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ix

W
hat emerges as interesting theory in any particular era to health promotion

practitioners usually reflects the most compelling demands on them by gov-

ernmental imperatives, economic and epidemiological pressures, technological

opportunities, and community or public expectations. Behavioral theories in the

1950s, for example, addressed why people seek diagnostic examinations and im-

munizations (see for example Hochbaum, 1956), as these were the compelling

epidemiological issues and the technological opportunities presented by new di-

agnostic tests and new vaccines. In the 1960s, theories of mass media (Griffiths

& Knutsen, 1960) and social change (Steuart, 1965) responded to technological

advances in communications, especially television, and legislative initiatives. In

the United States, the legislative initiatives came with the New Frontier of Pres-

ident John F. Kennedy and the New Society of President Lyndon Johnson, cul-

minating with Medicare and Medicaid laws in 1966. The escalating costs of

medical care that followed these initiatives produced an emphasis on cost con-

tainment and self-care in the late 1960s and early 1970s (Green, 1974; Levin,

Katz, & Holst, 1976).

From then, beginning with the 1974 Lalonde Report in Canada and Public

Law 94-317 in the United States (the Health Information and Health Promotion

Act in 1975), the remaining decades of the twentieth century have seen more spe-

cific policy initiatives defining and supporting health promotion. The policies,

then, have driven the demand for specific types of theoretical guidance of health
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promotion practice. The 1979 Healthy People initiatives in the United States, for ex-

ample, and the 1986 Ottawa Charter from the First International Conference on

Health Promotion have set broad expectations on practitioners for theories that

address health behavior and social change as interacting systems of reciprocal cau-

sation. These in turn have produced more ecological models of practice, forcing

the use of theories in tandem or in combination to encompass the range of causal

factors requiring intervention on multiple levels.

Practitioners’ interests in theories also tend to gravitate to the biases of their

former professors and what leaders in the field seem to be recommending. Because

health promotion, as the editors of this book describe it, is transdisciplinary, the 

biases of practitioners tend to follow the disciplines from which they joined the field.

Some lean toward application of psychological theories, some toward sociologi-

cal, some toward communications theories that blend these two disciplines with

technological considerations and the experience of other fields in applying com-

munications in marketing, political campaigning, or advocacy. Similarly, commu-

nity organization theories emerge from the blending of psychological, sociological,

and political theories with the experience of community workers in social welfare,

labor organizing, urban development, rural extension, and political mobilization.

When a book such as this steps out ahead of the demand side of practitioner

needs, its authors and editors must offer as “emerging theories” for practice and

research those that meet additional criteria. They must blend and balance those

same practical imperatives, pressures, and demands with their own scholarly judg-

ment and wisdom on several considerations.

The most obvious consideration is whether the bodies of theoretical litera-

ture that are competing for attention and application hold promise for the im-

mediate problem-solving guidance of the field. A second is whether a given

theoretical front should be considered a fad or a durable response to genuine

trends; whether it is more than a flash in the academic pan, with real potential for

contributing to the development of the field. These two criteria require the use of

bifocal lenses, one viewing proximal needs for problem solving, the other taking a

longer view of changing and projected needs.

The health promotion theorists in the new generation represented in this book

are grounded in research and practice, more so than most of those in earlier gen-

erations of social and behavioral science who brought their theories to public health.

The latter-day emerging theories are better informed by a range of social and

behavioral science theories and constructs, not just those of the single disciplines

from which the earlier generation of theorists graduated. This group of authors

comes largely from applied sociobehavioral, health education, and health pro-

motion programs in schools of public health and other professional schools. In

such incubators, they were required to start with problems and look to theory to
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solve them, rather than starting with theories and looking for problems on which

to test them.

Sharp contrasts and false dichotomies of old debates in health education and

health promotion have given way in this representation of emerging theories to

more subtle, more nuanced, more balanced understanding of the necessary dual-

ity, complementarity, and reciprocal determinism of forces in health behavior and

social change. Nevertheless, the chapters of this book compete with each other in

ways that should enliven and enrich old debates and stimulate new ones. For ex-

ample, Petty, Barden, and Wheeler, in Chapter Four, offer two types of informa-

tion processing and attitude change that would seem to suggest that the notions

of social marketing (Kennedy and Crosby, Chapter Ten) might tend to lead to the

less enduring, more superficial type of change.

Some of the “emerging theories” reflected here attempt to give a twenty-first-

century theoretical reality test to complex interpretations of community cohesion,

to “unpack the complexities” of community trust and cooperations (Kreuter

and Lezin, Chapter Nine). Some seek “to step back from the practice of building

coalitions and forge a comprehensive theory of community coalitions” (Butterfoss

and Kegler, Chapter Seven). These efforts to recapitulate and to theorize no-

tions that have ascended from practice, rather than the earlier generations of the-

ory applied from the disciplines to prescribe or proscribe practice, suggest that

practitioners have a greater role to play in theory building. They open the way for

more participatory research in which practitioners can be coresearchers rather

than merely subjects or intermediaries in theory building for health promotion.

March 2002 Lawrence W. Green

Public Health Practice Program Office

Centers for Disease Control and Prevention

Atlanta
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1

H
ealth promotion has become integral to our efforts to improve public health.

Goals of health promotion include the primary and secondary prevention

of disease and health-compromising conditions. Many nations have embraced

health promotion as an approach to extending and enriching the lives of their

people. For example, in the United States, the U.S. Department of Health and

Human Services (2000) established two overarching goals: to increase the qual-

ity and years of healthy life and to eliminate health disparities. The broad scope

of objectives designed to achieve these ambitious goals presents an enormous

challenge to the discipline of health promotion. Fortunately, the past few decades

have witnessed rapid advances in the development of behavioral and social sci-

ence theory designed to enhance our ability to achieve the health promotion

objectives for the nation.

Behavioral and social science theory provides a platform for understanding

why people engage in health-risk or health-compromising behavior and why (as

well as how) they adopt health-protective behavior. Understanding the diverse indi-

vidual, familial, social, and cultural factors that influence an individual’s adoption

or maintenance of health-compromising behavior can be extremely useful when

applied to planning, implementing, and evaluating health promotion programs

(de Zoysa, Habicht, Pelto, & Martines, 1998; Hochbaum, Sorenson, & Lorig,

1992). Thus, theory development and application in the behavioral and social sci-

ences can effectively contribute to improved public health (Smedley & Syme, 2000).

CHAPTER ONE

UNDERSTANDING AND APPLYING 
THEORY IN HEALTH PROMOTION 
PRACTICE AND RESEARCH

Richard A. Crosby
Michelle C. Kegler
Ralph J. DiClemente

Y
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Unfortunately, the full potential of the behavioral and social sciences to pro-

mote health-protective behaviors has only been partially realized (Smedley &

Syme, 2000). One reason for this may be found in the observation that behavioral

and social science theory has yet to reach a pinnacle of utility. Indeed, theories

are seldom static; instead, they are often evolving or undergoing modification

(Wallander, 1992). Dynamic theories capture the inherent complexity in the inter-

play of changing factors that influence human behavior.

Theory, research, and practice are interrelated. As theory-guided practice and

research unfold, empirical findings subsequently suggest needed refinements in

the theory that was applied (Glanz, Lewis, & Rimer, 1997; Jenson, 1999).

Although the evolution of theory is an expected and desirable consequence of

research and practice, one inherent difficulty is conveying the substance of these

emerging theories to the health promotion professionals who will ultimately apply

theory in their practice and research and, as a result, contribute to the evolution of

a particular theory by testing its utility.

The purpose of this book is to provide readers an understanding of new de-

velopments in the field of behavioral and social science theory as applied to health

promotion practice and research. We begin with a brief discussion of why theory

is important in health promotion practice and research and proceed to describe

a trajectory of theory development. We conclude with an overview of the new

and emerging theories that will follow in the remainder of the book.

The Role of Behavioral Theory in 
Health Promotion Practice and Research

Health promotion is newly emerging and transdisciplinary, with a singular focus:

enhancing health and preventing disease. As a relatively fledgling field, health pro-

motion does not have a long legacy of scientific theory, principles, and axioms to

provide a foundation for informing research. Indeed, one measure of the grow-

ing strength and multidisciplinary nature of health promotion is the degree to

which other social and behavioral sciences and medical disciplines participate and

are engaged in the development of theories, research methodologies, and appli-

cation techniques in health promotion.

The range of theoretical approaches in health promotion practice is eclectic

and diverse, a reflection of the discipline itself. Theoretical approaches from a

broad spectrum of disciplines have been used. Indeed, health promotion is cur-

rently a highly diverse and multidisciplinary field of practice and research. This

diversity is important because advances in health promotion are most readily

made through the use of interdisciplinary approaches. In a sense, theory can be

2 Emerging Theories in Health Promotion Practice and Research
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viewed as a focal point that brings this diversity into a unified set of propositions

about people and their health behaviors.

Behavioral theories are composed of interrelated propositions, based on stated

assumptions, that tie selected constructs together and create a parsimonious sys-

tem for explaining and predicting human behavior (Babbie, 2001; Kerlinger, 1986;

Wallace & Wolf, 1986). Generalizability and testability are paramount properties

of theory (van Ryn & Heaney, 1992). Generalizability implies that good theory is

robust and therefore may be applicable across diverse venues, populations, and

social environments, and testability dictates that theory must be open to falsifica-

tion through directly derived testable hypotheses.

Behavioral and social science theory provides a bridge between biomedical tech-

nology (for example, vaccines, screening tests, and identification of risk-reduction

practices) and the application of these advances to improving public health. For

example, the development of a vaccine and Food and Drug Administration ap-

proval of it may not necessarily be followed by widespread acceptance of this vac-

cine among people at risk of a particular disease (an example is hepatitis B vaccine;

see Centers for Disease Control and Prevention, 1995; Francis, 1995). In response,

theory-guided interventions may serve as 

catalysts to promote voluntary use of bio-

medical advances, such as zidovudine therapy

to prevent perinatal transmission of human

immunodeficiency virus (HIV) among HIV-

seropositive pregnant women (see Curran,

1996), or epidemiological information, such as evidence from the Framingham

study that established primary and secondary risk factors for coronary vascular

disease. Theory also provides insight into diverse psychosocial factors that con-

tribute to and maintain health risk behaviors (McLeroy et al., 1993). Although

theory is not a panacea, it does provide a conceptual framework for selecting key

constructs hypothesized to influence health behavior and thus provides a founda-

tion for empirical investigations, intervention development, implementation, mon-

itoring, and evaluation (Glanz et al., 1997). Theory also aids the complex process

of organizing and understanding information obtained from these efforts. In addi-

tion, theory provides a useful reference point to help keep research and imple-

mentation activities clearly focused.

Although behavioral and social science theory offers numerous advantages

for health promotion practice and research, it is important to recognize that the-

ories that are instrumental in focusing empirical investigations or guiding the

design and implementation of health promotion programs can be a double-edged

sword. On the one hand, the reason for theory is to help guide the selection of

important constructs thought to exert impact on health behavior. On the other

Understanding and Applying Theory 3

Although theory is not a panacea, 
it does provide a conceptual framework
for selecting key constructs hypothesized
to influence health behavior.
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hand, by targeting a specific range of theoretically important constructs for exam-

ination or as a foundation for designing health promotion programs, theory lim-

its the breadth of observations and investigations and the scope of intervention

efforts. Wallander (1992) succinctly captured this paradox when he noted, “Obvi-

ously being a way of seeing, a theory can also be a way of not seeing, a potential

drawback of theory-driven research. Theory can clearly bias or even blind the re-

searcher” (p. 530).

In the discipline of physics, for example, the influence and current paradigm

of the observer (a scientist) is acknowledged as a potential source of bias (Briggs

& Peat, 1984). In the discipline of public health, the practice of deductively test-

ing theory in the context of interventions applied to specific health problems may

also bias our observations (see Buchanan, 1994, and McLeroy et al., 1993, for

elaboration of this concept). This bias may be inevitable given that health behav-

iors are typically influenced by a diverse array of individual, cultural, and con-

textual factors that may not be amenable to explanation by any single theory

(McLeroy et al., 1993). Yet from a logical positivist perspective, theory should be

able to explain parsimoniously and predict even the most complex human behav-

iors—for example, tobacco addiction, substance abuse, and sexual risk taking.

Thus, one issue previously debated in the field of health promotion is whether

theory should be specific to given health behaviors and their corresponding inter-

ventions or more broadly applicable across multiple health behaviors and interven-

tions (Buchanan, 1994; Green et al., 1994; McLeroy et al., 1993).

With increasing recognition that morbidity and mortality for both adolescents

and adults is predominantly linked to behavioral and social factors (McKinlay &

McKinlay, 1977; McGinnis & Foege, 1993; Murray & Lopez, 1996; DiClemente,

Hansen, & Ponton, 1996; Smedley & Syme, 2000), the role of behavioral and

social science theory in public health becomes more prominent. In the coming

years, noncommunicable disease, such as tobacco-associated coronary heart and

pulmonary disease and malignancies, is expected to account for an increasingly

larger proportion of the global disease burden (Murray & Lopez, 1996). These

diseases are typically amenable to behavioral and social interventions. Commu-

nicable diseases, such as HIV and tuberculosis, and emerging communicable dis-

eases, such as Lyme disease and pulmonary hantavirus, may also require solutions

that include modification of behavioral and social factors. The HIV epidemic is

a primary example (Garrett, 1994). Thus, there is a continual need to expand and

refine theories that may ultimately prove invaluable in informing and guiding the

design and implementation of health promotion programs. Theory expansion

and refinement is occurring in response to accumulating empirical evidence

obtained through research and evaluation in combination with the iterative

process of theory development and testing.
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A Trajectory of Theory Development

Theory development is a dynamic process. Systematic and consistent use of the-

ory across a range of behaviors, settings, and cultures is necessary to advance the

science of health promotion. Robust theories are flexible, accommodating a wide

range of populations with different cultural perspectives. Constantly reevaluating

the explanatory and predictive capacity of theory allows the discipline of health

promotion to grow and mature. By definition,

any maturational process involves change.

Thus, as theories become less useful (that is,

they explain an insufficient amount of vari-

ance in particular risk behaviors) or are found

wanting as a foundation for guiding the de-

sign and implementation of behavior change interventions, they are modified or

even discarded in favor of potentially more useful theories. This process of devel-

opment, elimination, and replacement is gradual. As new theories are synthesized

and embraced, they too are subject to empirical validation, and if they are found

lacking, they are similarly discarded.

Traditionally, behavioral and social science theories tended to focus on iden-

tifying, quantifying, and understanding the impact of individual-level determi-

nants of specific health behaviors. For example, the Health Belief Model, the

theory of reasoned action, and the theory of planned behavior have been widely

applied to health issues such as vaccine acceptance (Armstrong, Berlin, Sanford-

Schwartz, Propert, & Ubel, 2001; Liau & Zimet 2000; Zimet, Blythe, & Forten-

berry 2000), understanding why people do not adopt HIV-protective behaviors

(see Fisher & Fisher, 2000, for a review), and what psychosocial factors predict

mammography use (Michels, Taplin, Carter, & Kugler, 1995; Montano, Kasprzyk,

& Taplin, 1997). Theories have also been developed to guide intervention pro-

grams that target individual-level determinants of health behavior; an example is

the Transtheoretical Model.

In many respects, individual-level theories have dominated health promotion

efforts. Waldo and Coates (2000) noted, for example, that “virtually all of the psy-

chological theories that have been applied to explain HIV risk behavior locate 

it at the individual level” (p. S24). Possible reasons for the widespread use of

individual-level theories may be that (1) they tacitly posit the individual as the key

decision maker responsible for his or her health and, as a corollary, they posit that

individuals can implement changes to enhance their health; (2) they assume that

people value good health and will make the necessary changes to reduce behaviors

associated with adverse outcomes of poor health; (3) they assume that behavior is
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under volitional control; (4) they assume that cognitive predisposition, such as

beliefs, attitudes, and perceptions, drives health behavior; (5) they entail relatively

manageable study and analytic designs (for example, the randomized, controlled

clinical trial design can be used to test the efficacy of interventions delivered to

individuals and small groups); (6) a substantial proportion of health promotion

researchers are trained in psychology, a discipline that traditionally focuses on cog-

nitive processes as a cornerstone of individual-level change; and (7) the accumu-

lating empirical evidence suggests that theory-based, individual-level approaches

to changing health behaviors can be effective. Given the popularity of this

approach and the wealth of associated theories, researchers have continued the

quest to develop and improve individual-level behavioral theories.

Many well-established individual-level theories have been refined, and others

have been newly created, based largely on the lessons learned from application of

the established theories. At the same time,

researchers have questioned the wisdom of

relying exclusively on individual-level ap-

proaches to achieve substantive changes in

health behavior and sustain these changes

over time in the face of countervailing social

influences and pressures (McLeroy, Bibeau, Steckler, & Glanz, 1988; Rutten, 1995;

Salis & Owen, 1997; Smedley & Syme, 2000).

One sequel to individual-level approaches is delivering interventions at the

community level. For example, substantial resources have been allocated to con-

duct community-level intervention trials designed to reduce coronary vascular dis-

ease by influencing community members to adopt protective behaviors; examples

are the Stanford Five-City Project (Farquhar et al., 1990; Fortmann et al., 1995),

the Pawtucket Heart Health Program (Carleton et al., 1995), and the Minnesota

Heart Health Program (Luepker et al., 1994). A similar large-scale demonstration

program designed to prevent tobacco use (the Community Intervention Trial for

Smoking Cessation) was also delivered at the community level (COMMIT

Research Group, 1995). Although one clear advantage of this approach is that

interventions reach large numbers of the target community, it is important to note

that community-level approaches are often targeting the individual as the primary

agent of behavior change; thus, individual-level theories may still be the pre-

dominant paradigm, despite application to greater numbers of people.

An important advantage of delivering programs at the community level is

that reaching such a large proportion of the community may result in a change

of community norms, which themselves may prompt continued diffusion of

health-protective attitudes, beliefs, and behaviors (Farquhar, 1978; Rogers, 1983).

However, community-level approaches may become particularly effective when
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they depart from sole reliance on individual-level theory and subsequently adopt

theories that address social, cultural, economic, environmental, and policy-related

influences on the health behavior of community members. Because of this vastly

expanded paradigm, theories that transcend the individual level have been much

more difficult to develop, refine, operationalize, and evaluate. Yet they hold great

potential to promote and support health behavior change and the long-term main-

tenance necessary to achieve reductions in morbidity and mortality (McLeroy,

Bibeau, Steckler, & Glanz, 1988; Rutten, 1995; Salis & Owen, 1997; Smedley &

Syme, 2000).

The trajectory of theory, then, can be viewed as moving from a paradigm

that places emphasis on the individual as the primary agent of change to a para-

digm that conceptualizes the individual as enmeshed in a complex system of influ-

ences that ultimately shape health behavior. It is important to note that the latter

paradigm embodies the former, in that individual-level theories are conceived as

being an integral part of the larger theoretical approach. This observation clearly

implies that theories may be used in a complementary form, therefore suggesting

the utility of creating new theory that represents potentially effective combina-

tions of established theory. It should also be noted that some theories essentially

shift the entire intervention emphasis to the latter paradigm and exclude efforts

based on individual-level theory. These theories typically seek to change policy-

and social-level determinants of health. Although the obstacles to achieving these

changes are often formidable, the potential for influencing large numbers of peo-

ple is substantial (Salis & Owen, 1997). Examples of this type of approach include

policy-level harm-reduction interventions designed to make clean needles and

syringes readily accessible to injection drug users (Des Jarlais, Guydish, Friedman,

& Hagan, 2000), condom distribution programs (Guttmacher et al., 1997), and

many aspects of the tobacco settlement agreement, such as restrictions in adver-

tising and sales and increases in cigarette taxes (Warner, 2000). Similarly, increas-

ing the age for buying alcohol and lowering the blood-level concentration of

alcohol that is considered unlawful when driving are policy-level approaches to

achieving public health goals.

This brief description of a trajectory of theory development suggests that the

range of theories available to behavioral and social scientists is rapidly expand-

ing. We view this expansion as a positive development in health promotion.

Indeed, increasing the range of theories (that is, tools to use) can lead to better

theory selection. In turn, improved selection can optimize the ability of any pro-

gram to identify antecedents of a given health risk behavior and subsequently 

create efficacious intervention programs that promote protective behavior. Every

level of theory has utility. For example, although policy-level interventions may

be the most effective approach for promoting the use of clean needles and
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syringes, the initial determination of reasons that injection drug users reuse their

“works” may best be guided by investigations based on individual-level and inter-

personal-level theories. Individual-level and interpersonal-level theories are also

primary tools for intervention venues such as public schools and clinical settings.

Yet in venues that include entire communities, the use of broader-level theories

may be preferable to achieving long-term change in health behaviors. In essence,

the range of behavioral and social science theories available for both health pro-

motion practice and research affords the practitioner and researcher an opportu-

nity to select the theory that is most appropriate, feasible, and practical for their

setting or population.

This book is devoted to describing emerging theories across the continuum

of levels of causation. Although it is not an exhaustive review of emerging theo-

ries, we believe it represents a well-rounded picture of new thinking and new

applications of theory for health promotion practice and research.

A Brief Overview of Emerging Theories

This book is intended to provide researchers, practitioners, and students with an

in-depth understanding of selected emerging theories in public health. To facili-

tate our communication, the term theory is used to represent an interrelated set of

propositions that serve to explain health be-

haviors or provide a systematic method of

guiding health promotion practice. An excel-

lent related book, Health Behavior and Health Edu-

cation: Theory, Research, and Practice (Glanz et al.,

1997), described behavioral theories commonly

appearing in the health promotion literature. Adding to the work of Glanz and her

colleagues, this book describes theories that have recently evolved from the iterative

process of research, practice, and evaluation. Many of the theories described are in

the early phases of empirical testing within the realm of public health applications.

In Chapter Two, Neil Weinstein and Peter Sandman describe the Precaution

Adoption Process Model and its potential applications to health promotion prac-

tice. Although this model and the Transtheoretical Model (Prochaska, Norcross,

& DiClemente, 1994) share much in common (particularly a stage approach to

understanding and promoting long-term behavior change), the Precaution Adop-

tion Process Model differentiates between individuals who are unaware of a given

health threat, do not perceive themselves as personally susceptible to the 

given threat, and are deciding whether to adopt recommended protective behav-

iors. Progression from stage to stage and the stage of deciding not to act are also
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distinct features of the model. Supporting data from applications to home radon

testing and mammography use are provided.

Just as Weinstein and Sandman provide a theory that adds to the Trans-

theoretical Model, Jeff Fisher and William Fisher describe in Chapter Three the

Information-Motivation-Behavioral Skills Model, a theoretical model that parsi-

moniously extends elements of the Health Belief Model, the Theory of Reasoned

Action, and the Theory of Planned Behavior. Previously applied to understand-

ing HIV and sexually transmitted disease risk behavior, this model has consider-

able potential for effective applications across a spectrum of health behaviors. One

particularly eloquent aspect of it is its ability to explain primarily volitional health

behaviors, such as vaccination, and medication adherence, as well as the health be-

haviors that may be constrained by an individual’s social or relational environ-

ment, such as condom use among young women. Improved understanding of

health behaviors gained through the use of this model may potentially lead to

improved intervention strategies.

