and Human Services (Hochbaum 1958). This model

predicts that individuals will take action to ward off, screen for, or control illness if they:

= regard themselves as susceptible to the condition (perceived susceptibility)

» believe the condition to have potentially serious consequences (perceived
severity)

u believe that a course of action available to them would be beneficial in reducing
either their susceptibility to the condition or the severity thereof (perceived
benefits)

u Dbelieve that the anticipated barriers to (or costs of) taking action are outweighed

by its benefits (perceived barriers)

An additional concept, cues to action, would activate the “readiness to act” in the model.
These cues may be bodily events (symptoms) and/or environmental events (the use of
reminders, how-to information, media publicity, and activities promoting increased
awareness), which serve to instigate action. Another concept, self-efficacy, was added
later by Rosenstock and others in 1988 to the model. Self-efficacy is defined as “the con-

viction that one can successfully execute the behavior required to produce the outcomes”
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(Bandura 1977). This concept was added in
recognition of the challenges presented in
modifying lifestyles and behaviors in the
long term, since the problems involved in
modifying such habits as eating, drinking,
exercising, smoking, and sexual practices
require a good deal of confidence that one
can, in fact, alter such lifestyles before

successful change is possible.

In summary, in the Health Belief Model,
for behavioral change to succeed, people
must feel threatened by their current behav-
ioral patterns, and they must believe that
change of a specific kind will be beneficial
by resulting in a valued outcome at an ac-
ceptable cost. At the same time, they must
believe that they have the ability to over-
come any and all perceived barriers to tak-

ing action.

Research and Evidence of Practical
Applications of the Health Belief
Model to Adolescent Lifestyles

The Health Belief Model can be a very use-
ful one when working with adults, but it
should be used with caution with adoles-

cents. Because of the assumption that the

person must feel threatened by their cur-
rent behavior, the model may be used for
certain adolescent concerns (e.g., body
image and fat consumption for girls) but
not necessarily for all risk behaviors, es-
pecially if the individual does not feel
threatened. Younger children (i.e., 8—10
years) have reported higher levels of fear
intensity than older children and adoles-
cents (i.e., 10—16 years), although the lat-
ter group tends to report more fears relat-
ingto illness, disease, and school (Gullone

2000).

There is some evidence that sensation-
seeking traits, which represent the opti-
mistic tendency to approach novel stimuli
and explore the environment, accompa-
nied by increased risk behaviors, rise be-
tween 9 and 14, years of age and begin to
decline in late adolescence (Zuckerman
1994). During adolescence, increases in
risk behaviors can be accompanied by a
greater perception of prevalence of the be-
haviors in the surrounding environment,
along with decreases in perceptions of vul-
nerability and of the influence of health

and safety concerns on behaviors. Al-

Healthy Behaviors

health-promoting behavior

required to produce outcomes

Box 8-1. The Health Belief Model: Key Theoretical Concepts in the Adoption of

perceived susceptibility: Individuals consider themselves at risk.

perceived severity: Individuals consider the risk to have serious consequences.

perceived benefits: Individuals consider that taking actions will be beneficial.

perceived barriers: Individuals consider that the costs are less than the benefits.

cues to action: reminders (e.g., symptoms, media publicity) that instigate action to adopt a

n self-efficacy: the conviction that one can successfully execute the health-promoting behavior




though adolescents can become more
aware of risks, they can also modify their
thinking in ways that enable their contin-
ued participation in risky situations (Ger-
rard et al. 1996). For the adolescent, risk-
taking may have fewer perceived costs and
more benefits, because of immature cog-
nition; the need for novelty, esteem, and
confidence; and a relative lack of life

experiences.

Sturges and Rogers (1996) applied theo-
ries of health psychology, such as the
Health Belief Model, to 10-year-old
preadolescents (n = 112) who had not
reached the stage of formal operational
thought, 15-year-olds (n = 67), and 20-
year-olds (n = 93). The authors found that
among adolescents and young adults, the
threat appeals worked only if people be-
lieved they could cope effectively with the
danger; if they believed they could not
cope, higher levels of the threat resulted in
decreased intentions to refrain from to-
bacco use. Although preadolescents un-
derstood the information about threat
severity and personal vulnerability, the
fragility and malleability of the preadoles-
cent’s beliefs in self-efficacy demon-
strated the importance of adding a devel-
opmental perspective to theories of

preventive health psychology.

One promising future use of the Health
Belief Model with adolescents and tobacco
concerns their attitudes towards second-
hand smoke, as seen in one recent study
(Glantz and Jamieson 2000). The study
found that the only statistically significant

predictor of planning to stop or having ac-
tually stopped smoking among adolescents
was believing that secondhand smoke
harmed nonsmokers, which more than
doubled the chances of planning to stop
smoking or actually doing so. The same
study found that nonsmoking teens were
twice as likely to consider secondhand
smoke dangerous as smokers. This sug-
gests that educating young people about
the dangers of secondhand smoke and, at
the same time, empowering nonsmokers
to speak out, should be strong elements of
any tobacco control program. These find-
ings are consistent with the results of two
econometric studies. The first showed that
the presence of an indoor clean air law was
associated with lower teen smoking
(Wasserman et al. 1991). The second indi-
cated that secondhand smoke is a highly
effective message for reaching young peo-
ple through focus group studies of anti-
tobacco advertising for teens (Goldman

and Glantz 1998).

These findings also may be explained by
understanding adolescent development.
Although adolescents might not feel per-
sonally threatened by their current or fu-
ture smoking behavior because of their
sense of invulnerability and their need to
explore risky situations, they might indeed
feel threatened, concerned, or responsible
for the possibility of harming others, espe-
cially those perceived as being more vul-
nerable than they are. During adolescence,
standing up against unfair situations and
the fear of contributing to these injustices

might be a powerful motivation for change.
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Another promising future use of the
Health Belief Model in adolescents could
be the use of short-term instead of long-
term consequences as something adoles-
cents would fear. This could be the case for
discouraging driving while drinking alco-
hol. Although most adolescents know that
this is a potentially harmful behavior,
many of them still make the decision to do
so. Reaching the legal age to obtain a dri-
ver’s license is a universal dream among
adolescents. A recent U.S. study, using the
Health Belief Model (Gotthoffer 1999),
revealed that the consequence youth fear
most is being charged with driving under
the influence (DUI), yet current anti-
drinking and driving public service an-
nouncements rarely portray this as a pos-
sible negative consequence. This study
provides information to effectively target
youth with media campaigns oriented to-
ward reducing drinking and driving by ad -
dressing the fear of receiving a DUI and

the negative consequences this can bring.

The use of the model to promote regular
physical activity among youths has been
less successful. Messages that focus on the
benefits of avoiding future chronic dis-
eases are not effective in motivating youth.
Nor do beliefs about the health benefits of
physical activity correspond to actual ac-
tivity levels among adolescents (Strauss et
al. 2001). Yet, in another study, the per-
ceived immediate benefits and barriers,
two other key concepts in the Health Belief
Model, have been shown to exert some in-
fluence on the physical activity of adoles-

cents (Sallis et al. 1992). Perceived barriers

in particular can be a very useful theoreti-
cal construct to apply when planning
health promotion interventions. The de-
sign of the intervention can include youth
participation when helping them identify
the barriers they feel are interfering with
adopting a new behavior. The intervention
can include a change in those identified
barriers; behaviors can be measured with
and without the barriers. In a recent study
of Hispanic and African-American middle
adolescent girls, the perceived barriers to
physical activity identified included nega-
tive experiences in physical education
classes, concerns about personal appear-
ance after the activity, and lack of opportu-
nity and accessibility (Taylor et al. 1999).

The application of the Health Belief Model
when promoting safer sex practices and
reducing the risk of contracting HIV has
also been challenging. Greater perceived
chance for contracting HIV and lower con-
cern about HIV infection have been asso-
ciated with high-risk behaviors in runaway
and homeless adolescents. Nevertheless,
among Asian-American students (Yep
1993), the belief that the anticipated bar-
riers to taking action are outweighed by its
benefits, and awareness of the disease’s
graveness—more than fear of contracting
the virus itself—have proven to be signifi-
cant predictors of the adoption of HIV-
preventive behaviors. Partner preference
for condoms was a strong predictor of con-
sistent condom use in another study (Lar-
raque et al. 1997). The self-efficacy com-
ponent of this model seems to play a

crucial role in adolescents’ confidence in



their ability to discuss and insist on
condom use with a partner (Mahoney,

Thombs, and Ford 1995).

The Health Belief Model has also been
used to explain parents’ participation in
at-home sexuality education activities for
adolescents. Perceived self-efficacy and
perceived barriers were the most signifi-
cant factors differentiating parents in-
volved in these activities from those not
involved. Compared with highly involved
parents, noninvolved parents were: (1)
less confident that their children (ninth
grade students) wanted to participate in
the activities with them; (2) less sure of
their children’s desire to talk with them
about sex-related issues; and (3) less cer-
tain that their own knowledge of AIDS-
related issues was current. Parents highly
involved in these activities reported be-
coming more comfortable talking with
their adolescents about sexually transmit-
ted infections (STIs) and felt that their
children talked a little more openly with
them about AIDS and STIs after partici-
pating in the activities. In contrast, unin-
volved parents reported no changes rela-
tive to communicating with their children

about sexuality (Brock and Beazley 1995).

This book’s authors found only one article
analyzing the Health Belief Model with a
developmental perspective (Petosa and
Jackson 1991). The purpose of this study
was to use the model concepts to predict
safer sex intentions among adolescents
of different ages (seventh, ninth, and

eleventh grade students). A predictive

model was constructed of the Health Belief
Model variables. The model was able to
predict better safer sex intentions among
younger students, accounting for 43% of
the variance in safer sex intentions among
seventh graders, and only 27% of the vari-
ance for ninth graders and 17% of the vari-
ance for eleventh graders. The results of
this study suggest that the Health Belief
Model variables can be useful in guiding
the design of educational programs to pro-
mote safer sex intentions in younger stu-
dents, but their effectiveness decreases as

they get older.

Although the model has been widely used
among the general population, its specific
use with the adolescent population has not
yet been analyzed. Research for this publi-
cation included an extensive MEDLINE
search that retrieved all published articles
using the Health Belief Model to address
different adolescent lifestyles and behav-
iors. This review indicated that the major-
ity of research using the model was in the
area of sexual health in an attempt to re-
duce teen pregnancy, HIV/AIDS, and STIs,
and to increase the use of safer sexual
practices. Unfortunately, most of the re-
viewed articles using the model variables
to promote safer sex practices targeted
mainly middle and late adolescents and
youth. It is not surprising to continue to
find several safer sex educational pro-
grams based on Health Belief Model vari-
ables that target these instead of younger
age groups. Table 8-1. shows the number
of articles dedicated to each of the adoles-

cent lifestyle areas of concern.
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Table 8-1. Most Commonly Researched Adolescent Behaviors Using the Health Belief Model
(HBM)

NUMBER OF ARTICLES NUMBER OF ARTICLES

ADOLESCENT BEHAVIORS USING THE HBM BY KEYWORDS

Sexual and Reproductive Health 37 Teen Pregnancy 12
HIV/AIDS 17
STls 7
Condom Use 21

Tobacco, Alcohol, and Drug Use 18 Tobacco 11
Alcohol 10
Drugs 7

Physical Activity and Nutrition 9 Obesity 5
Physical Activity 4
Nutrition 2

Violence 2

TOTAL 66

Box 8-2. Summary of the Health Belief Model and Adolescent Lifestyles

= The model has demonstrated its usefulness in guiding the design of educational programs to promote
safer sex intentions in younger students, but its effectiveness decreases as they get older.

= The threat appeals work only if adolescents believe they can cope effectively with the danger.

= Believing that secondhand smoke harms nonsmokers is a significant predictor among adolescents of
nonsmoking, planning to stop, or stopping smoking.

m Short-term, versus long-term, consequences for reducing drinking and driving are more effective,
particularly if the consequence is the suspension of the adolescent'’s driver’s license.

= Messages that focus on the benefits of avoiding future diseases are not effective in motivating youth to
adopt and maintain physical activity.

= Perceived immediate benefits and barriers are helpful in promoting physical activity among adolescents.

m Perceived severity of HIV is a better predictor of the adoption of safer sex practices among adolescents
than fear of contracting the disease.

m Self-efficacy plays a crucial role in adolescents’ confidence in their ability to discuss and insist on
condom use with a partner.

m Perceived self-efficacy and perceived barriers are significant factors differentiating parents involved in
at-home sexuality education activities from those who are not involved.




[Chapter Nine]]

The Transtheoretical Model and
Stages of Change

his model emerged from a comparative analysis of leading psychotherapy and
behavioral change theories. The comparative analysis identified 10 processes of
change among these theories, such as consciousness-raising from the Freudian
tradition, contingency management from the Skinnerian tradition, and helping rela-
tionships from the Rogerian tradition. The Transtheoretical Model uses stages of change
to integrate processes and principles of change from across major theories of interven-

tion, hence the name transtheoretical (DiClemente and Prochaska 1982, Prochaska

1979).

The model conceives behavioral change as a process and not an event, which involves a

progression through six different stages:

» Pre-contemplation is the stage in which people have no intention of taking action to
change their behavior in the foreseeable future, usually measured as the next six
months. According to DiClemente and Prochaska, people may be in this stage because
they are uninformed or insufficiently informed about the consequences of their be-
havior, or they may have tried to change a number of times in the past and have become

demoralized about their inability to do so.

The authors of this book think that there may be other reasons, as well, why adoles-
cents do not move out of the pre-contemplation stage. It is particularly important in

the case of young people to also explore the underlying emotional reasons that inhibit
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them from taking action to move into
the next stage of change. For example,
they might be afraid to adopt a new be-
havior (e.g., physical activity) because
by changing a securely set habit or rou-
tine, they will be exposing themselves to
a new, unknown reality (e.g., competi-
tion and potential failure). Not wanting
to change a current health-compromis-
ing behavior (e.g., fast food consump-
tion, drug use) could also result from a
lack of motivation due to the potential
loss of pleasure if they abandon a daily
routine they look forward to and partic-
ularly enjoy (eating hamburgers, smok-
ing marijuana). Adolescents may fail to
recognize or even unconsciously deny
they have a problem because of these

last two reasons.

» Contemplation is the stage in which
people intend to change within the next
six months. They are now aware of the
advantages of changing but are also
more acutely aware of the disadvan-
tages. This balance between the costs
and benefits of changing can produce
profound ambivalence that can keep
people “stuck™ in this stage for long

periods of time.

Adolescents may linger in this contempla-
tion stage because a conscious weighing of
the pros and cons provides insufficient
motivation for them to take action; they
may be overcome by an emotional aware-
ness accompanied by intense feelings of
anxiety, fear, or insecurity about how to

take the next step. They might also feel a

lack of self-efficacy in preparing a plan for
action. This is a developmental skill that is
not easily acquired by many adolescents,
especially younger ones, who may there-

fore need external support.

» Preparation is the stage in which peo-
ple intend to take action in the immedi-
ate future, usually measured as the next
month. They typically have already
taken some significant steps within the
past year. These individuals have a plan

of action.

» Action is the stage in which people have
made specific overt modifications in
their lifestyles within the past six

months.

= Maintenance is the stage in which peo-
ple work to prevent relapses. They are
less tempted to relapse and increasingly
more confident that they can take on
further changes. It is estimated that this
stage lasts from six months to about five

years.

» Termination is a sixth stage that applies
to some behaviors, especially those
related to addictions. This is the stage
in which individuals experience no
temptations and enjoy complete self-

efficacy.

Studies have shown that individuals go
through these same stages when using self-
help or self-management methods, or
when they seek professional help or go to

organized programs. It is important to note



(six months to five years)

Box 9-1. Key Stages of Behavior Change

= Pre-contemplation: no intentions of taking action in the next six months
= Contemplation: intention to change within the next six months

» Preparation: intention to take action in the next month

= Action: engaging in new behavior within the past six months

= Maintenance: continuing to implement new behavior and prevent relapse

that this is a circular or spiral—and not a
linear—model (Prochaska, DiClemente,
and Norcross 1992). In other words, people
do not go through the stages and "gradu-
ate;” instead they are thought to progress
through these stages at varying rates, often
moving back and forth along the contin-
uum a number of times before attaining the
goal of maintenance. According to this the-
ory, tailoring interventions to match a per-
son’s readiness or stage of change is essen-
tial. For example, for people who are not yet
contemplating becoming more active, en-
couraging a step-by-step movement along
the continuum of change may be more ef-
fective than encouraging them to move di-
rectly into action. This is particularly true
for pre- and early adolescents, who still
need significant guidance on the sequenc-
ing and planning of new experiences (e.g.,
eating more fruits and vegetables or taking

part in new sports).

This model states that people use different
processes of change as they move from one
stage of change to another. Efficient self-
change thus depends on doing the right
thing (processes) at the right time (stages).
Processes of change provide important
guides for intervention programs, because

the processes are like independent vari-

ables that people need to apply to move
from stage to stage. Below is a list of
processes that have received the most em-

pirical support to date:

From pre-contemplation to

contemplation:

= Raising consciousness involves increased
awareness about the causes that relate to
a particular problem behavior, its con-
sequences and cures. Interventions that
can increase awareness include feed-
back, confrontations, interpretations of
symbolic or somatic behaviors, and

media campaigns.

In moving from pre-contemplation to
contemplation, it is important to bring
to a conscious level not only the current
behavior and its consequences, but also
the emotions that might be triggering
the current behavior or lack of action

towards a healthier behavior.

u Dramatic relief involves experiencing the
negative emotions (fear, anxiety, worry)
that go along with the unhealthy behav-
ioral risks and their consequences.
Psychodrama, role-playing, grieving,
personal testimonies, and media cam-

paigns are examples of techniques that
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facilitate acknowledgement of the emo-
tions’ existence and a greater awareness
of why they are unpleasant and/or

painful.

The use of dramatic relief strategies to
elicit these types of negative emotions in
adolescents needs to be accompanied by
the modeling of healthy coping skills to
deal with those intense emotions. Young
people, especially early adolescent girls,
are particularly vulnerable to stress dur-
ing this period, and many of them have
not yet fully developed healthy coping
mechanisms. The exposure to dramatic
relief strategies without the skills to cope
with strong emotions might only in-
crease anxiety and denial of the behav-
ior. Having said this, one of the most ef-
fective dramatic relief techniques
among young people tends to be per-
sonal testimonies, in which the adoles-
cent shares with others the healthy cop-
ing mechanisms he or she has utilized to

deal with the problematic behavior.

Environmental reevaluation combines
both emotional and cognitive assess-
ments of how the presence or absence of
a personal habit affects one’s social en-
vironment, such as an assessment of the
effect of smoking on others. It can also
include the awareness that one can serve
as a positive or negative role model for
others. Empathy training, documen-
taries, and family interventions can lead
to such assessments. This strategy
might be more useful for middle or late

adolescents, since it requires cognitive

Box 9-2. Processes of Change:
Pre-contemplation to Contemplation

= Raising consciousness
= Dramatic relief

= Environmental reevaluation

and reflective empathy skills, which
most pre- and early adolescents are still

developing.

m From contemplation to preparation

for action:

w Self-reevaluation combines both af-
fective and cognitive assessments of
one’s self-image with and without the
presence of a particular unhealthy
habit. Clarifying values, having
healthy role models, and using men-
tal imagery are techniques that can
move people forward to the next
stage. This strategy is particularly ap-
propriate for use with pre- and early
adolescents, since it helps to
strengthen their identity develop-
ment and self-regulation abilities,
which do not become fully developed

until late adolescence.

Other authors have suggested addi-
tional processes for moving ahead
between these 2 stages (Bartholomew
et al. 2001) when working with

adolescents:

u Self-efficacy and social support (De
Vries and Backbier 1994,
This process can involve skills train-

ing in coping with the emotional dis-



advantages of change and provide
guidance on how to prepare a plan of
action. Mobilizing social support
might be crucial for adolescents dur-

ing this stage.

PAHO believes that this process of
change is crucial in helping adoles-
cents to move ahead, since preparing
a plan of action requires develop-
mental skills (sometimes called “ex-
ecutive functions,” or self-directed
actions the individual employs for
self-regulation purposes) that are
underdeveloped until late adoles-
cence (especially in males). Adoles-
cents also need social support to bet-
ter regulate the intense emotions that
accompany change and uncertainty

(especially girls).

m Decision-making perspective
(Holtgrave, Tinsley, and Kay 1995)
This requires certain cognitive abili-
ties that adolescents are strengthen-
ing during pre-, early, and middle
adolescence, which include the abil-
ity to decompose problem-solving
into small steps, visualize different
consequences for different decisions,
and overcome being overwhelmed by
anxiety when confronted with several

possible consequences.

Tailoring on time horizon (Holtgrave,
Tinsley, and Kay 1995)

This can involve skills training in
time management for adolescents,

incorporating realistic, personal time

horizons into their lives and taking
into account their various interests.
Helping adolescents with this process
of change is particularly important.
Good time management also requires
the development of executive func-
tions, which are related to the matu-
ration of the prefrontal lobes, the last
cerebral structures to reach full

development.

u Focus on important factors (Holtgrave,

Tinsley, and Kay 1995)

This process refers to incorporating
factors of high importance to adoles-
cents that will likely motivate them to
prepare for action. Generally, adoles-
cents still need guidance on how to
prioritize their activities. Motivation
is a key aspect of deciding to change.
Linking factors that highly motivate
adolescents to embrace a plan of ac-
tion for adopting a new behavior or
changing a health-compromising be-
havior might be crucial to success.
The Goal-Setting Theory (Chapter
Twelve) expands on this aspect. It is
important to remember that motiva-
tion in adolescents and adults often
differs, even if the new behavior is
the same. For example, adolescents
might not be interested in increasing
their level of physical activity for
health reasons, but they might be
motivated to participate in a new
sport or pastime because of its nov-
elty, high sensation level, ability to
produce pleasure, or because they can

enjoy it together with their friends
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m Self-reevaluation
u Self-efficacy and social support
u Decision-making perspective

m Tailoring on time horizon

Box 9-3. Processes of Change: Contemplation to Preparation for Action

m Focus on important factors
= Trying out new behavior
m Persuasion of positive outcomes

= Modeling

(e.g., rollerblading, mountain biking,

rock climbing).

Trying out new behavior (Maibach and
Cotton 1995)

This process involves changing
something about oneself and gaining
experience from that behavior. Al-
though adolescents might be eager to
try out new behaviors when they are
motivated, they might also be afraid
of the uncertainty of whether the new
behavior is going to be a pleasurable
experience. It is crucial to support
adolescents by showing empathy for
negative feelings of fear and uncer-
tainty when they are trying out a new

behavior.

Persuasion of positive outcomes
(Maibach and Cotton 1995)

This involves promoting new positive
outcome expectations and reinforc-
ing already-achieved positive out-
comes or progress to encourage ado-
lescents to try out new behaviors.
Adolescents are particularly in need
of positive reinforcement while in
the process of deciding to try new
behaviors that are not popular
among peers (e.g., eating healthier
foods).

Modeling (Maibach and Cotton 1995)
This involves the illustration of mod-
els that effectively overcome barriers
and/or provide how-to guides for be-
havior change. Adolescents need
constant modeling of new behaviors,
not only by observing positive role
models but also by being explicitly
coached by these positive role models

on how to adopt new behaviors.

m From preparation to action:
w Self-liberation is both the belief that

one can change and the commitment
and recommitment to act on that be-
lief. New Year’s resolutions and pub-
lic testimonies are examples of
mechanisms that can enhance the
willpower necessary to follow through

with actions signaling a new behavior.

Maibach and Cotton (1995) suggested
the following processes to move from
the preparation stage to the action
stage. They are particularly relevant
within the context of adolescence be-
cause of the support and guidance
that this age group needs from a de-

velopmental perspective:

» goal-setting: helping set specific

and incremental goals



= skill improyvement: restructuring
surroundings to contain impor-
tant, obvious, socially-supported
cues for the new behavior

» coping with barriers: identifying
barriers and planning solutions to
any obstacles to the desired behav-
ior change

= modeling: perceiving the positive
social reinforcement that peers or
adults (positive role models) re-
ceive when demonstrating healthy

behaviors

In addition to the above, PAHO
would like to add an additional
process of change relevant to the

preparation-to-action juncture:

= pleasing loved ones: Very often, in-
dividuals, and particularly adoles-
cents, make decisions to change in
order to please an important per-
son in their lives (e.g., girl- or
boyfriend, parent, teacher). The
Theory of Reasoned Action de-
scribed in Chapter Ten captures
this concept under the construct of

“motivation to comply.”

Box 9-4. Processes of Change:
Preparation to Action

= Self-liberation

= Goal-setting

= Skill improvement
= Coping with barriers
= Modeling

= Pleasing loved ones

m From action to maintenance:

= Helping relationships combine caring,

trust, openness, and acceptance as
well as support for the healthy behav-
ior change. Rapport-building, a
trusting relationship with a therapist
or counselor, counselor calls, and
buddy systems can be sources of so-
cial support. The existence of sup-
portive relationships is perhaps the
single-most important element in fa-
cilitating behavior change among

adolescents.

Counter-conditioning requires the
learning of healthy behaviors that can
effectively substitute for problem be-
haviors. Relaxation, assertion, de-
sensitization, nicotine replacement
therapy, and positive self-statements
are strategies for discovering health-

ier, safer substitutes.

It is crucial to help adolescents iden-
tify healthy behaviors that can replace
problematic behaviors. Young people
will adopt new, healthier behaviors if
they satisfy the need which the
health-compromising behavior was
formerly fulfilling (e.g., need for
novelty, pleasure, high sensation-
seeking; regulation of positive and
negative affections or moods; be-
longing to a social group). Sometimes
a health-compromising behavior
might be serving as a strategy to
achieve a highly motivating goal for
adolescents (e.g., smoking to control

weight among girls, being accepted by
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a particular social group). The chal-
lenge is to help adolescents identify
effective health-promoting substi-
tutes that can also satisfy these basic

needs.

Contingency management provides
consequences for taking steps in a
particular direction. Although con-
tingency management can include
the use of punishments, the literature
asserts that individuals who want to
make significant changes in their
lives rely much more on rewards than
on punishments. Therefore, rein-
forcements are emphasized, since the
philosophy of the stages of behavioral
change model is to work in harmony
with a person’s natural disposition
towards change. Contingency con-
tracts, overt and covert reinforce-
ments, and group recognition are
procedures for increasing rewards as
well as the probability that healthier
responses will be maintained. Ado-
lescents need constant positive rein-
forcements and rewards when adopt-
ing a new behavior or changing a
health-compromising behavior. They
also need clear limits. Parents and
adolescents should define in advance
the consequences of overstepping
those limits as a mechanism to rein-
force recognition by adolescents that
they will be held accountable for their

actions.

Stimulus control involves removing

reminders or cues to engage in the

unhealthy behavior and replacing
them with cues or reminders to en-
gage in the healthy behavior. Avoid-
ance, environmental reengineering,
and self-help groups can provide
stimuli that support change and re-
duce risks for relapse. The ability to
effectively apply stimulus control is
directly related to the two key compo-
nents of self-efficacy: confidence and
temptation.

u Confidence is the situation-specific
trust ingrained in people, whereby
they can cope with high-risk or
challenging situations and still en-
gage in the new healthy behavior
without relapsing.