In Chapter Four, Richard Petty, Jamie Barden, and Christian Wheeler explain

how the Elaboration Likelihood Model of persuasion can be an important contri-

bution to the discipline of public health. The purpose of this model is to provide

a framework for understanding attitude formation and subsequently facilitating

attitude change. Although the model has a rich history in the field of psychology,

its application to health promotion is newly emerging. Detailed explanations of

central route and peripheral route cognitive processing are provided; these dual

routes of persuasion are important to health promotion practice because they can

guide widespread health communication efforts. The Elaboration Likelihood

Model could also inform the design and content of small-group health promotion

curricula. The role of peripheral and central route cognitive processing in achiev-

ing short-term and sustained behavior change, respectively, is described in detail.

The authors provide multiple examples that collectively support the potential of

the model to make a significant contribution to health promotion practice.

In Chapter Five, Bruce Simons-Morton and Jessica Hartos apply theoretical

work on authoritative parenting to adolescents’ health behavior. They begin with

an overview of authoritative parenting style and summarize research linking 

parenting styles to child and adolescent outcomes. They then present a model for

applying authoritative parenting to interventions, conceptualizing authoritative

parenting in terms of goals, style, and practices. The implications of the model

for health promotion are illustrated through an innovative program designed to

increase the safety of teenage drivers through application of authoritative parent-

ing principles.

Several emerging theories address health behavior from the perspective of

community-organizing and community-building activities. For example, in 
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Chapter Six, Eugenia Eng and Edith Parker describe natural helper models and

their significance to health promotion practice. They provide a context for under-

standing how to identify natural helpers and how they can facilitate a host of pos-

itive health outcomes. Natural helpers serve as agents who complement the

existing services of health professionals. Although a major target of natural help-

ing is individual-level behavior change, the process of helping is described as being

intertwined with factors such as community political dynamics and neighborhood

attachments. The authors offer a model that illustrates how various functions that

natural helpers serve can lead to improved health practices, improved coordina-

tion of agency services, and improved community competence. A nutrition and

health project, conducted in rural Mississippi, is described to demonstrate how

the natural helper intervention model has been successfully applied.

Another common approach to community-based health promotion is the use

of community coalitions, which are popular vehicles for bringing diverse organiza-

tions and individuals together to address public health problems, but they have been

considered largely atheoretical until now. In Chapter Seven, Frances Butterfoss

and Michelle Kegler introduce the Community Coalition Action Theory. They

integrate what has been learned about coalitions over the past decade through

both research and practice and develop a series of practice-proven propositions

to explain coalition development and effectiveness. These propositions form the

basis of the theory, which emphasizes stages of coalition development, coalition

functioning, development of coalition synergy, and creation of community

changes that lead to increased community capacity and improved health and

social outcomes. The authors illustrate the concepts and propositions with exam-

ples from a coalition formed to increase childhood immunizations.

In Chapter Eight, Barbara Norton, Ken McLeroy, James Burdine, Michael

Felix, and Alicia Dorsey thoughtfully present contemporary perspectives on com-

munity capacity. This ecological approach to health promotion emphasizes rela-

tionships that exist within communities and the presence of community factors

that may facilitate community mobilization. Community capacity is viewed as

both an input and an outcome in the process of developing healthy communities.

A series of contrasting theoretical perspectives relevant to community capacity is

presented, followed by an in-depth examination of important dimensions that

contribute to community capacity. Subsequently, the authors supply a descriptive

case study of community capacity development in Hartford, Connecticut. The

chapter concludes with a discussion of issues regarding further refinements in 

the approach to developing and measuring community capacity.

In Chapter Nine, Marshall Kreuter and Nicole Lezin discuss social capital and

its implications for community-based health promotion. They review theoretical
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and empirical contributions to our understanding of social capital and suggest that

collective actions through collaboration are mediated by trust, reciprocity, and co-

operation. A significant contribution of this chapter is the conceptual framework

for understanding two levels of social capital, bonding and bridging, within the con-

text of community-based health initiatives. The chapter also includes illustrations

from a study designed to assess the validity of various measures of social capital.

Many of the emerging theories contained in this book embody a multidiscipli-

nary approach to understanding and potentially intervening on health behaviors.

For example, in Chapter Ten, May Kennedy and Richard Crosby provide a detailed

account of the Prevention Marketing Initiative, an approach to health promotion

originally conceived by the Centers for Disease Control and Prevention. The ini-

tiative integrates three distinct fields of research: behavioral science, social market-

ing, and community development. Although applying these fields to health

promotion practice is not new, the initiative is the first empirically validated approach

to use these three fields synergistically for a health promotion program. Because the

Prevention Marketing Initiative relies heavily on community involvement, program

sustainability is relatively high. Furthermore, the use of social marketing makes 

theory-based intervention components accessible to large communities. As 

an applied example, the authors describe the development and content of an HIV-

prevention program developed for youth. While acknowledging the current limita-

tions of this emerging framework, the authors note the vast potential of the

Prevention Marketing Initiative to contribute to pubic health practice.

Although the Prevention Marketing Initiative stipulates that changes in a per-

son’s environment are needed to achieve lasting improvements in health behav-

ior, the remaining chapters in this book describe theories that provide a much

stronger emphasis on environmental changes. For example, in Chapter Eleven,

Stevan Hobfoll and Jeremiah Schumm make a significant contribution through

their description of Conservation of Resources Theory, which contains a num-

ber of propositions that can be useful for understanding and promoting health

behaviors. This theory addresses aspects of the objective and perceived environ-

ment in relationship to stress and coping. Loss spirals and resource gains are cen-

tral propositions in the theory; each is associated with personal and environmental

resources. The relative importance of protecting from resource loss is emphasized.

Conservation of Resources Theory holds that behavior change is resource driven

and that resources are interrelated. The authors illustrate applications of this the-

ory to the adoption of HIV-protective behaviors among low-income urban

women and to addressing traumatic stress issues such as posttraumatic stress dis-

order. They also provide a rationale for integrating the theory with a number of

other emerging theories described in this book.
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Yet another example of an emerging theory that emphasizes key aspects 

of the environment (in this case, the sociocultural environment) is the Theory of

Gender and Power. In Chapter Twelve, Gina Wingood and Ralph DiClemente

explain how this theory can be effectively applied to health promotion practice.

The theory considers the relationship of sexual inequality and power imbalance

to women’s health-risk and health-protective behaviors. As such, this theory plays

a unique role in health promotion practice because of its applicability to women

worldwide. Three structures are hypothesized to influence health behaviors: sex-

ual division of labor, sexual division of power, and the structure of cathexis (the

affective component of relationships between men and women). These structures

are described at the societal and institutional level. The authors provide illustra-

tions of the theory as applied to women’s health issues, particularly sexual risk

behavior.

The final emerging theory described in this book emphasizes the role of envi-

ronmental change in health promotion. In Chapter Thirteen, Melbourne Hovell,

Dennis Wahlgren, and Christine Gehrman set out an in-depth description of prin-

ciples and applications of the Behavioral Ecological Model, which provides a dis-

tinct contrast to models that emphasize the role of cognitive mediators of health

behavior and self-regulation of these behaviors. The model emphasizes the impor-

tance of environmental metacontingencies that can influence behavior change at

a population level. Although these authors acknowledge that intervention strate-

gies guided by the model can be logistically complex, they provide substantial evi-

dence supporting the value of this approach in reducing the prevalence of tobacco

use and promoting physical activity. This chapter will challenge many readers to

think in a different paradigm—one that is based on the psychological tradition of

behaviorism and views behavior as rule governed. The model also provides an

important rationale for understanding mechanisms that could contribute to sus-

tained behavior change.

The book closes with a chapter that reflects on the utility and application of

theory in health promotion practice. It presents issues related to development and

testing of emerging theories and concludes by identifying areas of inquiry that

may be helpful in the advancement of emerging theories as applied to the evolv-

ing nature of health promotion practice. Readers are encouraged to evaluate each

of the emerging theoretical frameworks presented and select those that may best

apply to their own needs in health promotion practice. Subsequent application

and testing of these theories will clearly advance the potential of our discipline to

have a positive impact on public health issues.
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I
magine that you are a health educator trying to understand why young adults

engage in behaviors that put them at risk for acquired immunodeficiency syn-

drome (AIDS). You develop a questionnaire to ask them about the likelihood that

they will come in contact with someone who is positive for human immunodefi-

ciency virus (HIV); the likelihood of becoming infected by this person; the effec-

tiveness of various precautions, such as condoms and abstinence; the social

consequences of taking these precautions; their perceived ability to take these

precautions; what others think about the risk of AIDS and about AIDS precau-

tions; and other topics like these that are drawn directly from widely used theo-

ries of health behavior. It seems obvious that assessing these beliefs will help you

understand why someone is or is not engaging in risky behavior.

This approach seems fine today, but what if the year is 1987, when the pub-

lic is first learning about AIDS? Young adults might know little more than that
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AIDS is a fatal, progressive disease. Few have any idea how to answer most of your

questions. Still, their behaviors differ. Some have many sexual partners; some have

one regular partner; some are abstinent. Some use condoms, and some do not.

Nevertheless, neither their current behaviors nor the likelihood that they will

change these behaviors can be explained or predicted by their beliefs about HIV.

As yet, they have few such beliefs.

As this example shows, theories that seek to explain health behaviors in terms

of beliefs about the pros and cons of action could not explain risky sexual be-

havior in 1987. These theories apply only to a particular phase of precaution

adoption—a period when people have already been engaged by the threat and

have formed beliefs about possible responses. The idea that there are different

phases to precaution taking—and that we need to develop different explanations

for what goes on in these different phases—is the fundamental assumption of stage

theories of health behavior. But this has not been the way that most theories have

explained health actions.

How Traditional Theories Approach the Issue 
of Explaining and Changing Health Behavior

Because significant changes in behavior seem to require conscious decision mak-

ing, the theories used most frequently to explain individual preventive health behav-

ior (Theory of Reasoned Action—Ajzen & Fishbein, 1980, Fishbein & Ajzen, 1975,

and Fishbein & Middlestadt, 1989; Theory of Planned Behavior—Ajzen, 1985,

Ajzen & Madden, 1986; Health Belief Model—Janz & Becker, 1984, Kirscht,

1988, Rosenstock, 1974; Protection Motivation Theory—Rogers, 1983, Prentice-

Dunn & Rogers, 1986; Subjective Expected Utility Theory—Edwards, 1954,

Ronis, 1992, Sutton, 1982) view action as the outcome of a cognitive process in

which expected benefits are weighed against expected costs. The first goal of these

theories is to identify the variables—including beliefs, experiences, social pres-

sures, and past behaviors—that have the greatest impact on such decisions.

The second goal of these theories is to predict behavior. The theories com-

bine the variables they have identified in an equation that is either prescribed by

the theory or derived empirically from collected data (for examples, see Weinstein,

1993). Each theory has a single prediction equation. Substituting the variables

into this equation leads to a single numerical value for each individual, and this

value is interpreted as the relative probability that this person will act. Thus, the

prediction rule places each person along a continuum of action likelihood, and

such theories might be labeled continuum theories.
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The goal of interventions, according to this perspective, is to move people

along the continuum toward a position of higher probability, although action can

occur from any point along the continuum. If different interventions increase the

value of the prediction equation by the same amount, they are all expected to pro-

duce the same change in behavior regardless of the fact that they may focus on

quite different variables.

How Stage Theories Approach the Issue 
of Explaining and Changing Behavior

In the health arena, advocates of stage theories question whether change in

health-relevant behaviors can be described by a single prediction equation. In ef-

fect, they suggest that we must try to understand a whole series of changes, iden-

tifying for each stage transition the relevant variables and the way in which they

combine. This is a much more complicated goal than finding a single prediction

rule, but it offers the possibility of greater intervention efficiency and effective-

ness. An example may help make this claim clearer.

Consider pregnancy prevention. A great many variables—social norms,

knowledge, efficacy beliefs, risk perceptions—are likely to influence whether a per-

son engages in behavior that could lead to an unwanted pregnancy. However,

given a list of such variables, how do we design a program to encourage safe

behavior? Should every intervention address all these variables? Do certain top-

ics (such as general knowledge and personal

vulnerability) need to be addressed before

others (such as practicing how to discuss one’s

preferences with a potential sexual partner)?

A stage theory of pregnancy prevention

would specify an ordered set of categories

into which people can be classified and identify the factors that could induce

movement from one category to the next. Given such a theory, a health educator

approaching a new population (or individual) could identify the dominant stage

or stages and focus available resources on those factors that are most important

in moving people to the next stage. The greatest attraction of stage theories, thus,

is the potential they offer for tailoring messages to audiences.

Continuum theories acknowledge quantitative differences among people in

their likelihood of action and in their standing on various influential variables.

Such theories do not, however, acknowledge changes in the barriers that people

must overcome to progress toward action. For everyone, the goal of interventions

is to maximize the variables that increase the value of the prediction equation.

18 Emerging Theories in Health Promotion Practice and Research

Identify the dominant stage or stages,
and focus available resources on those
factors that are most important in
moving people to the next stage.

ch02.DiClemente  4/10/02  1:30 PM  Page 18



The notion of matching interventions to people is either incidental or completely

missing in continuum theories.

Essential Elements of Stage Theories

Stage theories of health behavior have four principal elements (Weinstein, Roth-

man, & Sutton, 1998):

1. A category system to define the stages. Stages are theoretical constructs. A proto-

type can be defined for each stage, but few people will match this ideal perfectly,

and the actual boundaries between stages may not be as clear as the theories or

measurements suggest.

2. An ordering of the stages. Stage theories assume that people generally pass

through all the stages to reach the end point of action or maintenance. However,

progression is neither inevitable nor irreversible (Bandura, 1995). There is no min-

imum length of time people must spend in a particular stage. Sometimes they may

progress so rapidly (for example, when a doctor recommends an action that some-

one had never thought about before) that, for practical purposes, people can be

said to skip stages. Also, some stages may lie on side paths that are not on the route

to action, and people taking precautions do not need to pass through them.

3. Common barriers to change facing people in the same stage. Stage ideas will be help-

ful in designing programs that encourage people to move toward action if people

at one stage have to address similar types of issues before they can progress to the

next stage.

4. Different barriers to change facing people in different stages. If the factors producing

movement toward action were the same regardless of a person’s stage, the same

intervention could be used for all, and the concept of stages would be superfluous.

Thus, a completely specified theory would describe both the criteria that

define the stages and the issues that represent barriers between stages. Most stage

theories, regardless of what particular stages they claim exist, assume that this set

of stages applies to many or all health behaviors. For example, the stage when

people have decided to act but have not yet acted may be identified by a theory

and be considered relevant to a wide range of preventive actions. Although the

stages may transcend particular behaviors, many of the barriers to progress be-

tween stages may be action specific. Thus, the particular factors that help people

make a decision to lose weight, for example, may be quite different from the fac-

tors that help people make a decision to use condoms, even though the process of

reaching a decision is common to both actions. A model that proposes a particu-

lar sequence of stages in the change process can be correct about these stages even
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if it has not identified all the barriers at each stage. The stages should be seen as

a framework that needs to be filled in with details about the barriers relevant to

the adoption of a specific behavior.

How Stage Theories Can Be Tested

A variety of approaches have been used to determine whether a particular behav-

ior change passes through the sequence of stages proposed by a stage theory

(Weinstein, Rothman, et al., 1998). The most common approach is to use cross-

sectional data from surveys or questionnaires to look for differences among peo-

ple thought to be in different stages. Simply finding differences among stages tells

us little, however, since nonstage processes will also produce such differences. Find-

ing specific hypothesized characteristics of people in various stages is more con-

vincing. Another test sometimes used to verify a stage theory is to compare the

success of an intervention that is tailored to a person’s stage with a standardized

intervention. This is also a poor test. Tailoring usually involves considerable per-

sonalization and extra attention, and the latter ingredients, rather than the tai-

loring, could easily account for greater success in the tailored condition.

Much more definitive are experimental studies using matched and mis-

matched interventions. If it is true that different variables influence movement at

different stages, treatments designed to influence these variables should be most

effective when applied to people in the appropriate stage. Thus, individuals in a

given stage should respond better to an intervention that is matched to their stage

than to one that is mismatched (that is, matched to a different stage).

Only stage models predict that the sequencing of treatments is important. For

maximum effectiveness, the order of interventions should follow the hypothesized

order of stages. Consequently, sequence effects provide further evidence of a stage

process. Unfortunately, because testing for sequence effects requires sequential

interventions, such tests are quite difficult to carry out.

An elegant data analysis method for testing whether different variables are

significant at different stages has been developed by Hedeker, Mermelstein, and

Weeks (1999). It can be used with experimental, prospective, and cross-sectional

research designs.

The Precaution Adoption Process Model

The adoption of a new precaution or the abandonment of a risky behavior re-

quires deliberate action. Such actions, rather than the gradual development of

habitual patterns of behavior, such as exercise or diet, constitute the domain in
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which the Precaution Adoption Process Model (PAPM) is applicable. It can also

be used to explain why and how people make deliberate changes in their habit-

ual patterns.

The goal of the PAPM is to explain how a person comes to the decision to

take this action and manages to translate that decision into action. For this rea-

son, the PAPM focuses on psychological processes within the individual. As a con-

sequence, its stages are defined in terms of the mental states that appear to be

important rather than in terms of factors external to the person, such as current

behavior, past behavior, or some combination of these with the person’s mental

state. Stages should not be defined in terms of criteria that are salient only to

health professionals, such as the percentage of fat in a person’s diet, since they are

unlikely to explain a layperson’s behavior.

Although several aspects of the model were discussed in 1988 (Weinstein,

1988), the formulation now used was published in 1992 (Weinstein & Sandman,

1992). The PAPM identifies seven stages along the full path from ignorance 

to action. At some initial point in time, people are unaware of the health issue

(Stage 1). When they first learn something about the issue, they are no longer

unaware, but they are not necessarily engaged by it either (Stage 2). People who

reach the decision-making stage (Stage 3) have become engaged by the issue and

are considering their response. This decision-making process can result in one

of two outcomes. If the decision is to take no action, the precaution adoption

process ends (Stage 4), at least for the time being. But if people decide to adopt

the precaution (Stage 5), the next step is to initiate the behavior (Stage 6). A sev-

enth stage, if appropriate, indicates that the behavior has been maintained over

time (Stage 7).

Although the stages have been labeled with numbers, there is certainly no

implication that these numbers have any more than ordinal value. They should

never be used to calculate correlation coefficients, nor should one ever calculate

the mean stage for a sample. Both calculations assume that the stage represents

not only a single underlying dimension but also equal intervals along this dimen-

sion. Both of these assumptions contravene the basic idea of a stage model.

The PAPM is relatively new and has been applied to a limited number of

health behaviors: osteoporosis prevention, mammography, hepatitis B vaccina-

tion, and home testing to detect radioactive radon gas (Blalock et al., 1996;

Clemow et al., 2000; Hammer, 1997; Weinstein & Sandman, 1992; Weinstein,

Lyon, Sandman, & Cuite, 1998). Two specific examples, the stages relevant to

radon testing and to taking calcium for osteoporosis prevention, are shown in Fig-

ure 2.1. (Although repeat radon testing is recommended by experts under some

circumstances, radon testing is still largely a one-time process. Therefore, the

maintenance phase for radon testing is not shown in the figure.)
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FIGURE 2.1. STAGES OF THE PRECAUTION ADOPTION MODEL.

Precaution Adoption Precaution Adoption 
Precaution Adoption Process Model for Process Model for 
Process Model Stages Radon Testing Osteoporosis Prevention

Stage 1
Unaware of Issue Never Heard of Radon Never Heard of Taking

Calcium to Prevent 
Osteoporosis

Stage 2
Unengaged by Issue Never Thought About Testing Never Thought About

Taking Calcium

Stage 3
Deciding About Acting Undecided About Testing Undecided About Taking 

Calcium

Stage 4
Decided Not to Act Decided Not to Test Decided Not to Take

Calcium

Stage 5
Decided to Act Decided to Test Decided to Take Calcium

Stage 6
Acting Testing Started Taking Calcium

Stage 7
Maintenance N.A. Takes Calcium Regularly

The PAPM asserts that people usually pass through the stages in sequence,

without skipping any. Although not shown in Figure 2.1, movement backward

toward an earlier stage can also occur, without necessarily going back through all

the intermediate stages, though obviously it is not possible to go from later stages

to Stages 1 or 2. The PAPM appears to resemble another stage theory, the Trans-

theoretical Model, developed by Prochaska and colleagues (Prochaska, Velicer,

DiClemente, Guadagnoli, & Rossi, 1991; Prochaska & DiClemente, 1983). How-

ever, it is mainly the names that have been given to the stages that are similar. A

closer examination shows that the number of stages is not the same in the two

theories, and even the stages with similar names are actually defined quite dif-

ferently.

Justification for the PAPM Stages

This section sets out the rationale behind the stages of the PAPM.
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Stage 1 (Unaware). Much health research deals with well-known hazards, like

smoking, AIDS, and high-fat diets. In such cases, asking someone about his or her

beliefs and plans is quite reasonable, since most people have thought about the

relevance of these threats to their own lives. But if people have never heard of a

hazard, they certainly have no opinions about it. The reluctance of respondents

to answer survey questions about less familiar issues suggests that investigators

ought to allow people to say that they do not know or have no opinion rather than

forcing them to state a position. Participants in health behavior research are sel-

dom given this opportunity.

Stage 2 (Unengaged) Versus Stage 3 (Deciding About Acting). Once people

have heard about a hazard and have begun to form opinions about it, they are no

longer in Stage 1. However, so many issues compete for our limited time and at-

tention that people can know a moderate amount about a hazard without ever

having considered whether they need to do anything about it. We believe that this

condition of awareness without personal engagement is quite common. In a 1986

survey of radon testing (Weinstein, Sandman, & Klotz, 1987), for example, 50 per-

cent of respondents in a high-risk region said that they had never thought about

testing their own homes; all had previously indicated that they knew what radon

was, and most had correctly answered more than half the questions on a knowl-

edge test.

The PAPM suggests further that it is important to distinguish between the

people who have never thought about an action and those who have given the ac-

tion some consideration but are undecided. There are several reasons for mak-

ing this distinction. First, people who have thought about acting are likely to be

more knowledgeable. Furthermore, attitudes based on experience with an issue

are more predictive of future behavior than attitudes generated on the spot, with-

out such experience (Fazio & Zanna, 1981). Thus, whether a person has or has

not thought about taking action appears to be an important distinction.

Stage 3 (Deciding About Acting) Versus Stage 4 (Decided Not to Act) And Stage
5 (Decided to Act). Research reveals important differences between people who

have not yet formed an opinion and those who have come to a decision. People

who have come to a definite position on an issue—especially an issue regarding

their own behavior—have different responses to information and are more resis-

tant to persuasion than people who have never formed an opinion (Anderson,

1983; Brockner & Rubin, 1985; Cialdini, 1988; Jelalian & Miller, 1984; Nisbett &

Ross, 1980). This tendency to adhere to one’s own position has been termed con-

firmation bias, perseverance of beliefs, and hypothesis preservation. It manifests itself in a
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variety of ways. According to Klayman (1995), these include overconfidence in

one’s beliefs, searches for new evidence that are biased to favor one’s beliefs, bi-

ased interpretations of new data, and insufficient adjustment of one’s beliefs in

the light of new evidence.

For these reasons, the PAPM holds that it is significant when people say that

they have decided to act or have decided not to act, and that the implications of

someone saying that he or she has decided to act are not the same as saying it is

“very likely” he or she will act.

We believe that cost-benefit theories of health behavior, such as the Health

Belief Model, the Theory of Reasoned Action, the Theory of Planned Behavior,

Protection Motivation Theory, and Subjective Expected Utility Theory, are really

dealing with the factors that govern how people get to Stage 3, where they decide

what to do. The issues identified by these theories are important, but they relate

mainly to this one portion of the precaution adoption process. One factor that

frequently influences what people decide is perceived susceptibility (or, equiva-

lently, perceived personal likelihood), which is included in most theories of health

behavior (Connor & Norman, 1995). Because people are reluctant to acknowl-

edge personal susceptibility to harm even when they acknowledge the risk that

others face (Weinstein, 1987), it appears that overcoming this reluctance is one of

the major barriers to getting people to decide to act.

Stage 5 (Decided to Act) Versus Stage 6 (Acting). The distinction between de-

cision and action is not an original idea. Ajzen’s Theory of Planned Behavior

(Ajzen, 1985; Ajzen & Madden, 1986), for example, distinguishes between in-

tentions and action. Similarly, Schwarzer’s Health Action Process Approach

(Schwarzer, 1992; Schwarzer & Fuchs, 1996) distinguishes between two phases.

During the initial, motivation phase, people develop an intention to act, based on

beliefs about risk, outcomes, and self-efficacy. After a goal has been established

within this motivation phase, people enter the volition phase in which they plan

the details of action, initiate action, and deal with the difficulties of carrying out

that action successfully.

Protection Motivation Theory is not a stage theory, but its developers implic-

itly recognize the need for sequencing of interventions. According to Rogers and

Prentice-Dunn (1997), Protection Motivation Theory experiments always present

information in the same order of threatening information followed by coping in-

formation. These researchers also talk in terms of developing motivation first and

then coping skills.

A growing body of research (Gollwitzer, 1999) suggests that there are impor-

tant gaps between intending to act and carrying out this intention and that help-
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ing people develop specific implementation plans can reduce these barriers. The

PAPM suggests that detailed implementation information that would be uninter-

esting to people in early stages, and even to those who try to decide what to do,

will often be essential to help them make the transition from decision to action.

Stage 6 (Acting) Versus Stage 7 (Maintenance). The distinction between action

and maintenance is widely recognized (Dishman, 1988; Marlatt & Gordon, 1985;

Meichenbaum & Turk, 1987) and will not be discussed here.

Stages of Inaction. One value of the PAPM is its recognition of important dif-

ferences among people who are not acting and not even thinking about acting.

People in Stage 1 (unaware), Stage 2 (unengaged), and Stage 4 (decided not to act)

all fit in this broad category. Those in Stage 1 obviously need basic information

about the hazard and the recommended precaution. People in Stage 2 need some-

thing that makes the threat and action seem personally relevant. Personalized mes-

sages and contact with friends and neighbors who have considered action should

help these individuals move to the next stage. People who have thought about and

rejected action, Stage 4, are a particularly difficult group. Evidence shows that

they can be quite well informed (Blalock et al., 1996; Weinstein & Sandman, 1992),

and they will tend to dispute or ignore information that challenges their decision

that action is unnecessary in their case.

Suggestions about other factors that may be important at different transitions

are given in Weinstein (1988).

Application to Mammography Testing

One use of the PAPM is to help identify barriers that inhibit preventive action.

Clemow and colleagues (2000) conducted telephone interviews with 2,382 women

between the ages of fifty and eighty who had never had a mammogram or had

not been getting mammograms at least every twenty-four months. Rather than

treating this as a homogeneous group, they examined whether women in various

preaction stages differed in ways that might suggest ways to encourage movement

toward screening.

Respondents were first asked whether they were definitely planning on hav-

ing a mammogram in the next year or two (Stage 5; 53.2 percent), were thinking

of having a mammogram in the next year or two (Stage 3; 25.4 percent), or were

not planning on having a mammogram at all in the next year or two. No one said

they had never heard of a mammogram (Stage 1). The “not planning” group was
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subdivided according to whether they had never seriously considered getting a

mammogram (Stage 2; 10.8 percent), had considered having a mammogram but

had decided against it (Stage 4; 8.2 percent), or had thought about it but were still

undecided (6.3 percent).

This last category is not a stage of the PAPM but could be seen as similar to

the undecided people in Stage 3. Its presence should remind us that small

changes in the wording of questions can affect responses. Women who said they

were thinking about acting in the next year or two and those who were not plan-

ning to act but were undecided might have given the same answers if one

response to the initial question had been “undecided about having a mammo-

gram in the next year or two.” Similarly, people may respond differently to the

wording “planning to act” as compared to “decided to act.” The PAPM is too

new to have codified any particular wording, but the wording shown in Figure

2.1 is recommended.

Many differences between the people in the various stages were found,

despite the fact that all might be classified together as noncompliant by some the-

ories. Certain of the variables differentiated among all the main groups. For

example, people who were planning to act saw more pros to getting a mammo-

gram than people who were only thinking about it, and the latter group saw more

pros than people who were planning not to act. The undecideds were also not

planning to act. Other variables differentiated among only some of the groups.

For example, people planning to act scored no higher in general knowledge about

mammograms and did not see themselves as any more vulnerable to breast can-

cer than people who were only thinking about acting, but the latter were more

knowledgeable and felt more vulnerable than people who were planning not to

act. People who were planning not to act

were more likely than any other group to say

that they were frightened of getting a mam-

mogram.

As this research suggests, some variables

may be important at all stages, and others may

be important at particular stages. It is im-

portant to keep in mind, though, that these

are basically correlational data, and one can-

not tell whether differences between stages in such a survey represent causal fac-

tors. Once the attributes of people in particular stages were identified in this study

by the researchers, they were used to help health care professionals, who easily

and quickly identified a woman’s stage, decide what topics to focus on during a

brief clinical encounter.
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PAPM Radon Testing Experiment

A field experiment focusing on radon testing (Weinstein, Lyon, et al., 1998) was

designed to examine several aspects of the PAPM. The experiment is described

here in some detail to show how experiments with stage theories can be con-

structed and analyzed and to explain what the results of the study tell us about

the validity of the model.

Radon is an invisible, odorless, radioactive gas produced by the decay of small

amounts of naturally occurring uranium in soil. It enters homes through foun-

dation cracks and other openings. Radiation from the decay of radon can dam-

age cells in the lungs, and radon is the second leading cause of lung cancer after

smoking (National Academy of Sciences, 1988; U.S. Environmental Protection

Agency, 1992). Radon tests can be carried out by homeowners with a modest

degree of effort. A single do-it-yourself test typically costs between ten and fifty

dollars. Testing is also provided by private companies.

The experiment focused on two stage transitions: from being undecided about

testing one’s home for radon (Stage 3) to deciding to test (Stage 5), and from decid-

ing to test (Stage 5) to actually ordering a test (Stage 6). The study did not look at

the transition from being unaware of the radon issue (Stage 1) to being aware but

not engaged (Stage 2), or from being unengaged (Stage 2) to thinking about testing

(Stage 3), because merely agreeing to participate in a radon study and answering

questions about testing would probably be sufficient to produce these changes.

People who had already decided not to test (Stage 4) were excluded because a brief

intervention would probably be unable to reverse that decision.

To determine whether the two transitions studied involve different barriers, as

the theory claims, two interventions were used, one matched to each transition. Pre-

vious surveys and experiments (Sandman & Weinstein, 1993; Weinstein, Sandman,

& Roberts, 1990) gave insights into the potential barriers. They suggested that increas-

ing homeowners’ perceptions of their own risk—that is, increasing the perceived like-

lihood of having unhealthy radon levels in their homes—is important in getting

undecided people to decide to test. This was chosen as the goal of one intervention.

Interventions focusing on risk had not been effective, however, in getting peo-

ple to order tests (Weinstein, Sandman, & Roberts, 1990, 1991). Instead, several

studies had found that test orders could be increased by increasing the ease of test-

ing (Doyle, McClelland, & Schulze, 1991; Weinstein, Sandman, & Roberts, 1990,

1991). Thus, for people who had already decided to test, the second intervention

was intended to lower barriers to action by providing information about do-it-

yourself test kits and a test order form.
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Study Design

The study took place in Columbus, Ohio, a city with high radon levels. Because

the issue had received only scant attention for several years, we were concerned

that homeowners’ thoughts about testing might be weakly held and that any stage

assessment would be unstable. Consequently, all participants viewed a general

informational video before receiving any experimental treatment. Their stage of

testing was assessed after this first video (preintervention measurement).

After the questionnaire had been returned and eligibility to continue had been

ascertained, the experimental videos were delivered to participants. One inter-

vention (High Likelihood) focused on increasing the perceived likelihood of hav-

ing a home radon problem. The second (Low Effort) focused on decreasing the

perceived and actual effort required to test. These two treatments were combined

factorially to create four conditions: Control (no intervention), High Likelihood,

Low Effort, and Combination (High Likelihood + Low Effort). Stage of testing

was assessed immediately after the experimental treatment (postintervention mea-

surement) and several months later.

Intervention Videos

Three videos were developed for the experiment. All participants viewed the six-

minute preintervention tape, Basic Facts About Radon, which provided an overview

of the topic but included only general information about radon risk and testing

procedures.

The High-Likelihood treatment consisted of a five-minute video, Radon Risk

in Columbus Area Homes, and an accompanying cover letter. The goal of the video

was to convince people that they had a moderate to high chance of finding

unhealthy radon levels in their own homes. Results of radon studies indicating

high local levels, pictures of actual local homes with high levels, and testimony

by a local homeowner and a city health official all presented evidence of the

problem. Myths about radon levels that had been identified in past research

were presented and refuted. The cover letter mentioned that test kits could be

ordered from the American Lung Association (ALA) but did not include an or-

der form.

Participants in the Low-Effort condition received a five-minute video, How to

Test Your Home for Radon, an accompanying cover letter, and a form to order test

kits through the ALA. The video described how to select a kit type (making an

explicit recommendation in order to reduce uncertainty), locate and purchase a

kit, and conduct a test. The process was represented as simple and inexpensive.
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Participants in the Combination condition received a ten-minute video that

was the combination of the two separate treatments. They received the same let-

ter and order form as people in the Low-Effort condition. Participants in the Con-

trol condition received a letter stating that their assistance in viewing a second

video was not needed (recall that they had already screened Basic Facts About

Radon).

Procedure and Stage Assessment

Study participants were initially contacted by telephone. Homeowners who 

had at least heard of radon, who had not tested, and who agreed to take part 

(n = 4,706) were mailed Basic Facts About Radon and a questionnaire assessing their

reactions. The particular question designed to assess stage of testing asked, “What

are your thoughts about testing your home for radon?” The choices offered were,

“I have already completed a test, have a test in progress, or have purchased a test”

(Stage 6); “I have never thought about testing my home” (Stage 2); “I’m undecided

about testing” (Stage 3); “I’ve decided I don’t want to test” (Stage 4); and “I’ve

decided I do want to test” (Stage 5).”

Those individuals who were either in the “undecided” stage or “decided to

test” stage after watching Basic Facts About Radon were assigned at random to one

of the four experimental conditions and were mailed the intervention materials

appropriate for that condition and a feedback questionnaire. The response rate

to the second video was 73.2 percent, with no significant differences among con-

ditions.

Follow-up telephone interviews (completion rate was 94.5 percent) were car-

ried out nine to ten weeks after respondents returned the second video question-

naire. These asked whether participants had purchased a radon test kit and, if

not, determined their final stage.

Results

The final sample consisted of 1,897 homeowners. After watching Basic Facts About

Radon, the division among stages of those retained in the study was 28.8 percent

undecided and 71.2 percent decided to test.

Predicting Progress Toward Action. Table 2.1 shows the percentage of people

from each preintervention stage who progressed one or more stages toward test-

ing. This criterion (rather than progress of only a single stage toward testing)

was chosen because although people stopped at one stage were hypothesized to
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lack the requirements to get to the next stage, there was no a priori reason to as-

sume that they did not already possess the information or skills needed to over-

come later barriers. The upper half of the table indicates the percentage of people

at follow-up who had moved from the undecided stage to either the decided-to-

test or the testing stage. The lower half of the table shows the percentage of

decided-to-test people who had moved on to the testing stage.

Statistical analyses showed more people progressing from the undecided stage

than from the decided-to-test stage, F (1, 1886) = 61.6, p < .0001, and more

progress from those who received the High-Likelihood treatment than from those

who did not, F (1, 1886) = 31.5, p < .0001. Most important, as expected from the

use of matched and mismatched interventions, there was a significant stage by

High-Likelihood Treatment interaction, F (1, 1886) = 18.5, p < .0001, indicating

that the High-Likelihood treatment was much more effective for undecided par-

ticipants than for decided-to-act participants.

= 89.4, p < .0001. The stage by Low-Effort treatment interaction, F (1, 1886) =
5.9, p < .02, indicated that, as hypothesized, the Low-Effort treatment in the Low-

Effort and Combination conditions had a relatively bigger effect on people already

planning to test than on people who were undecided. The High-Likelihood by

Low-Effort interaction and the three-way interaction were not significant.

Predicting Test Orders. The follow-up interviews revealed that radon tests were

ordered by 342 study participants, or 18.0 percent of the sample. The data con-

cerning test orders are presented in Table 2.2. For people initially planning to test,

“progress” and testing are the same according to the PAPM, so the data in the

lower half of Table 2.2 are identical to those in the lower half of Table 2.1. As
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expected, there was more testing from the decided-to-test stage than from the un-

decided stage, F (1, 1887) = 42.3, p < .0001. In addition, there was much more test-

ing from people exposed to a Low-Effort treatment than from those who did not

receive this treatment, F (1, 1887) = 87.9, p < .0001. The High-Likelihood treat-

ment effect and the Low-Effort by High-Likelihood interaction were not signifi-

cant, p’s > .1 Most important was the highly significant interaction between stage

and Low-Effort treatment, F (1, 1887) = 18.2, p < .0001. The other interactions

(stage by High-Likelihood and stage by Low-Effort by High-Likelihood) were not

significant (p’s > .1).

More specific tests concern predicted cell-by-cell contrasts. In subsequent

paragraphs, the predictions are presented in brackets and experimental groups

are labeled with letters that refer to the cells in Table 2.2.

Test order rates of both undecided and decided-to-test participants in the

Control condition were expected to be quite low since both groups were viewed

as lacking information needed to progress to action. The main problems facing

people who had decided to test were hypothesized to be the difficulties in choos-

ing, purchasing, and using radon test kits. Thus, the Low-Effort treatment was

expected to be much more helpful than the high-risk treatment in getting people

in this stage to order tests [g > f]. In fact, past research (Weinstein et al., 1990,

1991) suggested that the High-Likelihood treatment would be ineffective in elic-

iting testing from people planning to test and, more obviously, unable to elicit test

orders from undecided people. Furthermore, because it was anticipated that peo-

ple in the decided-to-test stage did not need more information about risk, we pre-

dicted that testing in the Combination condition would not be significantly greater

than testing in the Low-Effort condition.

According to the PAPM, people who are undecided have to decide to test be-

fore acting, so a Low-Effort intervention alone was not expected to produce test

orders from this group. However, undecided people in the Combination condition

received both high-likelihood information (seen as important in deciding to test)

and low-effort assistance (seen as important for carrying out action intentions).
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Some of these people might be able to make two stage transitions [d > c], but not

as many as decided-to-test people in the Combination condition who needed to

advance only one stage [d < h].

T-tests comparing the means of the cells mentioned in the preceding eight

hypotheses demonstrated that none of the pairs predicted to be approximately

the same were significantly different ( p’s > .3), but all pairs predicted to be dif-

ferent were significantly different (all p’s < .0001 except for the hypothesis that 

d > c, p = .03).

Implications for Theory and Practice

The radon study has obvious theoretical implications.

Implications for Theory

First, it provides support for our claim that never having thought about an action,

being undecided, and having decided to act represent distinct stages, with differ-

ent barriers between stages. Second, the data support the suggestion that infor-

mation about risk is helpful in getting people to decide to act, even though this

same information may have little value in producing action among individuals

who have already decided to act. Third, information that increases the perceived

and actual ease of action appears to aid people who have decided to act greatly,

but it is less important among people who are still undecided. Obviously, more

research is needed to determine whether these same factors are important at the

same stages for other health behaviors.

Acceptance of the idea that stages exist also has implications for theory devel-

opment. If the factors facilitating movement toward action vary from stage to

stage, few, if any, factors will be important at all stages. Thus, the standard ap-

proach of comparing people who have acted with everyone who has not will be

a poor strategy for discovering variables important for precaution adoption. A

variable may be a powerful determinant of progress at an early stage, but it may

look rather weak if all one does is to compare actors with a combined group of

everyone else. In fact, when everyone who has not acted is lumped together, some

stage may happen to be completely missing. In this case, it would be impossible

to discover the role of a variable that is crucial to people reaching or leaving this

stage but not relevant to other transitions. Stage theories suggest that we will be

better able to identify important barriers if we compare people who are in adja-

cent stages.
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Implications for Practice

The results of the radon testing experiment are strong enough to have practical

implications. When viewed in terms of odds ratios—for example, the threefold

difference in test orders between the undecided and decided-to-test stages in the

Low-Effort condition or the tenfold difference between cells with the highest and

lowest testing rates—the effects observed were quite large.

Stage-targeted communications have never been used in actual radon testing

promotions and until recently have not been used for any health behaviors. The

most widely disseminated radon communications, national television public ser-

vice advertisements, have focused on persuading viewers that the radon hazard is

substantial for people in general. To the extent that a target audience stage can

be inferred, these public service advertisements appeared to be aimed primarily

at viewers who are unaware of the radon problem (Stage 1) or had never thought

about their own response (Stage 2). This was a defensible choice when the issue

was new and the medium used (national television) was scattershot. But fifteen

years after radon started to receive substantial public attention, most radon com-

munication campaigns have retained the same focus, even though there is reason

to think that much of the audience is beyond Stages 1 and 2.

Criteria for Applying Stage-Based Interventions

A variety of issues need to be considered to determine the practical utility of the

PAPM or of any other stage theory.

Superiority over Unstaged Messages. The practical utility of a stage model

obviously depends on the extent to which it leads to interventions that are more

effective than generic messages. For the radon testing study described here, we

needed to develop two different interventions. The interventions chosen were

based on years of research on radon testing, plus a sizable pilot project in the tar-

get community.

As predicted, individual vulnerability turned out to be a particularly useful

message for people in the Columbus area at the undecided stage of the radon test-

ing decision. We suggest that vulnerability is usually a key issue for transitions from

Stage 3 to Stage 5—as opposed to, say, information about illness severity—but

this suggestion requires verification. Ease of testing turned out to be particularly

useful to those Columbus residents who had already decided to test but had not

yet done so. We suggest that detailed instructions for carrying out precautions is

key to transitions from Stage 5 to Stage 6, but this idea also needs testing.
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Since the combination treatment in our experiment produced the greatest

progress among both undecided and decided-to-test participants, one might be

tempted to conclude that the PAPM did not provide any new treatment ideas. “Just

use the combination treatment,” someone might say.

There are several flaws in this reasoning. First, it is important to recall that

the combination treatment was approximately twice as long as each of its two

components. Media time is expensive; speakers usually have a fixed length of time

for their presentations; audiences have a limited attention span. Thus, attempting

to replace the Low-Effort or High-Likelihood interventions with their combina-

tion would involve substantial costs. Second, although no evidence is available on

this point, people seem likely to be more engaged by a treatment that matches

their stage, and a mismatched treatment may deter them from attending to the

properly matched treatment to come. For example, unlike people who have agreed

to participate in a research study, members of the general public who are unde-

cided about taking a precaution may not pay attention to the detailed procedural

information they might need later to carry out that precaution. Worse, among

people who had decided to act, risk information was superfluous and might deter

attention to the more relevant information about how to test. Nevertheless, if only

a single message can be given to a mixed-stage audience, the combination inter-

vention would probably be the most appropriate.

Stage Assessment. A second relevant criterion is the ability to identify stages

accurately and efficiently. The PAPM requires only a single question to assess a

person’s stage, so it can be used easily in individual or small-group settings. Even

in a large audience, a show of hands might be used to determine quickly the dis-

tribution of stages present. However, if the audience is dispersed, the budget is

small, or time is tight, efforts to measure stage may be impractical. Furthermore,

a single assessment may not be enough. Progress toward action may need to be

monitored over time so that the interventions or messages can change to match

the current stages of the intended audience.

Also requiring consideration is the accuracy and reliability of stage assess-

ments, since in all current stage theories, these are based on self-reports. Further-

more, accuracy and reliability are likely to depend on the frequency and recency

with which audience members have considered the health topic. When people are

asked about new hazards or new precautions or about old ones that they have not

thought about for years, their responses may be unreliable and reveal little about

their actions or concerns. Essentially nothing is known about factors determining

the accuracy of stage assessments. One might expect that people will overstate

their interest in actions that are socially desirable, possibly making a written assess-

ment method superior to a verbal assessment.
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Delivery of Targeted Messages. The feasibility of delivering stage-targeted mes-

sages in different situations varies greatly. If communication is one-on-one, as in

a doctor’s office or counseling session, delivering the message appropriate for

the individual is quite easy. In group settings, such as public lectures, messages can

be chosen to fit the overall audience, though not individual members. In mass

communications, a stage approach is more often useful with print than with broad-

cast media. Within print channels, pamphlets and magazines offer more oppor-

tunities for stage targeting than newspapers; within broadcasting, cable offers more

opportunities for stage targeting than networks.

A closely related question is the browsability or searchability of the medium.

Although we tend to think of targeting as something the communicator does,

audience members can also target the content they need. The more browsable

and searchable a medium is, the easier it is for each audience member to seek out

content appropriate to his or her stage. A lecture, videotape, or broadcast pro-

gram is extremely low on this dimension. Whatever comes next comes next, and

the audience’s only choice is whether to continue listening. By contrast, print mes-

sages are much more browsable and searchable, and well-designed aids such as

subheads and indexes take advantage of this capacity. The Internet and inter-

active computer programs, of course, are more browsable and searchable still. If

each audience member could be relied on to find the most stage-relevant infor-

mation, it would be possible to reap the advantages of stage targeting without

actually having to target simply by facilitating audience self-targeting. Of course,

this is not just a matter of choosing and using the medium wisely. Self-targeting

takes motivation. Audiences to whom the issue is hot probably will seek out what

they need to know (or at least what they think they need to know). Audiences for

whom the issue is either unfamiliar or boringly familiar probably will not.