» Temptation describes the intensity
of urges to engage in a specific
habit when in the midst of difficult
situations. The three most com-
mon types of tempting situations
are:

» negative feelings or emotional
distress

= social occasions conducive to the
habit

= cravings

Pre- and early adolescents need support
and reminders to deal with temptations,
especially when their self-control is poor.
They also need support, guidance, and
practice on how to redirect their behav-
iors. Increased confidence will result from
this process, but it requires adult involve-
ment. From a developmental perspective,
pre- and early adolescents need training

in recognizing temptations and then devel-



oping a plan on how to redirect their be-
haviors towards healthier alternatives.
Constant monitoring of how they deal with
daily temptations is also necessary in the

case of these age groups.

u Social liberation involves the realization,
on the part of the adolescent, that social
norms are changing in favor of support-
ing the healthy behavior change. This
could be an important process to apply
when dealing with socially ambiguous
behaviors (e.g., sexual coercion, to-
bacco use). Adolescents need to be
aware of social norms of what is “ac-
ceptable” or “desirable” in order to de-
velop healthy lifestyles. This process of
social liberation could also be used to
help adolescents redefine what is “cool”
and what is not, what is “in” and what is

“out.” This requires an increase in so-

cial opportunities or alternatives, espe-

cially for young people who are rela-
tively deprived of access to fun healthy
alternatives. Advocacy, empowerment
exercises, and appropriate policies can
produce increased opportunities for
health promotion. Examples of these

policies include smoke-free zones,

Box 9-5. Processes of Change: Action to
Maintenance

= Helping relationships

= Counter-conditioning

= Contingency management

= Stimulus control (confidence and temptation)

m Social liberation

salad bars in school lunchrooms, and
easy access to condoms and other con-
traceptives, all of which serve to signify
the changing of social norms in favor of

healthier alternatives.

The processes listed above are each inte-
gral facets of moving from the stage of
pre-contemplation to actual behavioral
change, and there is a wide variety of
studies across a broad range of behaviors
and populations that provide empirical
support to each of the stages and
processes of the Transtheoretical Model.
However, if interventionists are to meet
the needs of entire populations, they must
also know how to distribute the messages
and efforts devoted to each stage and
process when targeting specific high-risk
behaviors. Although there are variations
in the distribution of high-risk behaviors,
the results of a variety of studies support a
general rule of thumb: at any given time,
approximately 40% of the population will
be in the pre-contemplation stage, 40%
in the contemplation stage, and 20% in
the preparation stage (Glanz, Rimer, and

Lewis 2002).

Decisional balance reflects an individual’s
weighing of the relative pros and cons of
changing a behavior. Findings also suggest
several principles in decisional balance
for advancing through the stages (Pro-
chaska et al. 1994):

» To progress from pre-contemplation to
contemplation, the pros of changing

must increase.
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» To progress from contemplation to
action, the cons of changing must
decrease.

» Before an individual progresses to ac-
tion, the pros and cons should cross
over, with the pros becoming higher
than the cons, as a sign that the person
is well-prepared for action.

» Progress from pre-contemplation to ac-
tion involves approximately a o.5 stan-
dard deviation decrease in the cons of
changing; in other words, the perceived

barriers to changing decrease by half.

The practical implications of these princi-
ples are that the pros of changing must
increase twice as much as the cons must
decrease. This indicates that perhaps twice
as much emphasis should be placed on
raising the benefits as on reducing the
costs or barriers. With people in pre-
contemplation, practitioners would target
the pros for intervention and save the cons
for people who have progressed to con-
templation. Focusing more on the pros
than on the cons is particularly effective
with adolescents. This decisional balance
between pros and cons has been studied
for adolescent drinking (Migneault, Pallo-
nen, and Velicer 1997). The relationship

was replicated for the stages of acquisition

Figure 9-1. Decisional Balance

of the drinking behavior, where the pros
showed a maximum increase of 1.06 stan-
dard deviations and the cons a maximum
decrease of 0.63 standard deviation. For
cessation, the relationship was not repli-
cated, with the change in the pros and the
cons being about equal (0.88 and 0.84

standard deviation, respectively).

The structure of the processes across stud -
ies has not been as consistent as the struc-
ture of the stages or the pros and cons of
changing. In early stages, people tend to
apply cognitive, affective, and evaluative
processes to progress through the stages.
In later stages, people tend to rely more on
commitments, conditioning, contingen-
cies, environmental controls, and support
for progressing towards maintenance.
To help people progress from pre-
contemplation to contemplation, practi-
tioners need to apply processes such as
consciousness-raising and dramatic re-
lief. In this sense, applying processes such
as contingency management, counter-
conditioning, and stimulus control to
people in the pre-contemplation stage
represents a theoretical, empirical, and
practical mistake. But for people in action,
such strategies represent an optimal

matching of process and stage.

= Pre-contemplation
ﬁ Pros of changing Pros > Cons
= Contemplation 1
u Action | ¢ Cons of changing Perceived barriers
decreased by half




Research and Evidence of Practical
Applications of the Transtheoretical
Model and Stages of Change to
Adolescent Lifestyles

The use of the Transtheoretical Model and
stages of change to help design health pro-
motion interventions for adolescents is
increasing, particularly in Canada and the
United States, but also in Latin America
and the Caribbean, as well. It is an easy-
to-use theoretical construct for evaluating
the effectiveness of interventions. It helps
identify baseline behaviors by stages and
describes the processes that a health pro-
motion intervention should promote to
obtain a behavioral change and progres-
sion to the next stage. Post-intervention
behaviors can be compared to baseline
behaviors by stages to find evidence of ef-
fectiveness of the behavior change inter-
vention. The model also provides an op-
portunity to investigate which factors
determine the stage an adolescent is in
during different behaviors, as well as the
barriers and processes involved when ad-
vancing to other stages of behaviors. It in-
cludes theoretical constructs described by
interpersonal- and community-level the-
ories as an important part of the processes
of change (e.g., modeling, social support,
empowerment, organizational change).
There has been fascinating research in
this area, as described in the following

paragraphs.

The cross-sectional relationships between
weight concerns, weight control behav-
iors, and initiation of tobacco use among

youths have been studied using the Trans-

theoretical Model of Change in a sample of
16,862 pre- and early adolescents ages g to
14, (Tomeo et al. 1999). Contemplation of
tobacco use was associated with misper-
ception of being overweight, unhappiness
with appearance, and a tendency to change
eating patterns around peers. Gender dif-
ferences were observed. Experimentation
with cigarettes was associated with daily
exercise to control weight among boys and
with periodic purging and daily dieting

among girls.

Pallonen and colleagues (1998) analyzed
the relationship between temptations to
try smoking and stages of smoking acqui-
sition among adolescents. The study
showed that nonsmokers’ reasons to initi-
ate smoking were related to socializing or
to simple curiosity at the very beginning of
the acquisition phase. Regulation of nega-
tive and positive affective states became
prominent at the later acquisition stages
when adolescents were prepared to try
smoking. Nonsmokers were most tempted
to try smoking when they anticipated that
smoking would help them reduce negative
moods and increase positive ones. The
findings in the smokers’ temptation level
confirmed the importance of affect regu-
lation in maintaining smoking, which is

also reported in adolescent drug use.

Mayhew, Flay, and Mott (2000) reviewed
empirical studies of predictors of transi-
tions in stages of smoking progression
during adolescence. Parent and family in-
fluences were found repeatedly to be of

major importance in stages of smoking
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beyond the experimental. Another trend
indicated that females who have a smoking
and smoking-supportive social network
(friends and family members) were more
likely to transition from experimental to
regular smoking, suggesting that females
may display a greater social sensitivity to

the smoking environment than males.

Werch and DiClemente (1994, developed
a multi-component stage model for
matching drug prevention strategies and
messages to youth stages when use occurs.
The model suggests the most effective use
of different channels when motivating
youth to avoid drugs. Media and media-
related materials such as television,
videotapes, comic books, and billboards
are believed to be most effective in influ-
encing youth in the pre-contemplation,
contemplation, and preparation stages of
change. The idea that media can com-
monly be expected to produce alterations
in personal factors such as awareness,
knowledge, and motivation is supported
by a considerable amount of research. In-
terpersonal delivery modes such as school
classes, health screenings, self-help
groups, and student assistance programs
are thought to be most effective in influ-
encing youth in the preparation and ac-
tion stages of change. Personal contacts
are believed to significantly increase the
reception and integration of communica-
tions and are commonly used for teaching
and modeling the attitudes and skills
needed for behavioral change related to
druguse prevention. Lastly, environmen-

tal delivery modes, including peer facili-

tators, parental training, policies, and
legislation, are believed to be most effec-
tive in influencing youth in the action and
maintenance stages of change. Environ-
mental prevention channels are necessary
for effecting successful behavioral change
in that youth are influenced as much by
the physical and social situation in which
they function as by personal and behav-
ioral factors. In addition, social support is
believed to be essential to the successful
maintenance of behavioral change and

improvement of health.

The multi-component stage model de-
scribed by Werch and DiClemente might
work with other adolescent health-related
behaviors as long as the reasons for not
moving from pre-contemplation to the
contemplation and preparation stages are
lack of awareness and/or information.
Raising consciousness through the mass
media can definitely increase motivation
to move from pre-contemplation to con-
templation, particularly since young peo-
ple enjoy media communications. Never-
theless, if the underlying reasons for not
moving from the pre-contemplation stage
include strong emotional feelings of
avoidance to change (e.g., misperception
of being overweight and smoking), which
can be conscious or unconscious, media
messages will need to create awareness
of those feelings and show how to deal
with them. These messages might be
effective for those adolescents with
healthy coping styles, but might not work
with adolescents using avoidance coping

mechanisms.



The readiness to change the drinking
habits of university students who drink
heavily was investigated in a recent study
(Vik, Culbertson, and Sellers 2000). Two-
thirds of the heavy drinkers were found to
be at the pre-contemplation stage (67%).
Only 20% were at the contemplation stage

and 13% at the action stage.

The stage distribution for smoking cessa-
tion among adolescents has also been de-
scribed. A recent study (Prokhorov et al.
2001) involving 1,111 current or former
smokers in high school found the follow-
ing distribution: pre-contemplation
52.5%; contemplation 16%; preparation
7.5%; action 13.2%; and maintenance
10.8%. Pre-contemplators exhibited sig-
nificantly higher mean nicotine depend-
ence scores than did students in the con-
templation or preparation stages. A
similar trend was observed for withdrawal
symptom scores across the stages of
change. Another recent study examined
the relationship of nicotine dependence,
stress, and coping methods between pres-
ent and past adolescent smokers aged 12 to
21 and used the Transtheoretical Model of
Change to analyze these factors among ad-
jacent smoking cessation stages (Siqueira,
Rolnitzy, and Rickert 2001). Smokers were
significantly more likely to report smoking
additional cigarettes per day as well as
have higher levels of physical addiction,
greater levels of perceived stress, and less
use of cognitive coping methods than for-
mer smokers. Three out of 20 withdrawal
symptoms (cravings, difficulty dealing

with stress, and anger) were reported

more frequently among current smokers
who had attempted to quit during the past
six months than among former smokers

(P=.01).

A study undertaken with early adolescent
girls using the Transtheoretical Model and
stages of change to promote higher con-
sumption of fruits and vegetables (Cullen
etal. 1998) suggests that to move from pre-
contemplation to the action stage for fruit
consumption, programs should target fruit
preferences and barriers to increased con-
sumption. Finding out which fruits adoles-
cents like and having them available at
school and home will increase the effec-
tiveness of the intervention. Skills to
choose and prepare fruits and vegetables,
problem-solving, and goal-setting activi-
ties to reduce perceived barriers also con-

tribute to behavior change.

The "Agita Sao Paulo” experience, a multi-
level, community-wide intervention to
promote physical activity among the 34
million inhabitants of Sio Paulo State,
Brazil, applied the Transtheoretical
Model, among other theories, in its de-
sign. The program developers applied the
model to the assessment of changes in the
readiness of various subgroups and the se-
lection of change methods and media
messages relevant to people in each stage.
Focus groups included students from the
elementary to university levels, among

other population segments.

The Caribbean Food and Nutrition Insti-

tute, a PAHO regional center based in
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Kingston, Jamaica, and its collaborators
analyzed the readiness of the Caribbean
population for change in behaviors related
to diet and exercise (Caribbean Food and
Nutrition Institute 2002). They found that
among the obese population, most were
between the pre- and contemplation
stages for consumption of fruits and veg-
etables, but among the non-obese popula-
tion, most were at the pre-contemplation
stage. Findings were more encouraging for
promoting exercise, where most of the
obese population was between the prepa-
ration and action stages; however, most of
the non-obese population was in the pre-
contemplation stage. It would be interest-
ing to analyze this type of information for
the different adolescent stages to deter-
mine if they behave in the same way as the
total population and if there are different
cultural barriers to change in behaviors.
The compilation of information regarding
adult nutritional and physical activity
stages of change nonetheless sheds im-
portant light on the type of role models
parents are being for their children, a
value which seems to be deeply rooted in

Caribbean culture.

In the sexual and reproductive health
arena, Students Together against Negative
Decisions (STAND) (Mercer University
1998) is an example of a new genre of HIV
prevention that utilizes complementary
theoretical models to develop a program
that targets both individual and commu-
nity level change in rural adolescents.

STAND is a 28-session teen peer educator

training program promoting both absti-
nence and sexual risk reduction. The the-
oretical foundation of the curriculum in-
cludes the Transtheoretical Model and the
Diffusion of Innovations Theory (Chapter
Twenty-three) and focuses on individual
and community norm change. STAND is
teen-centered and skills-based; activities
center on active learning and are being
implemented in a rural county in the
southeastern United States. Acceptance of
and participation in STAND suggest that
adolescents in rural communities can be
accessed through community-based in-
terventions, that they are willing to partic-
ipate in such intensive programs, and that
they perceive the intervention as valuable
and enjoyable. Results from a pilot study
showed significantly greater increases in
self-efficacy and condom use (16% vs. a
1% decrease in the control group) and in
consistent condom use (+28% vs. +15%).
Adolescent trainees also reported a seven-
fold increase in condom use (+213% vs.
31%) and a 30% decrease in unprotected
intercourse, compared to a 29% increase

in the control group.

These various studies are only a sample of
those that have utilized the Transtheoreti-
cal Model for behavioral change. Interest-
ingly, in contrast with the findings for the
Health Belief Model, sexual health in ado-
lescents is one of the lesser-studied areas
using the Transtheoretical Model and
stages of change concept. This model could
be used to further study the stages and

processes of change not only for condom



use or negotiation, but also for changing
social norms regarding harmful aspects of
traditional versions of masculinity and
femininity and sexual coercion. The
Transtheoretical Model variables can help
measure concrete behaviors that should

be promoted or changed during pre-

adolescence, for example, for a more equi-

table gender development.

Table 9-1. details the number of studies
found using this model according to health

behaviors.

Table 9-1. Most Commonly Researched Adolescent Behaviors Using the Transtheoretical

Model and Stages of Change (TTM)

NUMBER OF ARTICLES

NUMBER OF ARTICLES

ADOLESCENT BEHAVIORS USING THE TTM BY KEYWORDS

Sexual and Reproductive Health 9 Teen Pregnancy 3
HIV/AIDS 5
STls 2
Condom Use 6

Tobacco, Alcohol, and Drug Use 27 Tobacco 17
Alcohol 7
Drugs 3

Physical Activity and Nutrition 15 Obesity 1
Physical Activity 8
Nutrition 7

Violence 0

TOTAL 51
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Box 9-6. Summary of the Transtheoretical Model and Stages of Change and Adolescent
Lifestyles

It is an easy-to-use theory for evaluating the
effectiveness of interventions.

It helps to identify baseline behaviors by
stages and describes the processes of
change needed to move to the next stage.

Among pre- and early adolescents, contem-
plation of tobacco use is associated with the
misperception of being overweight, desire to
socialize, and simple curiosity.

Preparation to try smoking is associated with
the anticipation of reducing negative moods
and increasing positive ones.

Experimentation with cigarettes is associated
with daily exercise to control weight among
boys and with daily dieting among girls.

Girls who have a smoking and smoking-
supportive network (friends and family
members) are more likely to transition from
experimental to regular smoking.

Media and media-related materials (television,
videos, comic books, billboards) are believed
to be most effective in influencing youth in
the pre-contemplation, contemplation, and
preparation stages.

Interpersonal delivery modes (school classes,
health screenings, self-help groups, student

assistance programs) are thought to be most
effective in influencing youth in the prepara-

tion and action stages of change.

Environmental delivery modes (peer interac-
tion, parental training, policies, legislation) are

believed to be most effective in influencing
youth in the action and maintenance stages
of change.

Social support is believed to be essential to
the successful maintenance of behavioral
change.

One study (Vik et al. 2000) of the readiness
to change drinking habits during late adoles-
cence found that 67 % of heavy drinkers are
at the pre-contemplation stage, 20% are at
the contemplation stage, and only 13% are at
the action stage.

Another study of smoking cessation among
adolescents found that 52.5% are at

the pre-contemplation stage vs. 10.8% in
maintenance.

Pre-contemplators exhibit significantly higher
mean nicotine dependence scores than
adolescent smokers in the contemplation or
preparation stages.

In a comparison of the consecutive stages
of behavior change among smoking adoles-
cents, the most significant difference in cog-
nitive coping skills is between those in the
pre-contemplation and contemplation stages.

Interventions encouraging early adolescent
girls to move from pre-contemplation to the
action stage for increased fruit consumption
should target fruit preferences and reduce
barriers to its improved consumption.




[Chapter Ten]]

The Theory of Reasoned Action

he Theory of Reasoned Action (Ajzen and Fishbein 1980, Fishbein and Ajzen
1975) states that individual performance of a given behavior is primarily deter-
mined by a person’s intention to perform that behavior. This intention is deter-

mined by two major factors:

u attitude (positive or negative feelings) towards performing a behavior. Attitude is de-
termined by:

u the individual’s beliefs about the outcomes of performing the behavior (behasioral
beliefs) and

= the value of these outcomes (evaluation).

» subjective norm associated with the behavior; i.e., the person’s perception of other peo-
ple’s opinions regarding the defined behavior. A person’s subjective norm is deter-
mined by:

u beliefs about what other people think the person should do (normative beliefs) and

u the person’s motivation to comply with the opinion of others.

A person who strongly believes that, for the most part, positively valued outcomes will re-
sult from performing a given behavior will have a positive attitude towards that behavior.
Aperson who holds strong beliefs that negatively valued outcomes will result from a given
behavior will have a negative attitude towards that behavior. These beliefs will differ from

population to population, as well as by culture and age. In the case of the adolescent age
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Box 10-1. The Theory of Reasoned Action:
Key Theoretical Constructs

u Intention
n Attitude
u behavioral beliefs
u evaluation
m Subjective norm
u normative beliefs

= motivation to comply

group, such emotions as pleasure, joy, an-
ticipation, excitement, or “having fun” are
generally considered the most common
elements of positively valued outcomes,
beyond rational or cognitive evaluations.
(Within this context, an interesting possi-
bility for future research might be to de-
termine to what extent, if any, the ele-
ments of positively valued outcomes vary
through different adolescent develop-

mental stages and by gender.)

A person who believes that certain refer-
ents (peers, parents, teachers, etc.) think
he/she should perform a behavior, and
who is motivated to meet the expectations
of those referents, will hold a positive sub-
jective norm. A person who believes cer-
tain referents think he/she should not
perform the behavior will have a negative
subjective norm, and a person who is less
motivated to comply with the referents will
have a relatively neutral subjective norm.
Adolescents who have ongoing nurturing
relationships with caregivers, teachers, or
other adults tend to respond more to posi-
tive or negative subjective norms than
adolescents who do not have this type of

relationship.

The Theory of Reasoned Action assumes a
causal chain: behavioral beliefs and nor-
mative beliefs are linked to behavioral in-
tention and behavior via attitude and sub-
jective norm. The authors of the model
propose that changes in an individual’s
behavioral and normative beliefs will ulti-
mately affect the individual’s actual be-
havior. But for adolescents, who devote
more time and energy (relative to older age
groups) trying to please or displease oth-
ers (friends, parents, teachers), a change
in normative beliefs will most likely be
within the context of ongoing nurturing
relationships; otherwise, the adolescent

will have little or no motivation to comply.

The measurement and computation of
model components and causal relation-
ships among those components are clearly
specified in Ajzen and Fishbein (1980).
The relative weights of attitude and sub-
jective norm depend upon the behavior
and the population under investigation.
Some behaviors are entirely under attitu-
dinal control, while others are under nor-
mative control. The same behavior has
been found to be under attitudinal control
in one population but under normative
control in another population (Fishbein
1990). The relative weights are deter-
mined empirically for the particular be-
havior and population under investiga-
tion, and this information suggests
whether attitude or subjective norm is the
best focus for behavioral change efforts.
Correlation and analysis of variance can be
used to determine which specific behav-

ioral beliefs or normative beliefs are most



Figure 10-1. The Theory of Reasoned Action

Behavioral

beliefs \
P

Source: adapted from Ajzen, Icek and Fishbein, Martin; Understanding Attitudes and Predicting Social Behavior, 1st Edition, © 1980.
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Reproduced by permission of Pearson Education, Inc., Upper Saddle River, New Jersey.

strongly associated with intention and be-
havior, thus providing empirically identi-

fied targets for intervention efforts.

The assumption of the Theory of Reasoned
Action is that individuals are rational ac-
tors. That is, all individuals process infor-
mation at a cognitive level and are moti-
vated to act upon it. The theory further
assumes that there are underlying reasons
other than emotions that determine an in-
dividual’s motivation to perform a behav-
ior. The strength of the theory is that it
provides a framework for identifying those
underlying reasons and a means to make
sense of actions by recognizing, measur-
ing, and combining beliefs that are rele-
vant to individuals or groups. Neverthe-
less, when working with adolescents,

reasons and emotions blend easily. At

younger ages (e.g., preadolescence), un-
derlying emotions are probably more de-
terminant than underlying reasons when
deciphering behaviors. At this age, many
preadolescents still have significant diffi-
culty identifying the underlying emotions

and reasons for specific behaviors.

The success of the theory in explaining ac-
tual behavior is dependent also upon the
degree to which the behavior is under voli-
tional control. It is not clear that the the-
ory’s components are sufficient for pre-
dicting behaviors in which volitional
control is reduced. A person who has high
motivation to perform a behavior may not
actually perform that behavior due to in-
tervening environmental conditions. A
pre- or early adolescent might be highly

motivated to adopt a certain sport as a
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physical activity but might not be able to do
so because of lack of opportunities (e.g.,
economical constraints, lack of parental
support and of time). A middle adolescent
may have decided to use condoms when
having sexual relations but may not be able
to buy or obtain free condoms in the local

community.

Research and Evidence of Practical
Applications of the Theory of Reasoned
Action to Adolescent Lifestyles

The use of the Theory of Reasoned Action
to change adolescent behaviors has been
studied in Africa, Europe, India, and the
United States. Instruments to measure
adolescents’ attitudes and subjective
norms have been developed. The predic-
tive value of these constructs has been
demonstrated for tobacco and drug con-
sumption. The effect of the subjective
norm for condom use behavior has also
been studied among adolescents. The ef-
fect of the different theoretical constructs
(subjective norm, attitude, intention)
tends to vary for the different adolescent

behaviors being analyzed.

Using data from a diverse statewide sam-
ple of tenth grade middle adolescents in
California in 1996 and 1997, Unger et al.
(2001) investigated the associations be-
tween peer influence variables and sus-
ceptibility to smoking. Peer influence
variables included attitudes about the so-
cial consequences of smoking and subjec-
tive norms, as described by the Theory
of Reasoned Action. Among those who

had never smoked (n = 2,681) and ever-

smokers—those who either had smoked at
one time and had quit or continue to
smoke—(n = 4,248), attitudes about social
consequences of smoking and subjective
norms each were associated with an in-
creased risk of susceptibility to smoking.
The model explained a larger proportion
of the variance in susceptibility among
ever-smokers than among never-smok-
ers. These results are congruent with pre-
vious studies using the Theory of Reasoned
Action to analyze cigarette use by adoles-
cents and the effects of peer influence
(O’Callaghan, Callan, and Baglioni 1999).
Another study examined the relationship
between beliefs regarding chewing to-
bacco use and addiction among 473 male
university athletes (Hilton et al. 1994).
Beliefs were assessed using methods pre-
scribed by the Theory of Reasoned Action.
One highlighted finding was that all ath-
letes believed that clinicians, parents, and
girlfriends did not approve of their chew-
ing tobacco use, but that male peers,
coaches, and professional athletes were
fairly indifferent to it. The authors pointed
out the importance of strengthening the
support of male peers and other athletes
who influence the subjects’ social norms
when planning interventions to help them

quit.

Lawson (1994) examined the role of ciga-
rette smoking in the lives of low-income,
pregnant adolescents. Based on in-depth
interviews, subjects’ beliefs and attitudes
towards smoking are described in the
study. The findings indicated that this
population smoked to cope with weight



gain, to deliver smaller infants which in
turn would decrease the duration of labor
and reduce the pain of delivery, to coun-
teract anxiety arising from feelings of
abandonment by their families and/or
boyfriends, and to establish an identity
separate from their parents’ and peers’
drug abuse. These results suggest that low-
income, pregnant adolescents perceive
immediate benefits from cigarette smok-
ing that outweigh long-term health conse-
quences. The author argued that smoking
prevention programs based on an inaccu-
rate understanding of the social context in
which smoking occurs can reinforce the
use of tobacco among high-risk, pregnant

adolescents.

Laflin et al. (1994, compared the role of
self-esteem, attitudes, and subjective
norms in the prediction of drug and alco-
hol use. Measures of self-esteem, drug at-
titudes, subjective norms, and drug use
behaviors were collected from 2,074 U.S.
high school and university students. Re-
sults indicated that attitudes and subjec-
tive norms do predict drug and alcohol
use, but self-esteem does not add signifi-
cantly to the prediction of the drug and al-
cohol behaviors. O’Callaghan et al. (1997)
compared the Theory of Reasoned Action,
the Theory of Planned Behavior (reviewed
in Chapter Eleven), and an extension of
the Theory of Reasoned Action that incor-
porates past behavior in explaining alco-
hol use among 122 U.S. university students
(82 of whom were female). The results
suggested that the extension of the Theory
of Reasoned Action provides the best fit to

the data. For these students, their inten-
tions to drink alcohol were predicted by
their past behavior as well as their percep-
tions of what others think they should do
(subjective norm). In 1999, the authors
published the same comparison of theo-
ries for cigarette use by adolescents. Re-
spondents consisted of 225 U.S. high
school students (O’Callaghan, Callan,
Baglioni 1999). Results indicated that the
modification of the Theory of Reasoned
Action incorporating past behavior pro-
vided a marginally better fit than the other
models. Nevertheless, they concluded that
for this group of high school students, atti-
tudes towards smoking, past behavior in
relation to smoking, and perceptions of
what others think they should do were sig-
nificant predictors of their intentions to

smoke.