The ability to deliver targeted messages to members of a group also depends

on the range of stages present in that group. The greater the range of stages pre-

sent, the more difficult it is to choose a single message. For a mass audience, the

most efficient way to encourage a new health-protective action may be with a com-

prehensive broadcast message that ignores stage or assumes everyone to be at a

very early stage. As the issue matures, however, distinctive audiences, separable by

stage, merit distinctive messages, and print or “narrowcasting” becomes the

medium of choice for mass communications. Thus, stage-based messages are likely

to be more important for relatively mature health issues than for emerging ones.

Difficulty of Behavior Change. A final criterion of importance concerns the dif-

ficulty of the action being advocated and the expected resistance of the audience

to the behavior change recommendation. When a behavior is easy and resistance

is low, stage may matter little. In such situations, the interventions or messages
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needed to help people progress from stage to stage can be brief, and several may

be combined into a single comprehensive treatment. In contrast, when change is

difficult and resistance is high, there is a

greater need to have separate messages for

each stage.

In our radon testing experiment, the gen-

eral preintervention videotape moved many

participants through two stages from “never

thought about acting” to “decided to act.”

Similarly, the Low-Effort intervention per-

suaded many undecided people to progress

two stages and order test kits. In this second

case, we can imagine homeowners who had

been reluctant to test telling themselves, “If it

is really that simple and inexpensive, I might as well do it”—in effect skipping the

decision-making process on the grounds that such a low-effort behavior would be

easier to implement than to evaluate. It is easy to imagine people adopting many

other simple precautions—changing to a fluoridated toothpaste, bypassing a brand

of food reported to be contaminated, or avoiding a street on which a crime has

occurred—on the strength of a single message that informs them about the risk,

describes who is susceptible, and recommends a particular response.

Radon testing is so easy and radon test kits so accessible that it comes as a

surprise to many professionals that there is any need for an effort-reducing inter-

vention. Even apparently simple actions may raise questions that need to be

answered before people feel confident they can carry out the behavior success-

fully. It seems much more difficult to the public than to the professional. Other

lifestyle changes—exercise, smoking cessation, dietary change, cancer screen-

ing, and others—are obviously difficult or frightening, and it is hard to convince

audiences that action is needed. In cases like these, matching interventions to

stage would be expected to matter more. Furthermore, the targeted messages

would need to be spaced so audiences have time to digest what they have

learned and move on to the next stage before getting the message designed for

that new stage.

Clearly, stage-based tailored interventions are more complex, and thus usu-

ally more expensive, than standardized, one-size-fits-all interventions. They may

be more complex and expensive than targeted interventions based on psycholog-

ical or demographic distinctions other than stages. Thus, it seems certain that

there will be situations in which the improvement produced by a stage-based inter-

vention is not large enough to justify its use. Nevertheless, there are numerous
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health behaviors that have proved resistant to standard health promotion

approaches. Examples include automobile seat belt use, weight loss, smoking pre-

vention, adherence to medication programs, and condom use. In such situations,

the need to try new approaches seems undeniable. Furthermore, in many one-on-

one interactions (such as doctor-patient and health educator–client), a stage-based

approach would cost no more than a standardized approach and might receive a

much better welcome.
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T
he Information-Motivation-Behavioral Skills (IMB) model has been used as

a basis for understanding human immunodeficiency virus (HIV) risk and

prevention across populations and behaviors of interest and for the focused con-

ceptual analyses of HIV risk behavior seen among adolescents ( J. Fisher, Fisher,

Misovich, Kimble, & Malloy, 1996; Fisher, Fisher, Bryan, & Misovich, in press),

individuals in close relationships (Misovich, Fisher, & Fisher, 1997), those who are

severely mentally ill (Carey, Carey, & Kalichman, 1997; Carey, Carey, & Wein-

hardt, 1997), homosexual men (DeVroome, deWit, Sandfort, & Strobe, 1996),

people who are infected with HIV ( J. Fisher Kimble, Misovich, & Weinstein, 1998),

and injection drug users (Bryan, Fisher, Fisher, & Murray, 2000), among others.

The model has also been used as a basis for understanding and promoting ado-

lescent contraception (Byrne, Kelley, & Fisher, 1993), sexually transmitted disease

(STD) risk reduction (W. Fisher, 1997), and reproductive health promotion edu-

cation (Connecticut Department of Public Health, 1997; Health Canada, 1994;

W. Fisher & Fisher, 1999). More recently, the IMB model has been articulated as

a general model of health behavior change (W. Fisher & Fisher, in press) and has

received support in that context (Misovich, Martinez, Fisher, Bryan, & Catapano,

in press; Murray, 2000). Standardized measures of the IMB model’s constructs
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have been developed and validated for use within a number of populations and

for a number of health behaviors of interest ( J. Fisher & Fisher, 1996;

J. Fisher, Fisher, Williams, & Malloy, 1994; W. Fisher & Fisher, 1993; Misovich,

Fisher, & Fisher, 1996; Misovich, Fisher, & Fisher, 1998; Murray, 2000; Williams

et al., 1998). Although the model has broad application potential in health pro-

motion practice, it was originally developed in response to the HIV epidemic.

Consequently, we systematically examine the utility of the IMB model with spe-

cial reference to that context.

Epidemiology of HIV

The HIV epidemic has had catastrophic effects in the United States and world-

wide. In the United States, 753,103 people have been infected with HIV and

438,795 have died from HIV-related causes (Centers for Disease Control, 2000).

These effects have been felt disproportionately among certain groups: minorities,

injection drug users, and men who have sex with men (Centers for Disease Con-

trol, 2000). Worldwide, the consequences have been nothing less than catastrophic.

Projections indicate that 36.1 million have been infected with HIV, and 21.8 mil-

lion have died of HIV-related illnesses (UNAIDS, 2000). Worldwide, estimates of

the numbers of adults and children newly infected with HIV during the year 2000

approximate 5.3 million, with 15,000 new infections occurring each day in devel-

oping countries (UNAIDS, 2000). Especially hard hit during 2000 were sub-

Saharan Africa, South and Southeast Asia, and Latin America (UNAIDS, 2000).

Limitations of HIV Prevention Approaches

Over the course of the HIV epidemic, large numbers of HIV prevention inter-

ventions have been implemented in a broad array of settings. Unfortunately, there

has typically been an enormous gap between what is known about effective HIV

prevention interventions at a conceptual level and HIV prevention practice as typ-

ically implemented ( J. Fisher & Fisher, 2000; Gluck & Rosenthal, 1995). To date, as

with other public health interventions, the vast majority of those targeting groups

that practice HIV risk behavior are implemented directly by state or local health

departments, or funded by them and administered by community-based organi-

zations. All too often, neither behavioral scientist input nor well-tested theories of

behavior change are incorporated into the intervention design process ( J. Fisher

& Fisher, 2000; Holtgrave, Qualls, Curran, Valdiserri, Guinan, & Parra, 1995;

Kelly, Murphy, Sikkema, & Kalichman, 1993). In addition, rigorous evaluations 
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of the efficacy of these programs are all too rare. A large number of HIV pre-

vention interventions have also been undertaken by public schools (Kirby &

DiClemente, 1994), and in many jurisdictions there are laws mandating that HIV

education be provided, but without stipulations concerning how this should be

done. Primary and secondary educational institutions have generally fielded

extremely weak, atheoretical interventions, with content that is highly unlikely to

change HIV risk behavior. Until relatively recently, of the entire portfolio of HIV

prevention interventions that have been implemented, most have focused 

primarily—and in many cases solely—on providing information about HIV. Such

information has consistently been shown to be unrelated to HIV risk behavior

change (Brunswick & Banaszak-Hol, 1996; Exner, Seal, & Ehrhardt, 1997;

J. Fisher & Fisher, 1992, 2000; Helweg-Larsen & Collins, 1997).

In the past few years, a greater level of sophistication has begun to emerge in

public health sector HIV prevention programs, especially since the U.S. Centers

for Disease Control mandated that behavioral scientists become involved in inter-

vention design, implementation, and evaluation (Holtgrave et al., 1995; U.S.

Department of Health and Human Services, 1993). Recently, greater sophistica-

tion has been found in some school-based programs ( J. Fisher, Fisher, Bryan, &

Misovich, 2002). Nevertheless, over the course of the HIV epidemic, the primary

domain in which cutting-edge research has consistently been done involves inter-

ventions designed, implemented, and evaluated by behavioral scientists—gener-

ally based at academic institutions—with funding from government agencies. This

work has been much more theoretically elegant, and much more likely to have

been rigorously evaluated and proven to be effective, than other interventions.

Unfortunately, such interventions comprise only a very small percentage of those

that have been undertaken and only a small proportion of the total HIV preven-

tion intervention funds spent. Furthermore, very few, if any, of these interventions

have been broadly disseminated or disseminated at all.

When one reviews the entire body of HIV prevention intervention work con-

ducted to date, a number of limitations that curtail intervention impact become

clear (Coates, 1990; J. Fisher & Fisher, 1992, 2000; Gluck & Rosenthal, 1995;

Kelly et al., 1993). First, although relevant conceptual frameworks for HIV risk

behavior change have been proposed (for example, the Health Belief Model,

Rosenstock, Stretcher, & Becker, 1994; the AIDS Risk Reduction Model, Cata-

nia, Gibson, Chitwood, & Coates, 1990; the Theory of Reasoned Action, Fish-

bein, Middlestadt, & Hitchcock, 1994; Social Cognitive Theory, Bandura, 1994;

the Information-Motivation-Behavioral Skills Model of HIV Risk Behavior

Change, J. Fisher & Fisher, 1992, 2000; the Transtheoretical Model, Prochaska,

Redding, Harlow, Rossi, & Velicer, 1994), most interventions have been intuitively

and not conceptually based and have failed to benefit from the substantial theo-
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retical literature that is available to provide guidance for them (see Coates, 1990;

deWit, 1996; J. Fisher & Fisher, 1992, 2000; W. Fisher & Fisher, 1993; Gluck &

Rosenthal, 1995; Holtgrave et al., 1995, and Wingood & DiClemente, 1996, for

discussion of this issue).

Second, relatively few interventions have systematically assessed target group

members’ preintervention HIV prevention information base, their HIV risk reduc-

tion motivation, and their behavioral skills with respect to HIV prevention in order

to tailor interventions to target group needs. Consequently, most interventions

have involved empirically untargeted “shooting in the dark” (see J. Fisher & Fisher,

1992, 2000, and W. Fisher & Fisher, 1993, 2000, for discussion of this issue).

Third, interventions often focus on efforts to change general patterns of

behavior (for example, encouraging people to practice “safer sex”) as opposed to

focusing on increasing individuals’ inclination and ability to practice specific risk-

reduction acts, even though a great deal of social psychological research suggests

that it is more effective to focus on specific acts than on general patterns of behav-

ior (see Ajzen & Fishbein, 1980; Fishbein & Ajzen, 1975; and Fishbein et al., 1994,

for discussion of this issue).

Fourth, as already noted, most existing interventions focus solely on provid-

ing information about HIV. Even within this narrow focus, the information that

they provide is often not directly relevant to preventive behavior (for example,

information about modes of infection is not directly relevant to enacting specific

behaviors that are instrumental to HIV prevention), difficult to comprehend,

unnecessarily frightening, sexist, or overtly risk provoking (see W. Fisher & Fisher,

1993, for discussion of this issue).

Fifth, interventions often fail to motivate individuals to change their risky

behavior or to provide training to help them acquire, rehearse, and refine the req-

uisite behavioral skills for HIV risk behavior change (Bandura, 1994; J. Fisher &

Fisher, 1992, 2000; W. Fisher & Fisher, 1993; Kelly, 1995).

Sixth, the vast majority of HIV prevention interventions have focused on low-

risk individuals who are not likely to be HIV infected. Although this is an impor-

tant aspect of HIV prevention, we have often neglected the need for similar

behavior change interventions tailored for people living with HIV. It is critical to

recognize the importance of HIV risk-reduction interventions for HIV-infected

people because they can transmit the virus. In addition to behavior change, med-

ical adherence interventions for HIV-infected individuals (for example, to increase

adherence to combination therapies) are also critical to avoid the development

and transmission of treatment-resistant strains of HIV ( J. Fisher, Fisher, Amico,

& Harmon, 2001; J. Fisher, 2000, 2001; Popp & Fisher, 2002). Finally, existing

interventions have often not been evaluated with sufficient rigor to determine

whether intended changes in mediating factors, such as knowledge, motivation,

The Information-Motivation-Behavioral Skills Model 43

ch03.DiClemente  4/10/02  1:30 PM  Page 43



and behavioral skills, and in HIV preventive behavior have actually occurred in

the short or long term and in relation to both direct and indirect and nonreactive

indicators of intervention outcome (see Exner et al., 1997; Gluck & Rosenthal,

1995; Johnson, Ostrow, & Joseph, 1990; Kelly et al., 1993; Leviton & Valdiserri,

1990; Oakley, Fullerton, & Holland, 1995; and Wingood & DiClemente, 1996,

for discussion of this issue).

Origins and Roots of the IMB Model

The IMB model was created, in part, in an attempt to apply social-psychological

conceptualizations, methodologies, and measurement techniques to address the

problems with extant work cited above. The model is rooted in an analysis and

integration of theory and research in the HIV prevention and social-psychological

literatures ( J. Fisher & Fisher, 1992, 2000; W. Fisher & Fisher, 1993, in press). It

was also influenced by earlier work by J. Fisher (1988) and J. Fisher and Misovich

(1990) on the effects of social influence on

HIV preventive behavior and on the condi-

tions under which behavior change is likely

and unlikely ( J. Fisher et al., 1989). Further-

more, it was influenced by earlier conceptual

and empirical work by W. Fisher on affective

determinants of sexual and reproductive

health behavior (Fisher, Fisher, & Byrne,

1977; Fisher, Byrne, Kelly, & White, 1988; Fisher & Fisher, 1999), on the Sexual

Behavior Sequence theory of the determinants of sexual behavior (Byrne, Jazwin-

ski, DeNinno, & Fisher, 1977; Fisher, 1986) and work on changing risky sexual

behavior (Fisher, Byrne, & White, 1983). Since its initial publication in Psychologi-

cal Bulletin in 1992, the IMB model has been widely cited and tested in the con-

text of HIV prevention with diverse populations and has received support in both

correlational work and in experimental intervention research in the context of

HIV prevention and other health behaviors ( J. Fisher & Fisher, 1992, 2000;

W. Fisher & Fisher, in press).

The IMB Model of HIV Preventive Behavior

The IMB model conceptualizes the psychological determinants of HIV preven-

tive behavior and provides a general framework for understanding and promot-

ing prevention across populations and preventive behaviors of interest ( J. Fisher &
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Fisher, 1992, 2000; W. Fisher & Fisher, 1993, in press). The model focuses com-

prehensively on the set of informational (U.S. Department of Health and Human

Services, 1988), motivational (Fishbein & Middlestadt, 1989), and behavioral skills

(Kelly & St. Lawrence, 1988) factors that are conceptually and empirically asso-

ciated with HIV prevention but which are often dealt with in isolation ( J. Fisher

& Fisher, 1992, 2000). It specifies a set of causal relationships among these con-

structs and a set of operations to be used in translating this approach into con-

ceptually based and empirically targeted HIV prevention interventions ( J. Fisher

& Fisher, 1992, 2000; W. Fisher & Fisher, 1993, 1999).

Fundamental Assumptions

The IMB model asserts that HIV prevention information, HIV prevention motiva-

tion, and HIV prevention behavioral skills are the fundamental determinants of HIV

preventive behavior ( J. Fisher & Fisher, 1992,

2000; J. Fisher et al., 1996; W. Fisher & Fisher,

1993). To the extent that individuals are well

informed, motivated to act, and possess the be-

havioral skills required to act effectively, they

will be likely to initiate and maintain patterns

of HIV preventive behavior.

According to the IMB model, HIV prevention information that is directly rel-

evant to preventive behavior and can be enacted easily in the social ecology of the

individual is a prerequisite of HIV preventive behavior ( J. Fisher & Fisher, 1992,

2000; Kelly & St. Lawrence, 1988). HIV prevention information that is closely

related to preventive behavior enactment can include specific facts about HIV

transmission (for example, “Oral sex is a safer alternative to vaginal intercourse”),

as well as facts relevant to HIV prevention (for example, “Consistent condom use

can prevent HIV”), that serve as guides for personal preventive actions.

In addition to easy-to-translate-into-behavior facts, the IMB model recognizes

additional cognitive processes and content categories that significantly influence

performance of preventive behavior. Individuals often rely heavily on HIV pre-

vention heuristics—simple decision rules that permit automatic and cognitively

effortless (but often incorrect) decisions about whether to engage in HIV preven-

tive behavior, and endorsement of such heuristics appears to be strongly negatively

related to HIV preventive practices (Hammer, Fisher, & Fitzgerald, 1996; Misovich

et al., 1996; Offir, Fisher, & Williams, 1993). For example, reliance on HIV pre-

vention heuristics that hold that “monogamous sex is safe sex” and “known part-

ners are safe partners” is ubiquitous and substantially interferes with performance

of truly effective preventive behaviors (Hammer et al., 1996; Misovich et al., 1996).
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Individuals also operate on the basis of implicit theories of HIV risk that (again

incorrectly) hold that it is possible to detect and avoid HIV risk on the basis of

assessment of a partner’s externally visible characteristics such as dress, demeanor,

personality, or social associations. Based on estimates of HIV risk made by assess-

ing a partner’s overtly accessible profile of supposed risk cues, people often decide

that the partner poses little risk and that preventive behaviors are not warranted

(Hammer et al., 1996; Misovich et al., 1996, 1997; Offir et al., 1993; Williams et

al., 1992).

Motivation to engage in HIV preventive acts is an additional determinant of

preventive behavior and influences whether even well-informed individuals will

be inclined to act on what they know about prevention. According to the IMB

model ( J. Fisher & Fisher, 1992, 2000; W. Fisher & Fisher, 1993, in press), HIV

prevention motivation includes personal motivation to practice preventive behav-

iors, such as attitudes toward practicing specific preventive acts; social motivation

to engage in prevention, such as perceptions of social support for performing such

acts (Fishbein & Ajzen, 1975); and perceptions of personal vulnerability to HIV

infection (Rosenstock, 1996).

Behavioral skills for performing HIV preventive acts are an additional pre-

requisite of HIV preventive behavior and determine whether even well-informed

and highly motivated individuals will be capable of practicing prevention effec-

tively. The behavioral skills component of the IMB model is composed of an indi-

vidual’s objective ability and perceived self-efficacy concerning performance of

the sequence of HIV-preventive behaviors involved in the practice of prevention

(Bandura, 1989, 1994; J. Fisher & Fisher, 1992, 2000; W. Fisher, 1990; Kelly & 

St. Lawrence, 1988). Behavioral skills involved in HIV prevention can include

objective and perceived abilities to purchase and to put on condoms, to negoti-

ate consistent condom use before or during sexual contact, to negotiate HIV test-

ing and monogamy, and the ability to reinforce the self and the partner for

maintaining patterns of preventive behaviors across time, among many other such

behaviors.

The IMB model (see Figure 3.1) specifies that HIV prevention information

and HIV prevention motivation work primarily through HIV prevention behav-

ioral skills to influence HIV preventive behavior. In essence, effects of prevention

information and prevention motivation are expressed mainly as a result of the

development and deployment of prevention behavioral skills that are directly

applied to the initiation and maintenance of preventive behavior. The IMB model

also specifies that prevention information and prevention motivation may have

direct effects on preventive behavior in cases in which complicated or novel behav-

ioral skills are not necessary to effect prevention. For example, HIV prevention

information may have a direct effect on preventive behavior when a pregnant

ch03.DiClemente  4/10/02  1:30 PM  Page 46



woman learns of the benefits of prenatal HIV antibody testing and simply agrees

with her physician’s suggestion that she undergo such testing. Motivation may have

a direct effect on behavior when a motivated adolescent maintains a sexually absti-

nent pattern of behavior as opposed to using condoms consistently, which might

require relatively complicated or novel behavioral skills, including those involved

in condom acquisition, discussion, negotiation, and consistent use. Finally, from

the perspective of the IMB model, information and motivation are regarded as

generally independent constructs in that well-informed individuals are not neces-

sarily well motivated to practice prevention, and well-motivated individuals are

not always well informed about prevention ( J. Fisher & Fisher, 1992, 2000; J.

Fisher et al., 1994). The model’s basic constructs and the relationships among

them are depicted in Figure 3.1.

The IMB model’s information, motivation, and behavioral skills constructs

are regarded as highly generalizable determinants of HIV preventive behavior

across populations and preventive behaviors of interest ( J. Fisher & Fisher, 1992,

1996, 2000; W. Fisher & Fisher, 1993). At the same time, however, it is asserted

that these constructs should have specific content that is most relevant to the pre-

vention needs of particular populations and particular preventive practices. Thus,

within the IMB model, it is presumed that specific HIV prevention information,

motivation, and behavioral skills can be especially relevant to understanding and

promoting prevention among specific target populations. Similarly, specific HIV

prevention information, motivation, and behavioral skills content will be especially
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relevant to specific HIV preventive practices, such as abstinence, male and female

condom use, and HIV antibody testing, within specific populations of interest.

Also following this logic, the IMB model proposes that particular constructs of the

model and particular causal pathways among them will emerge as more or less

powerful determinants of HIV preventive practices for specific populations and

specific preventive behaviors ( J. Fisher & Fisher, 1992, 1996, 2000; W. Fisher &

Fisher, 1993).

The IMB approach specifies measurement and statistical procedures for elic-

iting information, motivation, and behavioral skills content that is relevant to HIV

prevention for particular populations and behaviors of interest. These procedures

may then be used for the purpose of identifying specific causal elements and paths

in the model that are especially influential in determining a given population’s

practice of a particular preventive behavior ( J. Fisher & Fisher, 1992, 2000; Fisher

et al., 1996; W. Fisher & Fisher, 1993). According to the IMB model, specification

of the information, motivation, and behavioral skills content most relevant to a

population’s practice of a particular preventive behavior and identification of IMB

model constructs that most powerfully influence the population’s practice of the

preventive behavior are crucial to the design of effective conceptually based

and empirically targeted prevention interventions for specific target popula-

tions and preventive behaviors ( J. Fisher & Fisher, 1992, 2000; Fisher et al., 1996;

W. Fisher & Fisher, 1993).

The IMB approach to understanding and promoting HIV preventive behav-

ior specifies a set of generalizable operations for constructing, implementing, and

evaluating HIV prevention interventions for particular target populations and 

behaviors ( J. Fisher & Fisher, 1992, 1996, 2000; W. Fisher & Fisher, 1993). See

Figure 3.2.