Selvan et al. (2001) studied the intended
sexual and condom behavior patterns
among higher secondary school students
in India using the Theory of Reasoned Ac-
tion constructs. The results revealed that
perceived norms and perceived peer
group norms showed significant associa-
tion with intended sexual behavior and
actual sexual behavior and that those chil-
dren of more highly educated parents are
less likely to engage in sexual activities
during their adolescent years. Condom
use intentions of students at a university
in southern Ghana have also been studied
using the Theory of Reasoned Action (Bo-
sompra 2001). Subjective norms and the
perceived disadvantages of condom use

were significant determinants of inten-
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tion, with the former being more impor-
tant. The critical difference was that “in-
tenders” consistently held a stronger
belief than "non-intenders” that their
significant referents approved of condom
use. The author proposed shifting from a
traditional approach of focusing on indi-
vidual behaviors to focusing simultane-
ously on individuals, their sexual part-
ners, and the broader social networks to
which the individuals belong in order to
enhance perceptions of peer acceptance
of condom use. Predictors of intention to
be sexually active among Tanzanian mid-
dle adolescents were investigated by
Klepp et al. (1996). A total of 2,026 stu-
dents (mean age: 14 years) participated,
representing a wide variety of ethnic, so-
cioeconomic, and urban-rural groups.
Sixty-three percent of the boys and 24.%
of the girls reported having already had
their first sexual encounter. Attitudes,
subjective norms, and self-efficacy were
all predictors of intention to have sexual
intercourse within the next three months,
but prior behavior emerged as the

strongest predictor of intention.

Freeman and Sheiham (1997) analyzed the
decision-making processes for sugar con-
sumption among adolescents using the
Theory of Reasoned Action. One hundred
and eighty-seven 16-year-olds in the
United States completed a questionnaire
on the consumption of sugar using the

method developed by Ajzen and Fishbein.

The findings suggested that although past
dental experiences, behavior, and educa-
tion, together with the role of parental fig-
ures, acted as important influences, the
immediate pleasurable taste of sugar out-
weighed and deferred the recognition of
dangers associated with its consumption.
In another study, Mesters and Oostveen
(1994) analyzed the determinants of eat-
ing snacks filled with sugar and fats be-
tween meals by 560 Dutch adolescents
ages 12—15. The results showed that atti-
tude turned out to be more important than
the subjective norm in predicting inten-

tion to consume such snacks.

The various studies just reviewed are only
asample of those that have used the Theory
of Reasoned Action to look at behavioral
change. The authors of this book were un-
able to find any studies applying this the-
ory to change adolescent behaviors which
analyzed the theoretical constructs by de-
velopmental stages. Most of the research
using the theory in adolescents has fo-
cused on sexual health and tobacco, alco-
hol, and drug use. Nevertheless, most of
the studies on sexual health were oriented
towards condom use and HIV prevention.
Unfortunately, no research was found
linking condom use, HIV prevention, and
changes in normative beliefs or subjective
norms regarding sexual coercion or abuse.
Table 10-1. shows the number of studies
found using the Theory of Reasoned Ac-

tion according to health behavior.



Table 10-1. Most Commonly Researched Adolescent Behaviors Using the Theory of Reasoned

Action (TRA)

NUMBER OF ARTICLES NUMBER OF ARTICLES

ADOLESCENT BEHAVIORS USING THE TRA BY KEYWORDS

Sexual and Reproductive Health 13 Teen Pregnancy 1
HIV/AIDS 9
STls 0
Condom Use 6

Tobacco, Alcohol, and Drug Use 14 Tobacco 9
Alcohol 3
Drugs 2

Physical Activity and Nutrition 3 Obesity 0
Physical Activity 1
Nutrition 2

Violence 1

TOTAL 31

Box 10-2. Summary of the Theory of Reasoned Action and Adolescent Lifestyles

u The theory’s use to change adolescent be-
haviors has been studied in Africa, Europe,
India, and the United States.

= Instruments to measure adolescents’ attitudes
and subjective norms have been developed.

= Attitudes about the social consequences of
smoking and subjective norms are associated
with an increased risk of susceptibility to
smoking.

= Low-income, pregnant adolescents perceive
immediate benefits from cigarette smoking: to
counteract feelings of abandonment, to es-
tablish an identity separate from their parents,
to cope with increased weight, and to deliver
small infants, which decreases the duration of
labor and reduces the pain of delivery. The
study (Lawson 1994) suggests that positive
attitudes towards cigarette smoking outweigh
long-term health consequences.

m Attitudes and subjective norms predict drug
and alcohol use among adolescents, but
self-esteem does not add significantly to the
prediction of this behavior.

u Perceived norms and perceived peer group
norms show significant association with in-
tended sexual behavior and actual sexual be-
havior among middle and late adolescents.

= Subjective norms and the perceived disadvan-
tages of condom use are significant determi-
nants of intention.

= “Intenders” consistently have a stronger belief
than “non-intenders” that their significant ref-
erents approve of condom use.

m Attitudes, subjective norms, and self-efficacy
are all predictors of intention to have sexual
intercourse within the next three months.

= The immediate pleasurable taste of sugar
outweighs and postpones the recognition of
dangers associated with sugar consumption
among adolescents.

m Attitude is more important than subjective
norm in predicting intention to consume
snacks filled with sugar and fats among early
and middle adolescents.
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[Chapter Eleven]

The Theory of Planned Behavior

jzen’s Theory of Planned Behavior (Ajzen and Madden 1986) is an extension of
the Theory of Reasoned Action (Chapter Ten) that adds perceived behavioral con-
trol (Figure 11-1.). This accounts for factors outside the individual’s control,
which may affect his/her intention and behavior. This extension was based in part on the
idea that behavioral performance is determined jointly by motivation (intention) and
ability (behavioral control). Ajzen indicates that his perceived behavioral control is not
really different from Bandura’s self-efficacy (i.e., the perceived ability to perform a given
behavior, as described in Chapter Eight). According to the Theory of Planned Behavior,

perceived control is determined by:

u control beliefs concerning the presence or absence of resources for, and impediments
to, behavioral performance
u perceived power, or the impact of each resource and impediment to facilitate or inhibit

the behavior

A person who holds strong control beliefs about the existence of factors that facilitate the
behavior will have high perceived control over the behavior. A person who holds strong
control beliefs about the existence of factors that impede the behavior will have low per-

ceived control over the behavior.

As in the Theory of Reasoned Action, the particular resources and impediments that are

to be measured are not specified by the theory, but instead are identified through inter-



Box 11-1. The Theory of Reasoned Action:
Key Theoretical Constructs

= Intention
= Attitude
{ = Behavioral beliefs

= Evaluation

= Subjective norm
{ = Normative beliefs

= Motivation to comply

= Behavioral control

{ = Control beliefs

= Perceived power

Figure 11-1. The Theory of Planned Behavior

views conducted among the particular
population for the behavior under investi-
gation. Once these factors are identified, a
person’s control beliefs and perceived

power regarding each factor are measured.

The theory postulates that perceived con-
trol is an independent determinant of be-
havioral intention along with attitude to-
wards the behavior and subjective norm.
Holding attitude and subjective norm con-
stant, a person’s perception of the ease or
difficulty of behavioral performance will

affect his/her behavioral intention. The

Source: Health Behavior and Health Education: Theory, Research, and Practice; by K. Glanz, B.K. Rimer, and F.M. Lewis © 2002. Reprinted

by permission of John Wiley & Sons, Inc.
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Box 11-2. The Theory of Planned Behavior: Key Theoretical Concepts in the Adoption of
Healthy Behaviors

= behavioral beliefs: the belief that behavioral performance is associated with certain attributes or
outcomes (equivalent to outcome expectations in the Social Cognitive Theory, to be presented in
Chapter Sixteen)

= evaluation of behavioral outcomes: the value attached to a behavioral outcome or attribute

discussed in Chapter Sixteen)

thoughts about behavior

difficult or easy

(equivalent to outcome expectancies or incentives in the Social Cognitive Theory, to be

= attitude: an overall evaluation of the defined behavior
= behavioral intention: the perceived likelihood of performing the behavior
= normative belief: the belief about what other people (referents) think the person should do

= motivation to comply: the motivation to follow through in regard to referents’ opinions or

= subjective norm: the person’s perception about referents’ feelings about the defined behavior
= control belief: the perceived likelihood of occurrence of each facilitating or constraining condition

u perceived power: the perceived effect of each condition in making behavioral performance

u perceived behavioral control: the overall perceived ability to perform a given behavior
(equivalent to self-efficacy, as discussed in Chapters Eight and Sixteen)

relative weights of these three factors in
determining intention are expected to vary

for different behaviors and populations.

Research and Evidence of Practical
Applications of the Theory of Planned
Behavior to Adolescent Lifestyles

The use of the Theory of Planned Behavior
to change adolescent behaviors has been
studied in Canada, Europe, and the United
States.

One well-researched topic using the the-
ory is the onset of smoking in youth, as de-
scribed by Kok and colleagues in a chapter
entitled "Social Psychology and Health
Education” published in the European Re-
view of Social Psychology (Kok et al. 1996).
Nonsmoking and regular smoking Dutch

youth ages 10 to 15 (n = 219) were asked

questions about smoking, in interviews or
open response questionnaires, to elicit
salient outcome beliefs, normative beliefs,
self-efficacy expectations, and intentions.
Based on this eliciting procedure, struc-
tured questionnaires were developed,

which consisted of the following:

= beliefs and evaluations of the conse-
quences of smoking (e.g., “If I smoke or
should start to smoke, this is very [so-
ciable versus unsociable.”])

= normative beliefs and corresponding
motivations to comply with respect
to various social referents (e.g., mother,
father, brothers, sisters, friends,
classmates)

n self-efficacy expectations (e.g., stu-
dent’s perceived ability to refuse offers

of cigarettes, to provide arguments



against smoking, to resist social pres-
sures to smoke)

» intentions regarding both initial and
regular smoking (e.g., smoking with

friends, smoking at parties)

The answer to these questions differenti-
ated smoking from nonsmoking youth.
Nonsmoking Dutch adolescents are more

likely than smokers to:

» endorse that smoking causes negative
health consequences (e.g., cancer,
coughing, nausea) and has other nega-
tive effects (e.g., a bad smell, high cost,
tendency to be offensive to others)

» state that there are negative social ex-
pectations regarding smoking (e.g.,
from parents, other relatives, friends,
and classmates)

= have higher self-efficacy for not smok-
ing when friends smoke, refusing cig-
arettes, remaining nonsmokers, and
explaining that they do not want to

smoke

Dutch smoking students are more likely

than nonsmokers to:

» endorse the personal advantages of
smoking (e.g., increased sociability,
to show off, to relax, or to relieve
boredom)

» endorse the importance of belong-
ing to a group and doing what others do

= have negative self-efficacy about stat-
ing reasons to refuse a cigarette, not
smoking when friends smoke, and be-

coming a nonsmoker

Hanson (1999) did a cross-cultural study
of beliefs about smoking among teenaged
females. The Theory of Planned Behavior
provided the basis for the development of
the research instrument. Participants in-
cluded 141 African-American, 146 Puerto
Rican, and 143 non-Hispanic white fe-
males, ages 13 to 19. Logistic regression
analysis identified beliefs that were sig-
nificantly related to smoking behavior in
each cultural group. Beliefs related to atti-
tudes about smoking and perceived social
pressure regarding smoking differed
among the three cultural groups. The find-
ings suggest that specific beliefs differen-
tiate between smokers and nonsmokers

and that some beliefs differ by culture.

One of the limitations of most studies on
adolescents is that smoking behavior is
measured in a dichotomous manner: that
is, a smoker or a nonsmoker. This classi-
fication does not allow for an understand -
ing of the process and stages by which
adolescents progress from nonsmoking to
occasional smoking to smoking on a regu-
lar basis. Godin (1996) proposed identi-
fying stages of adoption of a behavior by
the intersection of two variables: recent
past behavior and the intention to adopt
this behavior in a stated time frame (near
future). Following this approach, the
stages of adopting a smoking behavior

would be:

» Stage 1: consists of nonsmokers who do
not intend to smoke
» Stage 2: consists of nonsmokers who,

contrary to stage 1, intend to smoke
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» Stage 3: consists of occasional smokers
who do not intend to smoke

m Stage 4: consists of occasional smokers
who intend to smoke

m Stage 5: consists of regular smokers who

intend to maintain their smoking

In addition, Godin identified a sixth group,
known as “quitters,” which consists of reg-
ular smokers who express the intention to
not smoke in the short term. He did not in-
clude this group as a stage of behavior, al-
though the intention of this group could
serve as the next possible step when and if
its members decide to follow through and

accompany the intention with actions.

Jomphe Hill et al. (19977) developed a study
to identify variables from the Theory of
Planned Behavior that differentiated and
discriminated among these stages of
smoking acquisition in adolescence. The
sample consisted of 294, Canadian stu-
dents, ages 11 to 15. Results showed that
the variables of attitude and perceived be-
havioral control significantly differenti-
ated the students situated in stages 3 and
4. The perceived behavioral control vari-
able significantly differentiated the stu-
dents situated in stages 4 and 5. Based on
the results of the study, the authors suggest
that the stages could be characterized in
the following manner: students who are
situated in stage 1 have an unfavorable at-
titude towards smoking. Although this at-
titude remains negative, it is more favor-
able for students in stages 2 and 3, despite
the fact that there is no statistically signif-

icant difference. However, compared to

stage 3, stage 4, is accompanied by a favor-
able attitude towards smoking. Stage 5 il-
lustrates an attitude even more favorable
towards smoking. A similar profile
emerges for the perceived behavioral con-
trol variable. The authors propose that the
content of smoking prevention programs
for adolescents should be based on the be-
liefs underlying attitude, subjective norm,
and perceived behavioral control, and
adapted to each stage of smoking acquisi-
tion. Students in stages 1 and 2 (nonsmok-
ers) may be influenced by messages that
aim to strengthen their unfavorable atti-
tude towards smoking cigarettes. For stu-
dents at stage 3, messages should aim at
the short- and long-term effects of smok-
ing, but also at providing messages that
suggest alternatives to the advantages that
smokers associate with tobacco smoking,
since it was observed that it is at the subse-
quent stage 4 that students present a fa-

vorable attitude towards smoking.

Wall, Hinson, and McKee (1998) used the
Theory of Planned Behavior to assess the
contribution of alcohol outcome expectan-
cies and attitudes towards drinking in 316
U.S. university undergraduates of legal
drinking age who reported drinking at
least once a month. Intentions to drink
“too much” and self-reported excessive
consumption episodes served as criterion
measures and attitudes, subjective norm,
perceived behavioral control, and the
evaluation of behavioral outcomes were
employed as predictor variables. The re-
sults suggested that the theory appeared to

be a valid framework for predicting exces-



sive alcohol consumption among under-
graduates. The predictive power of the
model, however, was enhanced through
the inclusion of gender-specific alcohol
outcome expectancies. Specifically, in ad-
dition to attitudes and perceived behav-
ioral control, women'’s expectancies for
sociability enhanced the prediction of in-
tentions to drink "too much.” Expectan-
cies for sexual functioning (male) and
assertiveness (female) improved the pre-
diction of excessive consumption, over
and above intentions and perceived be-
havioral control. The authors concluded
that gender-specific alcohol outcome ex-
pectancies, unlike attitudes, are proximal
predictors of excessive alcohol consump-
tion among undergraduates. These gender-
specific determinants are influenced by
traditional expectations of masculinity and
femininity, in that boys drink to improve
their expected sexual functioning and girls
drink to improve their otherwise weak

assertiveness.

Table 11-1. presents the findings of a
Canadian study (n = 746) which analyzed

how determinants of physical activity

could change with adolescent develop-
ment, using the Theories of Reasoned Ac-
tion (Chapter Ten) and Planned Behavior
(Mummery, Spence, and Hudec 2000).

The authors found significant differences
in the importance of the different theoret-
ical constructs in adolescent development.
The study shows that addressing the sub-
jective norm will be effective when plan-
ning a physical activity promotion pro-
gram for preadolescents, but will not be
influential when planning an activity di-
rected to late adolescents. Perceived be-
havioral control is equivalent to Bandura’s
self-efficacy concept; that is to say, in this
case, the perceived ability to successfully
execute a regimen of physical activity. Per-
ceived behavioral control will be impor-
tant to consider when planning a program
directed to middle or late adolescents, but
not necessarily when planning a program

for preadolescents.

Schaalma, Kok, and Peters (1993) meas-
ured and analyzed the determinants of
young people’s intentions to use condoms

to prevent HIV infection. Their study pro-

Table 11-1. Changes in Determinants of Physical Activity Intentions during Adolescent

Development

GRADE 3 GRADE 5 GRADE 8 GRADE 11
(~9 YRS, (~ 11 YRS.) (~14 YRS.) (~17 YRS.)
Subjective Norm +4+++++ +4+++ + + +
Attitudes + + 4+ 4+ + + + + 4+ +
Perceived
Behavioral + + + + + + + ++++ + +
Control
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vided detailed information about Dutch
youth ages 12 to 18 regarding attitudes, so-
cial influences and perceived subjective
norms, and self-efficacy expectations or
perceived behavioral control, with respect
to intentions to use condoms consistently

to prevent HIV infection.

Regarding attitudes towards consistent
condom use, the results revealed that most
young people saw this behavior as sensible
and necessary because it provided protec-
tion against developing AIDS. On the other
hand, they did not regard condom use as
something pleasant. Young people who
have had intercourse were the least likely
to have a positive attitude towards consis-
tent condom use. Although they regarded
using condoms consistently as the sensi-
ble thing to do, they did not always con-
sider it necessary to do so, especially when
having intercourse with a relatively well-
known partner. In their opinion, condom
use signified an annoying interruption,
reduced sensitivity, and reduction in
pleasure. These results indicate that in
general, young people endorse the pre-
ventive advantages of consistent condom
use and recognize that these advantages
counterbalance the disadvantages and un-
pleasantness of condom use. However,
when young people gain experience with
sexual intercourse, the disadvantages of
consistent condom use seem to gain in-
creased significance, and the necessity of
consistent use seems to become less sig-

nificant to them.

With respect to social influences, the study
revealed that young people did not perceive
condom use as a common current practice
among their peers, although perceived
subjective norms with regard to using con-
doms consistently were moderately posi-
tive. Perceived subjective norms of young
people who had not had intercourse were
more positive than those of young people
who had. When different social referents
were considered, the positive social influ-

ence of parents was striking.

In regards to self-efficacy or perceived be-
havioral control, the study showed that
young people did expect difficulties re-
garding their ability to purchase condoms,
to carry them regularly, to use them con-
sistently, and to negotiate their consistent
use with a (potential) sex partner. Young
people who had not had intercourse were
most likely to expect difficulties with the
purchase of condoms and with carrying
them regularly. Young people who had had
intercourse were most likely to expect dif-
ficulties with the maintenance of consis-
tent use with a relatively well-known part-
ner. Young people who did not form a habit
of condom use were more likely to have
low self-efficacy expectations regarding
the maintenance of condom use and re-
garding their communicative skills to ne-
gotiate condom use with a well-known sex

partner.

In addition, the Theory of Planned Behav-

ior has been used to examine the voting



intentions of state legislators in North
Carolina, Texas, and Vermont. These find-
ings can provide guidance to health educa-
tors in planning messages for advocacy ef-
forts. The theory was also used to select
messages in the National Anti-Drug Media

Campaign, developed in the United States
in1997 (Capella et al. 2001).

Table 11-2. summarizes the number of
studies found using the Theory of Planned

Behavior according to health behaviors.

Table 11-2. Most Commonly Researched Adolescent Behaviors Using the Theory of Planned

Behavior (TPB)

NUMBER OF ARTICLES NUMBER OF ARTICLES
ADOLESCENT BEHAVIORS USING THE TPB BY KEYWORDS
Sexual and Reproductive Health 13 Teen Pregnancy 2
HIV/AIDS 7
STls 2
Condom Use 10
Tobacco, Alcohol, and Drug Use 12 Tobacco
Alcohol 5
Drugs 1
Physical Activity and Nutrition 4 Obesity 0
Physical Activity 4
Nutrition 0
Violence 0
TOTAL 29
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Box 11-3. Summary of the Theory of Planned Behavior and Adolescent Lifestyles

Attitudes and perceived behavioral control
significantly differentiate occasional adoles-
cent smokers who intend to smoke from
those who do not.

Perceived behavioral control differentiates
regular adolescent smokers from occasional
adolescent smokers who intend to smoke.

Attitudes, perceived behavioral control, and
expectancies for sociability enhance the
prediction of intentions of late adolescent
girls to drink alcohol.

Gender-specific outcome expectancies—
better sexual functioning among boys and
more assertiveness among girls—improve the
prediction of excessive alcohol consumption,
over and above intentions and perceived
behavioral control in late adolescence.

Subjective norm is effective when planning
a physical activity promotion intervention
for preadolescents, but is less influential
when planning an activity directed to late
adolescents.

Perceived behavioral control is important to
consider when planning a program directed
to middle or late adolescents, but not when
planning a program for preadolescents.

When young people gain experience with
sexual intercourse, the disadvantages of

consistent condom use seem to become
more significant, and the necessity of
consistent use seems to become less
significant to them.

Young people with intercourse experience
are the least likely to have a positive attitude
towards consistent condom use, especially
when having intercourse with a relatively well-
known partner.

The positive social influence of parents
regarding condom use is striking.

Regarding perceived behavioral control of
condom use, young people expect difficulties
regarding their ability to purchase condoms,
to carry them regularly, to use them consis-
tently, and to negotiate their consistent use
with a sex partner.

Young people without intercourse experience
are most likely to expect difficulties with the
purchase of condoms and with carrying them
regularly.

Young people who do not form a habit of
condom use are likely to have low self-
efficacy expectations regarding the mainten-
ance of condom use and regarding their
communicative skills to negotiate condom use
with a well-known sex partner.




[Chapter Twelve]

The Goal-Setting Theory

he setting of goals leads to better performance because individuals with goals
exert themselves more, persevere in their tasks, concentrate more, and, as the
situation requires, develop strategies for carrying out the behavior
(Bartholomew et al. 2001). The Goal-Setting Theory is clearly a theory of action and de-
scribes a particular method for achieving behavior change. In teaching about HIV/AIDS
prevention, for example, the health educator might attempt to associate safer sex with
other important goals the students have chosen, such as future careers, which might be
threatened by the consequences of practicing unsafe sex. In this way, safer sex becomes

part of the strategy to attain long-term goals young people have set for themselves.

A main criticism of the traditional behavior change theories (e.g., Health Belief Model,
Stages of Change, Theory of Planned Behavior) is that they do not take into account the fact
that individuals may differ with respect to the goals they pursue (Buchanan 2000) and, as
aresult, may vary in the extent to which they value their health (Gebhardt and Maes 2001).
According to this criticism, these theories also overrate rational decision-making about
pros and cons as the main process underlying health behavior. Historically, health pro-
motion program developers have been trained to identify the behavior goals of a given in-
tervention according to the health outcome they wish to achieve (e.g., to decrease HIV in-

fection as the health outcome and increase condom use as the behavioral goal).

Goal theories, on the other hand, which have been applied more recently in psychologi-

cal research, do lead researchers to focus on variances in the goals individuals pursue and
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differences in the relative value assigned
to personal health. The theories assert that
behavior is effectuated to achieve one’s
previously set goals, whatever the nature of
these might be. These goals are the result
of personal processes that are related to
one’s self-concept and/or an analysis of
the personal desirability and feasibility of
a potential goal. From this goal-oriented
approach, behavior is believed to be initi-
ated only when it is expected to serve a
highly valued goal. Goal selection, the con-
secutive choice of behavior, and the con-
trol mechanisms to accompany the behav-
ior change all determine whether a change
in behavior will occur. Gebhardt (1997)
and Maes (Maes and Gebhardt 2000) de-
veloped the “"Health Behavior Goal Model”
based on these considerations. A basic
tenet of the model is that progression to-
wards the target health behavior is de-
pendent upon the degree of compatibility
between the target behavior and other per-
sonal goals of the individual. The concept
of personal goals, which is at the core of
the model, encompasses all that is impor-
tant to the person; that is, the things a per-
son wants to do with his or her life. As
Martin E. Ford notes, "Facilitating per-
sonal goals and not coercing humans
should be the guiding principle in moti-
vating humans to change their behaviors”
(Ford 1992, also cited in Maes and Geb-
hardt 2000, and in Gebhardt and Maes
2001). He further notes that motivation is
the combination of three psychological
functions: goals, emotions, and personal

agency beliefs, or the expectations about

whether one can achieve a goal (Ford

1992).

Facilitating personal goals is a key con-
tributing element to the consolidation of
identity development during the adoles-
cent period. Goal-setting has been tradi-
tionally encouraged among middle and late
adolescents, but it is also crucial to include
this approach in programs and interven-
tions targeting pre- and early adolescents.
Goal-setting helps to develop an "ego
ideal,” which permits young people to
model, evaluate, and picture themselves in
the future. This “ego ideal” enables early
adolescents to envision and project a sense
of self over time instead of merely reacting
to daily events in which they respond to the
needs of the moment (pleasure, need for
affiliation and acceptance) and exhibit
high vulnerability to peer pressure (Green-
span 1993). In this sense, the assumption
that behavior will be initiated only if it is
expected to serve a highly valued goal is a
particularly promising one within the con-

text of adolescent health research.

A goal should be behaviorally specific and
measurable or observable. Strecher and
colleagues (1995) advise that goals should
be stated in terms of behavior (e.g., exer-
cise and food intake) instead of health out-
comes (e.g., weight loss). Locke and
Latham (1991) have demonstrated that
setting a challenging goal, one that is diffi-
cult but nonetheless feasible, leads to a
better performance than does setting an

easy goal or no goal at all. This positive



Box 12-1. The Goal-Setting Theory: Key Concepts in the Adoption of Healthy Behaviors
= Facilitating personal goals motivates humans to change behaviors.
= The choice and pursuit of individual goals is a key element of adolescent identity development.

= Goal-setting should be encouraged not only during middle or late adolescence, but also during

pre- and early adolescence.

behavior change.

= Behavior will be initiated only if it is expected to serve a highly valued goal.

= Compatibility between the target behavior and other personal goals of the individual is crucial for

m A goal should be behaviorally specific and measurable.
m Goals should be stated in terms of behavior instead of health outcomes.
m Goal-setting may be not effective when the task is too complex.

= Setting a challenging goal—one that is difficult but nonetheless feasible—leads to better
performance than setting an easy goal or no goal at all.

m It is important for health educators to provide small, incremental goals leading to the overall goal
and to suggest viable strategies for reaching it.

m Social support for developing strategies and reaching self-set goals is particularly critical for
younger adolescents lacking in experience and self-efficacy.

effect of difficult goals occurs only if a per-
son accepts the challenge and has suffi-
cient experience, self-efficacy, and feed-
back to perform adequately. Because
adolescents may lack experience and self-
efficacy, this positive effect will usually
depend on social support received from
parents, teachers, other adults, and/or
more experienced friends who are willing
to guide them through the process of
learning, adhering to the goal, and over-
coming barriers. The rewards for reaching
the goal are not only the expected out-
comes but also a sense of self-satisfaction.
Although goal-setting may not be effective
when the task is relatively complex, the
educator can still work to help identify
smaller, incremental goals leading to the

overall goal and suggest viable strategies

for reaching it, especially when working

with younger adolescents.

Research and Evidence of Practical
Applications of the Goal-Setting
Theory to Adolescent Lifestyles

The Goal-Setting Theory helps adoles-
cents organize their dreams and design a
corresponding plan of action. Scales and
Leffert (1999) describe the “sense of pur-
pose in life” as one of the important Posi-
tive Identity Assets in their Developmental
Assets Framework (further described in
Chapter Nineteen). The ability to plan for
the future is part of the exvecutive functions,
which are instrumental in self-regulation
activities and emanate from the brain’s
prefrontal lobes. As noted in Chapter Nine
and as will be discussed further in Chapter
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Thirteen, this asset does not reach full ma-
turity until the last stage of adolescence

(ages 16 to0 19).

Goal-setting can also be an effective way of
capturing child and adolescent motiva-
tion, since the ability to face challenges
and competition is an important ingredi-
ent in the development of personal iden-
tity. This is especially true for the 9-to-12
age group, when engaging in competition
with others is the primary means by which
a child figures out what he or she does and
does not excel at in relationship to others.
Although more so for males than for fe-
males, competition in sports and games is
particularly attractive at this stage of de-
velopment. In the later stages of adoles-
cent development, the need for successisa
constant given; therefore, efforts to com-
pete against one’s own goals can become
an effective way to obtain behavioral
change. Thus, creating opportunities for
adolescents to feel competent and suc-
cessful, especially in areas they highly
value, is an important way to encourage

health-promoting behaviors.

The Goal-Setting Theory has demon-
strated that adolescents who target a be-
havior (physical activity or eating habits)
tend to improve more than those who do
not (Cullen, Baranowski, and Smith 2001;
Patrick et al. 2001; Schnoll and Zimmer-
man 2001). The University of California
has pioneered once such successful exam-
ple of this with EatFit, an educational in-
tervention targeted to middle school stu-

dents living in low income communities.

Personally guided goal-setting is the piv-
otal strategy, and computer technology is
employed to assist adolescents with diet
assessment and “"guided” goal-setting as
they make their own healthy lifestyle
choices. The program’s nine lessons ad-
dress three messages previously identified
by the middle school students’ focus group
as motivators for changing eating and
physical activity behaviors: increased en-
ergy, improved appearance, and greater

independence.

In a crossover controlled field trial, the
EatFit intervention was evaluated for
effectiveness. Students made positive
changes in dietary behaviors (p = .03) and
physical activity self-efficacy (paired
T-test: p = .02). When students set a di-
etary goal, they increased positive dietary
behaviors specific to that goal (p = .04).
Participants rated themselves as making
at least one lasting improvement in di-
etary (74.%) and physical activity (69%)
choices, respectively. A randomized con-
trolled field trial investigated the effect of
the guided goal-setting component of
EatFit. Seventy-three percent of the par-
ticipants in the treatment group (inter-
vention with goal-setting) made im-
provements in their dietary practices
compared to the control group (interven-
tion without guided goal-setting) with
53% (p = .04). Treatment participants also
improved significantly compared to con-
trol participants (44.% vs. 29%) on the
physical activity self-efficacy variable
(p = .0o1). In 2003, 10,000 middle school

students in California participated in the



EatFit program (University of California

2004,).

Sanderson and Cantor (1995) examined
whether late adolescents bring different
goals to bear in social dating by applying a
“Social Dating Goals Scale” to gog students
in the United States. The study identified
two different prevailing dating goals: inti-
macy goals related to open communica-
tion and mutual dependence and identity
goals related to self-reliance and self-
exploration. These different prevailing
dating goals were also associated with
different patterns of dating and sexual
behavior: adolescents with predominant
identity goals had more casual dating and
sexual partners and those with more inti-

macy goals had longer dating relationships.

Sanderson and Cantor further hypothe-
sized that adolescents with predominant
intimacy goals would be particularly likely
to identify with educational activities that
emphasize effective communication with a
partner about safer sex. On the other hand,
those with predominant identity goals may
gravitate towards activities that facilitate
self-reliance by focusing on technical and
eroticizing skills relevant to condom use.
The study suggests that tailoring activities
that teach about safer sex to fit these dif-
ferent dating goals should increase the im-

pact and effectiveness of such education.

The authors developed a second study in
which to test this hypothesis. One hundred
and thirty-six U.S. undergraduates (mean

age of 19.8 years) were randomly assigned

to one of three education conditions: tech-
nical skills, communication skills, or a no-
education control group. The communica-
tion skills group included activities
focused on negotiation with partners
about condom use and training in role-
playing. The technical skills group in-
cluded activities focused on proficiency
with condoms and eroticizing skills train-
ing. The results of a one-year follow-up
indicated the long-term effects of partici-
pation in goal-relevant safer sex education
for greater intentions of using condoms.
These results provided evidence that indi-
viduals are most likely to learn and follow
through on intentions about safer sex in
educational and naturally occurring dating
situations that are most relevant to their

predominant dating goals.

Kaldmae and colleagues (2000) described
their experience with three prevention
projects that were carried out with young
people by the Estonian Anti-AIDS Associ-
ation from 1997 to 1999. The idea of pre-
ventive strategies was to promote young
people’s own decision-making about risk
behavior. The authors highlight the im-
portance of maintaining the continuity of
preventive projects that will help young
people to develop personal insight and en-
able them to establish goals regarding

their sexual and general health.

The Goal-Setting Theory also has been
used to address teen pregnancy (Mont-
gomery 2001; Perrin et al. 2000; Brown,
Saunders, and Dick 1999; Walsh and Cor-
bett 1995). The Dollar-A-Day program in
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the U.S. state of North Carolina was estab-
lished in 1990 to discourage subsequent
pregnancies in girls under 16 years of age
who had already given birth to one child
(Brown, Saunders, and Dick 1999).
Weekly meetings featured education on
nutrition, an informal program to con-
sider needs identified by members, the
setting of short-term goals, and an award
of a dollar for each day the participants did
not become pregnant. After five years of
operation, only 15% of the 65 girls en-
rolled in the program experienced subse-
quent pregnancies. The program remains

a model for similar initiatives.

Although the Goal-Setting Theory is de-
scribed as an individual behavior change
theory, it could also be applied to promote
changes at the interpersonal and commu-
nity levels. MacDonald and Green (2001)
studied the implementation of a school-
based alcohol and drug prevention project

in secondary schools in British Columbia,

Canada. The authors explain that one of
the main focuses of the project workers
after establishing their credibility in the
school was to reconcile the goals, values,
and philosophy of the project with those of
the school.

The Goal-Setting Theory has been less
commonly researched in adolescent be-
haviors than the other theories described
in previous chapters, although it appears
to play a critical underlying role in the
planning, implementing, and monitoring
of health promotion interventions for
adolescents. The theory helps to foster de-
velopment of an “ego ideal,” an important
developmental task of early adolescence,
as we have seen. It also allows for the en-
couragement and monitoring of specific

behavior changes during adolescence.

Table 12-1. details the number of studies
found using the Goal-Setting Theory ac-
cording to health behaviors.



Table 12-1. Most Commonly Researched Adolescent Behaviors Using the Goal-Setting Theory
(GST)

NUMBER OF ARTICLES NUMBER OF ARTICLES

ADOLESCENT BEHAVIORS USING THE GST BY KEYWORDS

Sexual and Reproductive Health 10 Teen Pregnancy 6
HIV/AIDS 2
STls 1
Condom Use 1

Tobacco, Alcohol, and Drug Use 5 Tobacco 4
Alcohol 3
Drugs 4

Physical Activity and Nutrition 8 Obesity 1
Physical Activity 1
Nutrition 6

Violence 0

TOTAL 23

Box 12-2. Summary of the Goal-Setting Theory and Adolescent Lifestyles

m Possessing a sense of purpose in life, as it relates to establishing personal goals, is an important
internal developmental asset and has been associated with health-promoting lifestyles among
adolescents.

m Goal-setting helps to develop an “ego ideal,” which allows young people to model, evaluate, and
picture themselves in the future.

m Setting individual goals can be an effective way of capturing child and adolescent motivation, since
the ability to face challenges and competition is an important ingredient in the development of
personal identity.

= Adolescents who target a behavior (e.g., physical activity or eating habits) tend to improve more
than those who don't.

= Adolescents can have two different prevailing dating goals:
w Intimacy goals (longer dating relationships)
m |dentity goals (casual dating with different partners)

= Goal-relevant safer sex education will increase intentions of using condoms among adolescents.
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[Chapter Thirteen ]

The Selt-Regulation Theory

ecently, anew theoretical perspective has emerged emphasizing the importance
of self-regulation, whose development, as we have already seen in previous
chapters, reaches its peak during late adolescence. The Self-Regulation Theory
underlines the dynamic processes involved in setting, striving toward, and achieving
health goals. These processes encompass the consequences of both successes and fail-
ures and also how to deal with obstacles to change health-compromising behaviors and

adopt new, healthier ones.

Self-regulatory conceptualizations deal with how individuals can correct personal behav-

iors on their own (Bartholomew et al. 2001). The basic elements are:

» accurately identifying and recording a specific type of behavior;

= setting acceptable objectives;

» evaluating the response; and

» changing the previous behavior according to assessment of the response or reinforc-

ing the response if the standard is met.

The above process is cyclical and based on monitoring. The ability to self-regulate is an
extremely important developmental task to learn during adolescence. It is more easily
achieved by some adolescents and presents greater challenges for others, due to biolog-
ical and environmental differences. Self-regulatory capabilities include self-demands in

goal-setting, self-motivation, and self-direction in reaching the proposed goals, and



self-evaluation in assessing errors, short-
comings, and obstacles. Self-regulation is
achieved when individuals are able to
monitor their own behavior through cues
and feedback from the outside world as
well as through internal cognitive assess-
ment and affective processes. While self-
regulation capacity increases with age, ac-
tual functioning nonetheless is always
determined by biological considerations
(i.e., the state of development of the pre-
frontal lobes in the brain) and objective
external forces, as well as by socio-

environmental consequences (Muss 1996).

As noted in Chapters Nine and Twelve, the
term executive functions refers to self-
directed actions the individual employs for
self-regulation purposes. Analysis and un-
derstanding of these functions can provide
unique information about how human be-
havior becomes self-regulated or inter-
nally guided. Russell Barkley (1997) re-
viewed different models of prefrontal lobe
executive functions (Damasio 1995, 1994;
Goldman-Rakic 1995a, 199s5b; Fuster
1995, 1989; Bronowski 1987, 1978, 1977;
Vygotsky 1962) and suggested the following

functions as necessary for self-regulation:

= behavioral inhibition

= working memory

» internalization of speech

= motivational appraisal system

n reconstitution (behavioral synthesis)

m Behavioral inhibition:
Behavioral inhibition requires the ac-

quisition of a system that provides for

the inhibition of responses that have as
their function the maximization of im-
mediate consequences. The develop-
ment of the behavioral inhibition func-
tion is critical in enabling delayed
consequences to affect behavioral con-
trol. The teaching of self-regulatory
skills has been demonstrated in the
school setting (Schunk 1998). Most
young people train their behavioral in-
hibition capacity to not disrupt a class-
room through constant reinforcement
from their teachers, for example. Over
time, they gradually learn to suppress
the impulse to speak loudly or out of
turn and engage in other disruptive
classroom behaviors. This inhibitory
system also provides adolescents with
the power to interrupt ongoing behav-
ioral patterns, should information
from immediately past behaviors in the
sequence be indicating errors or the
ineffectiveness of the ongoing pattern.
For example, in this system, children
will interrupt disruptive behavior if the
response of the teacher is a silent,
but stern facial expression. Finally,
it appears that this inhibitory system
functions to control potential sources
of interference that could disrupt, sub-
vert, or preempt the activities taking
place within working memory. The end
result is that over time children learn to
keep their attention focused on the
classroom and to filter out extraneous

environmental distractions.

The development of behavioral inhibi-

tion ability is crucial in helping adoles-
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cents effectively face and learn to deal
with the numerous temptations and
dangers that are part of their daily lives.
Unfortunately, the achievement of be-
havioral inhibition is increasingly chal-
lenged in today’s world by the perva-
siveness of media messages, such as
those found in musical videos, radio and
television advertisements, and movies,
which encourage the enactment of im-
pulsive behaviors related to the con-
sumption of unhealthy foods, as well as
tobacco and alcohol, and sexual experi-
mentation and to the resolution of con-
flicts through violence. This situation is
further abetted by the fact that adoles-
cents find themselves acquiring in-
creasing levels of autonomy at the same
time that parental supervision is de-
creasing. Particularly in those cases in
which parents spend a great deal of time
outside the home due to work schedules
and other nonfamily commitments,
valuable opportunities to provide ado-
lescents with constant reinforcements
and feedback about their behavioral in-

hibition abilities are missed.

The acquisition of behavioral inhibition
abilities by adolescents sets the stage for
the development of the capacity to en-
gage in self-regulation via the four other
executive functions that are discussed

below.

Working memory:
In most real-life situations, individuals

will store and be able to recall informa-

tion not for the purpose of recall itself,
but as a prerequisite for solving a prob-
lem at hand. These memory recalls in-
volve deciding which types of informa-
tion are useful for dealing with the
situation at hand and then selecting this
information out of the totality of all
available knowledge stored in the brain.
Furthermore, as the nature of our activi-
ties changes, we can make a smooth, in-
stantaneous switch from one selection to
another, and then are able to repeat the
process. Memory that is based on such
ever-changing, fluid decision-making,
information selection, and information
switches back and forth is guided by the
frontal lobes and is called working mem-
ory. It is closely linked to the critical role
the frontal lobes play in the temporal or-
ganization of behavior and in controlling
the proper sequence in which various
mental operations are enacted to meet

the individual’s objective.

Goldman-Rakic (1995a) described two
temporally symmetrical functions
within this system, one of which permits
the recall or re-sensing of the past and
which in turn gives rise to the second,
which is the construction of hypothetical
futures, the preparation of plans for at-
taining those future scenarios as envi-
sioned, and the construction of behav-
ioral structures that are associated with

them.

When adolescents are confronted by

temptations and pressures, they need



to not only possess behavioral inhibi-
tion abilities, but also the skills to make
decisions on how to react to those
temptations. In this way, the working
memory system appears to shift behav-
ioral response away from the immedi-
ate stimulus and away from external
control and focus it more towards the
future by way of internally-generated
information arising from private,

covert mental activity.

Internalization of speech:

Research in developmental psychology
suggests that this process of turning
speech inward in a form of internal dia-
logue with oneself, which becomes pro-
gressively more private, covert, or in-
ternalized, is a major contributor to the
development of self-control (Berk
1994, 1992; Kopp 1982). Therefore,
speech internalization will need to be
included in any model of executive
functions that is used to account for the
development of human self-regulation.
Adolescents facing temptations and
dangers will be able to increase their
possibilities of making a mindful and
healthy choice if they have the capacity
to activate an internal dialogue and
think through the array of different re-
sponse alternatives, instead of merely

reacting upon impulse.

Motivational appraisal system:
This system provides for the affective
and motivational appraisal of past events

being held in the working memory and

of the hypothetical futures created from
them. By providing such affective and
motivational color or tone to these
events, the motivational appraisal sys-
tem permits them to be immediately re-
tained or discarded depending upon
their affective and motivational value to
the individual. Such a system, as Dama-
sio (1994) notes, provides the con-
straints that must be placed on decision-
making when a variety of past events and
hypothetical option-outcome pairs are
being considered. The reactivation of
past sensory-motor information auto-
matically brings with it the affective/
motivational aspects linked to those
events in the past (their somatic mark-
ers), and these markers are then inher-
ently linked with those plans or hypo-
thetical futures constructed from the
past. For example, if an adolescent has a
pleasurable experience with his or her
friends when participating together in a
physical activity, it is more likely that he
or she will be motivated to exercise again

with those friends in the future.

Reconstitution (behavioral synthesis):
Bronowski (1977) asserted that the
power to synthesize novel and complex
behavioral structures arises out of the
ability to analyze and dismember past
behavioral structures and their hierar-
chy. One can then reorganize them into
new structures and sequences, all of
which is done mainly for the purpose
of attaining a specific goal. Such a

function grants humans a tremendous
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capacity for diversity, flexibility, and
creativity in the formulation of behav-
ioral structures aimed at the future. For
example, as we saw in Chapter Nine,
role-playing can be an effective tech-
nique of dramatic relief to help move in-
dividuals from the pre-contemplation to
contemplation stage because it facili-
tates the acknowledgment of the under-
lying emotions that accompany un-
healthy behavioral risks and their
consequences. In this sense, when ado-
lescents are taught drug-resistant skills
through role-playing, they will be better
able to reconstitute those previously
learned skills when a real-life situation
occurs that is charged with similar emo-
tions to those they have come to recog-
nize and understand through the role-

playing exercises.

Studies of the development of executive
functions in children and adolescents
illustrate the probable differential tim-
ing for the maturation of these func-

tions. Levin et al. (1991) found signifi-

cant increases as a function of age on a
number of executive function measures.
Differences in sensitivity to feedback,
problem-solving, concept formation,
and impulse control between 7- to-8-
year-old and 9- to-i2-year-old age
groups of normal children were found.
Further significant developmental ad-
vances were noted in memory strate-
gies, memory efficiency, planning of
time, problem-solving, and hypothesis-
seeking between 9-to-12-year-old and
13-to-15-year-old age groups of normal

adolescents.

Research and Practical Applications
of the Self-Regulation Theory to
Adolescent Lifestyles

Griffin et al. (2000a) studied psychosocial
and behavioral factors in early adoles-
cence as predictors of heavy drinking
among high school students. As part of a
school-based survey, seventh-grade stu-
dents (n = 1,132) reported varying degrees
of experimentation with alcohol and

cigarettes. Several psychosocial factors

Box 13-1. Executive Functions Needed for Self-Regulation
= Behavioral inhibition: the ability to inhibit responses and delay immediate gratification
= Working memory: the ability to store and recall information useful for problem-solving

= Internalization of speech: the ability to turn speech inward in a form of dialogic conversation

with oneself

= Motivational appraisal system: the affective and motivational assessment of past events being
held in the working memory for their applicability to the creation of hypothetical futures

= Reconstitution (behavioral synthesis): the ability to synthesize novel and complex behaviors,
analyze and/or dismember past behavioral structures and their hierarchy, and combine and reorder
both past and novel behaviors into new structures and sequences




deemed to be important in the etiology of
drinking were also assessed. Students
were followed up in the 12th grade, when
16% were categorized as heavy drinkers.
Logistic regression analysis revealed that
heavy drinking was predicted by having
experimented with alcohol or cigarettes,
having had a majority of one’s friends who
also drink, and having had poor behavioral
self-control during early adolescence.
Tarter et al. (1995) analyzed the associa-
tion between childhood irritability and li-
ability to substance use during early ado-
lescence. The follow-up results indicated
that family dysfunction, the stress state of
the child, and low behavioral self-control
added up to a significant proportion of
variance on irritability scale scores two
years later, and that this trait, in conjunc-
tion with family discord, was associated
with substance use being adopted during

early adolescence as a coping response.

Wills et al. (2001a) examined the relation-
ship between temperament dimensions
and substance use in 1,810 U.S. public
school students (mean age 11.5 years). The
presence of good self-control led to higher
academic competence and had direct ef-
fects on lowering individual substance
use; poor self-control led to more deviant

peer affiliation.

Novak and Clayton (2001) looked at the
influence of school environment and self-
regulation on transitions between stages
of cigarette smoking. The analyses of the
multilevel interactions between self-

regulation and school context revealed

that students possessing low emotional
regulation were more likely to initiate ex-
perimental smoking in schools with poor
levels of discipline and involvement (i.e.,
less caring for the students and showing a
less active interest in their well-being)
than similar types of students in schools
with higher levels of these characteristics.
This study illustrates how psychological
risk factors for substance use may vary

across school social environments.

Wills, Sandy, and Yaeger (2002a) tested
predictions, derived from the self-
regulation model, about variables moder-
ating the relationship between level of
substance use (tobacco, alcohol, and mar-
ijuana) and problems associated with use
(interpersonal relationships, school per-
formance, and difficulties with the legal/
justice systems) in middle adolescence. It
has been proposed that some individuals
have difficulty in coping with problems
and regulating emotions and that several
aspects of these self-regulation charac-
teristics would make individuals more
prone to experience substance-related
problems. The authors hypothesized that
variables related to poor self-control and
negative affectivity would increase the re-
lationship between substance use level
and these problems. The presence of good
self-control and positive affectivity would
have protective moderation effects, re-
ducing the relationship between sub-
stance use level and the problems. The
predictions were tested in two samples
(n = 1,699 and n = 1,225) of U.S. adoles-

cents. Mean age was 15.5 years (middle
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adolescence). The results confirmed the
prediction that variables indicative of
good self-control had protective modera-
tion effects, reducing the relationship
between level and problems. Variables in-
dicative of poor self-control had risk-
enhancing moderation effects, increas-
ing the relationship between level and
problems. These findings help to empha-
size the importance of fostering self-
regulation and self-control as develop-
mental capacities in the earlier stages of

adolescent development.

Hernandez and DiClemente (1992) ana-
lyzed HIV-related knowledge, attitudes,
moral development, psychosocial factors,
and behaviors among U.S. male university
students. They found that late adolescents
who had low scores for ego-development
(goal-directedness) and self-control were
significantly more likely to engage in sex
without condoms. In another study of gen-
der differences and sexual behavior
(MacKellar et al. 2000), low self-control

was also associated with non-use of con-

doms among homeless and runaway

youths, but only among males.

The studies just described are only a
sample of those that have used the Self-
Regulation Theory to analyze adolescent
health behaviors. Generally, the theory has
been utilized to understand tobacco, alco-
hol, and drug consumption among adoles-
cents, yet has scarcely been taken into
consideration when examining sexual and
reproductive behaviors. Self-regulation
and self-control abilities are extremely
important developmental tasks to master
during the pre- and early adolescent de-
velopmental stages. They allow, among
other things, for a better regulation of sex-
ual arousal in boys in today’s society which
encourages sexual experience in young
males and which is characterized by high

rates of sexual coercion and gender abuse.

Table 13-1. presents a breakdown of the
number of studies found using the Self-
Regulation Theory according to health

behaviors.



Table 13-1. Most Commonly Researched Adolescent Behaviors Using the Self-Regulation
Theory (SRT)

NUMBER OF ARTICLES NUMBER OF ARTICLES
ADOLESCENT BEHAVIORS USING THE SRT BY KEYWORDS
Sexual and Reproductive Health 4 Teen Pregnancy 1
HIV/AIDS 2
STls 0
Condom Use 3
Tobacco, Alcohol, and Drug Use 31 Tobacco 13
Alcohol 27
Drugs 16
Physical Activity and Nutrition 3 Obesity 3
Physical Activity
Nutrition
Violence 4
TOTAL 42

| CHAPTER THIRTEEN |

Box 13-2. Summary of the Self-Regulation Theory and Adolescent Lifestyles

m Poor behavioral self-regulation and self-control during adolescence are associated with heavy
drinking, substance use, experimentation with tobacco, deviant peer affiliation, and increased
likelihood of engaging in sex without condoms.

= Good self-control and positive affectivity have protective moderation effects, reducing the rela-
tionship between substance use level (tobacco, alcohol, and marijuana) and problems associated
with substance use (interpersonal relationships, school performance, and difficulties with the
legal/justice systems).

m The presence of good self-control leads to higher academic competence and has direct effects on
lowering adolescent substance use.
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[Chapter Fourteen]

The Sensation-Seeking Theory

hy are some adolescents more temperamental, active, risk-taking, and/or

“difficult” than others? Individual differences have been described as being

present at birth and influenced—but not determined—by postnatal experi-
ence. The concept of temperament has been widely recognized as one of the basic aspects
of the psychological component of behavioral functioning. Findings of a systematic study
by Stella Chess and Alexander Thomas in their long-term investigation, the New York
Longitudinal Study (NYLS), led to the establishment of an extensive body of research on
temperament and other individual differences (see Kohnstamm et al. 1989). Chess and
Thomas (1996) described nine categories of individual variance that determine tem-
perament: (1) activity level; (2) “rhythmicity” or regularity of biological functions and
predictability; (3) tendency to approach or withdraw when confronted with new stimuli;
(4, adaptability to new situations; (5) threshold of responsiveness; (6) intensity of reac-

tion; (7) quality of mood; (8) distractibility; and (9) attention span and persistence.
Chess and Thomas also described three main temperament constellations:

= Easy temperament, which is characterized by regularity, positive approach responses to
new stimuli, high adaptability to change, and mild or moderately intense mood that is
preponderantly positive;

n Slow-to-warm-up temperament, which is a combination of negative responses of mild
intensity to new stimuli with slow adaptability after repeated contact, as well as some

irregularities of biological functions (e.g., sleep patterns and feeding schedules); and



w Difficult temperament, which is charac-
terized by significant irregularities in
biological function, negative withdrawal
responses to new stimuli, nonadapt-
ability to change, and intense mood ex-

pressions that are frequently negative.

The NYLS showed that infants with diffi-
cult temperaments tended to evolve into
“difficult children and adolescents,” char-
acterized by an oppositional, defiant style
of interaction with others. Chess and
Thomas have insisted that although “diffi-
cult children” display behavior disorders
(e.g., aggressiveness, delinquency), this
behavior only occurs as the result of inter-
action in an inappropriate caretaking en-
vironment or otherwise inadequate social
environment. Furthermore, according to
an earlier study (Thomas, Chess, and
Birch 1968), parent-child interaction
should be analyzed not only for parental
influences on the child but equally for the
influence of the child’s individual charac-
teristics upon the parent. The term good-
ness of fit was coined by these authors to
explain how the consonance between the
child and his/her environment potentiates
optimal positive development, and how
the dissonance between the capacities and
characteristics of the child, on the one
hand, and the environmental opportuni-
ties and demands, on the other, lead to
maladaptative functioning and distorted
development (poorness of fit). Carey (1989)
introduced the concept of temperament risk
factors as any temperament characteristics
predisposing a child to a poor fit with his

or her environment, to excessive interac-

tional stress and conflict with his/her
caretakers, and to secondary clinical prob-
lems manifesting themselves in the child’s
physical health, development, and/or

behavior.

One of the important individual differ-
ences described by the temperament stud-
ies is the tendency to approach or with-
draw when confronted with new stimuli.
According to Zuckerman (1994,), this gen-
eral dispositional approach involves three
distinctive individual traits: sensation-
seeking, impulsivity, and sociability.
Sensation-seeking represents the opti-
mistic tendency to approach novel stimuli
and explore the environment. Impulsivity
is a style of rapid decision-making when
faced with a given stimulus. Sociability is
the tendency to approach others in social
situations, whether familiar or strangers,
with few or no reservations. Persons with
low sociability, on the other hand, tend to
withdraw under circumstances where the
stimuli are too novel or the anticipated
outcome is too uncertain. All three com-
ponents of approach—sensation-seeking,
impulsivity, and sociability—have a genetic
basis accounting for 40% to 60% of the
variance in the approach trait. The model
suggests that underlying this trait, at the
biological level, are the monoamine neu-

rotransmitters and the gonadal hormones.

Sensation-seeking is a trait describing the
tendency to seek novel, varied, complex,
and intense sensations and experiences
and the willingness to take risks for the

sake of participating in the experience.
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The idea of "novelty” presupposes that the
given situation or event is something not
previously experienced. The need for
complexity in perceptual stimuli and cog-
nitive challenges is a salient feature of the
sensation-seeking trait. In those situa-
tions that entail risk, high sensation-seekers
find the sensations or experiences well
worth the risk, whereas low sensation-
seekers either do not value the sensations of
the activity as highly or do not think the

experience is worth the risk involved.

The end goal of sensation-seeking behav-
ior is the increase of stimulation. Gener-
ally, human beings enjoy a large variety of
stimulation emanating from the different
senses: sight (e.g., provocative images,
whether witnessed first-hand or through
the media); smell (e.g., perfumes, aro-
mas); taste (e.g., sweet, salty, or spicy
foods); tactile (e.g., gentle touch, caresses)
and deep proprioception, or the reception
of heightened pressure by cells located be-
tween the skin and muscles (e.g., mas-
sages); sound (e.g., music, nature); and
movement in space (e.g., riding roller
coasters, water slides). Some people are
highly reactive to these types of stimulation
and prefer to enjoy them at a lower inten-
sity, while others are less reactive and
desire a higher intensity. During preado-
lescence (ages 9—12), young people in-
creasingly complain of being “bored.” The
reason for this is that the need for high
sensation-seeking increases during the
preadolescent period, accompanied by an
increase in the cognitive, verbal, motor,

and social developmental skills, while at

the same time, the lack of complete auton-
omy from parents, teachers, and other
adults presents restraints to the adoles-
cent’s ability to react to these sensory stim-
ulations as fully and intensely as he or she

would like to.