On the basis of the model, the first step in the process of changing HIV pre-

ventive behavior involves elicitation research conducted with a subsample of a

population of interest, to identify empirically population-specific deficits and assets

in HIV prevention information, motivation, behavioral skills, and HIV risk and

preventive behavior. The use of open-ended data collection techniques such as

focus groups and open-ended questionnaires to avoid providing occasions for

prompted responses is advocated, in addition to the use of close-ended techniques

that lend themselves to quantitative analyses (W. Fisher & Fisher, 1993). The sec-

ond step in this process of changing HIV risk behavior involves the design and

implementation of conceptually based, empirically targeted, population-specific

interventions, constructed on the basis of elicitation research findings. These tar-

geted interventions address identified deficits in HIV prevention information, moti-

vation, behavioral skills, and behavior and capitalize on assets in these factors that

may characterize a population. The third step in the process of HIV risk behavior
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change involves methodologically rigorous evaluation research conducted to deter-

mine whether an intervention has had significant and sustained effects on the

information, motivation, and behavioral skills determinants of HIV preventive

behavior and on HIV preventive behavior itself. The IMB approach advocates

evaluation research that relies on convergent sources of data, at least some of

which are collected in a context and manner that appears to participants to be

unrelated to the intervention itself ( J. Fisher & Fisher, 1992, 1996, 2000; W. Fisher

& Fisher, 1993).

Empirical Support for the IMB Model

Considerable empirical support for the fundamental assumptions of the IMB

model has been provided in multivariate correlational research concerning infor-

mational, motivational, and behavioral skills determinants of HIV preventive
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THE PROMOTION OF HEALTH BEHAVIOR.

Source: J. Fisher and Fisher (1992) and W. Fisher and Fisher (1993), Psychological Bulletin, 111,
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behavior across populations and preventive behaviors of interest (for example,

DeVroome et al., 1996; J. Fisher et al., 1994; W. Fisher, Williams, Fisher, & Mal-

loy, 1999). Confirmatory evidence concerning the IMB model’s risk-reduction

behavior change implications has also been accumulated in model-based experi-

mental intervention research, which has resulted in significant and sustained

increases in HIV risk-reduction information, motivation, behavioral skills, and

preventive behavior over time and across diverse populations at risk for HIV (for

example, Fisher et al., 1996; Fisher et al., 2002).

Multivariate correlational evidence consistently supports the IMB model’s

assumptions concerning the determinants of HIV preventive behavior. In an ini-

tial study in this research line, J. Fisher et al. (1994) used a structural equation

modeling approach to test empirically the IMB model’s assumptions concerning

the determinants of HIV preventive behavior within a primarily heterosexual

university student sample. In this sample, HIV prevention information and moti-

vation were statistically independent factors; each was related to HIV prevention

behavioral skills, and HIV prevention behavioral skills were related to HIV pre-

ventive behavior. Each of these relationships was precisely as predicted by the

IMB model. In an additional study in this series, J. Fisher et al. (1994) examined

HIV preventive behavior from the perspective of the IMB model within a com-

munity sample of adult homosexual men. Once again, it was found that infor-

mation and motivation were independent constructs, that each had a direct link

to behavioral skills, and that behavioral skills were associated with preventive

behavior, as predicted by the model. A direct link between HIV prevention moti-

vation and HIV preventive behavior was observed as well, also in accord with

the model’s assumptions. Subsequent research has substantially confirmed the

IMB model’s propositions concerning the determinants of HIV preventive be-

havior in populations of sexually active minority high school students (W. Fisher

et al., 1999), among African American and white very low-income women

(Anderson, Winett, Wagstaff, Sikkema, & Heckman, 1997), in a cohort of gay

men in the Netherlands (DeVroome et al., 1996), in a sample of heroin users on

methadone (Bryan et al., 2000), and among Indian truck drivers (Bryan, Fisher, &

Benziger, 2001).

The relationships observed across multiple empirical tests of the IMB model’s

relationships are summarized in Table 3.1. It is clear that the central propositions

of the IMB model are consistently supported and that the data are in accord with

the assertion that HIV prevention information and motivation stimulate the appli-

cation of HIV prevention behavioral skills to effect HIV preventive behavior. It is

also clear that there is often a direct link between HIV prevention motivation and

HIV preventive behavior, in accord with the model’s supposition that motivation

may directly influence the practice of preventive behaviors that are not compli-
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cated or novel. In addition, it is evident that the IMB model’s constructs generally

account for a substantial proportion of the variance in HIV preventive behavior.

With respect to HIV risk-reduction behavior change, IMB model-based exper-

imental intervention research has demonstrated the utility of this approach and

has produced sustained and significant changes in HIV prevention information,

motivation, behavioral skills, and behavior. In research reported by J. Fisher et al.

(1996), samples of primarily heterosexual

university students participated in elicitation

studies to identify deficits in their HIV pre-

vention information, motivation, and behav-

ioral skills and to determine their most

significant HIV risk behaviors. Based on elici-

tation findings, an IMB model-based, empiri-

cally targeted HIV risk-reduction intervention

was designed to address HIV prevention

information gaps, motivational obstacles, and behavioral skills deficits related to

this population’s primary HIV risk behaviors. The intervention was a field exper-

iment in which paired male and female dormitory floors received an IMB model-

based intervention—consisting of information, motivation, and behavioral

skills—focused slide shows, videos, group discussions, and role plays, delivered by

a health educator and peer educators—or they were assigned to a control condi-

tion. Evaluation research showed that the intervention had significant effects on

multiple measures of HIV prevention information, motivation, and behavioral

skills at four weeks postintervention and significant effects on discussing condom

use with sexual partners, keeping condoms accessible, and using condoms during

sexual intercourse at this interval. Results of a follow-up assessment indicated that

the intervention had significant and sustained effects on condom accessibility and

condom use and on HIV antibody testing two to four months postintervention.

In a related experimental intervention, Carey, Maisto, Kalichman, Forsyth,

Wright, and Johnson (1997) used the IMB model to guide HIV risk-reduction elic-

itation, intervention, and evaluation research in a sample of primarily African

American, economically disadvantaged, urban women. The model-based inter-

vention focused on information concerning HIV transmission and prevention,

increasing motivation to practice HIV preventive behavior, and the development

of HIV prevention behavioral skills, and it was delivered in the context of four

ninety-minute intervention sessions. Evaluation research indicated that the inter-

vention had a significant impact on HIV risk-reduction information, motivation,

and behavioral skills and on HIV risk behavior, such that participants were signif-

icantly less likely than controls to engage in unprotected vaginal intercourse at a

three-week follow-up. The mean effect size for the behavioral outcome measures

The Information-Motivation-Behavioral Skills Model 51
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at this time was reported to be a robust .94, and most effects of the intervention

persisted at a twelve-week follow-up assessment.

In other research, St. Lawrence, Brasfield, and Jefferson (1995) found strong

experimental support for the intervention efficacy of the IMB model in an HIV

prevention intervention with minority adolescents. In a further application of

the model, Weinhardt, Carey, and Carey (1997) conducted an uncontrolled pilot

investigation of an IMB model–based intervention for seriously mentally ill men

and women. Results of this pilot study indicated that an IMB approach to HIV

risk reduction among chronically mentally ill individuals resulted in pre- to

postintervention increases in HIV prevention information and trends toward

enhanced prevention behavioral skills and preventive behavior. These findings

are consistent with the IMB model, and the investigators suggest that IMB

model–based risk-reduction research, with larger controlled samples, has

promise for the amelioration of the high levels of HIV risk behavior seen among

chronically mentally ill individuals. More recently, Kalichman, Cherry, and

Browne-Sperling (1999) report that an IMB model–based intervention led to

lower rates of unprotected vaginal intercourse and to higher condom use among

minority men recruited from a public clinic, and Kalichman et al. (1999)

observed that an intervention with information, motivation, and skills elements

led to greater use of female condoms in women. Additional research by Kalich-

man et al. (2001) reported that an intervention containing IMB elements was

effective at reducing HIV transmission risk behavior in HIV-infected people.

Finally, meta-analytic work has strongly demonstrated the efficacy of including

information, motivation, and behavioral skills elements in HIV risk behavior

change interventions (Albarracin, Johnson, Fishbein, & Muellerleile, 2001; John-

son, Marsh, & Carey, 2001).

Case Application of the IMB Model

Just completed work by Fisher et al. (2002) will be used to provide a more exten-

sive case example of the use of the IMB model in HIV prevention intervention

research. These researchers used the IMB model to promote change in HIV risk

behavior among inner-city minority adolescent high school students at substan-

tial risk for HIV. Half of all new U.S. HIV infections are among young people

between the ages of thirteen and twenty-four, and among newly infected teens,

49 percent are African American and 20 percent are Hispanic. Overall, young

Americans between the ages of thirteen and twenty-four are contracting HIV at 

a rate of two per hour (Thurman, 2000). It has been emphasized that school-

based HIV prevention interventions may represent the most efficient and universal

The Information-Motivation-Behavioral Skills Model 53

ch03.DiClemente  4/10/02  1:30 PM  Page 53



delivery channel available for targeting adolescents at risk of HIV infection (Basen-

Engquist et al., 1997; U.S. Office of National AIDS Policy, 2000).

Reviews of school-based HIV prevention interventions (Coyle et al., 1999;

Kirby, 1999; Kirby & DiClemente, 1994) indicate that with very few exceptions

(Coyle et al., 1999; Kirby & DiClemente, 1994; Walter & Vaughn, 1993; J. Fisher

et al., 2002), school-based interventions have not been based on well-articulated

and well-tested behavior change theory ( J. Fisher et al., 2002; J. Fisher & Fisher,

2000) and have not demonstrated a significant impact on students’ HIV risk

behavior. The research at focus applied the IMB model to design, implement, and

evaluate an HIV prevention intervention procedure in inner-city minority high

school settings. The standard-of-care control condition did not receive any of the

experimental interventions. They were, however, exposed to their school’s stan-

dard HIV/AIDS curriculum, known as AIDS Week. During this week, health

classes focused on HIV/AIDS, and the curriculum consisted largely of HIV pre-

vention information.

Participants were students in inner-city high schools in Connecticut. The sam-

ple was predominantly female, reflecting the gender breakdown in the schools at

focus. Participants ranged in age from thirteen to nineteen, the mean age was

about fifteen years, and the great majority were in the ninth grade. More than

half were African American, about a third were Hispanic American, and about

10 percent classified their race as Caucasian, “mixed,” or “other.”

The study employed a quasi-experimental nonequivalent control group

design. One high school participated in the classroom intervention; another quite

similar high school served as a standard-of-care comparison group. Equating non-

equivalent groups at pretest as much as possible is strongly recommended in this

type of design (West, Biesanz, & Pitts, 2000). The HIV prevention intervention

examined in this research was empirically targeted to address deficits in inner-city

high school students’ HIV prevention information, motivation, and behavioral

skills identified in population-specific elicitation research.

The intervention was delivered by high school teachers during five successive

class sessions between Monday and Friday of a given week for a class that met

daily. In each school, all students present, including special education students

who were mainstreamed, were included in the intervention sessions. During the

first intervention class, activities focused on providing factual information about

HIV transmission and prevention and on correcting widespread misperceptions,

including HIV prevention heuristics and implicit theories about HIV. Classroom

activities to address such information deficits included viewing Knowing the Facts

(1997), a video created specifically to address HIV prevention information deficits

identified in elicitation research in this population. Students also used flashcards

in an exercise designed to reinforce the information in this video.
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The second classroom intervention session was designed to increase HIV pre-

vention motivation by influencing students’ attitudes and social norms concern-

ing HIV risk and prevention. Attitudinal and normative change were addressed

by showing Just Like Me (1997), a video created specifically for this research, which

consisted of interviews with an ethnically diverse group of HIV-infected young

people, selected on the basis of their social comparability (that is, similarity) to

intervention participants. The video was designed to demonstrate to students that

adolescents who look and act as they do are at considerable risk of HIV infection.

This video had a visible impact on adolescent viewers. The young people in the

video directly implored students to alter their attitudes and norms about HIV risk

and prevention, lest students in the audience experience the catastrophe that has

befallen them. After viewing Just Like Me, teachers prompted students to consider

and discuss how unfavorable attitudes and norms about HIV prevention led to

the infection of the young people in the video (and the death of two of them) and

how the same attitudes and norms are common—and in need of change—among

high school students such as themselves.

The third classroom intervention session continued to focus on enhancing

HIV prevention motivation. An additional video, Stakes Are High (Part 1) (1997),

conveyed strong attitudinal and normative support for HIV prevention, and sup-

portive attitudes and norms were reinforced in associated teacher-led group activ-

ities following the video. Stakes Are High (Part 1) featured attractive ethnically diverse

social comparison urban high school students encountering and overcoming typ-

ical HIV prevention obstacles, such as discussing abstinence or condom use with

a resistant partner, assertively negotiating abstinence or safer sex, and physically

leaving risky situations. The benefits of abstaining from sex or using condoms

were discussed, ways of reducing the social costs of these practices were illustrated,

and the youths in the video supported and encouraged one another’s HIV pre-

vention efforts. Associated classroom activities demonstrated to students that there

is support for HIV prevention among classmates and a degree of rejection of HIV

risk behaviors, and they provided an opportunity for students to consider the ben-

efits of HIV prevention and to problem-solve with their classmates to overcome

perceived obstacles to prevention.

The fourth class focused on developing HIV prevention behavioral skills for

abstinence and condom acquisition and use. Students viewed a fourth specially

produced video, Stakes Are High (Part 2) (1997), which featured ethnically diverse

social comparison inner-city high school students skillfully enacting behaviors to

protect themselves from HIV (for example, assertively maintaining abstinence from

intercourse; purchasing, carrying, discussing, and using condoms) and included a

demonstration of condom use. After the video, the teacher repeated the condom

demonstration for the class, and students practiced unrolling a condom over their
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fingers. Next, students discussed how to apply the abstinence and safer-sex skills

depicted in the video in their own social environment. To learn the safer-sex script,

each student was given a large card depicting a step in the safer-sex process (for

example, deciding whether to have intercourse and communicating this decision

to a partner, discussing safer sex, putting on a condom, and removing a condom).

Students arranged the cards in sequence by placing themselves appropriately into

a line with the initial behavior (deciding whether to have intercourse) first and suc-

ceeding behaviors (acquiring condoms, taking condom out of package) later.

During the final classroom session, students augmented their skills by review-

ing and discussing rules for effective safer-sex communication. Next, they formed

small groups and generated effective verbal responses to a series of common HIV

risk scenarios—for example, a partner refuses to use condoms during sexual inter-

course or insists on engaging in sexual intercourse when the other person wants

to abstain. Responses were critiqued and modified according to rules for effec-

tive communication that had been discussed, and students were then given the

opportunity to role-play and rehearse modified and improved safer-sex state-

ments. Finally, the teacher answered any remaining student questions related to

the intervention.

To evaluate intervention efficacy, one-year postintervention, participants who

indicated that they had been sexually active reported how often they had used

condoms during sexual intercourse in the preceding twelve months. Examination

of path coefficients indicated that the classroom-based intervention resulted in in-

creased condom use for the year following completion of the intervention, in com-

parison to the control group (B = .19, p < 01). At one year postintervention, the

classroom intervention–induced changes resulted in shifts of fully one unit on a

five-unit scale measuring condom use, a statistically significant shift that has clin-

ically meaningful public and personal health implications (see Fisher et al., 2002,

for a detailed discussion of the procedures used, additional intervention condi-

tions, and additional results of this research).

This research study demonstrates that an IMB model–based, empirically tar-

geted HIV prevention intervention, delivered in inner-city high school classrooms

to generally high-risk minority students by their own teachers, had significant

effects on a critical HIV preventive behavior—condom use during sexual inter-

course—one year postintervention. These findings represent one of the only

reports of a rigorously evaluated controlled trial, conducted within existing, intact

high school settings, that has demonstrated success at increasing long-term HIV

preventive behavior among inner-city youth at high risk of infection (Fisher et

al., 2002).

The classroom-based intervention we have described can be broadly deployed

in urban high schools. It was designed to be cheaply, easily, and widely applied
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within actual inner-city high school settings and included the existing teaching

staff and entire intact classrooms rather than the use of specially selected teachers,

charismatic intervenors, select student volunteers, or expensive intervention mate-

rials. The intervention procedures require only the availability of currently

employed teaching staff and a modest investment in intervention training and

deployment. All intervention materials (including manuals, videos, and flashcards)

are ready to implement and are available from the senior author or on-line

(www.films.com/Dynamic/Item/Item8801.asp). On a per-student basis, calcula-

tions indicate that the cost of the classroom-based intervention, using existing

teaching personnel, amounted to only $2.22 per student.

Future Directions: The IMB Model as a General 
Health Behavior Change Conceptualization

Beyond its established strength in predicting, understanding, and intervening to

change HIV risk behavior, the IMB model is viewed as a generalizable approach

to understanding and promoting heath behavior more broadly defined (W. Fisher

& Fisher, 1999, in press). As a preliminary step in establishing the generality of

the model, we conducted a review of the correlational research literature con-

cerning psychological factors linked to performance of diverse health behaviors.

We found that in correlational research, information, motivation, and behavioral

skills elements are consistently related to health behavior performance across

diverse areas such as exercise behavior, smoking cessation, and breast and car-

diovascular health. In effect, correlational evidence supports the IMB model’s

assertion that the three factors in the model are critical determinants of health

behavior outside the domain of HIV prevention (for further details, see W. Fisher

& Fisher, in press).

We next reviewed experimental intervention research across the same health

domains. In this review, we observed that interventions that contain information,

motivation, and behavioral skills elements were more effective in promoting health

behavior change than interventions that

lacked one or more of these elements. Fur-

thermore, we compared the strength of the

information, motivation, and behavioral skills

content of interventions that had strong

health behavior change effects, versus those

with weak effects, and found that the former had greater information, motivation,

and behavioral skills–related content than the latter (for further details, see 

W. Fisher & Fisher, in press). Overall, the findings provide support for IMB model
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elements as determinants of intervention efficacy across diverse domains of health

behaviors.

We then applied the IMB model directly in an effort to account for health

behavior in two diverse areas, breast self-examination (BSE), a detection and

screening behavior, and motorcycle safety gear use, an injury prevention behav-

ior, both of which are quite different from HIV preventive behavior, which is a

disease prevention behavior.

Breast Self-Examination

BSE is a critical health behavior, both because it is regarded as effective in the

early detection and subsequent cure of breast cancer (American Cancer Society,

1998) and because relatively few women practice it (W. Fisher, Dervatis, Bryan,

Silocx, & Kohn, 2000; Misovich et al., in press). In research by Misovich et al. (in

press), women who were recruited in workplace settings completed questionnaires

measuring levels of BSE-relevant information, motivation, behavioral skills, and

behavior. In addition to identifying critical deficits in BSE-relevant information,

motivation, behavioral skills, and behavior (see Misovich et al., in press, for the

specifics), we tested the hypothesized interrelations among the IMB model con-

structs (depicted in Figure 3.3 for the context of BSE) using structural equation

modeling procedures. Results showed that each of the relationships specified by

the model was confirmed and that it provided an acceptable fit to the data (CFI =
.96, RMSEA = .07). As can be seen in Figure 3.3, BSE information and motivation

are statistically independent constructs, each is significantly linked with BSE behav-

ioral skills, and behavioral skills are significantly associated with performance of

BSE-related behaviors, all as specified by the IMB model. In addition, and also pre-

dicted by the model, there is an independent link between BSE motivation and BSE-

related behavioral performance. The three components of the IMB model account

for 70 percent of the variance in BSE-related behaviors, which is regarded as a large

effect size for a prediction model in the behavioral sciences (Cohen, 1988).

Motorcycle Safety

As an additional test of the IMB model as a generalizable account of the psy-

chological determinants of health behavior performance, we report the findings

of model-based research concerning determinants of motorcycle safety gear use

(Murray, 2000). Motorcycle accidents and associated injury and death are very

common occurrences (U.S. Department of Transportation, 1997). Although

motorcycle safety gear use has been demonstrated to save hundreds of lives annu-
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ally (U.S. Department of Transportation, 1997), it is inconsistently practiced by

those at risk.

First, Murray (2000) created elicitation research–based sets of information,

motivation, behavioral skills, and behavior questionnaire items relating to motor-

cycle safety gear use. Data collection for the research to test the IMB model in the

context of motorcycle safety then took place with samples of motorcycle riders

recruited at a biker event, at motorcycle shops, and using flyers posted on a uni-

versity campus (n = 180). A large additional Internet sample (n = 710) was

recruited through motorcycle-related Web sites and Web-based mailing lists, and

questionnaires completed on the Internet were returned by e-mail.

Findings from this cross-sectional study revealed that motorcycle riders had

significant information, motivation, behavioral skills, and behavior deficits with

respect to motorcycle safety gear use (for specific findings, see Murray, 2000). For

example, motorcycle helmets, which are particularly critical for saving lives, were

reportedly used only 80 percent of the time in states without helmet laws. Con-

cerning the IMB model, results of structural equation modeling analyses again

showed that the relationships specified by the IMB approach were confirmed and

that the model provided an acceptable fit to the data (CFI = .97, RMSEA = .07).

As can be seen in Figure 3.4 and as predicted by the IMB model, for complex tasks

The Information-Motivation-Behavioral Skills Model 59

Figure 3.3. EMPIRICAL TEST OF THE IMB MODEL OF THE 
DETERMINANTS OF BREAST SELF-EXAMINATION BEHAVIOR.
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Self-Examination
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Self-Examination
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Self-Examination
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.05
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.13*

.59**
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Self-Examination

Motivation

*p < .05

**p < .01

***p < .001

Source: Misovich et al. (in press).
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(wearing helmets, jackets, and pants can be challenging to put on since they involve

multiple fasteners and, more important, can impair a rider’s sense of control and

mobility while riding), both information and motivation were linked to behavioral

skills for motorcycle safety gear use. In addition, behavioral skills were significantly

associated with reported complex motorcycle safety gear use behavior. Further,

information and motivation concerning motorcycle safety gear use are statistically

related constructs. Note that although the IMB model suggests that information

and motivation are often independent constructs because well-informed persons

are not necessarily well motivated to practice health behaviors, the model does not

require the statistical independence of the information and motivation constructs.

Overall, these findings contribute to establishing the generalizability and

strength of the IMB model across diverse domains of health behavior, including

disease preventive behavior (for example, HIV prevention), disease screening and

detection behavior (for example, BSE), and injury prevention behavior (for exam-

ple, motorcycle safety gear use).

Other Applications

In addition to establishing the empirical generalizability of the IMB model, we

wish to demonstrate its utility as a conceptual basis for analysis and insight into

the determinants and dynamics of still other health-related behaviors. To illus-

60 Emerging Theories in Health Promotion Practice and Research

FIGURE 3.4. EMPIRICAL TEST OF THE IMB MODEL OF THE 
DETERMINANTS OF COMPLEX MOTORCYCLE SAFETY GEAR USE.
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Source: Murray (2000).
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trate, we present an IMB model–based conceptualization of factors implicated in

adherence to active antiretroviral therapy (ART) among people living with HIV.

Understanding and promoting ART adherence in HIV-positive individuals is of

enormous individual and public health significance. On the one hand, ART has

proven dramatically effective in reducing the viral load and associated morbidity

of persons living with HIV and has contributed directly to dramatic declines in

HIV-related mortality (Greenberg et al., 1999; Montaner et al., 1998). On the

other hand, adherence to ART must be highly consistent, in the range of 90 per-

cent, but in actuality it is generally much lower (W. Fisher et al., 2001). When ART

adherence is suboptimal, treatment failure, viral mutation, and development of

multidrug-resistant HIV can take place (Hogg, Yip, Chanm, O’Shaughnessy, &

Montaner, 2000). HIV-positive individuals who inconsistently adhere to their med-

ication are at significant personal health risk and may pose a substantial public

health threat involving the potential development and transmission of multidrug-

resistant HIV to others.