Sensation-seeking is a normal trait of per-
sonality. Sensation-seekers have a strong
capacity to focus attention on a particular
stimulus or task. Cognitive styles associated
with sensation-seeking include a tendency
for broad cognitive generalization and an
inclination toward employing more com-
plex cognitive categories. Low sensation-
seekers, on the other hand, use a narrower
range of simpler constructs. Openness to
new experiences is a requisite for creativity
in any field. Sensation-seekers tend to be
original and innovative in open-ended
problem-solving. However, particularly in
the case of preadolescents, when high
sensation-seeking is combined with other
negative traits or affective experiences
(e.g.. lack of positive socialization), the
situation can result in a severe health-
compromising lifestyle, which in turn
could become a serious clinical condition
affecting the adolescent’s physical and

mental health and development.

The Sensation-Seeking Scale (SSS), origi-
nally developed by Zuckerman and col-
leagues (Zuckerman et al. 1964,), has be-
come the basic method of identifying high
versus low sensation-seekers in the popu-
lation in order to study their behaviors and
biology (Zuckerman 1994). It consists of

four subscales: “thrill- and adventure-



” e ” e

seeking,” “experience-seeking,” “disin-
hibition,” and “boredom susceptibility.”
The first three subscales have shown good
cross-gender and cross-cultural replica-
bility, and the SSS as a whole has been
translated from English into 15 other

languages.

Research and Practical Applications
of the Sensation-Seeking Theory to
Adolescent Lifestyles

Russo et al. (1993, 1991) developed a chil-
dren’s version of the Sensation-Seeking
Scale (SSS-C) that includes three sub-
scales: “thrill- and adventure-seeking,”
“social disinhibition,” and “drug and alco-
hol attitudes.” In this study, the three sub-
scales and the total score significantly in-
creased as a function of age in groups
between g and 14, years old. Gender differ-
ences were also found, with males pre-
senting higher scores than females. Find-
ings indicating a decline in general
sensation-seeking, and in the forms of
thrill- and adventure-seeking and social
disinhibition, beginning in late adoles-
cence or during the early 20s, have been
widely demonstrated through cross-

sectional studies.

A significant relationship between adoles-
cent risk behaviors and sensation-seeking
has been described in the literature. Ado-
lescents who rank high in their tendency
to seek sensation (high sensation-
seekers), relative to those who rank low
(low sensation-seekers), are much more
at risk of using a variety of drugs and of ex-

periencing an earlier onset of use. Zuck-

erman (1988) described the relationship
between sensation-seeking and past or
current smoking in students at the Uni-
versity of Delaware in the 1980s. The rela-
tionship is highly significant. Among the
high sensation-seeking students, 43%
were current smokers or had smoked in
the past, compared to 32% of the medium
sensation-seeking group and 22% of the
low sensation-seeking group. The rela-
tionship between smoking and sensation-
seeking has also been found for U.S. high
school students (Dinn et al. 2004, An-
drucci et al. 1989), British male college
students (Golding, Harpur, and Brent-
Smith 1983), Norwegian high school stu-
dents (Pederson, Clausen, and Lavik
1989), and Israeli adolescents (Teichman,

Barnea, and Rahav 1989).

Although this relationship between
sensation-seeking and smoking was found
in both genders, females who were current
heavy smokers, smoking two or more packs
a day, were as low as nonsmokers on the
Sensation-Seeking Scale. Zuckerman sug-
gests that in this group, smoking may be
more related to anxiety than to sensation-
seeking. Teichman and colleagues found
that those who started at a younger age
had the highest scores on the Sensation-
Seeking Scale, followed by those who
started later, while those who consistently

abstained had the lowest scores.

Sensation-seeking is also related to alco-
hol and drug use in adolescence and
preadolescence, and early adolescent

sensation-seeking traits can predict later
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substance use (Crawford et al. 2003, Stan-
ton et al. 2001). This relationship has
been found in many countries. Marijuana
tends to be the first illegal drug used and
is favored by young high sensation-
seekers. In all of these studies of adoles-
cent drug use, sensation-seeking is
strongly implicated, whereas anxiety and
depression seem to have little or no pre-
dictive value. Only the use of depressants
in the Israeli sample (Teichman, Barnea,
and Rahav 1989) was associated with anx-
iety and depression. In another study
done in 20 U.S. middle schools (n = 3,127
eighth graders) the author was able to
demonstrate that peer pressure and per-
ceived peer marijuana use had only a rel-
atively trivial effect on low sensation-
seekers and a much greater effect on high
sensation-seekers (Slater 2003). In an-
other study conducted in Spain, Comin
Bertran and colleagues (Comin Bertrén,
Torrubia Beltri, and Mor Sancho 1998)
found not only an association between to-
bacco and alcohol use and sensation-
seeking scores in sixth graders (mean age:
11.4) and eighth graders (mean age: 13.2),
but also high scores among those who
were actively involved in sports and exer-
cise. These results support the need for
alternative experiences for youth exhibit-
ing high levels of sensation-seeking and
refocusing this tendency on healthier, but

still novel and intense experiences.

High sensation-seekers’ needs for stimu-
lation are associated with distinct prefer-
ences for high sensation-value media

messages that elicit greater sensory, affec-

tive, and arousal responses. Such mes-
sages contain elements that are novel, dra-
matic, emotionally powerful, physically
arousing, graphic, explicit, unconven-
tional, fast-paced, and/or suspenseful.
High sensation-value messages have
proven to be more effective than low
sensation-value messages among high
sensation-seeking teenagers and young
adults in helping them decide to call a pre-
vention hotline, in improving media mes-
sage recall, in having more negative atti-
tudes towards drugs, and in lowering
behavioral intentions to use drugs (Palm-
green et al. 2001). The same study showed
that antidrug public service announce-
ments placed in high sensation-value
television programming also elicit sig-
nificantly greater attention from high
sensation-seekers than do those placed

in low sensation-value programs.

These findings led Philip Palmgreen, pro-
fessor of communications at the Univer-
sity of Kentucky in Lexington, to develop
the Sensation-Seeking Targeting (SEN-
TAR) prevention approach. This approach
incorporates four principles: (1) use
sensation-seeking as a targeting variable;
(2) conduct formative research with tar-
get audience members; (3) design high
sensation-value prevention messages; and
(4) place messages in program contexts

that are attractive to the target audience.

The SENTAR prevention approach was ef-
fectively used in a recent television cam-
paign to reduce marijuana consumption

among high sensation-seeking adoles-



cents in two different communities
(Palmgreen et al. 2001). Five televised
public service announcements (PSAs) ap-
peared between January and April 1997 in
Fayette County, Kentucky. Similar cam-
paigns were launched there again and in
Knox County, Tennessee, between January
and April 1998. The PSAs were designed to
appeal to adolescents who had tested high
on a Brief Sensation-Seeking Scale and
were placed during television programs
(such as The Simpsons and StarTrek: The
Next Generation) that were most likely to be
watched by this group of teens, as deter-
mined by a survey before the spots aired.
Effects from the single campaign in Knox
County were still evident several months
after its conclusion. There, the estimated
drop in the relative proportion of high
sensation-seeking adolescents using mar-
ijuana was 26.7%. In Fayette County, the
drop in marijuana use among this group
was estimated to be approximately 38%.
For low sensation-seeking adolescents,
both marijuana usage rates and reactions
to the PSAs were much lower than for their
high sensation-seeking counterparts. The
campaign effects were specific to mari-
juana use, however, with no effects seen in
the use of tobacco, alcohol, and other

drugs.

The four SENTAR principles are currently
being applied in the U.S. Office of National
Drug Control Policy’s five-year National
Youth Anti-Drug Media Campaign (Office
of National Drug Control Policy 2002b), in
conjunction with other proven cognitively-

oriented theoretical frameworks, such as

the Social Cognitive Theory, the Health Be-
lief Model, the Theory of Reasoned Action,
and the Theory of Planned Behavior
(Chapters Sixteen, Eight, Ten, and Eleven,
respectively, in this book).

The newest wave in information technol-
ogy, media communications, and com-
mercial advertising is the presentation of
highly compressed visual and auditory im-
ages and stimuli displays, a product partly
of economics and partly of recently ex-
panded digitalization capacities. The ad-
vent of video games and cutting-edge mu-
sical programming on cable network
television has created an entirely different
way of processing information through
“sight bites” and “sound bytes,” and
today’s young people have come to expect
and prefer this type of high-paced stimu-

lation from the media.

Substantive research indicates an increase
in sensation-seeking during the pre- and
early adolescent periods (9—14 years of
age), which reaches its peak during middle
adolescence (ages 15—16 years) and tends
to decline in late adolescence, around the
age of 20. These findings, combined with
the reality that adolescents respond to tar-
geted messages on a spontaneous and vis-
ceral level, provide a strong argument for
the need to “use what works” when devel-
oping health-promoting media campaigns

directed towards adolescents and youth.

In this sense, effective program design
should not only target behaviors to adopt

or change, but also seek to satisfy adoles-

| CHAPTER FOURTEEN

w
19}
=z
<
I
(]
[a)]
=z
<
%)
w
(S}
o
T
O
I
=
=)
o
=




| SECTION TWO

w
5}
4
<
T
8}
fa)
z
<
1%}
w
o
s}
I
s}
T
=
=)
o
>

cent needs and wants (Chapter Five), ap-
propriately tailor interventions to the ado-
lescents’ developmental stage (Chapter
Six), and take into account gender and cul-
tural considerations, which will be dis-
cussed further in Chapter Twenty-seven.
The research shows that adolescents want
novelty and fun, and they will search for
ways to satisfy their increasing need for
sensation-seeking. Additionally, what
might be considered exciting to the senses
will be different for boys and girls, for
preadolescents and late adolescents, and
for youth living in Argentina, Jamaica,
Panama, and the United States (as well as
in different communities within each of
these countries). PAHO recommends that
program designers keep these ideas in
mind when planning all types of health
promotion and prevention interventions.
It is also crucial that the team developing
the interventions be highly creative, young
in spirit, and empathetic to the intensified

need for novelty during adolescence.

Given that adolescents find the elements
of novelty, drama, fast pacing, emotional
arousal, unconventionality, suspense, etc.,
to be highly appealing, another important
aspect in designing successful health pro-
motion and behavior change interventions
is discussing the reasons behind adoles-
cent preferences and concerns with the
participants themselves. In this sense,
program developers should seek to actively
engage adolescents from the beginning
and encourage their input and feedback,
thereby winning their trust, helping them

to see the relevancy of the process, and

building their confidence in their ability to

become agents of their own change.

As all parents and teachers of "bored” ado-
lescents will agree, young people, as they
become older, need to gradually shift from
expecting the world to entertain them to
learning to entertain themselves, over-
come feelings of boredom, and seek sen-
sations in healthy ways. Part of this shift
will occur naturally as the adolescent
moves through the different develop-
mental stages, faces new challenges and
experiences, and gains increased self-
confidence in his or her decision-making
ability. But this shift also needs to be ac-
companied by support from the surround-
ing social environment in which the ado-
lescent lives, studies, plays, and works.
Families, schools, and other key commu-
nity members need to work together in
formal and informal partnerships to pro-
vide positive forms of stimulation to ado-
lescents that enable them to discover the
world around them and embrace new and

healthier activities on their own terms.

The studies just described are only a sam-
ple of those that have used the Sensation-
Seeking Theory to analyze adolescent
health behaviors. Generally, the theory has
been utilized to understand tobacco, alco-
hol, and drug consumption among adoles-
cents, yet has scarcely been taken into
consideration when examining sexual and
reproductive behaviors, physical activity,
eating behaviors, and violence. The few
studies examining risky early sexual activ-

ity have been in relationship with other



risky behaviors, such as alcohol and
drug abuse. Unfortunately, the theory has
mostly been used to identify youth at
risk for alcohol and drug abuse, tailoring
high-sensation value messages to prevent
these behaviors. Only two studies (Stanton
et al. 2001; Comin Bertran, Torrubia Bel-
tri, and Mor Sancho 1998) have identified
the high sensation-seeking trait as an op-

portunity for developing health promotion

and prevention programs that would
offer youth healthy alternatives (e.g.,
sports involvement) for the types of novel
and intense experiences they find most

appealing.

Table 14-1. presents a breakdown of the
number of studies found using the
Sensation-Seeking Theory according to
health behavior.

Table 14-1. Most Commonly Researched Adolescent Behaviors Using the Sensation-Seeking

Theory (SST)

NUMBER OF ARTICLES

NUMBER OF ARTICLES

ADOLESCENT BEHAVIORS USING THE SST BY KEYWORDS
Sexual and Reproductive Health 6 Teen Pregnancy
HIV/AIDS
STls
Condom Use 6
Tobacco, Alcohol, and Drug Use 52 Tobacco 19
Alcohol 33
Drugs 33
Physical Activity and Nutrition 2 Obesity
Physical Activity 2
Nutrition
Violence 5
TOTAL 65
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m Sensation-seeking is a trait describing the

tendency to seek novel, varied, complex,
and intense sensations and experiences and
the willingness to take risks for the sake of
participating in the experience.

There is an increase in sensation-seeking
during the pre- and early adolescent periods
(9-14 years of age), which reaches its peak
during middle adolescence (ages 15-16
years) and tends to decline in late adoles-
cence, around the age of 20.

A significant relationship between adolescent
risk behaviors and sensation-seeking has
been described in the literature.

Adolescents who rank high in their tendency
to seek sensation (high sensation-seekers),
relative to those who rank low (low sensation-
seekers), are much more at risk of using a
variety of drugs and of experiencing an earlier
onset of use (tobacco, alcohol, and illegal
drugs).

Peer pressure and perceived peer marijuana
use have only a relatively trivial effect on low

Box 14-1. Summary of the Sensation-Seeking Theory and Adolescent Lifestyles

sensation-seekers and a much greater effect
on high sensation-seekers.

= High sensation-seekers’ needs for stimulation

are associated with distinct preferences for
novel, high sensation-value media messages
that elicit greater sensory, affective, and
arousal responses.

High sensation-value messages have proven
to be more effective than low sensation-value
messages among high sensation-seeking
teenagers and young adults in helping them
decide to call a prevention hotline, in improving
media message recall, in having more nega-
tive attitudes towards drugs, and in lowering
behavioral intentions to use drugs.

Research shows that adolescents want nov-
elty and fun, and they will search for ways

to satisfy their increasing need for sensation-
seeking. Therefore interventions will be more
effective if they are highly creative, young in
spirit, and empathetic to the intensified need
for novelty during adolescence.




[Chapter Fifteen]

At a Glance: The Individual
Level Theories and Models for
Behavior Change

f all the theories and models reviewed in Chapters Eight through Fourteen to

promote change at an individual level, the Health Belief Model (Chapter Eight)

has been the most utilized when addressing adolescent behaviors, particularly
those involving sexual and reproductive health. This finding must be taken with caution,
however, since, as noted in Chapter Eight, the studies of adolescent behaviors using the
model usually lack a developmental perspective, and, in essence, represent the extrapo-
lation of a theory developed to change adult health behaviors to this younger age group.
Furthermore, most of the interventions to reduce HIV-risk-associated sexual behavior
among adolescents in community settings using the model have been conducted with
youth in late adolescence (Jemmot and Jemmot 2000). Interestingly, tobacco, alcohol,
and drug prevention efforts have relied more on the Self-Regulation Theory and
Sensation-Seeking Theory to explain underlying factors and have used the Stages of
Change Model to promote healthy behaviors. This model has also been the one most used
to promote physical activity and healthy nutrition among adolescents. While there have
been a few efforts to understand aggressive behaviors at the individual level using the
Self-Regulation Theory and Sensation-Seeking Theory, this adolescent behavior has

been the least studied through individual change theories.

Table 15-1. summarizes the number of studies found using the theories and models dis-

cussed in Chapters Eight through Fourteen according to health behaviors.




| SECTION TWO

w
19}
=z
<
T
(]
[a}
z
<
%]
o
[}
o
I
(8]
I
=
=3
o
=

One interesting observation that may be
gleaned from Table 15-1. is the fact that
comparatively little research has been
conducted on adolescent sexual and
reproductive health utilizing the Self-
Regulation and Sensation-Seeking Theo-
ries, compared to their application to
studies of tobacco, alcohol, and drug use,

even though the two classifications are

intimately related as risky behaviors—
particularly the link between alcohol use

and unprotected sexual activity.

Table 15-2. provides a summary of the be-
havior change theories and models dis-
cussed in Chapters Eight through Fourteen
and the most salient characteristics of

each.

Table 15-1. Summary of Most Commonly Researched Theories and Models for Changing Individual Adolescent

Behaviors

Number of Articles
on Adolescence and Sexual and Tobacco, Physical
Individual Behavior Change Reproductive Alcohol, and Activity and
Theories and Models Health Drug Use Nutrition Violence Total
Health Belief Model 37 18 9 2 66
Transtheoretical Model and

Stages of Change 9 27 15 0 51
Theory of Reasoned Action 13 14 3 1 31
Theory of Planned Behavior 13 12 4 0 29
Goal-Setting Theory 10 5 8 0 23
Self-Regulation Theory 4 31 3 4 42
Sensation-Seeking Theory 6 52 2 5 65
Total 92 159 44 12 307




Table 15-2. Individual Level Theories and Models and Their Application to Adolescent Behavioral Change:
A Comparison of Conceptual Frameworks, Applications, and Benefits

Theory/Model

Health Belief Model
(Chapter Eight)

Conceptual Framework

This theory proposes that ado-
lescents will change their health-
compromising behaviors and/or
adopt health-promoting behav-
iors if they consider themselves
vulnerable to a disease, believe it
has serious consequences, and
feel that changing their behavior
will reduce their susceptibility to
the disease or its severity.

Application

This theory is a very useful one
when working with adults, but it
should be used with caution with
adolescents. Because of the as-
sumption that the person must
feel threatened by their current
behavior, the model may be used
for certain adolescent concerns
(e.g., body image and fat con-
sumption for girls), but not nec-
essarily for all risk behaviors, es-
pecially if the individual does not
feel threatened or dissatisfied
with his or her current behavior.

The majority of research using
this model to address different
adolescent lifestyles and behav-
iors has been in the area of sex-
ual and reproductive health, such
as efforts to reduce teen preg-
nancy, STls, and HIV/AIDS.
One important finding is that the
severity of the HIV/AIDS dis-
ease, more than fear of con-
tracting an infection and barriers
to taking action, is a significant
predictor of the adoption of HIV-
preventive behaviors among ado-
lescents (Yep 1993).

The results of the only known
study to analyze the Health Be-
lief Model with a developmental
perspective (Petosa and Jackson
1991) suggest that the model
variables can be useful when de-
signing educational programs to
promote safer sex intentions in
younger adolescents; however,
its effectiveness decreases as
they grow older.

Benefits

This model can be useful for
program developers when de-
signing interventions and mes-
sages encouraging pre- and
early adolescents to delay sexual
initiation and protect themselves
from contracting STls or HIV/
AIDS or getting pregnant. How-
ever, evidence suggests that
these types of messages are not
long-lasting among the adoles-
cent population, and their effec-
tiveness decreases for middle
and late adolescents and young
adults. The model may be con-
sidered when choosing the con-
ceptual framework for pre-
adolescent interventions, but
should not be the only theory
chosen to guide program inter-
ventions because of its limited
effect.
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Table 15-2. Individual Level Theories and Models and Their Application to Adolescent Behavioral Change:

A Comparison of Conceptual Frameworks, Applications, and Benefits—(continued)

Theory/Model

Transtheoretical
Model and Stages
of Change
(Chapter Nine)

Conceptual Framework

This model conceives behavioral
change as a process and not as
an isolated event, involving pro-
gress through a series of stages:
pre-contemplation, contempla-
tion, preparation for action, ac-
tion, and maintenance. According
to this model, tailoring interven-
tions to match the adolescent’s
readiness or stage of change is
essential. This model states that
people use a variety of different
processes (e.g., dramatic relief,
environmental reevaluation,
self-efficacy and social support,
modeling, coping with barriers,
counter-conditioning) as they
move from one stage of change
to another. Efficient behavior
change thus depends on the
individual doing the right thing
(processes) at the right time
(stages).

Application

The use of the Transtheorical
Model and Stages of Change to
help design health promotion in-
terventions for adolescents is in-
creasing, particularly in Canada
and the United States, but also in
Latin America and the Caribbean,
as well. It has been applied to
study the relationship between
weight concerns, weight control
behaviors, and initiation of to-
bacco use among youths and
the relationship between tempta-
tions to try smoking and stages
of smoking acquisition. It has
also been adopted to match drug
prevention strategies and mes-
sages to youth stages when use
occurs and to study the readi-
ness to change drinking habits
among university students. Fi-
nally, the model has been used
to encourage higher consumption
of fruits and vegetables among
early adolescent girls, to promote
physical activity in large popula-
tions (Brazil), to analyze popula-
tion readiness to change diet-
and exercise-related behaviors
(the Caribbean), and to develop
innovative HIV prevention inter-
ventions for rural adolescents tar-
geting both individual and com-
munity level change.

Benefits

The model is an easy-to-use the-
oretical construct for evaluating
the effectiveness of interventions.
It helps identify baseline behav-
iors by stages and describes the
processes that a health promo-
tion intervention should promote
to obtain a behavioral change
and progression to the next
stage. Post-intervention behav-
iors can be compared to baseline
behaviors by stages to find evi-
dence of effectiveness of the be-
havior change intervention.

Another benefit of this model,
from a developmental perspec-
tive, is that it can serve as a plan-
ning guide for how to change be-
haviors step-by-step, particularly
when adolescents have not yet
developed sufficient skills to plan
ahead on an independent basis.

The model also provides an op-
portunity to investigate which
factors determine the stage an
adolescent is in during different
behaviors, as well as the barriers
and processes involved when
advancing to other stages of
behavior.

A final benefit is that the model
may be used to promote change
not only at the individual level,
but also at the interpersonal and
community levels.

Theory of Reasoned
Action and Theory
of Planned Behavior
(Chapters Ten and
Eleven)

The Theory of Reasoned Action
states that an adolescent’s inten-
tion to adopt or change a behav-
ior predicts his or her final be-
havior. Intention can be affected
by influencing the adolescent’s
attitude towards a behavior
and/or the adolescent’s subjec-

The use of the Theory of Rea-
soned Action to change adoles-
cent behaviors has been studied
in Africa, Europe, India, and the
United States. It has been ap-
plied in the study of the associa-
tions between peer influence
variables and susceptibility to

The messages designed under
these two theoretical frameworks
seem to be more successful at
encouraging adolescents to
adopt healthy behaviors than
messages designed with the
Health Belief Model. Because
these theories help to identify




Table 15-2. Individual Level Theories and Models and Their Application to Adolescent Behavioral Change:

A Comparison of Conceptual Frameworks, Applications, and Benefits—(continued)

Theory/Model

Theory of Reasoned
Action and Theory
of Planned Behavior
(continued)

Conceptual Framework

tive norm associated with the
behavior.

The Theory of Planned Behavior
is an extension of the Theory of
Reasoned Action which addition-
ally considers that there are fac-
tors outside the adolescent’s
control that can affect his or

her intention to adopt a behavior
and that these need to be ad-
dressed, as well, in the design
of interventions.

Application

smoking; the role of smoking in
the lives of low-income pregnant
adolescents; in comparisons of
self-esteem, attitudes, and sub-
jective norms in the prediction
of drug and alcohol use; the in-
tended sexual and condom be-
havior patterns among high
school students; and in the
analysis of the decision-making
processes for sugar consumption
among adolescents.

The use of the Theory of Planned
Behavior to change adolescent
behaviors has been studied in
Canada, Europe, and the United
States. Research applying the
theory includes the onset of
smoking in youth, a cross-
cultural study of beliefs about
smoking among female teen-
agers, the identification of vari-
ables that differentiate and dis-
criminate among the various
stages of cigarette smoking, the
contribution of alcohol outcome
expectancies and attitudes to-
wards drinking, how determi-
nants of physical activity change
with adolescent development,
and the measurement and analy-
sis of the determinants of young
people’s intentions to use con-
doms to prevent HIV infection.

Benefits

determinants of behaviors that
can be targeted to change ado-
lescents’ behavioral intentions,
and, ultimately, their actual be-
haviors, it is important that pro-
gram developers give careful
consideration to the particular
sociocultural context within which
the interventions will take place.
At the same time, program plan-
ners and developers should keep
in mind that there can be signifi-
cant differences in the role that
different theoretical constructs
(e.g., subjective norm and be-
havioral control) can play at dif-
ferent adolescent stages.

Goal-Setting Theory
(Chapter Twelve)

Adolescents with goals exert
themselves more, persevere in
their tasks, apply greater con-
centration, and, as the situation
requires, develop the necessary
strategies for carrying out the
behavior (Bartholomew et al.
2001). From this goal-oriented
approach, behavior is believed
to be initiated only when it is

The theory has been used to
demonstrate that adolescents
who target a behavior for im-
provements (e.g., physical activ-
ity, eating habits) tend to achieve
greater success than those who
do not. It has also been utilized
to examine the different goals
(intimacy vs. identity) late adoles-
cents bring to bear in social

Although described as an individ-
ual behavior change theory, the
Goal-Setting Theory may also be
applied to promote changes at
the interpersonal and community
levels. It is a crucial theory to
consider when planning, imple-
menting, and monitoring health
promotion interventions for ado-
lescents in that it helps to foster
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Table 15-2. Individual Level Theories and Models and Their Application to Adolescent Behavioral Change:

A Comparison of Conceptual Frameworks, Applications, and Benefits—(continued)

Theory/Model

Goal-Setting Theory
(continued)

Conceptual Framework

expected to serve a highly valued
goal. Goal selection, the consec-
utive choice of behavior, and the
control mechanisms to accom-
pany the behavior change all de-
termine whether a change in be-
havior will be achieved.

Application

dating considerations, to pro-
mote young people’s own
decision-making about risky
sexual behavior choices, and
to address teen pregnancy.

The Goal-Setting Theory has
been less commonly researched
in adolescent behaviors than the
Theories of Reasoned Action and
Planned Behavior and the Health
Belief and Transtheorical Models.

Benefits

an important developmental goal
of early adolescence: the emer-
gence of an “ego ideal” and a
“sense of purpose in life,” which
have been identified as protective
internal assets that help ward off
risk-taking behaviors. A strong
advantage of this theory is that it
encourages health providers and
program developers to facilitate
adolescents’ personal health
goals, rather than employ strate-
gies which youth might find too
coercive in nature and thus have
greater difficulty identifying with.

Self-Regulation
Theory
(Chapter Thirteen)

Self-regulation conceptualiza-
tions focus on how individuals
can monitor and correct personal
behaviors on their own. Master-
ing self-regulatory techniques is
an extremely important develop-
mental task to be learned during
adolescence. It requires the abil-
ity to make self-demands in
goal-setting, as well as the de-
velopment of skills in self-
motivation, self-direction in
reaching the proposed goals,
and self-evaluation in assessing
errors, shortcomings, and obsta-
cles. While self-regulation ca-
pacity increases with age, actual
functioning is determined by the
extent of the adolescent’s bio-
logical growth process, objec-
tive external factors, and socio-
environmental consequences
(Muss 1996).

The theory has been utilized to
better understand tobacco, al-
cohol, and drug consumption
among adolescents, yet has
scarcely been taken into consid-
eration when examining sexual
and reproductive health behav-
iors. Issues studied using this
theory include psychosocial and
behavioral factors in early adoles-
cence as predictors of heavy
drinking among high school stu-
dents; the association between
hyperactivity and executive cogni-
tive functioning in childhood and
substance abuse in early adoles-
cence; the influence of school
environment and self-regulation
on transitions between stages of
smoking; predictions regarding
variables moderating the relation-
ship between substance abuse
level and problems (interpersonal,
academic, and legal) associated
with use in middle adolescents;
and HIV-related knowledge, atti-
tudes, moral development, psy-
chosocial factors, and behaviors
among university-age males.

The success of self-management
interventions, obviously, depends
upon the level of the individual
adolescent’s skills. Evidence
shows that adolescent males
have greater difficulties acquiring
self-regulation and self-control
than their female counterparts.
Yet these are extremely important
developmental goals to master
during pre- and early adoles-
cence, particularly among males,
because they will allow for a bet-
ter regulation of boys’ sexual
arousal in a society that encour-
ages sexual experience in young
males and which is characterized
by high rates of sexual coercion
and gender abuse.




Table 15-2. Individual Level Theories and Models and Their Application to Adolescent Behavioral Change:

A Comparison of Conceptual Frameworks, Applications, and Benefits—(continued)

Theory/Model

Sensation-Seeking
Theory
(Chapter Fourteen)

Conceptual Framework

Sensation-seeking is a normal
trait of personality describing
the tendency to seek novel, var-
ied, complex, and intense sen-
sations and experiences and the
willingness to take risks for the
sake of experience. Openness
to new experiences is a requisite
for creativity and personal
growth. Sensation-seekers tend
to be original and innovative in
open-ended problem-solving.
However, particularly in the case
of preadolescents, when high
sensation-seeking is combined
with other negative traits or af-
fective experiences, the situation
can result in a severe health-
compromising lifestyle, which

in turn may become a serious
clinical condition affecting the
adolescent’s physical health

and development.

Application

A version of the Sensation-
Seeking Scale has been devel-
oped for adolescents (Russo

et al. 1993). A significant rela-
tionship between adolescent risk
behaviors and sensation-seeking
has been described, particularly
for tobacco, alcohol, and drug
use (Zuckerman 1994). These
findings have led to the develop-
ment of the Sensation-Seeking
Targeting (SENTAR) prevention
approach (Palmgreen 2001),
which utilizes sensation-seeking
as a target variable, designs
high-sensation-value messages,
and seeks to place messages
within contexts that are attractive
to the adolescent target audi-
ence. Substantive research indi-
cates an increase in sensation-
seeking during the pre- and early
adolescent periods (9-14 years
of age), which reaches its peak
during middle adolescence (ages
15-16) and tends to decline in
late adolescence, around the
age of 20.

Benefits

The studies conducted on
sensation-seeking among ado-
lescents have shed much light
on the reasons behind this
group’s need for novelty, adven-
ture, and intense stimulation, in-
cluding the adoption of new (and
potentially risky) sexual behav-
iors. It has also helped develop-
ers of interventions and pro-
grams to better understand and
design “what works"—i.e., what
adolescents will find appealing
and will attract their attention. In
this sense, activities will have a
better chance of reaching young
people and satisfying their need
for sensation-seeking if they
offer elements of novelty and
non-conventionality, a variety of
physical, mental, and/or emo-
tional stimulation, heightened in-
tensity, and age-appropriate
complexity. In this sense, it is
critical that the intervention team
be highly creative and “cutting
edge” in its collective thinking
and sincerely empathetic and re-
sponsive to the needs and wants
of adolescents. At the same
time, program designers should
bear in mind that what is consid-
ered exciting and new might be
different for boys and girls, for
preadolescents and late adoles-
cents, and for young people liv-
ing in different socioeconomic
and cultural settings.

| CHAPTER FIFTEEN

w
19}
=z
<
I
(]
[a)]
=z
<
%)
w
(S}
o
T
O
I
=
=)
o
=




118

SECTION TWO

YOUTH: CHOICES AND CHANGE

Theories and Models that Promote Change
at the Interpersonal Level

Individuals are social beings who derive their sense of self and of personal efficacy from
others through interpersonal exchanges. This interpersonal environment provides the
means, models, reinforcements, and resources with which people can learn more about
themselves and is also critical in affecting and predicting an individual’s health behavior
and, in turn, health outcomes. Consideration of the social influences on health behaviors
and outcomes during adolescence is crucial. Most recent reviews on resiliency to adver-
sity (Infante 2001) and other human development literature (Greenspan and Shanker
2003, 2002) also highlight the crucial role of the ongoing interplay between the charac-
teristics of the individual, the family, the community, and the broader culture. While the
adolescent’s gradual separation from the parents allows for the development and
strengthening of individual identity, there may be less of a buffer as he/she experiences

increased exposure to the larger social environment.

In Chapters Sixteen through Twenty-one, the following theories and models of interper-

sonal health behavior will be reviewed within the context of working with adolescents:

the Social Cognitive Theory

the Social Network and Social Support Theories
the Authoritative Parenting Model

the Resiliency Theory

the Stress and Coping Theories



[Chapter Sixteen]]

The Social Cognitive Theory

andura’s (1986) Social Cognitive Theory encompasses both determinants of be-
havior and the methods of promoting behavioral change. The theory explains
behavior in terms of a triadic, dynamic, and reciprocal model in which socio-

environmental, personal or cognitive, and behavioral factors all interact.

This theory provides a particularly useful theoretical framework for understanding and
describing the potential impact of the social environment on health behaviors among

adolescents.

Three basic principles emerge from this framework. The first, according to this theory,
is that behavior is influenced by both socio-environmental and personal factors. This
principle emphasizes the multifaceted nature of adolescent behavior. Therefore, a be-
havior such as high-risk sexual activity is not the result of a single factor (e.g., lack of
knowledge about the consequences of unprotected sexual activity), but rather the result
of numerous factors within the adolescent’s social environment and his/her individual

disposition.

The second principle is that socio-environmental factors play a significant role in the
onset of behaviors, but their influence is mediated via personal cognitions. In other
words, the adolescent does not respond automatically to socio-environmental factors
(e.g., pressures to be thin) but instead makes personal choices as to whether or not

he/she will engage in a particular behavior.
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Thirdly, adolescent behavior is not only
influenced by socio-environmental and
personal factors, but also influences these
factors. This simultaneous influence is
called reciprocal determinism and posits
that a change in one component holds im-

plications for the others.

Figure 16-1. illustrates the triangular re-
lationship between socio-environmental,
personal (cognitive), and behavioral

factors.

The environment is important in this the-
ory in part because it provides models for
behavior. Bandura and Walters (1963)
proposed that children could watch other
children learn a new behavior and did not
need to be rewarded directly. Thus, a child
learns by observing (observational learning)
the behaviors of others (modeling) and the

rewards these others receive (vicarious re-

inforcement). In other words, people learn
what is appropriate by observing the be-
haviors, successes, and mistakes of others.
Specifically, adolescents observe their
parents when they eat, drink, smoke, and
use seat belts, and they see the various re-
wards or penalties the parents receive for

these activities.

In the same way, adolescents observe their
peers smoking and notice the rewards and
punishments that the smokers receive. If
the observers consider the consequences
of smoking to be rewarding (e.g., accept-
ance from peers, the creation of a desir-
able image), the observers become more
predisposed to smoke. Observational
learning presents the greatest impact
when the person being observed is power-
ful, respected, and/or considered to be
like the observer (in age, interests, back-

ground, etc.).

Figure 16-1. Reciprocal Determinism of the Social Cognitive Theory

Environmental factors
(e.g., social norms, access in
community, influence on others)

Cognitive or personal factors
(e.g., knowledge, expectations, attitudes)

4“—>

Determinants
of
human behavior

Behavioral factors
(e.g., skills, practice, self-efficacy)

Source: Resource Center for Adolescent Pregnancy Prevention 2000. [Internet site] Available at:

www.etr.org/recapp/theories/slt/Index.htm



Within the Social Cognitive Theory con-
text, the mass media provides adolescents
with heavy doses of vicarious learning ex-
periences. Media today surrounds youth.
As the media increasingly shapes society’s
images of reality, we learn a great deal by
the consequences media characters expe-
rience as a function of their behavior. The
content featured in these technologies is
increasingly graphic, interactive, provoca-
tive, and commercially manipulative in
nature, and media corporations are in-
creasingly recognizing and targeting youth
as a profitable group of consumers.
UNESCO recently reported that today’s
average 12-year-old spends three hours a
day watching television (Groebel 1999). In
addition to traditional television pro-
gramming, music, magazines, and movies
catering to the youth market, new kinds of
media such as interactive CGD-ROMs,
video games, e—mail, chat rooms, and Web
sites offer everything from instructions on
how to form anonymous friendships to in-
formation on how to lose weight overnight
to access to electronic displays of virtual
sex and violence. A recent survey in the
United States found that 8-to-18-year-
olds spend six to eight hours a day exposed
to some form of media (Roberts 2000).
Furthermore, this media use is becoming
more private as children recede to their
bedrooms to watch television or listen to
music alone and unsupervised. Research
by PAHO in the area of adolescent health
and media exposure has yielded results
that closely parallel those of other interna-
tional studies. In 2003, a study of 11 Latin

American countries revealed that adoles-

cents ages 12 to 19 are permanently en-
gaged with one or another type of media
communication (particularly television
and radio), except when they are in the
school classroom or interacting with
friends and/or parents (Organizacién

Panamericana de la Salud 2003a).

It is important to note at this juncture that
while Albert Bandura and other learning
theorists stress the context in which be-
havior takes place, they are not especially
developmental in their approach. For
learning theorists, the basic processes of
human behavior are the same during ado-
lescence as they are during other periods
of life. Although Bandura included in his
model the mediation of personal cogni-
tions to respond to socio-environmental
factors, the principal emphasis of his the-
ory is on how the socio-environment may
affect behavior, and it has tended to over-
look or ignore developmental and emo-
tional aspects that will affect personal
cognitions to respond to these social

influences.

Within the framework of the Social Cogni-
tive Theory, before performing a new be-
havior, people anticipate many aspects of
the situation in which the behavior might
be performed. They develop and test
strategies for dealing with the situation
and anticipate what will happen as a result
of their behavior in this situation. People
develop expectations about a situation and
expectations for outcomes of their behavior
before they actually encounter the situa-

tion ("If T use a condom consistently, I will
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prevent STIs”). These anticipatory out-
comes of a behavior are known as outcome
expectations. This anticipatory behavior
reduces anxiety and increases one’s ability
to handle the situation. Outcome expecta-
tions are observed in adolescents in the
process of exploring a new behavior, ex-
cept when the behavior is performed im-
pulsively. Outcome expectations are com-
parable to the behavioral beliefs described
in the Theories of Reasoned Action and
Planned Behavior (Chapters Ten and

Eleven).

In considering the Social Cognitive The-
ory, health promotion project designers
should be cautioned about automatically
assuming that anticipatory behavior is a
developed ability in adolescence. In the
earlier stages of adolescence, such as pre-
and early adolescence, these age groups
are still developing their cognitive abilities
to anticipate what will happen as a result
of a behavior, and consequently, many
of their exploratory behaviors will have
an impulsive component, and they will
be learning more by experience than by

anticipation.

Other aspects involved in the process of
engaging in a new behavior are the outcome
ewpectancies or incentives, meaning the val-
ues that individuals place on a certain out-
come. Expectancies influence the behav-
ior according to the level of pleasure
experienced; that is, if all other things are
equal, a person will choose to perform an
activity that maximizes a positive outcome

or minimizes a negative outcome. Out-

come expectancies are comparable to eval-
uations (outcome values) in the Theories
of Reasoned Action and Planned Behavior.
A person’s positive expectancies should be
assessed very early on in any project de-
signed to promote changes in health be-
havior in order to identify motivators for
that behavior. An emphasis on immediate
positive expectancies, for example, is
more likely to influence the initiation of
some desired behaviors than an emphasis
on long-range expectancies. McAlister et
al. (1980) provided strong evidence for
this when it was shown that smoking pre-
vention programs for adolescents are
more successful if they emphasize avoid-
ance of the immediate negative effects of
smoking, such as bad breath or unattrac-
tiveness, rather than the long-term effects
such as morbidity and mortality from can-

cer and heart disease.

The types of outcomes people anticipate
depend largely on their judgments of how
well they will be able to perform in given
situations. Self-efficacy, as noted in Chap-
ters Eight and Eleven, is the level of confi-
dence a person feels about performing a
particular activity, including confidence in
overcoming the barriers to performing
that behavior. Bandura proposed that self-
efficacy is the most important prerequisite
for behavioral change, because it affects
how much effort is invested in a given task
and what level of performance is attained.
When a person is in a situation in which
outcome expectations are positive and
strong, but self-efficacy for that behavior

is low, avoidance or denial may occur, and



the person is unlikely to attempt to achieve
the new behavior. A meta-analysis of the
research literature published between
1983 and 1991 (Gillis 1993) showed that
self-efficacy was the strongest predictor of
a health-promoting lifestyle. In an exam-
ple of a specific behavior, self-efficacy has
been identified as a primary predictor of
intention to make healthier food choices
among third- and fourth-grade students
(Parcel et al. 1995a).

Complex behaviors usually involve a se-
quence (steps) of simple tasks that all to-
gether might seem difficult for an adoles-
cent to perform. Bandura and other
learning theorists propose that repetition
of the performance of a single task builds
a person’s self-efficacy by changing the
person’s performance expectations. For
example, when learning to play basket-
ball, repetitions of a single task (e.g.,
dribbling) build the adolescent’s self-
efficacy by changing his/her performance
expectations every time he/she experi-
ences better control of the ball. The goal,
then, is to break down any particular chal-
lenge or multi-step complex new behavior
so that the adolescent can have a sense
of success as he/she masters one step
at a time. Learning theorists state that
through the repeated successful enact-
ment of incremental tasks (e.g., the first
step as learning to master dribbling, the
next step as learning to pass and catch the
ball, the third step as learning to run and
dribble simultaneously, and the final step
as running, catching, dribbling, and

shooting) the person acquires enhanced

expectations of success in the tasks to be
learned, which in turn affects task initia-
tion, persistence, and endurance, and
thus serves to promote and reinforce be-

havioral change.

Simplifying a complex new behavior into
small steps of incremental tasks and al-
lowing individuals to practice each one in
isolation, with many repetitions, enables
them to build self-efficacy about perform-
ing each task. When people are self-
confident about each step, they can pro-
gressively put the steps together and build
self-efficacy about the entire behavior.
The strategy of breaking down complex
new behaviors into small steps is particu-
larly useful when working with adolescents
to the degree that it keeps them motivated
and avoids mechanical and boring repeti-
tion. It should not be assumed that adoles-
cents will stay motivated repeating a single
task just because they will improve self-
efficacy by changing their performance
expectations. The key to success, there-
fore, becomes the structuring of the more
mechanical and/or repetitive aspects lead -
ing to mastery of a new behavior—whether
it be to play basketball or tennis, learn
mutiplication tables or verb conjuga-
tions in a foreign language, adopt the use
of a condom or healthier eating, etc.—in
such a manner that the adolescent’s moti-
vation and interest levels are always kept

high.

Furthermore, in order to actually assume
a new behavior (behavioral change), tasks

must not only be learned by adolescents
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with a desire to perform them, but they
must also be actually performed. A task may
be learned yet not performed, whereas
performance presumes learning. The
concept of behavioral capability maintains
that if a person is to perform a particular
behavior, he or she must know what the
behavior is (knowledge of the behavior)
and how to perform it (skill). Self-efficacy
is the person’s perception; capability is
the real thing. Behavioral capability is the
result of the individual’s training, intel-
lectual capacity, and learning style. The
skills training, called mastery learning,
provides cognitive knowledge of what is to
be performed, practice in performing ac-
tivities, and feedback and reinforcement
to refine successful performance until the
person performs the behavior at a prede-

fined level of acceptability.

The Social Cognitive Theory incorporates
different types of reinforcement: direct
reinforcement (as in operant condition-
ing), vicarious reinforcement (as in
observational learning), and self-
reinforcement. It also describes external
reinforcement as the occurrence of an event
or act known to have predictable rein-
forcement value and internal reinforcement
as a person’s own experience or percep-
tion that an event has some value. Educa-
tional programs that are intrinsically rein-
forcing result in more learning, interest
in, and retention of the subject matter.
Program designers and health practition-
ers may also choose to use external re-
wards to encourage the adoption of be-

haviors that are part of a behavioral

change program. These may be discontin-
ued by the end of a program, when the in-
trinsic rewards of the behavioral change
itself are strong enough to maintain the
new behavior. Self-control of performance
refers to a person’s behavior focused on
the achievement of self-set goals. One of
the most important goals of this type of
health education is to bring the perfor-
mance of health behavior under the con-

trol of the individual.

Bandura recognized that excessive emo-
tional arousal inhibits learning and per-
formance. Yet while Social Cognitive The-
ory constructs and methods are often
employed to learn behavioral management
of emotional and physiological arousal,
they usually ignore the underlying reasons

for those emotions.

The principles of reciprocal determinism
may be useful in developing adolescent
behavioral change programs that do not
focus on behavior in isolation, but rather
on changes in the environment and in the
individual himself/herself. Examples of
the social environment include family
members, friends, neighbors, and class-
mates and peers. The physical environ-
ment might include the availability of
highly nutritious and healthy foods, a
playground and/or gymnasium to encour-
age adequate physical activity, acceptable
indoor and outdoor air quality, and public

restrictions on smoking.

The Social Cognitive Theory describes a

number of crucial personal factors that are



Healthy Behaviors

= reciprocal determinism: the simultaneous
influence between socio-environmental,
cognitive, and behavioral factors

u observational learning: learning by
observing the behaviors of others

= modeling: the illustration by positive role
models of how to effectively overcome
barriers and achieve behavior change; also
the modeling of behavior, in which adoles-
cents are shown by others, step-by-step,
how to perform a new behavior, such as the
correct way to put on a condom

u vicarious reinforcement: through observa-
tional learning, the gaining of increased aware-
ness regarding the rewards received as a
result of specific behaviors enacted by others

u external reinforcement: the occurrence of
an event or act known to have predictable
reinforcement value

= internal reinforcement: a personal experi-
ence or individual perception that an act or
event has some value

= outcome expectations: the expectations
that are developed prior to the occurrence of

Box 16-1. The Social Cognitive Theory: Key Theoretical Concepts in the Adoption of

a given situation and about the outcomes of
the behavioral response to it (e.g., “If | use a
condom consistently, | will prevent STls.”)

= outcome expectancies: the values that
individuals place on a certain outcome; also
the incentives to perform the behavior; comp-
arable to evaluations (outcome values) pre-
sented in the Theories of Reasoned Action
and Planned Behavior (Chapters Ten and
Eleven)

u behavioral capability: the capability to per-
form a given behavior that results from pos-
session of knowledge about the behavior and
of skills in how to perform it

u self-efficacy: the degree of confidence a
person feels about performing a particular
activity, including confidence in overcoming
the barriers to performing that behavior;
also a key theoretical concept in the Health
Belief Model (Chapter Eight) and the Theory
of Planned Behavior (Chapter Eleven)

u self-control of performance: the posses-
sion of self-determined or self-regulated
behavior that is focused on the achievement
of self-set goals

part of the process of analyzing influences,
messages, and/or models from the envi-
ronment before an adolescent makes the
choice to engage or not engage in the new
behavior. These factors are the adoles-

cent’s capacity to:

n symbolize behavior (cognition)

» anticipate the outcomes of behavior
(outcome expectations)

» possess confidence in performing a
behavior, including overcoming any

barriers to performing the behavior

(self-efficacy)

u possess self-determined or = self-
regulated behavior (self-control of
performance)

» reflect upon and analyze experiences

u learn by observing others (observational

learning)

The capacity for observational learning, in

turn, will be affected by:

u attention to and perception of the relevant
aspects of modeled behaviors (includ-
ing characteristics of the observer and
the model)
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m retention, representation, and remember-
ing of learned knowledge

u production of appropriate behavior (be-
hayior capability)

= motivation as a result of observed posi-

tive incentives and reinforcement

What is not sufficiently emphasized in
Bandura’s model is that the proficiency
in use of these personal factors will vary
through the different developmental
stages and need to be fostered by adoles-
cents, rather than assumed as current
capabilities. Messages and models that
capture the adolescent’s attention and per-
ception will vary by age, gender, learning
style, and personal interests. These as-
pects and the level of attention given to the
message or model will also affect retention,
representation, and remembering. The ca-
pacity to symbolize behavior, anticipate the
outcomes of behavior, self-regulate, and re-
flect upon and analyze experiences will also
vary by individual personality differences,

gender, and age.

Recent Additions to and Refinements
of the Social Cognitive Theory

During the past two decades, Bandura has
continued to permanently review and re-
fine his theory to respond to the passage of
time and the emergence of new concepts.
As aresult, over the past five years or so, he
has shifted the focus of the Social Cogni-
tive Theory from the domain of mechanis-
tic constructs of human behavior to the
views of the person as an agent in control
of his or her own life (Glanz, Rimer, and

Lewis 2002; Bandura 2001, 1997). He

states in one of his more recent articles
that “the capacity to exercise control over
the nature and quality of one’s life is the
essence of humanness,” whereby “con-
sciousness is the very substance of mental
life that not only makes life personally
manageable, but worth living” (Bandura
2001). These statements are similar to
those expressed by David Buchanan in his
work An Ethic for Health Promotion: Re-
thinking the Sources of Human Well-Being
(2000), in which he encourages “collective
consciousness-raising and strengthening
people’s capacity toward mindful, respon-

sible choices.”

Along this same line of thought, Bandura’s
article “Social Cognitive Theory: An Agen-
tic Perspective,” published in the 2001 A4n-
nual Review of Psychology, describes core
features of "human agency,” or operation,
which he called intentionality, forethought,
self-reactiveness, and self-reflectiveness. He
defines intentionality as a representation
of a future course of action to be per-
formed, in which “intentions center on
plans of action.” Forethought refers to peo-
ple setting goals for themselves, motivat-
ing themselves, and guiding their actions
in anticipation of future events. Self-
reactiveness refers to the ability to give
shape to appropriate courses of action and
to motivate and regulate their execution.
Bandura incorporates concepts of the
Self-Regulation Theory (Chapter Thir-
teen) recognizing that “this multifaceted
self-directness operates through self-
regulatory processes that link thought to
action.” With self-reflectiveness, "people



evaluate their motivation, values, and the

meaning of their life pursuits.”

All of these core features of human agency
described by Bandura are essential goals to
achieve during adolescent development.
Most young people enter adolescence
without a full development of these capac-
ities and need help in mastering them.
PAHO encourages program developers to
incorporate these latest additions to the
Social Cognitive Theory and not operate
within the older versions that carry a more
limited, mechanistic view of human

behavior.

Research and Evidence of Practical
Applications of the Social Cognitive
Theory to Adolescent Lifestyles

A number of principles similar to those in
the Social Cognitive Theory are incorpo-
rated in Jessor’s model (Jessor 1993)
aimed at explaining adolescent risk/
lifestyle. The tendency for behaviors to
cluster together provides support for the
concept of lifestyle. This concept directs
our attention away from the specific be-
haviors (substance abuse, risky sexual
practices, etc.) towards the adolescent as a
whole person. In Jessor’s model, personal,
socio-environmental, and behavioral factors
are shown to influence the adolescent’s
lifestyle with reciprocal relationships
among all of the factors (reciprocal deter-
minism). Personal factors are separated
into biological and personality domains,
while socio-environmental factors are di-
vided into actual domains (e.g., socioeco-

nomic status) and perceived domains

(e.g., models for deviant or conventional
behavior). Both risk factors and protective

factors may exist within each domain.

Consideration of the Social Cognitive The-
ory and the concepts of risk and protective
factors and adolescent lifestyle have a
number of significant implications for the
development of intervention programs for
adolescents. Jessor summarized these as

follows:

» The complexity of causation suggests
that interventions that are comprehen-
sive promise to yield greater successes
than those that are limited in scope.

u Programs should aim to simultaneously
reduce risk and promote protection.

» Programs directed at lifestyle change
may be more appropriate than programs
focusing on specific behaviors.

» Programs need to acknowledge the
salience of the social environment,
where young people growing up in ad-
verse social environments may experi-
ence more risk factors and less protec-
tive factors.

» Programs should not only focus on the
individual but also need to aim for social
change because risk is embedded in the
larger social context of adolescent life

(Neumark-Sztainer 1999, Jessor 1992).

In many ways, the contribution of Jessor’s
model represents an integration of the So-
cial Cognitive Theory with an ecological
approach (Chapter Four) and evidence
coming from resiliency studies (Chapter

Nineteen). However, in this work, as in
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many others discussed in this book, there
appears to be little or no emphasis on the
changing developmental aspects of ado-
lescent health which PAHO considers to be
so critical to the relevancy and effective-

ness of targeted interventions.

In areview of the literature, the Social Cog-
nitive Theory has been identified as the
underlying theoretical framework for a
number of adolescent health promotion
and prevention programs, probably be-
cause of its consideration of socio-
environmental factors affecting individual
behaviors. However, one of the drawbacks
of such a broad theoretical formulation
(environmental, personal, and behavioral
factors) is that program designers might
feel pressured to explain almost any phe-
nomenon using one or more of the con-
structs without a complete understanding
of how they operate separately and to-
gether. They might even adopt the theory as
their theoretical framework even if the in-
terventions include actions only at the en-
vironmental and personal level and do not
include a focus on specific behavioral vari-
ants, such as the target group’s capacities in
observational learning, self-efficacy, and
self-control of performance. At the same
time, there is considerable conceptual
confusion about how to apply, measure,
and analyze constructs of health behavior

theories (Glanz, Rimer, and Lewis 2002).

One example of this problem is the work of
Pender (1998), who conducted a research
literature review of 20 studies aimed at en-

couraging children and adolescents to

adopt more active lifestyles. He found that
although the Social Cognitive Theory pro-
vided the theoretical basis for most of the
studies reviewed, specification of how the-
ory concepts were operationalized in the
interventions was often unclear. In his
conclusions, he proposed that in the fu-
ture, the rigor of theoretically-based in-
tervention studies aimed at promoting
physical activity be increased in order to
provide the much-needed answers to this

question.

Moreover, it is not only important that
program designers possess a clear under-
standing of how theoretical constructs op-
erate in practical interventions, but also
about the people who implement the in-
tervention itself (e.g., facilitators of a
workshop, teachers in a school sexual edu-
cation program). In one study, the Social
Cognitive Theory was used to define the
reasons why fourth- and fifth-grade
preadolescents were not consuming suffi-
cient amounts of fruit, vegetables, and
100% juice products. The reasons, ac-
cording to the theory, were due to envi-
ronmental, personal, and behavioral fac-
tors. A creative school curriculum called
“Gimme Five!” was designed to help rem-
edy these influencing factors and thereby
increase consumption of these healthy
foods. Outcome analyses of this project re-
vealed no change in consumption patterns
by the end of the fifth grade (Baranowski et
al. 2000). Yet, as a process evaluation of
the project revealed (Davis et al. 2000),
classroom teachers implemented only

about 50% of the “Gimme Five!” curricu-



lum tasks and only 22% of the curriculum
tasks shown most likely to result in behav-
ior change. Teachers might not have fully
implemented the curriculum for a variety
of reasons. The Diffusion of Innovations
Theory, as we will see in Chapter Twenty-
three, helps to anticipate and avoid fail-
ures due to low implementation when
planning health promotion and preven-
tion projects, because it focuses on the
need for a strong linkage system between
those who develop innovative messages
and tasks, those who are charged with
adopting and diffusing them (in this ex-
ample, schoolteachers), and those who are
to be the recipients (the students). In this
sense, the inclusion of this theory in the
overall theoretical framework design
would perhaps have ensured the project’s

greater success.