From the perspective of the IMB model, adherence to medical regimen shares

much in common with other critical health behaviors ( J. Fisher, Fisher, Amico, &

Harman, 2001; W. Fisher & Fisher, in press). Therefore, ART adherence is con-

ceptualized to occur as a function of the presence of a specific set of relevant

information, motivation, and behavioral skills factors. All else being equal, to the

extent that an HIV-positive individual is well informed about ART, motivated to

act, and possesses the requisite behavioral skills to act effectively, he or she will be

likely to adhere to ART regimens and reap substantial health benefits. To the

extent that an HIV-positive individual is poorly informed, unmotivated to act, and

lacks the requisite behavioral skills for effective adherence, the individual will be

nonadherent to ART and will fail to realize its health benefits. An IMB model

analysis of ART adherence is presented in Figure 3.5. It describes specific infor-

mation, motivation, behavioral skills, and adherence behavior parameters and the

relationships among them, as well as a set of moderating factors relevant in the

context of ART adherence.

According to the IMB model, information that is directly relevant to anti-

retroviral medication use is an initial prerequisite for ART adherence. Motivation

and behavioral skills are also critical for adherence (see Figure 3.5 for the specific

types of information, motivation, and behavioral skills that may be most impor-

tant). Consistent with other health behaviors, the IMB model of adherence spec-

ifies that adherence information and motivation are often statistically independent

factors that work primarily through behavioral skills to affect adherence behavior

(see Figure 3.5). Adherence information and motivation may also have direct

effects on adherence behavior in situations in which novel or complicated behav-

ioral skills may not be required for ART adherence. Currently, ART adherence
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clearly does require complex behavioral skills. If in the future antiretroviral regi-

mens are developed that are delivered by daily or weekly dosages or transdermal

patches and that have very low cost and few side effects, the IMB model would

anticipate that adherence information or motivation, or both, could have direct

effects on adherence behavior. The IMB approach described in Figure 3.5 includes

some critical additional elements and feedback loops (see J. Fisher et al., 2001,

and W. Fisher & Fisher, in press, for details), and is in the process of being tested

in a large-scale field study in Puerto Rico.

Critique of the IMB Model

Overall, the IMB model provides a comprehensive conceptual approach to under-

standing the determinants of HIV prevention and other health behaviors and may

constitute a generalizable methodology for intervening to promote such behavior.

The model’s assumptions concerning the determinants of HIV prevention and

other health behaviors have been consistently confirmed in multivariate correla-

tional research conducted across a diversity of populations and behaviors 

( J. Fisher et al., 1994; W. Fisher et al., 1999; W. Fisher & Fisher, in press), and its

constructs account for a substantial proportion of the variance in HIV prevention

and other health behaviors. The IMB model’s approach to HIV risk and other

health behaviors has been supported in elicitation, experimental intervention, and

evaluation research conducted with diverse populations. Results of this research

are consistent with the IMB model’s focus on identifying and addressing deficits

in HIV- and health-relevant information, motivation, and behavioral skills as an

effective means for promoting health behavior change. Effects of IMB model–based

interventions on health behavior change have been significant and sustained.

Empirical tests of the IMB model have also suggested criticisms of the IMB

approach to understanding and promoting health behavior change that need to be

addressed in future conceptual and empirical work. First, given the relatively recent

genesis of the IMB model, first published in 1992, it is not surprising that some areas

of IMB model–based research are somewhat sparse. Prospective studies of the de-

terminants of health behavior ( J. Fisher et al., 1998) are far fewer in number than

cross-sectional studies ( J. Fisher et al., 1994), and experimental intervention research,

while consistently confirming the utility of the model with diverse populations,

remains limited. Moreover, much IMB model–based research is still in the process

of being submitted for publication or in press and is not yet widely available.

Second, on a conceptual level, this review raises questions about the role of

the IMB model’s information construct, which across studies appears to be a rel-

atively inconsistent contributor to the prediction of preventive behavior. Although
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the model has specified situations in which information is expected to be a sub-

stantial contributor to health behavior (such as early in epidemics such as the HIV

epidemic) and when it will not (later in epidemics; J. Fisher & Fisher, 1992, 2000),

further empirical study of the model’s conceptualization of the role of informa-

tion is necessary. Our review also raises questions concerning the relationship of

the information and motivation constructs, which are sometimes independent and

sometimes not. The model’s logic, which holds that well-informed people are not

necessarily well motivated to practice prevention, and vice versa ( J. Fisher &

Fisher, 1992, 2000), would appear to permit at least the possibility of a relation-

ship between informational and motivational factors. Other questions remaining

for future conceptual and empirical consideration involve specification of when—

in terms of populations at risk and preventive behaviors of interest—specific

model constructs may prove to be most important.
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T
he typical goal of health promotion campaigns and research is to induce

positive change in health-related behaviors. For example, a media campaign

might attempt to convince people to use their seat belts or to stop smoking. How-

ever, studies of the effectiveness of media and direct interventions have provided

inconsistent results. In particular, efforts in critical areas such as drug and alco-

hol abuse and prevention of acquired immunodeficiency syndrome (AIDS) have

sometimes proved disappointing in terms of concrete successes. This challenge

has led to a number of responses. For example, an entire issue of the journal

Health Psychology was dedicated to the notion that a distinction has to be made

between initiation of behavior change and sustained behavioral change (Roth-

man, 2000). Numerous investigators have pointed out that simply increasing

knowledge about a topic is not sufficient to lead to behavioral change (Helweg-

Larsen & Collins, 1997; Petty, Baker, & Gleicher, 1991). In order to understand

why certain interventions with high face validity fail to provide sustained behav-

ioral change, health promotion researchers and practitioners have sought insight

from basic research on influence processes.

Experimental research has shown that attitudes represent one of the most

important theoretical constructs that determine behavior (Eagly & Chaiken, 1993;

Fishbein & Ajzen, 1975; Petty & Cacioppo, 1981). As commonly conceived, an

attitude is a relatively stable global evaluation of a person, object, or issue. Taking

exercise behavior as an example, critical attitudes might include: “Exercise is
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good; I feel favorable toward running on the weekends; I feel good enough about

myself to believe I can start exercising.” Thus, multiple attitudes held toward dif-

ferent objects at different levels of specificity (in the example, the general concept

of exercise, a specific behavior such as running, one’s own self-efficacy) can affect

the likelihood that any behavior is adopted. Thus, one job of those interested in

health promotion is to determine which attitudes are the most important for pre-

dicting a particular health behavior and which procedures are best used for chang-

ing those attitudes and obtaining sustained behavioral change.

Of course, a number of factors other than attitudes determine whether people

engage in a certain behavior. These include social norms (Fishbein & Ajzen, 1975),

the strength of the attitude (Petty & Krosnick, 1995), feelings of self-efficacy and com-

petence (Bandura, 1986), and prior behaviors and habits (Triandis, 1977). Although

this might suggest that we should try to change these factors instead, many of these

behavioral determinants result from attitudes as well. For example, when the atti-

tudes of many people change, social norms change as well. Positive attitudes toward

the self can increase feelings of self-efficacy, making behavioral change more likely.

Negative attitudes toward past behaviors and habits can drive behavioral change.

Thus, to change behavior, it is useful to understand how attitudes are changed.

Attitudes are most frequently measured using some type of direct self-report

procedure, such as asking a person how favorable or unfavorable and positive or

negative he or she is toward wearing seat belts (see Eagly & Chaiken, 1993, for

more detail about common attitude measurement procedures). When planning a

health promotion program, it is important to

select the attitude or attitudes that the pro-

motion is intended to change and to measure

each attitude separately to determine the suc-

cess of the program. Depending on one’s

goals, it can be useful to measure attitudes

toward a general idea (safer sex), a specific

object (condom), or a behavior (using a con-

dom). The success of a persuasive attempt is then measured by assessing change

in the attitudes targeted. Change can be assessed in a pre-post design or by com-

paring the attitudes of individuals who have and have not received some persua-

sion treatment (Campbell & Stanley, 1964).

The Elaboration Likelihood Model of Persuasion

Contemporary scientific research on attitude change began in the 1940s as an

extension of the U.S. military’s effort during World War II to understand propa-

ganda and persuasion (Hovland, Lumsdaine, & Sheffield, 1949). The learning
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theories developed at that time viewed persuasion as a function of attention, com-

prehension, acceptance, and retention of the persuasive communication (Hovland,

Janis, & Kelley, 1953). This early research identified many of the variables inves-

tigators continue to examine as determinants of attitude change. Beginning with

the Hovland group and continuing today, researchers focus on features of the

source of the message (Is the source attractive? Expert? A member of an in-

group?), the message itself (Is the message complex? Composed of cogent argu-

ments? Rational or emotional?), the recipient of the communication (Is the

recipient in a good mood? Intelligent? Involved in the topic?), and the context in

which the message is presented (Is the environment quiet or distracting? Is the

message on the radio, television, or the Internet?).

As the number of persuasion studies began to grow, numerous inconsisten-

cies in findings appeared. For example, increasing the same variable, such as num-

ber of arguments, source expertise, or use of fear appeals, would increase

persuasion in one experiment, decrease it in another, and have no effect in a third.

Furthermore, numerous attitude change theories were developed to describe a

number of processes through which persuasion takes place, but each theory

seemed to predict persuasion only under certain conditions. Theories were also

in disagreement about the effects of any one variable (for example, how source

expertise influences attitude change; see Petty, 1994).

The Elaboration Likelihood Model (ELM) was developed to explain past

inconsistencies in attitudes research. Whereas past models tended to emphasize

one effect of a given variable and one process by which that effect occurred, the

ELM organized multiple persuasion processes into two routes to attitude change.

The central route involves change that occurs when people are relatively thought-

ful in their consideration of the issue-relevant information presented. In contrast,

the peripheral route to persuasion involves processes requiring relatively little

thought about issue-relevant information. Instead, attitudes are changed by sim-

ple association processes (for example, classical conditioning) or the use of vari-

ous mental shortcuts and heuristics. By noting that variables influence attitudes

by different means at different points along an elaboration continuum, the ELM is

able to explain seemingly inconsistent findings in the persuasion literature. After

describing key ideas from the ELM, we discuss the utility of the model for under-

standing health communication.

Central Route

The ELM organizes attitude change processes into two routes to persuasion: the

central route and the peripheral route. The central route to persuasion involves

careful consideration of information pertaining to the attitude object and its
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relationship to pertinent knowledge stored in memory. Careful consideration of

the issue-relevant information presented involves generating positive or negative

thoughts (or both) toward the advocated position, such as seat belt usage). Under

the central route, the valence of those thoughts (whether positive or negative) is

related to the direction of persuasion, and the extent to which the thoughts are

new and more positive or negative than they were previously determines the

extent of attitude change. The thoughts about the message make up the key com-

ponent that links internal knowledge to the information presented in the message.

Also, the more confidence people have in the thoughts that they generate under

the central route, the more these thoughts determine a person’s attitude (Petty,

Tormala, Briñol, & Jarvis, 2001). The focus of the thinking under the central route

is often on the perceived desirability of the consequences in the communication

and the perceived likelihood that they will occur (Petty & Wegener, 1991; Ajzen &

Fishbein, 2000).

Two conditions are necessary for effortful processing to occur: the recipient

of the message must be motivated and able to process it thoroughly. A person’s

motivation to consider message arguments can be influenced by a number of vari-

ables, including the perceived personal rele-

vance of the message (Petty & Cacioppo,

1979b) and whether the person enjoys think-

ing in general (Cacioppo, Petty, & Morris,

1983). A person’s ability to think can also be

influenced by a number of variables, includ-

ing the amount of distraction present in the

persuasion context (Petty, Wells, & Brock,

1976) and the number of times the message

is repeated (Cacioppo & Petty, 1979). If a person is both motivated and able to

think about the issue-relevant information presented, the result of this careful pro-

cessing is an attitude that is well articulated, readily accessible, and integrated into

the person’s overall belief structure (Petty & Cacioppo, 1986).

Peripheral Route

In our daily lives, we often lack either the motivation or the ability to thoughtfully

consider every potential persuasive communication in the way characterized by

the central route. Attitude change can occur nonetheless because many persua-

sion processes require little to no consideration of substantive information. In the

ELM, such processes are organized into the peripheral route, and they include

reliance on simple cues available in the persuasion context as well as mental short-
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cuts called heuristics. The persuasion context may elicit an affective state (like hap-

piness) that becomes associated with the advocated position through classical con-

ditioning (Staats & Staats, 1958), or a mental shortcut might be used so that a

message from an expert is judged based on the heuristic that “experts are gener-

ally correct” rather than careful consideration of the substantive arguments

(Chaiken, 1987). Another common method used when either motivation or abil-

ity is lacking is simply to count the number of arguments made rather than eval-

uating them based on their content (Petty & Cacioppo, 1984). Although the

peripheral route to persuasion does not involve thoughtful consideration of mes-

sage content, it can be effective in leading to persuasion, at least in the short term.

Elaboration Likelihood Continuum

To this point, it has been convenient to break processes of persuasion into two

distinct routes for explanatory purposes. However, the ELM holds that persuasion

occurs along an elaboration likelihood continuum. The continuum stretches from

processes requiring no thinking, like classical conditioning that occurs outside

awareness, to processes requiring some effort, like counting arguments or making

inferences based on one’s experienced affect, to processes requiring careful con-

sideration, like listing the pros and cons to make an important life decision. Along

much of the continuum, both peripheral and central processes take place and can

influence attitudes simultaneously (Petty, 1994). But as the elaboration likelihood

increases, central route processes, that is, careful evaluation of issue-relevant infor-

mation, tend to dominate in their impact on attitudes over more peripheral

processes, such as reliance on simple heuristics.

It is important to emphasize that the distinction between central and periph-

eral routes is made based on the extent of issue-relevant scrutiny and on how the

information is processed rather than on the type of information itself (Petty,

Wheeler, & Bizer, 1999). As an example, information about the source of a mes-

sage can have an impact on attitudes under either the central or the peripheral

routes depending on whether the recipient has the motivation and ability to eval-

uate it carefully. If Magic Johnson is the source of a message about human

immunodeficiency (HIV) and we use the heuristic “famous is good,” then per-

suasion will follow the peripheral route. However, if we are more persuaded

because he has contracted HIV and knows what he is talking about, then we are

examining the central merits of Magic Johnson as a source, as is likely to occur

under the central route. Note that under the peripheral route, the use of Magic

Johnson could be effective regardless of the message topic because if all one con-

siders is his fame, this is constant across attitude objects. On the other hand, if one

processes the information carefully for relevance, Magic Johnson should be more
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effective in an HIV message than in a message for swimming pools. We will dis-

cuss in more depth how the same variable can influence attitudes in multiple ways

in different situations.

Support for the Central and Peripheral Routes

There is extensive empirical support for the utility of the central and peripheral

distinction (see Petty & Cacioppo, 1986; Petty & Wegener, 1998a, for reviews). In

one early and representative study, the presence or absence of a potential periph-

eral cue and the quality of the arguments, strong versus weak (as determined in

pilot testing), were manipulated (Petty, Cacioppo, & Goldman, 1981).

In this study, college students were given one of four persuasive messages:

(1) strong and compelling arguments attributed to an expert source, (2) weak and

specious arguments presented by an expert source, (3) strong and compelling argu-

ments attributed to a nonexpert source, or (4) weak arguments attributed to a non-

expert source. No distractions were present during the procedure and the message

was easily comprehended, so all participants had the ability to process the mes-

sage. However, motivation to process the message was manipulated by informing

some of the students that the proposal (supporting a change in campus policy)

would take effect in a year (high-relevance condition), whereas others were

informed that the proposal would go into effect in ten years (low-relevance con-

dition). The high-relevance condition should motivate effortful processing of the

message (Petty & Cacioppo, 1979b). The low-relevance condition offers little moti-

vation to process the message, so low-effort attitude change processes should have

a greater impact on attitude change. This was in fact the observed pattern: those

in the high-motivation condition processed the message arguments, so their level

of persuasion was greatly influenced by the manipulation of argument strength.

They responded based on whether the arguments offered good support for the

advocated position. Those in the low-personal-relevance condition lacked the mo-

tivation to process the message thoroughly, and so their level of persuasion was a

function of the expertise of the source rather than strength of the message. That

is, they supported the policy change as long as the source was an expert, regardless

of the quality of the arguments offered to support the policy.

Variables Influencing the Elaboration Likelihood

Taken as a whole, the evidence supporting the ELM shows that a number of vari-

ables exist that can have an impact on persuasion by influencing a message recip-

ient’s motivation or ability to think about the communication. In this way, these
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variables determine whether high or low effort processes are more likely to influ-

ence attitudes. For example, if a woman has a family history of breast cancer, then

she might be motivated to think about a persuasive message about breast self-

exams based on perceived self-relevance (Rothman & Schwarz, 1998). However,

if the perceived self-relevance is so intense as to induce fear, defensive avoidance

might occur ( Janis & Feshbach, 1953). In addition to motivational variables, abil-

ity variables also influence processing. For example, if the message is delivered in

the hall of a busy hospital, the ability to think will be lowered. Variables that influ-

ence motivation and ability to think can be part of the situation (context) or inter-

nal to the person (recipient).

The breast exam example mentioned variables that influence the extent of

thinking (whether many or few thoughts are generated). Other variables influence

the direction of thinking (whether favorable or unfavorable to the message). For

example, telling an audience that they are about to receive an attempt to persuade

them on an important issue can bias responses to the message because the audi-

ence becomes motivated to actively resist a change in their current opinion (Petty

& Cacioppo, 1979a). Conversely, if a person is put in a good mood when exposed

to a message on an important topic, the good mood increases the likelihood of

generating positive thoughts to the communication (Petty, Schumann, Richman,

& Strathman, 1993). Thus, responses to a persuasive message are determined by

both situational and personal factors that influence motivation or ability to think

in ways that change the extent or direction of thinking.

Consequences of the Route to Persuasion

The route used to produce attitude change is critical, because central route atti-

tude changes tend to have different consequences and properties from peripheral

route attitude changes (see Petty, Haugtvedt, & Smith, 1995, for a review). Over-

all, attitudes that result from central route processes tend to be stronger than those

from peripheral route processes. As compared to weak attitudes, strong attitudes

are more durable because they persist over time and resist change when chal-

lenged by contrary information. In addition, strong attitudes guide thinking, and,

perhaps most important, strong attitudes guide behavior (Krosnick & Petty, 1995).

As an example, consider an individual who engaged in thoughtful processing of

a message on exercise that resulted in a strong positive attitude toward this behav-

ior. Strong attitudes are more predictive of behavior, so thoughtful attitude change

makes the initiation of exercise behavior more likely. In addition, because strong

attitudes persist in memory, they will continue to influence behavior over time. Fur-

thermore, when a friend suggests forgoing exercise to watch television, the strong

attitude will be resistant to change. It will also bias thinking in favor of the attitude,
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so the friend’s statement may be reinterpreted as, “Stay in and be a slob,” increas-

ing the likelihood of behavior maintenance. Thus, stronger attitudes produced

through central route processes have a num-

ber of features that increase the chance of

eliciting sustained behavioral change.

A number of studies provide evidence

that attitudes resulting from more effortful

thinking better predict behavioral intentions

and guide actions than do attitudes resulting from little thinking. As one example,

Brown (1974) assessed the attitudes of high school students toward various health-

related behaviors such as using drugs and obeying traffic safety laws. Students who

reported giving the issues greater thought exhibited greater attitude-behavior con-

sistency than those who reported giving the issues little thought.

Research on the need for cognition, a measure of the extent to which people

engage in and enjoy thinking (Cacioppo & Petty, 1982), has also supported this

proposition. For example, Cacioppo, Petty, Kao, and Rodriguez (1986) found that

the attitudes toward presidential candidates of individuals who enjoy thinking

were more predictive of their votes than the attitudes of individuals who did not

enjoy thinking (see Cacioppo, Petty, Feinstein, & Jarvis, 1996, for a thorough re-

view of work on need for cognition).

In these studies, existing attitudes based on high or low amounts of thought

were examined. Other studies have created new attitudes and assessed how well

the attitudes predict behavior. In one study, for example (Sivacek & Crano, 1982,

experiment 2), undergraduate students were informed that their university was

exploring the possibility of implementing senior comprehensive exams (an issue

new to them), and they then read a message describing these exams. Then stu-

dents reported their attitudes toward the proposal and were given the opportu-

nity to sign petitions opposing the exams and to volunteer their services to a group

that opposed the exams. The sample was divided into high- and low-relevance

groups on the basis of the students’ self-reports of whether the issue was high or

low in perceived personal relevance (that is, whether it would affect them or not).

The high-relevance group exhibited larger correlations between their attitudes

toward senior comprehensive exams and their relevant behaviors (petition sign-

ing and volunteering). That is, students for whom the message was more person-

ally relevant demonstrated higher attitude-behavior consistency than students who

considered the message less relevant. Based on the assumption that students in

the high-relevance group engaged in greater issue-relevant thought when form-

ing their attitudes than students in the low-relevance group (as would be expected

based on numerous experiments; Petty & Cacioppo, 1990), this study supports the

notion that thoughtful attitudes are more predictive of behavior than unthought-
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ful attitudes. Other studies that have changed attitudes to a similar degree under

conditions of high or low elaboration have also shown that thoughtful attitude

changes are more predictive of behavioral intentions and actions than unthoughtful

attitude changes (Leippe & Elkin, 1987; Petty, Cacioppo, & Schumann, 1983). Thus,

attitudes formed by the central route exhibit greater attitude-behavior consistency.

Research evidence suggests that attitudes formed by the central route are

more persistent over time and more resistant to counterpersuasive attempts than

attitudes formed by the peripheral route. For example, in two studies (Haugtvedt

& Petty, 1992), similar attitude changes were produced in individuals who differed

in their need for cognition. In each study, college students were presented with a

message containing strong arguments from a credible source, so there were two

possible factors on which persuasion could be based. Both high- and low-need-

for-cognition individuals became more favorable toward the position taken in the

message, but what is critical is that they did so through different processes. Stu-

dents who generally enjoy thinking changed based on a careful consideration of

the high-quality arguments. Low-need-for-cognition students, who avoid thought,

changed to the same extent but because of the positive source cue. When attitudes

toward the issue were examined just two days after the persuasive message, recip-

ients low in need for cognition had returned to their initial positions, but high-

need-for-cognition students persisted in their new attitudes. In a second study, the

students’ new attitudes were challenged just a few minutes after they were created.

High-need-for-cognition students resisted the message attacking their attitude to a

greater extent than low-need-for-cognition individuals.

Taken together, these results suggest that attitude change might have less

impact if it comes about through low rather than high amounts of issue-relevant

thinking. Thus, although central route attitude changes are typically more diffi-

cult to produce than peripheral route changes, the benefits are considerable. A

key contribution of the ELM is the finding that it is insufficient to know simply

what a person’s attitude is or how much change in attitude was produced. It is also

important to know how the person’s attitude was changed. Attitudes that are iden-

tical in valence can be quite different in terms of their underlying psychological

antecedents (how they were formed or changed) and consequences (for example,

whether they predict behavior; see Petty & Krosnick, 1995, for a review of atti-

tude strength research).

The difficulties of creating central route attitude change are familiar to health

promotion researchers. For example, there are great challenges in engaging young

adults in health-related topics like safer-sex practices and substance abuse simply

because they often do not see them as personally relevant or important to their

lives (Scott, 1996; Scott & Ambroson, 1994). Due to these challenges, it is tempt-

ing to suggest that the use of peripheral cues and heuristics is the best way to create
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attitude change. However, attitude change produced through peripheral route

processes can represent an empty victory, since weak attitudes produce little in the

way of tangible results. Instead, more needs to be done to understand what vari-

ables successfully engage the thoughtful processing of such messages in each pop-

ulation. One possible hybrid strategy is to use the peripheral route in combination

with the central route. That is, one might make a health position, such as using

condoms, more acceptable to an unmotivated audience by the use of cues, and

then when it is temporarily more desirable, more active processing techniques can

be employed, such as getting people to justify their new attitudes in a role-playing

exercise ( Janis & King, 1954).

Multiple Roles of Variables in the ELM

One critical component of the ELM is that it allows for any one variable, such as

the credibility of the message source or the mood a person is in, to influence per-

suasion through different processes in different situations. The capacity of one vari-

able to affect judgments through different processes explains how such simple

variables as the credibility of the source or one’s mood can produce complex out-

comes. It also makes it essential to identify the conditions under which a variable

influences attitudes by one process rather than another. We have hinted at the lim-

ited number of ways that variables can affect attitudes according to the ELM: by

serving as a simple cue, by serving as an argument, or by affecting one’s thoughts

(amount of thoughts, valence of thoughts, or confidence in thoughts).

Situations of low elaboration likelihood occur when people are unmotivated

or unable to scrutinize the issue-relevant information presented. Under low elab-

oration conditions, then, persuasion-relevant variables such as a person’s mood

or the expertise of the source, to the extent that they have any impact at all, influ-

ence attitudes primarily through peripheral route processes. This is because peo-

ple are either not motivated or not able to effortfully evaluate the merits of the

information presented. Thus, if any evaluation is formed, it is likely to be the result

of a relatively simple association or inference process that can occur without much

cognitive effort (for example, “Experts are correct”). For example, under low-

elaboration conditions, one’s mood could serve as a simple cue either because the

mood becomes associated with the advocated position through classical condi-

tioning or because people infer their attitude from their mood (“I feel good, so I

must like it”). Both of these peripheral processes assume that mood can influence

attitudes without much issue-relevant thinking.

The ELM holds that under high elaboration conditions, however, people want

to evaluate on the merits of the arguments presented, and they are able to do so.
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In these high-elaboration situations, persuasion-relevant variables have relatively

little impact by serving as simple cues. Instead, the variable is scrutinized, like a

message argument, and can result in attitude change if the variable provides infor-

mation relevant to the merits of the attitude object (for example, an emotional

factor such as how much you “love” someone is central to the merits of selecting

a spouse and can serve as an argument in favor of marriage). Even variables not

central to the merits of the object can influence attitudes under high processing

conditions by biasing the direction of thought taking place. For example, people

might be motivated to generate mostly favorable thoughts about the message if

the source is credible (Chaiken & Maheswaran, 1994), or they might overestimate

the likelihood that some good consequence mentioned in the message will hap-

pen if they are in a good mood (Wegener, Petty, & Klein, 1994). Finally, if

thoughts are generated when people are in a good mood or the source is expert,

people might have more confidence in their thoughts than if the thoughts are gen-

erated when they are feeling bad or are in response to an unknowledgeable source

(Petty, Briñol, & Tormala, in press). The more confidence one has in one’s

thoughts, the more they will impact attitudes.

The final role a variable can have is influencing the amount of thinking that

takes place. For example, we previously noted that people are generally motivated

to think more about messages of high rather than low personal relevance (Petty

& Cacioppo, 1979b) and are generally unable to think carefully about messages

when distraction is high (Petty et al., 1976). But many other variables can influ-

ence the extent of thinking when the elaboration is not already constrained to be

high or low. For example, the variables of source expertise and a person’s mood

can influence the extent of thinking when other variables have not already con-

strained thinking to be very high or low. In such circumstances, people may be

more motivated to pay attention to and think about what an expert rather than a

nonknowledgeable source advocates (Heesacker, Petty, & Cacioppo, 1983). Or

when in a happy mood, people will be more likely to think about a message that

promises to be uplifting and less likely than individuals in a sad mood to think

about a message that promises to be depressing (Wegener, Petty, & Smith, 1995).

This suggests that positive mood influences message processing, at least in part,

due to mood management concerns (Isen & Simmonds, 1978; Wegener & Petty,

1996). That is, people in a positive mood tend to avoid message processing when

they think it might attenuate their good feelings such as when the message is

expected to be unpleasant or counter to one’s own attitude, but engage in mes-

sage processing when it will maintain or enhance their mood, such as when it 

is pleasant or supports their own attitude (see Wegener & Petty, 1996; Petty,

Febrigar, & Wegener, 2001, for reviews of research on mood and persuasion).
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Summary of the Elaboration Likelihood Model

Figure 4.1 presents a schematic depiction of the ELM and highlights the major

features of the model. In the simplest sense, the ELM does three things. First, it

points to two routes to persuasion: a thoughtful and cognitively effortful route that

occurs when the person is both motivated and able to think about the merits of

the issue under consideration, and a less thoughtful route that occurs when moti-

vation or ability is low. Second, the model points to consequences of these two

routes. Thoughtful attitude changes are postulated to be more accessible to mem-

ory, persistent over time, resistant to counterpersuasive attempts, and predictive

of behavior. Third, the model specifies how variables have an impact on persua-

sion. That is, the model specifies certain roles that variables can play in the per-

suasion process. Variables can influence a person’s motivation to think or ability

to think. They can influence the valence of one’s thoughts or the confidence in

the thoughts generated. Finally, they can serve as simple cues and change attitudes

by one of several peripheral processes (for example, identification with the source,

invocation of simple decision heuristics). With these features of the ELM in mind,

we turn to the potential relevance of this model for health promotion.

Using the ELM to Understand Health 
Communication Efficacy

Over the past decade, researchers in the area of health promotion have made use

of the ELM to develop health promotion campaigns and interventions including

AIDS and condom use (Bakker, 1999; Dinoff & Kowalski, 1999; Helweg-Larsen

& Collins, 1997; MacNair, Elliott, & Yoder, 1991; Mulvihill, 1996), exercise (Brock,

Brannon, & Bridgwater, 1990; Rosen, 2000), diet counseling (Kerssens & van

Yperen, 1996), substance abuse interventions (Scott, 1996; Scott & Ambroson,

1994), smoking cessation (Quinlan & McCaul, 2000), compliance in breast can-

cer screening (Drossaert, Boer, & Seydel, 1996), maternal attitudes toward baby

bottle tooth decay (Kanellis, Logan, & Jakobson, 1997), compliance with hospi-

tal infection control procedures (Bartzokas & Slade, 1991), prenatal care for low-

income Mexican women (Alcalay, Ghee, & Scrimshaw, 1993), and organ donor

program participation (Skumanich & Kintsfather, 1996). Dissertations in the

health domain have also made use of the ELM in research related to phenomena

such as the fear associated with heart disease and ulcers (Rosenthal, 1997), ado-

lescent AIDS interventions (Weiskotten, 1993), attitudes toward health mainte-

nance organizations (Chan, 1999), and responses to unfavorable medical diagnosis

(Lockhart, 1999).
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FIGURE 4.1. THE ELABORATION LIKELIHOOD 
MODEL OF PERSUASION.
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As a general theory of information processing, the ELM has considerable util-

ity for understanding the outcomes of different persuasive attempts on resulting

attitudes and behaviors. Because attitudes are

a primary determinant of behavior, attitude

change can be a central focus of any health

promotion program.

ELM Analysis of Message Tailoring

One area of health research in which the ELM has been fruitfully applied is in

the domain of message tailoring. Although there are occasionally contradictory

results (Quinlan & McCaul, 2000), the bulk of research has indicated that match-

ing health messages to different aspects of an individual’s personal characteristics

can increase the effectiveness of the messages in changing attitudes and behavior

(Kreuter, Bull, Clark, & Oswald, 1999; see Kreuter, Farrell, Olevitch, & Brennan,

2000, for a review). Although tailoring strategies have generally been successful,

little is known about why tailoring is an effective strategy. Moreover, little is known

about what differentiates the situations in which tailoring will or will not be effec-

tive in generating short-term or long-term behavioral change.

In this final section, we use the ELM to examine some mechanisms by which

message tailoring could work and provide illustrative examples. In addition, we

speculate about conditions that are likely to maximize the effectiveness of mes-

sage tailoring, as well as those in which tailoring may lead to null or even reversed

effects.

Tailoring. Within the health domain, tailoring typically refers to those instances

in which the arguments contained in health communications are altered to match

the particular concerns of the message recipient. For example, a pretest of Susie’s

concerns about condom use might indicate that she believes that they are awk-

ward and inhibit pleasure. Susie may be less concerned about the cost of condoms

or about their efficacy in preventing pregnancy or disease. A message tailored to

Susie, then, would address the social and physical issues associated with condom

use while leaving out information about their efficacy or cost.

Tailoring procedures can be used to match not only the types of concerns an

individual has about a particular health behavior, but also the individual’s stage

of behavioral change. Stages of change models hold that there are a number of

qualitatively distinct stages through which an individual must pass when adopt-

ing a health behavior (Prochaska, DiClemente, & Norcross, 1992; Weinstein, 1988;

Weinstein & Sandman, 1992; also see Weinstein & Sandman, Chapter Two, this

volume). For example, the Transtheoretical Model (Prochaska et al., 1992) sug-
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gests that individuals pass through five distinct stages (precontemplation, con-

templation, preparation, action, and maintenance) on the path to behavioral

change and that messages that match the individual’s stage of change should be

more effective in changing behavior. With some exceptions, the available litera-

ture generally indicates that this is the case.1

Matching Effects. The finding that tailoring arguments to personal health con-

cerns can increase persuasion bears more than superficial similarity to findings in

other persuasion domains showing that matching a persuasive message to various

facets of the person or his or her attitude can increase persuasion. For example,

matching a message to the functions of an individual’s attitude can increase per-

suasion (for example, providing image-related arguments to a person concerned

about social image; see Shavitt, 1989; Snyder & DeBono, 1985). Making an emo-

tional appeal to a person whose attitude is based on emotion can be more effec-

tive than making a more rational or cognitive appeal (see Edwards, 1990; Fabrigar

& Petty, 1999). Finally, matching a message to one’s group identity can be effec-

tive (for example, framing the message as “for men” or “for women” for individ-

uals highly identified with their gender; see Fleming & Petty, 2000; Mackie, Worth,

& Asuncion, 1990).

Although some researchers (for example, Kreuter et al., 1999) draw a dis-

tinction between personalization (putting a person’s name on the communication)

and tailoring, we believe that these types of matching share important underly-

ing conceptual similarities. Petty, Wheeler, and Bizer (2000) reviewed matching

effects in a variety of social-psychological research traditions, including attitude

function matching, self-schema matching, group identity matching, and affect-

cognition matching. Noting the remarkable similarity in induction procedures and

persuasion outcomes, they suggested that these matching effects might stem from

the same underlying factor: establishing a link to the self.

Matching Under Low Elaboration Conditions. In line with the multiple roles

postulate of the ELM, linking a message to some aspect of the self (“me-ness”

matching) could influence persuasion in a number of different ways. Under low-

elaboration conditions, the match could act as a simple cue, for example, “If it’s

for me [or “relates to me,” or is “similar to me”], I like it.” This notion derives sup-

port from the numerous findings indicating that objects or ideas that are associated

with the self are preferred to those that are not. Thus, individuals prefer products

that they own to those that they do not, whether the products were chosen by the

individual (Brehm, 1956) or received as an unselected gift (Kahneman, Knetsch,

& Thaler, 1991). Individuals prefer arguments that they have generated to those

that others have generated (Greenwald & Albert, 1968) and even prefer the first
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letters in their own names to other letters of the alphabet (Nuttin, 1985). Given

the typically high self-esteem that most individuals possess (Taylor & Brown, 1988),

it is not surprising that the self serves as a positive cue so frequently (an “own-ness”

bias; Perloff & Brock, 1980).

Thus, under low-elaboration conditions, matching a message to some aspect

of the individual’s self, such as one’s concerns, values, goals, groups, or posses-

sions, could act as a positive cue in the absence of much issue-relevant thinking.

Although this cue strategy could be fruitful in the short run, durable attitude

change is more likely when a message is processed under high-elaboration condi-

tions. By engaging in active elaboration on the message topic, the individual forges

more linkages between the new information and knowledge already stored in mem-

ory. Greater elaboration is therefore likely to render the resulting attitude more per-

sistent, more resistant, and more likely to influence thought and behavior.

Matching Under Moderate Elaboration Conditions. When baseline elaboration

likelihood conditions are moderate (that is, motivation and ability factors are not

constrained to be high or low), a persuasion variable can act to increase the

amount of elaboration that takes place. For example, we already noted that a vari-

able that increases the perceived personal relevance of a message can increase the

extent to which an individual thinks carefully about all of the issue-relevant in-

formation presented (Petty & Cacioppo, 1979b). In line with this prediction, a

number of studies in the literature have provided evidence consistent with the idea

that tailoring a message to the recipient can increase elaboration (see Petty &

Wegener, 1998b). For example, Brug, Steenhaus, Van Assema, and deVries (1996)

found that tailored messages were perceived by recipients as more personally

relevant and as written especially for them. Perhaps because of this increased per-

ception of relevance, tailored messages are more likely to be read by the recipi-

ents and result in greater recall for the message content (Brug et al., 1996;

Campbell et al., 1994; Skinner, Strecher, & Hospers, 1994).

Matching Under High-Elaboration Conditions. Under high-elaboration condi-

tions, tailoring or matching a message to an individual could lead to biased mes-

sage processing. For example, arguments that are tailored to address individual

concerns, such as those about cost, could be perceived to be stronger than those

that are not so tailored, such as messages about social benefits, even though there

are no differences (or even a reverse difference) in actual argument quality. For ex-

ample, people may be more likely to fill in positive interpretations for matched

than mismatched arguments. Alternately, tailored arguments could address health

concerns about which the individual has a biased store of issue-relevant knowl-

edge. This could lead to an ability bias even when the individual has an accu-
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racy motivation. That is, the person’s biased store of knowledge might enable the

person to see the merits in some types of arguments more easily than other types.

Finally, people might have more confidence in the thoughts that they generate to

tailored rather than nontailored messages, leading thoughts in response to tailored

messages to have a greater impact on attitudes.

Illustrative Research on Tailoring

In a prototypical tailoring experiment, Kreuter et al. (1999) collected an initial set

of data on participants’ beliefs, motives, perceived barriers, and so forth con-

cerning weight loss. Participants were then sent one of three messages. Tailored

messages included participants’ names and fourteen arguments tailored toward

their particular concerns. Another group received messages from the American

Heart Association that were not tailored but contained general information and

tips concerning weight loss. In a third condition, people received a message that

contained the exact same information as the nontailored message group, but the

message was formatted to resemble the tailored pamphlets in appearance. Results

indicated that participants who received the tailored materials generated more

positive personal connections (that is, links between the materials and their lifestyle,

attitudes, social norms, or behavior) and more positive thoughts than those who

received materials that were not tailored. In addition, participants indicated that

the tailored messages elicited more attention. Although results on the attitude mea-

sures were somewhat equivocal, the experiment generally supported the conclu-

sion that tailored messages can be effective in increasing message processing.

Although many studies within the health literature have tailored arguments to

match the specific dimensions of concern the individual had expressed in that par-

ticular health domain, messages have also been matched on the basis of more gen-

eral characteristics. For example, Brock et al. (1990) conducted a study in which they

tailored persuasive messages to match the self-schemas of the message recipients.

To create the tailored messages, they first contacted a pool of over seven thousand

former customers of a weight-loss company with a letter from the (fictitious) Cen-

ter for Personality Research. Using a card-sorting procedure and adjective-rating

task, participants indicated their overall personality types. Brock et al. (1990) used

these data to classify participants into one of four schema sets (one was “warm-

communicative-compassionate”). These same individuals were later sent a packet

of materials from the weight loss company. The materials included an insert that

was tailored to either match or mismatch the schema set of the recipient and a

business reply card that could be used to reactivate membership with the com-

pany. Control group participants received an insert designed to be neutral with

regard to schema set. Results indicated that individuals who received an insert
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stringently matched to their schema set were over 12 percent more likely to return

the business reply card than were individuals who received a mismatched insert.

These results lend support to the hypothesis that tailoring messages to individu-

als’ self-schemas can be another effective means of tailoring.

In addition, some work has shown that simply tailoring the message format

to match some aspect of the recipient can increase persuasion. For example,

Bakker (1999) reasoned that individuals who are high or low in the need for cog-

nition (Cacioppo & Petty, 1982) would respond differently to messages presented

in a way that made them appear easy or more difficult to process. Need for cog-

nition is an individual difference variable that corresponds to a person’s propensity

to engage in and enjoy effortful cognitive activities (Cacioppo & Petty, 1982).

In this experiment, high school students were exposed to one of two mes-

sages about AIDS and STDs. Although the messages contained essentially the

same information, one message was presented in a concise, written format,

whereas the other message was presented in a cartoon format. Bakker (1999) rea-

soned that low-need-for-cognition individuals should be particularly motivated

to think about the cartoon message because it would appear easier and more

enjoyable to process. High-need-for-cognition individuals, on the other hand,

could be more motivated to process the written message because it would appear

to be more interesting and important. He reasoned that the cartoon message

could actually inhibit persuasion among high-need-for-cognition participants by

creating additional distraction or by leading to negative cognitive responses, such

as responses about the potentially “childish” or simplistic nature of the message

format.

Results indicated that participants in both the cartoon and written message con-

ditions had significantly more knowledge about AIDS after reading the message

than did participants in a no-message control group. However, analyses on attitudes

toward condom use indicated a main effect of message type as well as a significant

need for cognition by message type interaction.

The main effect was such that individuals in

both the cartoon and written message condi-

tions showed more positive attitudes toward

condom use than did participants in the no-

message control group. The interaction, how-

ever, indicated that low-need-for-cognition

individuals expressed more positive attitudes toward condom use after reading the

cartoon message than the written message, and high-need-for-cognition individ-

uals indicated more positive attitudes toward condom use after reading the writ-

ten message than the cartoon message. Thus, message format appears to be an
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additional type of tailoring or matching variable that can have a significant impact

on health attitudes and behaviors.

Interpreting Tailoring Research

The three research examples of tailoring described demonstrate self-matching

effects with three different types of manipulations. Kreuter et al. (1999) tailored

their arguments to match the specific concerns of the message recipients (the most

typical tailoring procedure), Brock et al. (1990) matched the arguments to aspects

of the individuals’ personality schemas, and Bakker (1999) matched the format of

the message to the individuals’ cognitive processing style. Although it is certainly

possible to obtain similar findings for different reasons, it is possible that each of

these results shares an important underlying similarity. That is, each of the stud-

ies reviewed matched an aspect of the persuasive message to a corresponding

aspect of the message participant and may have therefore influenced persuasion

as a result of the self-match.

Although each of the studies found increased persuasion under matched

rather than mismatched conditions, the precise mechanism responsible for each

finding is not entirely clear. Recall that according to the ELM, a given variable

like a message match can serve in multiple roles depending on the overall level of

elaboration present in the persuasion context. Consequently, additional manipu-

lations and measures are necessary to draw strong inferences about the processes

operating in each experiment. The authors of the experiments just reviewed all

favored the explanation that matching increased elaboration. If one assumes that

the arguments presented were strong and that elaboration was not constrained at

high or low levels by other variables, this explanation would be quite plausible and

consistent with the ELM. However, other researchers have provided support for

the idea that self-matching can have other effects besides increasing elaboration,

such as biasing elaboration in a favorable direction (Cacioppo, Petty, & Sidera,

1982; Lavine & Snyder, 1996) or serving as a peripheral cue (DeBono, 1987), and

so, in the absence of empirical process indicators, multiple accounts for the data

reviewed above are possible. For example, in the Bakker (1999) study, was a car-

toon more effective than a written message for individuals low in need for cogni-

tion because the cartoon served as a simple cue or because it increased processing

of the strong message arguments? Given that the individuals were low in need for

cognition, it seems unlikely that the cartoon served in one of the roles reserved

for high-elaboration conditions, such as biasing processing. In any case, the mul-

tiple roles reviewed earlier provide examples of how the same effects could be

obtained using different processes under different elaboration conditions. The
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ELM holds that it is important to understanding the underlying processes of

change because of the strength properties that follow from the different processes.

Of our example studies, the one that provided the most extensive process evi-

dence was that of Kreuter et al. (1999), who included measures of self-reported

attention and cognitive responses. These researchers found that participants found

the tailored messages to be more attention getting and that participants generated

more positive cognitive responses in response to tailored messages. Although not

significant, results further indicated that the total number of thoughts generated

in response to the message was highest among individuals who read the tailored

messages. Thus, it seems plausible that in the Kreuter et al. experiment, tailoring

increased message elaboration.

From the standpoint of understanding the processes responsible for self-

matching effects, it would be very useful to include a manipulation of argument

quality in future research designs.2 Argument quality manipulations can provide an

additional source of information about the role of the variable by indicating the

extent of elaboration (Petty & Cacioppo, 1986). That is, if a variable (like tailoring)

increases persuasion equally when both strong and weak arguments are presented

and argument quality makes little difference, then tailoring is likely to be operat-

ing as a peripheral cue. If, on the other hand, tailoring increases sensitivity to 

differences in argument quality, then it may be increasing objective message elab-

oration. If that were the case, tailoring would increase persuasion when the mes-

sage arguments were strong but decrease persuasion when the message arguments

were weak. When an argument quality main effect is found in conjunction with

a main effect of the experimental variable, the variable may be biasing the already

high levels of elaboration. Of course, to examine the multiple roles for message

tailoring fully, it would be necessary to include a manipulation of tailoring and

argument quality along with a manipulation of the extent of thinking.

It is also useful to assess ancillary measures such as the number and valence

of cognitive responses generated and the confidence in one’s thoughts and atti-

tudes to determine the underlying processes of persuasion more thoroughly. That

is, the positivity of cognitive responses can also be indicative of the direction

and extent of message processing. For example, cognitive responses should be

more likely to mediate the impact of argument quality on attitudes under high-

elaboration conditions. Thought positivity can be computed as the ratio of posi-

tive minus negative thoughts to the total number of thoughts generated (see

Cacioppo, Harkins, & Petty, 1981, for more on thought-listing techniques). Finally,

additional measures of cognitive processing such as message recall, reading times,

or self-reported effort can provide further information about the extent of elabo-

ration, although they are imperfect when used in isolation.
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Of course, the use of multiple manipulations and measurements can be dif-

ficult to achieve in practice. Field settings can often provide pragmatic limitations

on the types of manipulations and measures that one is able to implement. More

important, there could be serious ethical concerns associated with providing weak

arguments for engaging in positive health behaviors. No doubt, this is likely one of

the reasons for the limited use of argument-quality manipulations in health com-

munication research to date. However, argument-quality manipulations have been

used in some experiments (Rosen, 2000), and when combined with a thorough

debriefing, including distribution of appropriate materials, argument-quality effects

can provide important insight into the functioning of variables like tailoring. More

likely, treatments can be pilot-tested in a controlled laboratory context in which

strong and weak arguments are used to understand the mechanisms behind an

effect (such as whether the variable is operating as a cue or increasing thinking).