The Social Cognitive Theory also has been
used to understand the determinants of
physical activity in children and adoles-
cents as they relate to the prevention of
obesity in these age groups. Strauss et al.
(2001) conducted a study with 92 pre-,
early, and middle U.S. adolescents, aged
10to 16 years. Health beliefs, self-efficacy,
social influences, and time spent in
sedentary behaviors were determined
through questionnaires. There was a sig-
nificant decline in physical activity levels
between ages the ages of 10 and 16, partic-
ularly in girls. In their responses, the chil -
dren reported spending 75.5% of each day
in sedentary activities—watching televi-
sion, sitting at the computer, and prepar-

ing homework assignments. In contrast,

this group replied that only 1.4% of their
day was spent in vigorous physical activity.
Among other findings, Strauss and col-
leagues conclude that health promotion
programs that enhance adolescents’ self-
efficacy—their belief in their ability to suc-
cessfully adhere to a regular regimen of
exercise—increase the motivation to be

physically active.

Wallace et al. (2000) applied the Social
Cognitive Theory and the Stages of Change
Model (Chapter Nine) to determine the
personal, behavioral, and environmental
characteristics associated with exercise
behavior and intentions among 937 youth
between the ages of 17 and 24. Among
females, exercise self-efficacy and family
social support for physical activity were the
best predictors of the stage of exercise be-
havior change. Social support from
friends, the history of physical activity,
and exercise self-efficacy were significant
predictors of the stage of exercise behavior
change among males. Exercise self-
efficacy was associated with the stage of
behavioral change, but the source of sig-
nificant social support (family vs. friends)

was different for males and females.

From the perspective of the Social Cogni-
tive Theory, substance use is conceptual-
ized as a socially learned, purposeful, and
functional behavior which is the result of
the interplay of socio-environmental and
personal factors. By the mid-1980s, de-
tailed analyses of research results indi-
cated that social influence programs, most of

them designed under the concepts of the
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Social Cognitive Theory (Clubb 1991),
were consistently more effective than pro-
grams based on the information deficit or
affective education models (discussed in
Chapter Two) in preventing cigarette
smoking. Several of the most successful
smoking prevention programs included
components designed to increase adoles-
cents’ ability to resist the various pro-use
social pressures, particularly pressure
from their peers. Social influence strate-
gies have typically been applied in the
United States through school-based pro-
grams for students in the sixth through
eighth grades.

Although several of these programs have
had significant and substantial short-term
impacts on smoking behavior (U.S. De-
partment of Health and Human Services
2000), the effects have tended to dissi-
pate over time (Wakefield and Chal-
oupka 2000). A meta-analysis of Project
D.A.R.E. (Drug Abuse Resistance Educa-
tion) outcome evaluations concluded that
the initiative’s effect on tobacco use was
small at best (Ennet et al. 1994,) and sub-
stantially less than that of other, more
interactive prevention programs. The
Hutchinson Smoking Prevention Project,
also in the United States, provides more
evidence that pure “social influence” pro-
grams are not effective over time (Hatcher

and Scarpa 2002, Peterson et al. 2000).

Several health promotion programs have
tried to increase adolescents’ problem-
solving capacities through role-playing

activities, also with mixed results. Al-

though strengthening these capacities
during adolescence is crucial to help young
people in their decision-making, formulas
that have no meaningful reference points
in the adolescents’ personal experience
are learned in a rote manner and cannot
readily be transferred from one situation
to another. On the other hand, programs
that have demonstrated greater effective-
ness in improving adolescents’ problem-
solving abilities have been those that have
been most successful in coupling the par-
ticipants’ prior intense emotional experi-
ences with the skills needed to successfully

address those experiences.

Langlois, Petosa, and Hallam (1999) used
the Social Cognitive Theory to examine the
impact of participating in a school-based
smoking prevention program in improv-
ing several variables related to smoking
initiation reduction. The study’s theory
constructs included behavioral capability
to resist positive images of smoking, skills
efficacy in refusal to smoke, total positive
refusal expectations and importance, and
total negative refusal expectations and im-
portance. The smoking prevention pro-
gram had a significant impact on the stu-
dents’ refusal skills efficacy, along with
total positive refusal expectations and im-
portance. However, the program did not
affect behavioral capability to resist posi-
tive images of smoking and total negative

refusal expectations and importance.

The 2000 report of the U.S. Surgeon Gen-
eral (U.S Department of Health and

Human Services 2000), Reducing Tobacco



Use, concludes that attempts to reduce the
scope of smoking prevention programs to
skills training alone are likely to be inef-
fective. More complex and intensive pro-
grams combining interventions within
and outside of schools are needed to over-
come the powerful pro-smoking cultural
images fostered by the larger social

environment.

Sargent et al. (2002) employed various So-
cial Cognitive Theory constructs, such as
observational learning and modeling, to
study the association between viewing to-
bacco use in movies and attitudes toward
smoking among early adolescents (n =
3.766) who had never tried cigarette
smoking. The results showed that greater
exposure to depictions of tobacco use in
movies significantly increased the number
of positive expectations endorsed by the
adolescent and the perception that most
adults smoke, but not the perception that

most peers smoke.

Chen et al. (2002) studied the receptivity
to pro-tobacco media and its impact on
early and middle adolescent cigarette
smoking for African-Americans, Asian-
Americans, Hispanic, and non-Hispanic
whites in California (n = 20,332). The re-
sults showed that receptivity to pro-
tobacco media is associated with a higher
prevalence of cigarette smoking among
California youth from diverse ethnic back-
grounds. Hawkins and Hane (2000) stud-
ied adolescent perceptions of smoking in
U.S. print advertising. The authors con-
cluded that students who smoked at least

occasionally were more likely to believe
messages conveyed by print cigarette ads
than were students who had never smoked.
Hawkins and Hane attribute this differ-
ence to the vicarious reinforcement por-
trayed in print cigarette advertising. Fur-
thermore, the authors propose that the
Social Cognitive Theory can help to in-
crease the efficacy of anti-smoking adver-

tising campaigns.

A cross-country study by the Global Youth
Tobacco Survey Collaborative Group
(2002) showed that in Latin America and
the Caribbean, exposure of middle ado-
lescents to pro-tobacco advertising is ex-
tremely high, reaching over 9go% in Ar-
gentina, Bolivia, Costa Rica, Mexico, and
Uruguay. Padgett, Selwyn, and Kelder
(1998) investigated adolescent attitudes
and behaviors toward cigarette smoking
in Ecuador. Using the Social Cognitive
Theory as a basis, the cross-sectional sur-
vey focused attention on such social influ-
ences as the smoking habits of family
members and peers, as well as on the role
of cigarette advertisements. The smoking
status of family members and peers sig-
nificantly predicted student-smoking
status. The Global Youth Tobacco Survey
Collaborative Group study (2002) found
that in Latin America and the Caribbean,
the percentage of middle adolescents ex-
posed to smoke from others at home
reaches over 60% in Argentina, Chile,
Cuba, and Uruguay, and that of this group,
two out of every three definitively think
smoke from others is harmful to their
health.
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Project Northland (2003), a large ran-
domized community trial conducted for
the prevention of adolescent alcohol use,
involved approximately 2,400 students
from the graduating class of 1998 from 24,
school districts in northeastern Min-
nesota during their sixth-, seventh-, and
eighth-grade years (1991-1994,). Based on
the social cognitive theoretical concept of
reciprocal determinism, Project North-
land utilized an understanding of the envi-
ronmental, intrapersonal, and behavioral
factors that influence alcohol as a basis for
designing school and community-level ac-
tivities. The project’s intervention in-
volved three years of behavioral curricula
in the classrooms, parental involvement
programs, extracurricular peer leader-
ship, and community-wide task force ac-
tivities. After three years, when students
were at the end of eighth grade, reports of
monthly drinking were 20% lower among
students in the intervention school dis-
tricts compared with students in the refer-
ence districts, and reports of weekly
drinking were 30% lower. Project North-
land was effective in changing peer influ-
ence to use alcohol, normative expecta-
tions about how many young people drink,
and parent-child communication about
consequences of alcohol use, while at the
same time reinforcing the importance of
reasons for not using alcohol (Komro et al.

2001, Perry et al. 2002).

Project Northland is an excellent example
of an intervention in which the Social Cog-
nitive Theory has been identified as the

successful underlying theoretical frame-

work (Glanz, Rimer, and Lewis 2002), in
the sense that it incorporated the environ-
mental, intrapersonal, and behavioral fac-
tors that influence alcohol as a basis for
designing school and community-level in-
terventions. However, the project’s devel-
opment was not limited solely to con-
structs described by the Social Cognitive
Theory; namely, role-playing, rewards,
and the use of parents and peers as role
models. Other elements, borrowed from a
variety of other constructs, included in-
tensive group discussions on problem-
solving, entertaining classroom games,
strengthening of parenting skills, youth
development, and community organiza-
tion components (Bernstein et al. 1999,
Veblen-Mortenson et al. 1999). In as-
sessing the long—term outcomes to com-
munity actions such as Project Northland,
Perry and colleagues emphasize, however,
that developmentally appropriate, multi-
component, community-wide programs
should be developed to remain in place
throughout the adolescence period to re-
duce and maintain low levels of alcohol use

(Perry et al. 2002).

The Social Cognitive Theory states that
health behavior essentially results from a
judgment of self-efficacy. The 1993 Gillis
review of research literature published be-
tween 1983 and 1991, mentioned earlier in
this chapter, focused on identifying the de-
terminants of a health-promoting lifestyle.
From 23 studies reviewed, six dealt with
children and adolescents. A meta-analysis
of these studies showed that self-efficacy

was the strongest predictor of a health-



promoting lifestyle, followed by social
support, perceived benefits, self-concept,

perceived barriers, and health definition.

Although it was Bandura who first intro-
duced the concept of self-efficacy as the
most important prerequisite for behav-
ioral change, it was also added later by
Rosenstock, Stretcher, and Becker (1988)
to the Health Belief Model. The literature
published on self-efficacy and adolescent
behaviors is extensive. The impact of the
self-efficacy construct has also been
widely studied for several behaviors re-
lated to sexual health and reproduction
among adolescents, particularly condom
use. In a Medline search focusing exclu-
sively on sexual behaviors among adoles-
cents, the authors of this book were able to
retrieve 86 articles addressing self-
efficacy issues and condom use. Research
indicates that this behavior may depend
on critical factors such as the expected
consequences of condom use, perceived
social support for condoms, perceived
barriers to condom use, perceived suscep-
tibility to HIV infection, and perceived
self-efficacy in condom use (Zamboni,
Crawford, and Williams 2000; Adih and
Alexander 1999).

Adih and Alexander studied the determi-
nants of condom use to prevent HIV infec-
tion among youth in Ghana (n = 601 men,
ages 15—24). The study used constructs
from the Health Belief Model and Social
Cognitive Theory and adopted them to the
Ghanaian sociocultural context. Findings

from multiple logistic regression analysis

indicate that perceived susceptibility to HIV
infection, perceived self-efficacy to use
condoms, perceived barriers to condom
use, and perceived social support were
significant predictors of condom use.
Young men who perceived a high level of
self-efficacy to use condoms and a low level
of barriers to condom use were nearly three
times more likely to have used condoms
during their last intercourse when com-
pared to others who did not hold these per-
ceptions. Self-efficacy scales for HIV risk
behaviors have been developed for differ-
ent adolescent populations (Smith et al.

1996; Bilodeau, Forget, and Tetreault
1994)-

Richard, Van der Plight, and DeVries
(1995), based on previous research find-
ings indicating that sexual behavior is
heavily influenced by emotions that might
interfere with rational decision-making
(Gerrard etal. 1993), decided to investigate
whether anticipated, post-behavioral, af-
fective reactions influence sexual behav-
iors among 822 Dutch adolescents between
15 and 19 years of age. Their study found
that adolescents are more likely to refrain
from sexual intercourse or to use condoms
in casual sexual encounters if they believe
themselves capable of managing sexual sit-
uations (perceived self-efficacy). They also
found that anticipated affective reactions
predict a significant proportion of variance
in behavioral expectations, over and above
components of the Theory of Planned Be-
havior (e.g., attitudes, subjective norm,
perceived behavioral control). The authors

stress the importance of emphasizing not
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only cognitive but also affective issues
when designing AIDS prevention cam-
paigns aimed at adolescent sexual behav-
ior. They suggest that social modeling
could easily combine efforts to increase
self-efficacy and the salience of negative
feelings that may be experienced following
risky sexual activities and the positive feel -

ings that may be experienced after safe sex.

The Social Cognitive Theory and the The-
ory of Gender and Power (Wingood and
DiClemente 2002, Connell 1987) were
used as theoretical models to guide the de-
velopment of a five-session social skills
intervention. Its effectiveness was tested
through a randomized, single blind con-
trolled trial among economically disad-
vantaged youth and young adult African-
American women. Compared with the
delayed HIV education control condition,
women in the social skills intervention
demonstrated increased consistent con-
dom use and the adoption of norms sup-
porting this practice by their partners and
greater sexual self-control, sexual com-
munication, and sexual assertiveness (Di-
Clemente and Wingood 1995). The authors
concluded that the effectiveness of this in-
tervention might be attributed to the use of
the Social Cognitive Theory constructs
(e.g., positive role models facilitating the
acquisition of social skills through model-
ing exercises that emphasized skills mas-
tery training) within a gender-appropriate
model useful for understanding relation-
ship dynamics, as is stressed in the Theory

of Gender and Power.

The studies reviewed in this section are
only a sample of those that have utilized
the Social Cognitive Theory to analyze ado-
lescent health behaviors. It has been by far
mostly used to understand tobacco, alco-
hol, and drug consumption among adoles-
cents, as Table 16-1. illustrates. The the-
ory’s concepts have also been used to
understand and develop violence preven-
tion programs for early and middle ado-
lescents (Durant, Barkin, and Krowchuk
2001; Orpinas et al. 2000). Research to
date in this behavior indicates that obser-
vational learning and role modeling are
key elements to be considered when de-
signing interventions oriented to promote
nonviolent anger expression and conflict
resolution, particularly among younger
age groups before violent behavioral pat-

terns have been adopted.

Table 16-1. presents a breakdown of the
number of studies found using the Social
Cognitive Theory according to health

behaviors.

At this juncture, it is interesting to note
that the Social Cognitive Theory has been
utilized more frequently to understand and
develop interventions to change adolescent
behaviors than any of the individual level
theories and models introduced in Chapters
Eight through Fourteen. Table 16-2. shows a
comparison of the total number of pub-
lished articles using the Social Cognitive
Theory and each of the individual level the-
ories and models to address four categories

of adolescent lifestyles and behaviors.



Table 16-1. Most Commonly Researched Adolescent Behaviors Using the Social Cognitive
Theory (SCT)

NUMBER OF ARTICLES NUMBER OF ARTICLES

ADOLESCENT BEHAVIORS USING THE SCT BY KEYWORDS

Sexual and Reproductive Health 19 Teen Pregnancy 3
HIV/AIDS 1
STls 1
Condom Use 16

Tobacco, Alcohol, and Drug Use 48 Tobacco 17
Alcohol 17
Drugs 14

Physical Activity and Nutrition 9 Obesity 0
Physical Activity 7
Nutrition 2

Violence 9

TOTAL 85
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Table 16-2. A Comparison of the Social Cognitive Theory and the Individual Level Theories and Models for
Adolescent Behavioral Change

Number of Articles

on Adolescence and Sexual and Tobacco, Physical

Individual Behavior Change Reproductive Alcohol, and Activity and

Theories and Models Total Health Drug Use Nutrition Violence 2‘25
<

Social Cognitive Theory 85 19 48 9 9 §
z

Health Belief Model 66 37 18 9 2 5
o

Sensation-Seeking Theory 65 6 52 2 B %

Transtheoretical Model and E

Stages of Change 51 9 27 15 0 s

Self-Regulation Theory 42 4 31 3 4

Theory of Reasoned Action 31 13 14 3 1

Theory of Planned Behavior 29 13 12 4 0

Goal-Setting Theory 23 10 B 8 0
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It should be further noted that the num-
ber of research articles listed on adoles-
cent health and the Social Cognitive The-
ory would increase significantly if the
articles addressing self-efficacy alone
(i.e., without specifying or focusing on the

specific theory/theories utilized) were in-

cluded. There are, for example, several
articles using other theories or models to
research behavioral change among ado-
lescents (e.g., the stages of change model)
that specifically identify the self-efficacy
construct as being among the variables

studied.

m This theory explains behavior in terms of a
triadic, dynamic, and reciprocal model in
which socio-environmental, personal or
cognitive, and behavioral factors all interact.

u The environment is particularly important in
this theory in part because it provides models
for behavior. Thus, an adolescent learns by
observing (observational learning) the
behaviors of others (role models) and the
rewards these models receive (vicarious
reinforcement).

= Within the Social Cognitive Theory context,
the mass media provides adolescents
with heavy doses of vicarious learning
experiences.

= The Social Cognitive Theory incorporates
different types of reinforcement: direct rein-
forcement (as in operant conditioning),
vicarious reinforcement (as in observational
learning), and self-reinforcement.

= Health promotion programs that enhance
adolescents’ self-efficacy—their belief in their
ability to successfully adhere to a regular
regimen of exercise—increase the motivation
to be physically active.

u Attempts to reduce the scope of smoking
prevention programs to skills training alone
are likely to be ineffective. More complex and
intensive programs combining interventions
within and outside of schools are needed to
overcome the powerful pro-smoking cultural

Box 16-2. Summary of the Social Cognitive Theory and Adolescent Lifestyles

images fostered by the larger social
environment.

m Social influences, such as the smoking habits
of family members and peers, as well as
cigarette advertisements, significantly predict
student-smoking status.

u Self-efficacy is the strongest predictor of a
health-promoting lifestyle.

= Young men who perceive a high level of self-
efficacy to use condoms and a low level of
barriers to condom use are nearly three times
more likely to use condoms during their last
intercourse when compared to others who do
not hold these perceptions.

= Adolescents are more likely to refrain from
sexual intercourse or to use condoms in
casual sexual encounters if they believe
themselves capable of managing sexual
situations (perceived self-efficacy).

m Safe sex health promotion and HIV preven-
tion campaigns directed towards adolescents
will be more effective if they combine social
modeling with efforts to increase self-efficacy
and the salience of negative feelings that may
be experienced following risky sexual activities
and positive feelings that may be experienced
after safe sex, along with a gender-appropriate
model useful for understanding relationship
dynamics, such as the Theory of Gender and
Power.




[Chapter Seventeen]

The Social Networks and Social
Support Theories

ocial relationships are the foundation for human existence and interdependency.

In particular, the adolescent lives in a number of social worlds, many of which

overlap and interact with each other. The concept of the social network is an analyt-
ical framework for understanding relationships among members of various social sys-
tems. Networks are classified as personal, based on ties that an individual has with other
persons, or as an integrated network, based on the relationship among a defined group of
people. Sociologists have referred to the actual and potential resources available to an in-
dividual through a network as social capital. Within the health education community,
Green and Kreuter (1999) have defined social capital as the structures and processes de-
veloped among people and organizations that lead to accomplishing goals with outcomes
of mutual societal benefit. Understanding the role of social networks and social support
in adolescent life and their impact on adopting healthy or unhealthy behaviors is crucial

to the design of effective health promotion and prevention interventions.

The personal social network, defined as a person-centered web of social relationships, is
the structure through which social support may be provided. Social support is defined as
“aid and assistance exchanged through social relationships and interpersonal transac-

tions” (Israel 1982). Four main types of social support have been identified:

= emotional: the provision of love, caring, and/or empathy;
m instrumental: the provision of aid or a service (e.g., babysitting or lending money);

u informational: the provision of information, advice, and/or suggestions; and
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= appraisal: the provision of infor-
mation that is useful
for self-evaluation pur-
poses, such as construc-
tive feedback, affirma-
tion of beliefs, and social

comparison.

Social networks have structural and rela-
tionship properties, as shown in Box 17-1.
The structure can be described as consist-
ing of nodes (individuals, groups, or or-
ganizations) and the relationships as the
ties among these nodes (Bartholomew et

al. 2001).

An individual, group, or organization may
play any of several roles in a network: serv-
ing as a member, as a linking agent that
brings information across network
boundaries, or as an isolate with few ties to
other network members (Bartholomew et
al. 2001, Fulk and Boyd 1991). Further-
more, different types of social networks
are associated with specific types of social
support. Small, dense, geographically
close, intense networks provide more
emotional and appraisal support. On the
other hand, large, diffuse, and less intense
networks provide more informational

support and social outreach.

Box 17-1. Structural and Relationship Properties of Social Networks

Structural Properties
= Range: the number of network members

» Geographic dispersion: the extent to which
network members live in close proximity to
one another and to the individuals of interest
to the network analysis

= Homogeneity: the extent to which network
members have similar characteristics (age,
race, gender, economic status, etc.)

= Boundedness: the proportion of all ties of
network members that stay within the net-
work'’s boundaries

= Density: the extent to which network mem-
bers know and interact with each other and
are connected; measured by the proportion
of direct ties that exist among network
members out of all possible ties that could
exist among them

= Reachability: the average number of ties
required to link any two network members

= Degree: the extent to which a network
member has direct ties with other network
members

u Cliques: the portions of networks in which all
members are tied directly

m Clusters: the portions of networks in which
not all members are tied directly

Relationship Properties

= Frequency: the quantity of contact between
two network members

= Duration: the length of time a relationship
has existed

= Intimacy or intensity: the perceived
emotional closeness between two network
members

= Symmetry: the extent to which social sup-
port is both given and received between two
network members

= Reciprocity: the extent to which resources
and support are both given and received in a
relationship

= Multiplexity: the number of different types of
social support exchanged between two net-
work members

» Complexity: the extent to which social rela-
tionships serve many functions




The extent and nature of social relation-
ships have been linked to a person’s health
status in a number of studies (Heaney and
Israel 1997). The mechanisms underlying
these epidemiological findings have been
hypothesized to include modeling and re-
inforcement of positive health-related be-
haviors, the buffering of the effects of
stress on health, and providing access to
resources to cope with stress. John Cassel
(1976), a social epidemiologist whose work
has served to highlight the importance of
social support to physical and mental well-
being, states that social support constitutes
a key protective factor that reduces indi-
vidual vulnerability to the harmful effects
of stress on health. Among the four types of
social support described above, emotional
support is known to be the most strongly
and consistently associated with good
health and well-being (Heaney and Israel
2002). Michael and colleagues (1999)
demonstrated that having at least one
strong intimate relationship is an impor-
tant predictor of good health. There is also
increasing evidence that negative interper-
sonal interactions (e.g., mistrust, criti-
cism, and excessive demands) are more
strongly related to negative mood (Fleish-
man et al. 2000) and cigarette smoking
(Burg and Seeman 1994,) than is lack of so-
cial support (Heaney and Israel 2002).

Heaney and Israel also suggest that any
proposed support-enhancing interven-
tion needs to begin with an assessment of
the social networks that are maintained by
the study population; in this case, adoles-

cents of different ages, genders, and cul-

tural backgrounds. These authors recom-
mend assessing the weaknesses as well as
the strengths of existing networks in terms
of their abilities to meet the needs of the
targeted (i.e., focal) individuals (i.e., ado-
lescents). In recent years, several differ-
ent social network mapping and assess-
ment tools have been developed for this
purpose. The software package UCINET
allows users to undertake sophisticated
networks analysis. Other programs, such
as KrackPlot and Pajek, also map networks
for visual display and analysis (see Barrera
2000 and Berkman and Glass 2000 for re-

views of these tools).

Heany and Israel (2002) identify four ways
in which social networks and social sup-

port may be strengthened.

(1) Developing new social network linkages

might be called for when the existing social

support is ineffective or insufficient. The

strategies include:

= introducing mentors or adyisers; i.e., in-
dividuals who have already coped with
the situation being experienced by the
focal individual;

= providing buddies; i.e., individuals who
are experiencing the same or a similar
stressor or life transition at the same
time as the recipient; and

m coordinating self-help groups, in which
the roles of support provider and sup-
port recipient are mutually shared

among the various members.

(2) Enhancing existing social network link-

ages might be called for when existing net-
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works are ignored because they are not

perceived as being useful. The perceived

value of the networks may be improved by

changing the attitudes and behaviors of

support providers, including:

» strengthening network members’ skills
to provide effective support; and

» training focal points who become in
charge of mobilizing and maintaining

social networks.

Heany and Israel point out several special
challenges that might arise when attempt-
ing to enhance existing social networks.
These include identifying existing network
members who are committed to providing
support and who possess the necessary re-
sources to sustain their commitment,
identifying the changes in provider atti-
tudes and behaviors that might improve
perceived support by the support recipi-
ent, and intervening in ways that are con-
sistent with the network’s established

norms and styles of interaction.

(3) Enhancing networks at the community
level through participatory problem-solying
processes, or involving network members’
participation in the identification and
resolution of community problems, helps
to collectively strengthen social network
ties and to stimulate the creation of new
ones. This process also promotes the net-
work’s identification and assessment of
overlapping networks within the commu-
nity and increases its own understanding
of how the network members seek social
support and how this is provided in the

community.

(4) Enhancing networks through the use of
natural helpers provides a community-
based system of care and social support
that complements, but does not replace,
the more specialized services of health
professionals (Eng and Smith 1995). Nat-
ural helpers are members of social net-
works to whom other network members
spontaneously turn for advice, emotional
support, and concrete help. Natural
helpers are different from lay health ad-
visers (e.g., outreach workers), who also
provide social support, but who may not be
part of the recipient’s social network. Im-
proving social networks through natural
helpers calls for:
» identifying natural helpers in the com-
munity;
» identifying existing social networks of
natural helpers;
= training natural helpers to provide im-
proved advice, assistance, and referrals
within their existing helping networks;
» linking natural helpers with health
service providers and community lead-
ers to facilitate an ongoing dialogue on
local health problems; and
= supporting natural helpers in imple-
menting short-term and long-term
self-help actions in response to local
health needs.

According to Eng and Parker (2002),
forming a partnership between natural
helpers and health professionals increases
community competence in two important
ways: it improves health practices, and it
enables a more effective coordination of

community services.



Although a variety of social networks and
resources most likely already exist in any
given community, effective social network
programs must nonetheless be tailored to
the needs and goals of the targeted partic-
ipants. Thus, establishing participatory
assessment processes during which mem-
bers and participants may identify and
discuss the strengths and weaknesses of
their social networks will help structure
and further fine-tune truly supportive

programs.

Heany and Israel (2002) list a series of
characteristics for health-enhancing so-
cial support among members of the gen-
eral population. They hold equal relevance
in the case of the adolescent population, as

well:

» Interactions between helpers and indi-
viduals receiving social support should
facilitate expressions of trust, close-
ness, and caring.

= Helping relationships should be
founded on a basis of mutual interde-
pendence and exchange.

» People who are socially similar to the
support recipient and who have experi-
enced similar stressors or situations
have a better chance to provide effective
support (Thoits 1995).

» It is crucial that the support provider
understands, and can be empathetic to,
the needs and values of the support re-
cipient.

m Social support will be most effective if it
takes into consideration the recipient’s

own perception of support needs.

Heany and Israel also note that it is not
clear whether professional helpers (e.g.,
health care providers) are effective sources
of social support. Professional-lay rela-
tionships (e.g., physicians or nurses and
adolescents) usually involve asymmetry in
terms of information management and
power, which may result in a poor empathic
understanding of the adolescent’s needs
and wants. Additionally, professional
helpers are rarely available to provide sup-
port over long periods of time, and, partic-
ularly in the case of primary health care
settings, personnel availability follows a
highly rotational structure. These authors
suggest that a combination of formal and
informal helpers may be most effective,
then, in cases in which both informational

and emotional support are needed.

Adolescence can be a challenging period of
life for parents, adolescents, and all others
with whom they normally interact within
the community at large. Rapid physical
and emotional changes that accompany
this period ensure that the future will al-
ways be unpredictable. To better cope with
and derive maximum benefit from this
time of growth and maturity, both adoles-
cents and parents need social support. The
participatory assessment should therefore
include as many of the community actors
who form part of the adolescent’s social
world as possible. Heaney and Israel
(1997), inrecognizing the need for and the
value of ecological approaches to adoles-
cent health promotion, note that social
network interventions that combine

strategies across multiple units of practice
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(e.g., family, friends, neighbors, institu-

tions) deserve the greatest attention.

Research and Evidence of

Practical Applications of the

Social Networks and Support
Theories to Adolescent Lifestyles
Adolescents grow up establishing new so-
cial relationships with peers and adults
within their schools, neighborhoods, and
workplaces. The peer group can be crucial in
adolescent development by responding to
the adolescent’s need to be accepted, be-
long to a group, and develop identity. En-
nett and Bauman (1993) pioneered use of
the Social Networks Theory in assessing
peer social networks among 1,092 ninth
graders in five different high schools
within a large North Carolina school dis-
trict in the United States. Based on inter-
views with students over a one-year
period, the authors described three cate-
gories of social network affiliation among

adolescents:

» clique members: adolescents who carry
out most of their interactions within
their small group of peers. Cliques are
usually composed of four to six adoles-
cents (but may be as small as two or as
large as 12 members) who are generally
of the same sex and age. The clique is the
social setting in which adolescents
share together in informal and leisure-
time activities, frequently communicate
via telephone, e—mail, etc., and form
close relationships.

w liaisons: adolescents who interact with

two or more adolescents who are mem-

bers of a clique, but who are not them-
selves part of the clique
m isolates: adolescents who have few or no

linkages to others via a social network

Figure 17-1. depicts the spatial differences

between these three categories.

Social network analysis also permitted
Ennett and Bauman in this study to de-
scribe the proportion of adolescents oc-
cupying each social position. Although
this varied among the five studied
schools, in all of them less than half of the
adolescents were members of cliques. The
percentage of isolates ranged from 17.5%
to 38.2%. The study also examined the re-
lationship between peer group structure
and cigarette smoking, in order to better
understand the assumption at the time of
the study that peer group plays a crucial
role in the initiation and maintenance of
smoking. Surprisingly, the authors found
that at four of the five schools, the odds of
being a current smoker were significantly
higher for isolates than for clique mem-
bers and liaisons. The authors concluded
that emphasis in smoking prevention
programs perhaps should be placed more
on helping adolescents join and partici-
pate in cliques and not only on resisting
peer influence, at the same time that iso-
lates should be considered as possible

high-risk targets.

Ennett, Bauman, and Koch (1994) also used
network analysis to understand cigarette
smoking within and between adolescent

friendship cliques in the same sample of



Figure 17-1. Map of an Adolescent Social Network: Cliques, Liaisons, and Isolates
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Source: reproduced with permission from the American Sociological Association and authors. From the Journal of Health and
Social Behavior, Vol. 34 (September 1993); “Peer Group Structure and Adolescent Cigarette Smoking: A Social Network

Analysis” by S.T. Ennett and K.E. Bauman.

ninth graders described above. The authors
found intra-clique homogeneity and inter-
clique heterogeneity in current cigarette
smoking patterns: i.e., smokers tended to
belong to cliques in which other members
smoked, while nonsmokers tended to be
grouped with other nonsmokers. Ennett,
Bauman, and Koch highlighted the fact that
most cliques (68%) were composed en-
tirely or mostly of nonsmokers (89.9%),
suggesting that friendship cliques con-
tribute more to the maintenance of non-
smoking than to the onset and maintenance
of smoking. They also confirmed, however,
that smoking has a greater social signifi-

cance for girls than boys.

Using data from 10,030 Californian ado-

lescents, Unger and Chen (1999) found

that age of smoking initiation was earlier
among those whose friends, siblings,
and/or parents were smokers, and among
those adolescents who had a tobacco ad-
vertisement they particularly liked, who
had received tobacco promotional items,
or who would be willing to use tobacco
promotional items. Alexander and col-
leagues (2001) studied the effect of popu-
larity, best-friend smoking, and cigarette
smoking within peer networks on the cur-
rent smoking patterns of seventh- through
12%-grade students in the United States.
Adjusting for age, gender, race/ethnicity,
parent education, school, and availability
of cigarettes at home, the risk of current
smoking was significantly associated with
peer networks in which at least half of the

members smoked, or one or two best
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friends smoked, and with increasing rates

of school smoking prevalence.

In aliterature review of adolescent alcohol
use, Monica Gaughan (2003) found that
the most important predictor of this be-
havior is the use pattern of peers. She
found significant evidence supporting the
fact that adolescents whose peers con-
sume alcohol are more likely to drink than
adolescents without friends who drink,
and that adolescents with friends who
drink heavily are more likely to engage in
this type of behavior as well. Thomas Va-
lente (2003) points out in the introduc-
tory article for a journal review on social
network influences on adolescent sub-
stance use: “We find in these results, and
other studies, that social network matters.
Adolescents select friends like them-
selves, those friends influence their be-
havior, and they often engage in risky be-
havior together.” The analysis by Gaughan
(2003) published in the same journal also
demonstrates that adolescent friends not
only influence one another to establish
and maintain alcohol use patterns over
time, but that healthy friends can also
create social dynamics that exert protec-
tive effects to help reduce the frequency of

excessive drinking.

The strong influence of peers on adoles-
cent behavior has led to the increased use
of peer education in health promotion pro-
grams. Other theories have also been
identified as supporting the development
of peer education: the Social Cognitive

Theory (Chapter Sixteen) because of its

contribution of using peers to serve as be-
havioral models, the Theory of Reasoned
Action (Chapter Ten) because of the influ-
ence exerted by individual perception of
social norms or beliefs on behavioral
change, the Diffusion of Innovations The-
ory (Chapter Twenty-three) because of its
use of opinion leaders who serve as agents
of behavioral change by disseminating in-
formation and influencing group norms in
their community, and the Theory of Par-
ticipatory Education (Freire 1970) because
of its empowerment component (Joint
United Nations Programme on HIV/AIDS
1999b). However, peer education in prac-
tice has differed in its definition of who
constitutes the most appropriate kind of
peer and what type of education this peer
ideally should provide (e.g., counseling,
distributing materials, providing support,
making referrals to services, facilitating
discussions, etc.) (Shoemaker et al. 1998;

Flanagan, Williams, and Mahler 1996).

The Social Networks and Social Support
Theories provide a natural framework to
understand the person-centered network of
social relationships through which social
support may be provided. The description
of health-enhancing social support char-
acteristics and how social networks and so-
cial support may be strengthened (Heany
and Israel 2002) are useful contributions
that will most likely improve the effective-
ness of peer education in the future, espe-
cially among adolescents. Unfortunately,
much of the evidence of peer education and
HIV/AIDS in the last decade, for example,

comes from experiences among the adult



population (e.g., commercial sex workers,
men who have sex with men, factory work-
ers, people living with HIV/AIDS) (Joint
United Nations Programme on HIV/AIDS
1999b). On the other hand, however, over
the past five years a growing evidence base
of peer education effectiveness among

youth has been developing.

Albrecht and colleagues (1998) studied the
use of peer support in smoking cessation
programs in the United States for pregnant
adolescents (ages 12—20). Participants
were randomized to one of the following
groups: Teen FreshStart with a buddy pro-
gram (TFSB), a Teen FreshStart program
(TFS) without peer support (a standard-
ized cognitive behavioral group model de-
veloped by the American Cancer Society
specifically for adolescents), and the usual
care control group. The group that re-
ceived peer support (TFSB) achieved con-
sistently higher smoking cessation rates
across all measures when compared to the
subjects in the other two groups. Further-
more, peer education programs have been
found to offer benefits to adolescent peer
leaders by increasing their knowledge,
teaching them new skills, encouraging
them to assume greater responsibility
for their own health, and improving their
self-perception as an agent of positive
change in their community (Pearlman et

al. 2002, Neumark-Sztainer 1999).

However, a few studies have shown contra-
dictory findings regarding the effective-
ness of peer education. Kirby et al. (1997)
found that although a peer-led interactive

HIV/AIDS and pregnancy prevention cur-
riculum significantly increased HIV/
AIDS-related and reproductive health-
related knowledge, it did not significantly
change actual sexual or contraceptive be-
haviors. A study by Dishion, McCord, and
Poulin (1999) found that high-risk youth
are particularly vulnerable to peer group
interventions when they are grouped to-
gether, a situation that can lead to in-
creased occurrences of substance abuse

and acts of violence.

Greydanus and colleagues (1990) have de-
scribed the gang phenomenon as the ex-
treme use of a negative peer group for the
purpose of securing self-identification
and note that adolescents are more likely
to join a gang if their families and commu-
nities do not offer them the security,
structure, and opportunities that they
need. According to Dishion and colleagues
(1991), the process of antisocial peer
group formation begins at home with
problematic parent-child relationships
that are coercive and hostile. This is also
mentioned in a survey of 938 youth maras
(gangs) living in El Salvador, where almost
half of them described their early family
relationships as bad or very bad and re-
ported having witnessed domestic vio-
lence against their mothers and/or sib-
lings, and one-third reported being the
recipient of physical violence coming from
their fathers (Santacruz Giralt and Concha-
Eastman 2001). Mara members describe
their fellow gang members as their fam-
ily, a reference group from which they re-

ceive social support, establish a sense of
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belonging, exercise mutual loyalty and
protection, and share positive affects,
freedom from obligations, and the oppor-

tunity to “hang out” together.

Moraes and Reichenheim (2002) esti-
mated the prevalence of domestic vio-
lence during pregnancy and its principal
risk groups among public health care
users in Rio de Janeiro, Brazil. The au-
thors found that physical violence mainly
occurred among adolescent women with
comparatively fewer years of schooling,
who did not work outside the home, who
had fewer prenatal care visits, and who re-
ported having little social support. Fami-
lies with proportionately more children
under age 5 in the household, who re-
ported alcohol and drug abuse, and who
held low socioeconomic status were also
more likely to report the presence of do-

mestic violence.

Several studies have reported associations
between neighborhood conditions and
levels of parent-to-child physical aggres-
sion (Limber and Nation 1998). Molnar
and colleagues (2003) conducted a multi-
level study to understand the association
between several neighborhoods’ charac-
teristics and parent-to-child aggression.
Data used in the analysis came from the
Project on Human Development in
Chicago Neighborhoods and from cohorts
inthe 3-, 6-, 9-, 12-, and 15-year-old age
groups and their caregivers. In 30% of the
households, the primary caregiver was a

female single parent. The authors found

that concentrated disadvantage (using
several poverty-related neighborhood in-
dicators) and community violence (using
the 1995 neighborhood murder rate as an
indicator) significantly predicted higher
use of parent-to-child physical aggres-
sion, controlling for sex and age of the
child. However, the authors also found that
for Hispanic families only, the size of the
social network was significantly associated
with lower use of physical aggression by
caregivers. In this interaction model, the
existence of family social support also pre-
dicted lower rates of parent-to-child

physical aggression.

Familias Unidas (Coatsworth, Pantin, and
Szapocznik 2002) is a multilevel, family-
centered intervention designed to prevent
problem behaviors in Hispanic adoles-
cents. The intervention rests on building a
strong parent-support network and then
uses that network to increase knowledge
and improve practice of culturally relevant
parenting skills to reduce behavioral risks
frequently found in poor, urban environ-
ments. The intervention found that some
neighbors may be less inclined to feel it is
their role to watch out for the safety of
neighborhood adolescents and may even
think that this role is an inappropriate one
for them. However, in other instances,
communities have created formalized op-
portunities to reach out to high-risk youth
via block parties, regular activities at local
community centers, the creation of com-
munity newsletters, and adult mentoring

programs (Neumark-Sztainer 1999).



One successful program, based on devel-
oping new social network linkages by
matching adolescents with adult mentors,
has been the Big Brothers/Big Sisters pro-
gram (Furano et al. 1993). The program
provides mentors to young people between
ages 10 and 16 living in single-parent
households in the United States. Partici-
pants in the intervention group had statis-
tically significant better attitudes toward
school and better school attendance, im-
proved relationships with their parents
and peers, and less likelihood of antisocial
behavior and of initiating drug and alcohol
use. The benefits were particularly strong
among minority youths. Mentors who be-
lieved that their major role was to support
the growth and development of their
mentees were more successful than men-
tors who believed that their major role was
to change their mentees (Glantz, Rimer,
and Lewis 2002). These results have been
used to inform the development of suc-
cessful mentoring guidelines (Jucovy
2001) for broader use in other types of
similar health promotion and prevention

activities.

There is also increasing evidence of the
critical role that social networks and social
support play in the school environment.
Adolescents who feel part of their school,
and who feel cared for by people in this
environment, are less likely to use sub-
stances, engage in violence, or initiate
sexual activity at an early age (McNeely,
Nonnemaker, and Blum 2002). The au-

thors analyzed data from the in-school and

school administrator surveys of the Na-
tional Longitudinal Study of Adolescent
Health (75,515 students in 127 U.S.
schools) to estimate the association be-
tween school characteristics and the aver-
age level of school connectedness in each
school. Positive classroom management
climates, participation in extracurricular
activities, tolerant disciplinary policies,
and small school size were associated pos-
itively with higher school connectedness.
Laufer and Harel (2003) studied the rela-
tive importance of family, peers, and
school in predicting youth violence among
a nationally representative sample of
8,394 students from grades 6—10 in Israel.
The authors found that lack of parental
support in the family regarding school, a
lack of social integration by peers, and
perceptions of frequent acts of violence
in school were variables that predict

violence.

Primary health care services in the com-
munity could play a potentially important
role in enhancing social support for ado-
lescents and their families. However, in
many countries, adolescents do not use
health services as often as they might be-
cause they feel that their needs have not
been appropriately targeted. Young males
in particular are in need of services ad-
dressing their particular needs and con-
cerns. Andrew, Patel, and Ramakrishna
(2003) surveyed 811 students in India to
generate information regarding their
health needs. The findings revealed that

there is not only an unmet need for sexual
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and reproductive health information, but
also for psychosocial support on issues
ranging from violence in schools to poor
relationships with caregivers, educational
difficulties, and stress-related health
symptoms, which are often perceived by

adolescents to be of primary importance.

Results from a survey (Pan American
Health Organization 2000a) conducted
with 10—-19-year-old adolescents from
nine Caribbean countries (n = 15,695) re-
veals the perception of this group of poor
confidentiality received from health care
services providers and others in their
community. The least-trusted adults are
physicians, followed by teachers, nurses,
counselors, and parents. Surprisingly,
parents were more trusted than their own
peers. Table 17-1. presents the findings of
the PAHO study.

Guzmén and colleagues (2003) examined

the impact of comfortable communication

about sex on intended and actual sexual
behavior of 1,039 Latino adolescents ages
11 to 17 living in California. Results showed
that these adolescents have a broad com-
municative network, including friends,
dating partners, and extended family
members, with whom they talk about sex.
Daughters feel more comfortable commu-
nicating with their mothers about sex, and
sons are more likely to communicate and
feel comfortable communicating with
their fathers. Regression analysis suggests
comfortable sexual communication is pre-
dictive of less likelihood of being sexually
active, of being older at first intercourse,
and of increased intentions to delay inter-
course. However, comfortable mother-
adolescent sexual discussions, but not
father-adolescent communication, were
related to abstinence among adolescents.
The study also showed that while comfort-
able communication with nonparental
others was related to safer sexual behav-

iors, comfortable communication with

&

2

5

E

- Table 17-1. PAHO Survey of Caribbean Adolescents’ Perception of Confidentiality

; TOTAL FEMALE MALE < 12 YEARS 13-15 YEARS 16-18 YEARS

2 “If | tell the physician something personal,
my parents will find out.” 33.2% 31.3% 36.3% 38.7% 32.1% 26.5%
“If | discuss sex with the teacher, others will
find out.” 26.0% 242% 28.9% 26.4% 26.3% 256.1%
“If | tell the peer counselor something personal,
others will know.” 21.4% 20.1% 23.5% 23.6% 21.0% 18.6%
“If | tell a problem to the nurse, others will know.” 20.8% 19.7% 22.6% 22.5% 19.6% 20.9%
“If | tell the guidance counselor | am having a
problem, others will know.” 20.1% 18.7% 22.2% 23.4% 19.2% 16.7%
“If | tell my parents, the neighborhood will find out.”  14.0%  12.1%  17.1% 17.0% 13.3% 9.6%

Source: Pan American Health Organization and WHO Collaborating Center on Adolescent Health, University of Minnesota 2000.




dating partners predicted being sexually
active and was related to less intention to

delay intercourse.

Breidablik and Meland (2001) compared
the social networks and health-related be-
haviors of late adolescent students living at
home and outside the home in Norway.
The results showed that students living on
their own reported more health risk than
their at-home counterparts. The differ-
ence was higher for adolescents ages 15-17
compared with adolescents over age 18.
Differences were found for cigarette
smoking, alcohol use, unhealthy diet, and
age of sexual debut. Health-risk behavior
was most prevalent among students in vo-
cational program curricula living alone.
The authors propose that greater efforts be

made to create bridges for students leaving

home that can transition into the forma-
tion of new social networks to support the
student in his/her new environment.
These recommendations might be appli-
cable to the increasing numbers of rural
adolescents migrating to urban areas, as
well as those coming from neighboring

countries in search of new opportunities.

Table 17-2. presents a breakdown of the
number of studies found using the Social
Networks and Social Support Theories ac-

cording to health behaviors.

Most of the research on social networks
and social support has been related specif-
ically to parental support (various parent-
ing models will be described in Chapter
Eighteen), and much less attention has

been focused on identifying, creating, and

Table 17-2. Most Commonly Researched Adolescent Behaviors Using the Social Networks

and Social Support Theories (SNSS)

NUMBER OF ARTICLES

NUMBER OF ARTICLES

ADOLESCENT BEHAVIORS USING THE SNSS BY KEYWORDS

Sexual and Reproductive Health 21 Teen Pregnancy 6
HIV/AIDS 13
STls 1
Condom Use 2

Tobacco, Alcohol, and Drug Use 45 Tobacco 24
Alcohol 30
Drugs 15

Physical Activity and Nutrition 19 Obesity 1
Physical Activity 14
Nutrition 4

Violence 20

TOTAL 105
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strengthening protective social networks
for adolescents and tailoring these to the
adolescent’s changing development needs
and wants and including a gender

perspective.

As young people enter into adolescence,
they need—and most of them want—
increasing amounts of social interaction.
They want to spend time with their friends
in the neighborhood and other public
spaces, enjoy “sleep-overs” at their
friends’ houses, maintain frequent phone
contact when not together, and, if they
have access to a computer, interact back
and forth through “instant messaging” and
other similar modern technologies. Re-
search shows that parental support is crit-
ical to the adoption of healthy behaviors,
but there coexists a natural tendency to-
ward separation and individuation during
this second decade of life. Parents often
have difficulties in redefining how best to
continue providing support in terms that
respect the adolescent’s need for explo-
ration and separate identity formation. In
this struggle, parents sometimes give up,
and others purposefully spend less time
with their sons and daughters, relying on
their growing independence to help them
make the best choices. The peer network
becomes crucial at this point. Research
shows in this regard that healthy friends
can act as protective factors helping ado-
lescents to adopt and maintain healthy be-
haviors, just as friends exploring risky be-
haviors can act as risk factors in the

adoption of health-compromising behav-

iors. Parents and other adults in the com-
munity can play a pivotal role by offering
developmentally appropriate social sup-
port to adolescent networks that promotes
the adoption of healthy behaviors and
acknowledges the members’ particular

needs and wants.

The number of articles found on social
networks and social support within the
context of adolescent health is higher than
for the other behavioral theories and mod-
els discussed thus far in this book, partic-
ularly in the area of violence and adoles-
cence (Table 17-3.). Although a few
articles analyzed the impact of social net-
works and community social support on
adolescent violent behaviors, most of
them provided compelling evidence for
the relationship between lack of parental
support, violence in the home, and the ex-

pression of adolescent violent behaviors.

Parental skill and support is perhaps the
single-most important key to the success-
ful transitioning of adolescents through
the different stages of physical and emo-
tional development. Yet at times, parents
need special guidance in developing effec-
tive parenting styles, and there is strong
evidence linking the development of pro-
tective adolescent health behaviors with
what has been described as authoritative
parenting, which will be discussed at fur-
ther length in the following chapter. Pro-
grams that enhance existing social net-
work linkages both for adolescents and

their parents; develop new social network



linkages, particularly through the training  problem-solving will also contribute to
of natural helpers in parenting styles; and  protect adolescents from adopting health-
facilitate parental involvement in ongoing  compromising lifestyles.

community problem identification and

Table 17-3. A Comparison of the Social Networks and Social Support Theories, the Social Cognitive Theory, and
the Individual Level Theories and Models for Adolescent Behavioral Change

Number of Articles

on Adolescence and Sexual and Tobacco, Physical
Individual Behavior Change Reproductive Alcohol, and Activity and
Theories and Models Total Health Drug Use Nutrition Violence

Social Networks and

Social Support Theories 105 21 45 19 20

Social Cognitive Theory 85 19 48 9 9

Health Belief Model 66 37 18 9 2 é

Sensation-Seeking Theory 65 6 (5 2 B %

Transtheoretical Model and é

Stages of Change 51 9 27 15 0 %
5

Self-Regulation Theory 42 4 31 3 4

Theory of Reasoned Action 31 13 14 3 1

Theory of Planned Behavior 29 13 12 4

Goal-Setting Theory 23 10 (5 8 0
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Box 17-2. Summary of the Social Networks and Social Support Theories and Adolescent

Lifestyles

u Peer social networks may be characterized by
clique members (a small group of adolescent
peers generally of the same sex and age),
liaisons (adolescents who interact with two or
more adolescents who are members of a
clique, but who themselves are not part of the
clique), and isolates (adolescents who have
few or no linkages to others via a social
network).

= The odds of being a current smoker are sig-
nificantly higher for isolates than for clique
members and/or liaisons.

m Adolescent smokers tend to belong to cliques
in which other members smoke, while non-
smoking adolescents tend to belong to cliques
with other nonsmokers.

m The risk of current smoking is significantly
associated with peer networks in which at
least half of the members smoke, or one or
two best friends smoke, and with increasing
rates of school smoking prevalence.

u Adolescents whose peers consume alcohol
are more likely to drink than adolescents
without friends who drink. At the same time,
adolescents with friends who drink heavily
are more likely to engage in this type of
behavior, as well.

m Adolescent friends not only influence one
another to establish and maintain alcohol
use patterns over time, but healthy friends
can also create social dynamics that exert

protective effects such as reducing the fre-
quency of excessive drinking.

m The strong influence of peers on adolescent
behavior has led to the increased use of peer
education in health promotion programs. How-
ever, in practice, there remain differences in
definition of who constitutes the most appro-
priate kind of peer and what type of educa-
tion this peer ideally should provide.

= Among Hispanic families, the size of the social
network is significantly associated with lower
use of physical aggression by caregivers, and
family social support also predicts lower rates
of parent-to-child physical aggression.

m Building parent-support networks and then
using these networks to increase knowledge
and improve practice of culturally relevant
parenting skills help to reduce adolescent risks
frequently found in poor, urban environments.

m Lack of parental support in the family regard-
ing school, lack of social integration by peers,
and perceptions of frequent acts of violence
in school are variables that predict violence.

m Adolescents who feel part of their school, and
who feel cared for by people in this environ-
ment, are less likely to use substances,
engage in violent behavior, or initiate sexual
activity at an early age.

u Comfortable mother-adolescent sexual
discussions, but not father-adolescent
communication, are related to abstinence
among adolescents.




[Chapter Eighteen]

The Authoritative Parenting Model

ducators Ralph DiClemente, Richard Crosby, and Michelle Kegler include in
their 2002 book Emerging Theories in Health Promotion Practice and Research:
Strategies for Improving Public Health (2002) a chapter dedicated to the link be-
tween the Authoritative Parenting Model and adolescent health behavior. This parenting
style approach, originally attributed to Diana Baumrind (1978) and refined by Maccoby
and Martin (1983), has gained wide acceptance in the field of adolescent health education
because of the growing evidence showing inverse relationships between what has been
labeled as "authoritative parenting” and the adoption of risky health behaviors among

children and adolescents.

Baumrind (1971, 1967) explored the parenting practices that related to children’s adjust-
ment. She found that parents whose children were self-reliant, self-controlled, buoyant,
and approach-oriented were themselves firm, loving, demanding, and understanding.
Parents whose children were disruptive and not willing to comply were firm, punitive,
and unaffectionate. Maccoby and Martin (1983) expand this line of thinking by analyzing

parenting styles along two dimensions:

= demandingness: the extent to which parents demand mature behavior, supervise activ-
ities, and discipline transgressions
m responsiveness: the extent to which parents are attuned to their children’s physical, so-

cial, and emotional needs and support their increasing autonomy
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Figure 18-1. A Classification of Parenting Style Approaches

High
Demandingness

Authoritative Parenting
(Highly Effective)

Very responsive and very demanding
Warm, firm, and fair

High

Authoritarian Parenting
(Less Effective)

Not responsive and very demanding
Firm and punitive

Low

Responsiveness

Permissive Parenting
(Less Effective)

Very responsive and not demanding
Warm and laissez-faire

Responsiveness

Low
Demandingness

Source: adapted from the Handbook of Child Psychology, Fourth Edition, by P. H. Mussen (series editor) and E.E. Mac-
coby and J.A. Martin (volume authors) © 1983. Reprinted by permission of John Wiley & Sons, Inc.

Figure 18-1. illustrates four different par-
enting styles. This classification does not
consider the presence of abusive parent-
ing, which nonetheless is a frequent real-
ity in today’s world. Abusive parenting be-
havior as a form of discipline is most often
seen linked to the authoritarian parenting
styles. If emotional, verbal, and/or physi-
cal abuse accompanies other manifesta-
tions of this style, the approach can result
in noneffective and detrimental parenting
with long-term consequences for the child
(Kim et al. 2001, Champion 1999, Steven-
$0n1999).

Maccoby and Martin observed that de-
mandingness and responsiveness could be
relatively independent of each other. It is
possible, for example, for a parent to be
very responsive without being very de-
manding and vice versa. Many studies give
support to the description of the four dif-
ferent parenting styles presented in Figure

18-1. by combining these two dimensions.

Maccoby and Martin’s model also enable