Once the desired outcome is obtained, the treatment can be taken to the field

where only strong arguments would be used.

Implications for Practitioners

Research shows that the ELM can be used to derive more effective health com-

munications and persuasion interventions.

To effect durable and influential attitude change, practitioners should attempt

to increase the elaboration of the message recipients, that is, the extent to which

people relate the ideas in the message to their prior knowledge and beliefs (see

Petty & Krosnick, 1995; Petty & Cacioppo, 1986). A common problem noted by

researchers is that recipients of health communications are often unmotivated to

process carefully the materials they receive (Scott, 1996; Scott & Ambroson, 1994).

This might lead some to suggest that developers of health messages should put

their energies toward injecting peripheral cues into their communications.

Although this could have a positive short-term impact, long-lasting attitude

changes are unlikely to result from this strategy. Instead, procedures that increase

the formation of highly elaborated, accessible, and well-integrated attitudes will

be most likely to result in actual and sustained behavioral change.

One means of inducing elaboration is by increasing the perceived personal

relevance of the communication (Johnson & Eagly, 1989; Petty & Cacioppo,

1979b). Different kinds of message matching or tailoring could be effective in this

regard (Kreuter et al., 1999; Petty et al., 2000), even for those who are disposi-

tionally prone to engaging in low-effort cognitive strategies (Bakker, 1999). Mak-

ing individuals feel personally responsible or accountable for their own health
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outcomes could also increase attention to health-related communications (see Petty,

Harkins, & Williams, 1980; Tetlock, 1983). In addition, if individuals believe that

their current health beliefs or practices place them in the minority, they may elab-

orate more on the message to resolve the surprise that can result from being dis-

crepant from others (Baker & Petty, 1994). Other variables with an impact on

message elaboration have been reviewed extensively elsewhere (Petty & Wegener,

1998a; Petty, Wheeler, & Tormala, in press) and could prove useful in health com-

munication campaigns.

In addition to these motivational variables, ability variables can have an effect

on message elaboration. Elaboration of health communications should be higher

when the communications are presented in a medium that permits self-pacing, for

example, by using a written medium rather than audio or video media (Chaiken

& Eagly, 1976) in an environment without distractions (Petty et al., 1976) and in

language that recipients easily understand (Hafer, Reynolds, & Obertynski, 1996).

Because the language used to describe health conditions and treatments is often

quite technical, this latter prescription may require pretesting of the recipient pop-

ulation to ensure that the language is not perceived to be too technical. Percep-

tions that the message is too technical can decrease elaboration by its impact on

perceived ability, even though actual ability may be adequate for elaborative pro-

cessing (see Yalch & Elmore-Yalch, 1984). Alternatively, the educational back-

ground of the targets of many health communications could inhibit their ability

to process verbal information, and such limitations should be taken into account.

High levels of elaboration will increase the impact of argument quality. Thus,

the use of strong arguments is another important aspect of any health interven-

tion. Argument strength can be determined by pretesting arguments on subsets

of the target population. Particularly effective messages can be developed when

the concerns of the target population are measured and arguments are developed

to address each concern. More finely grained procedures may isolate subpopula-

tions of the larger population that share similar concerns. For example, single indi-

viduals with multiple partners may be more interested in the efficacy of condoms

for preventing sexually transmitted diseases, whereas married individuals with a

single partner may be more interested in the efficacy of condoms for preventing

conception. Once developed, the tailored arguments can be pretested not only to

ensure that they are perceived as cogent by the target segments, but that they also

elicit favorable thoughts rather than counterarguments. Adjustments can be made

on the basis of such pretests before a broader distribution of the materials. Argu-

ment tailoring can thus serve as one means of ensuring that each population

receives arguments that are perceived to be relevant and are compelling (Kreuter

et al., 2000). Recent technological advances have made tailoring procedures

increasingly efficient and affordable (Kreuter et al., 2000). Of course, tailoring
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the message arguments is only one type of self-matching strategy that might be

used effectively to increase message elaboration.

Finally, assessment of the intervention’s efficacy should be made, and adjust-

ments should be made on the basis of the assessment. An important element in

such an assessment is a measure of the recipients’ attitudes. Message learning can

occur in the absence of attitude change (Helweg-Larsen & Collins, 1997; MacNair

et al., 1991), and differing levels of attitude change can occur with equal increases in

knowledge (Bakker, 1999). Also, since all attitude change is not the same, indicators

of the strength of the changed attitude, such as the accessibility of the attitude or

the confidence in the attitude, should also be taken (Petty & Krosnick, 1995).

Conclusion

The ELM, a useful framework for interpreting and predicting the impact that

health communications have on subsequent attitudes and behavior, proposes that

attitudes can be formed as the result of different types of processes. Peripheral

route processes are those that involve minimal cognitive effort and instead rely on

superficial cues or heuristics as the primary bases for attitude change. Central

route processes are those that involve effortful cognitive elaboration and rely on

careful scrutiny of issue-relevant information and one’s own cognitive responses

as the primary bases for attitude change. Although each process can sometimes

result in attitudes with similar valence, the two processes typically lead to attitudes

with different consequences. High-effort central route processes are more likely

to lead to attitudes that are persistent over time, resistant to counterattack, and

influential in guiding thought and behavior than are peripheral route processes

(Krosnick & Petty, 1995). Because enduring attitude and behavioral change are

likely to be key goals of any health communication campaign, promoting attitude

formation by central route processes is important. Consequently, using techniques

that increase the perceived relevance of the communication and the quality of

the arguments will promote achievement of the communicators’ goals. A thor-

ough understanding of these principles should result in more effective health com-

munication campaigns that efficiently promote the adoption of health-protective

behaviors.

Notes

1. Our aim here is not to assess the validity of stage models. As Weinstein, Rothman, and 

Sutton (1998) noted, the fact that personalization or tailoring can alter persuasion outcomes

does not bear on the validity of stage models.
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2. It might be argued that tailoring itself constitutes a manipulation of argument quality. How-

ever, the goal of most tailoring research is to uncover the dimensions of an object or issue

that are important for a person, such as price or social consequences. The information that

is presented on these dimensions, however, can constitute strong (for example, “less ex-

pensive than all leading brands”) or weak (“costs just slightly more than the leading brands”)

evidence in favor of the position advocated (see Petty & Wegener, 1998b).
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Sammy: Can I take the car?

Mom: Where do you want to go?

Sammy: To Rick’s.

Mom: What are you two going to do?

Sammy: We are going to hang out there and maybe go to a movie later.

Mom: What time are you going to be home?

Sammy: Midnight.

Mom: You know you can’t drive past 10 P.M.

Sammy: Okay, 10 P.M.

Mom: All right, you can take the car. Remember what we talked about: drive

carefully, just you and Rick, and no highway driving.

Sammy: I know, I know, and come home by 10 P.M. or I won’t get to use the car

next week, and call if we go to the movies or anywhere else.

Mom: Okay. Tell Rick good job on his last English test and I will see you later.

Sammy: Thanks! Bye!

Sixteen year-old Sammy just got his driver’s license and is eager to drive. We know

that motor vehicle crashes are the leading cause of injury and death for adoles-

cents sixteen through nineteen years of age. What can we learn about how par-

enting affects child and adolescent adjustment, development, and behavior that
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can be applied to the prevention of motor vehicle crashes among young drivers?

Which aspects of parenting make a difference, and how can protective parenting

behaviors be fostered in families with adolescent children?

Parenting is a complex and multifaceted activity for socializing children.

There are parenting goals, for example, that aim to instill certain attitudes, behav-

iors, and qualities in children. There are overall qualities of the parent-child rela-

tionship, such as warmth and support, that provide context for parent-child

interactions. In addition, there are many parenting practices, ranging from spank-

ing to encouragement, that are specific to parent-child interactions. Over the

years, different theories and theorists have focused on different facets of parent-

ing as “good,” “important,” and “beneficial.”

The parenting style approach attributed to Baumrind (1978) has gained rapid

acceptance and growth in the past several decades as a robust and useful construct

for expressing relations among parenting

behavior and child and adolescent growth

and development. Within this approach, what

is of overall importance is the extent to which

parents are responsive to their children’s needs

and demanding of their children’s behaviors.

Parents who are both highly demanding and

highly responsive are considered authoritative. Substantial research indicates that

authoritative parenting is related to multiple positive child and adolescent out-

comes, ranging from higher academic achievement to a reduced amount of de-

viant behaviors.

The constellation of parenting behaviors related to the authoritative parent-

ing construct, including parenting goals for children’s behaviors, the emotional

climate for parent-child interactions, and responsive and demanding parenting

practices, can assist in the design of prevention programs to affect positively child

outcomes of interest, including adolescent driving behaviors.

The Authoritative Parenting Style

Parents are responsible for socializing their children: teaching appropriate behav-

iors and values for social situations. They “have the complex task of adjusting

their demands and disciplinary methods flexibly to the developing capacities of

the child so as to encourage social responsibility without discouraging indepen-

dence and individuality” (Baumrind, 1978, p. 249). This task will vary depending

on the developmental period of the child. In infancy, primary socialization tasks are
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to meet children’s physical needs and sustain their natural exploratory activity. For

children, parents assume a much more directive role as they deal with important

socialization processes such as parental control, maturity demands, and use of rea-

soning. During adolescence, teens’ dependency on parental control diminishes as

new reference groups, values, and behaviors emerge; thus, parental control de-

creases and independence granting increases. “At each stage, then, the duties and

rights of parents and children differ, finally approximating the balance which char-

acterizes adult relations” (Baumrind, 1978, p. 268).

Prior to Baumrind’s work, theories and theorists basically agreed that parent

socialization practices incorporated aspects of warmth and control and that a

combination of high warmth and control related to positive child and adolescent

adjustment. However, aspects of parenting were conceptualized in various ways.

These included parental attitudes and beliefs toward child rearing, specific par-

enting practices and behaviors, and the emotional relationship between the parent

and child. Baumrind’s work revolutionized thinking by incorporating all three

aspects into the conceptualization of parenting styles (for excellent reviews, see

Darling & Steinberg, 1993; Maccoby & Martin, 1983).

In her early work (Baumrind, 1967, 1971), Baumrind was interested in

which parenting practices related to children’s adjustment. She collected data

on the behaviors of preschool children (that is, self-control, approach-avoidance

behavior, mood, self-reliance, and peer affiliation) and their parents (that is, con-

trol, maturity demands, communication, and nurturance) through interviews,

home visits, and structured observations. She found that parents whose children

were self-reliant, self-controlled, buoyant, and approach oriented were firm, lov-

ing, demanding, and understanding. In contrast, the parents of dependent,

immature children lacked control and were reserved with their children, and

parents of dysphoric and disaffiliative children were firm, punitive, and unaf-

fectionate.

For Baumrind (1967), parental control, which she referred to as parents’

attempts to integrate the child into the family and society by demanding behav-

ioral compliance, was the defining feature of three qualitatively different parent-

ing styles—authoritative, authoritarian, and permissive—each with its own

characteristic parental attitudes, parenting practices, and parent-child interactions

(Baumrind, 1978). Authoritative parents were rational and issue oriented, encour-

aged verbal give and take, reasoned with children, exerted control when children

disobeyed, recognized children’s developmental levels, and set standards for future

conduct. In contrast, authoritarian parents valued children’s obedience, restricted

children’s autonomy, favored forceful compliance measures, and were either very

concerned and protective or neglectful. Permissive parents accepted child impulses

102 Emerging Theories in Health Promotion Practice and Research

ch05.DiClemente  4/10/02  1:31 PM  Page 102



and actions and considered themselves to be resources for the child rather than

directive agents responsible for shaping child behavior and personality. Permis-

sive parents could have been either very loving or self-involved.

Maccoby and Martin (1983) furthered this line of thinking by defining Baum-

rind’s parenting styles along two dimensions: demandingness and responsiveness.

Demandingness referred to the extent to which parents demand mature behav-

ior, supervise activities, and discipline transgressions. Responsiveness referred to

the extent to which parents are attuned to their children’s physical, social, and

emotional needs and support their growing autonomy. From these dimensions,

four parenting styles emerge: authoritative, authoritarian, permissive-indulgent,

and neglectful-indifferent. Authoritative and authoritarian parenting are very 

similar to Baumrind’s initial conceptualization, but what she called permissive

parenting was divided into two types: those that are responsive but not demand-

ing (indulgent-permissive) and those that are neither responsive nor demanding

(indifferent-neglectful). Features of each parenting style (Baumrind, 1991;

Maccoby & Martin, 1983) are listed in Figure 5.1.

FIGURE 5.1. FEATURES OF PARENTING STYLES.
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Whereas Baumrind (1971) defined parenting styles as qualitatively different,

current thinking in parenting styles, attributable to Maccoby and Martin (1983), is

based on the quantitative differences measured along the two dimensions of re-

sponsiveness and demandingness (Darling & Steinberg, 1993). Measures of

parental responsiveness seek to quantify how frequently, consistently, and well par-

ents attend to their children. Measures of demandingness seek to quantify how fre-

quently, consistently, and clearly parents supervise and monitor their children, set

standards for child behavior, and encourage specific, goal-directed behaviors. Re-

search indicates that parental demandingness is positively related to behavioral ad-

justment and responsiveness is positively related to psychosocial development

(Gray & Steinberg, 1999; Parish & McCluskey, 1994), suggesting that both con-

tribute to positive psychosocial adjustment in children.

Thus, the fourfold classification of parenting styles describes how parents rec-

oncile “joint needs of children for nurturance and limit-setting” (Baumrind, 1991,

p. 62), and this union affects the development of instrumental competence, includ-

ing social responsibility, independence, achievement orientation, and vigor (Baum-

rind, 1978). Despite some variation in the benefits of authoritative parenting across

ethnicity, socioeconomic status, and family structure (Dornbusch, Ritter, Leiderman,

Roberts, & Fraleigh, 1987; Jackson, Henriksen, & Foshee, 1998; Lamborn, Mounts,

Steinberg, & Dornbusch, 1991; Steinberg, Dornbusch, & Brown, 1992), “during the

past twenty-five years, research based on Baumrind’s conceptualization of parenting

style has produced a remarkably consistent picture of the type of parenting con-

ducive to the successful socialization of children into the dominant culture 

in the United States. Authoritative parenting—a constellation of parent attributes

that includes emotional support, high standards, appropriate autonomy granting,

and clear, bidirectional communication—has been shown to help children and ado-

lescents develop an instrumental competence characterized by the balancing of soci-

etal and individual needs and responsibilities” (Darling & Steinberg, 1993, p. 487).

Research Linking Parenting Styles to Instrumental Competence 
Among Children and Adolescents

Substantial research supports relationships between authoritative parenting styles

and instrumental competence among children and adolescents. For example,

Mauro and Harris (2000) found that authoritative parenting was positively related

to successful delay of gratification in preschool children, whereas permissive par-

enting was negatively related to it. In contrast to authoritarian and indifferent 

parenting, authoritative parenting has been positively associated with higher lev-

els of psychosocial competence, maturity, and moral reasoning in fourteen- to

eighteen-year-olds (Baumrind, 1991; Boyes & Allen, 1993; Lamborn et al., 1991;
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Mantzicopoulos & Oh-Hwang, 1998). Dominguez and Carton (1997) found that

authoritative parenting was related to self-actualization among college students.

In addition to responsible behaviors, authoritative parenting is related to inde-

pendence among children of all ages. In ethnically diverse samples of students

from fourth through tenth grades, authoritative parenting was positively associ-

ated with, whereas authoritarian and neglectful parenting were inversely related

to, self-esteem, self-control, conflict resolution, and resistance to peer pressure

(Carlson, Uppal, & Prosser, 2000; Jackson et al., 1998). In other research with high

school students, authoritarian parenting was related to obedience, conformity, and

lower self-conceptions, whereas indulgent parenting was related to high levels of

self-confidence (Lamborn et al., 1991; Steinberg, Lamborn, Darling, Mounts, &

Dornbusch, 1994). Moreover, Strage and Brandt (1999) found that authoritative

parenting qualities were related to college students’ confidence levels.

Authoritative parenting style has also been linked to children’s interpersonal

relationships. For example, white and African American children aged nine

through twenty-two with authoritative parents reported better interpersonal rela-

tionships with parents, peers, and teachers when compared to those with author-

itarian or permissive parents (Hall & Bracken, 1996; Hein & Lewko, 1994; Hill,

1995; Jackson et al., 1998; Strage & Brandt, 1999). Durbin, Darling, Steinberg,

and Brown (1993) found that high school students with authoritative parents were

more likely to be involved in well-rounded crowds that reward adult- and peer-

supported norms (for example, “populars” and “brains”). In contrast, teens with

uninvolved parents were involved in crowds with anti-adult values (for example,

“druggies”), and boys with indulgent parents were oriented toward fun-culture

crowds (for example, partyers). In other research (Fischer & Crawford, 1992), hav-

ing an authoritarian father was linked to higher codependency in college students

than was having a permissive or uninvolved father.

Much research focuses on the authoritative parenting style and children’s

achievement orientations. Authoritative parenting was positively associated with

school engagement in fourteen- to eighteen-year-olds (Steinberg, Lamborn, Dorn-

bush, & Darling, 1992), academic aspirations in graduating seniors (Slicker, 1998),

and organization, achievement, and intellectual orientation in African American

high school and college students (Morrongiello, Hillier, & Bass, 1995). Hein and

Lewko (1994) found that authoritative parenting was related to higher levels of

achievement motivation in adolescents from twelve to twenty-two years of age. In

other research, effective achievement and learning strategies among urban and

suburban students in middle school, high school, and college were related positively

to authoritative parenting and inversely to nonauthoritative parenting (Aunola,

Stattin, & Nurmi, 2000; Boveja, 1998; Glasgow, Dornbusch, Troyer, Steinberg, &

Ritter, 1997; Onatsu-Arvilommi, Nurmi, & Aunola, 1998; Strage & Brandt, 1999).
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In addition, authoritative parenting is related to children’s school perfor-

mance. Authoritarian and neglectful parenting show inverse relationships with,

whereas authoritative parenting shows positive relations with, school adjustment

in children from elementary school to college ( Jackson et al., 1998; Hickman,

Bartholomae, & McKenry, 2000). In other research, authoritative parenting was

related to school grades and academic achievement in ethnically diverse students

from fourteen to twenty-eight years of age (Cohen & Rice, 1997; Dornbusch et al.,

1987; Hein & Lewko, 1994; Paulson, 1994; Steinberg, Lamborn et al., 1992; Strage

& Brandt, 1999; Taylor, Hinton, & Wilson, 1995).

Research Linking Parenting Styles to Health-Risk Behaviors 
Among Children and Adolescents

In addition to instrumental competence, more and more research shows inverse

relationships between authoritative parenting and health-risk behaviors among

children and adolescents. For example, research has indicated that authoritative

parenting is related inversely, whereas authoritarian, neglectful, and permis-

sive parenting is related positively, to tobacco and alcohol use in children from

grades four through twelve (Cohen & Rice 1997; Fletcher & Jefferies, 1999; Jack-

son et al., 1998; Lamborn et al., 1991; Slicker, 1998; Steinberg et al., 1994). In

addition, authoritative parenting is inversely related to drug use in high school

students (Baumrind, 1991; Lamborn et al., 1991; Mounts & Steinberg, 1995;

Slicker, 1998; Steinberg et al., 1994).

Authoritative parenting is conversely related to other problem behaviors

among adolescents as well. In contrast to authoritarian, indulgent, and indifferent

parenting, authoritative parenting was shown to be inversely related to anger and

alienation in seventh and eighth graders (Fletcher & Jefferies, 1999; Jackson et al.,

1998) and to aggression, psychological distress, delinquency, and school miscon-

duct in high school students (Lamborn et al., 1991; Slicker, 1998; Steinberg et al.,

1994). In addition, authoritative parenting was related inversely, whereas indul-

gent, authoritarian, and neglectful parenting was related positively, to weapon-

carrying and interpersonal violence in ninth- and tenth-grade students ( Jackson

et al., 1998).

Moreover, Steinberg and colleagues (Steinberg et al., 1994) followed adoles-

cents from fourteen to eighteen years of age over a year to determine if differences

in adjustment outcomes related to parenting styles are upheld. They found that

differences in achievement and problem behaviors were either maintained or

increased over time. The authors suggested that adolescents with continued author-

itative parenting maintain previous levels of high adjustment, whereas teenagers

with neglectful parenting may continue to accumulate deleterious effects.
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Application of Authoritative Parenting 
to Adolescent Health Behavior

It is clear that authoritative parenting is associated with positive adolescent out-

comes. Given its advantages, researchers have been attempting to apply authori-

tative parenting concepts in intervention studies to address adolescent health

behavior. Adolescence, however, is a complex developmental period. Adolescents

are changing physically, socially, psychologically, and cognitively. Also, parenting

roles change during adolescence (Holmbeck, Paikoff, & Brooks-Gunn, 1995).

When children are young, parenting attempts to nurture, protect, and establish

values. As children age into adolescents, parenting aims to guide, direct, and sup-

port growing autonomy and independence. In addition, parent-child relations

during this time are commonly characterized by increased conflict, emotional dis-

tancing, strained communication, and fewer shared activities (Csikszentmihalyi &

Larson, 1984; Paikoff & Brooks-Gunn, 1991; Steinberg, 1987, 1989, 1990). Even

if family relationships are not distressed, adolescents have more freedom, more 

responsibilities, and more life experiences with less parental supervision (Holmbeck

et al., 1995).

By adolescence, some aspects of the parent-child relationship are well estab-

lished. Teens should have a fairly good understanding of how their parents will

react to their behavior, and parents may employ a limited number of parenting

practices that have worked well in the past. Although qualitative changes in parent-

child relationships may occur during adolescence, aspects of the emotional cli-

mate of the parent-teen relationship established during childhood are likely to

carry over into adolescence, providing the context for how amenable to parental

influence teens are and how effective specific parenting practices are likely to be.

Although it is clear that authoritative parenting is beneficial, it is not as clear

what comprises authoritative parenting. Parenting is a complex activity for socializ-

ing children that involves numerous facets, including overall qualities of the parent-

child relationship, parenting goals to promote certain child qualities, and parenting

practices specific to parent-child interactions. Traditionally, authoritative parent-

ing style refers to the emotional climate between parent and child, but that seems

to include aspects of all these parenting dimensions. Adding to the confusion,

researchers have employed various measures for authoritative parenting ranging

from overall parent-child interaction climate (for example, parents’ responsiveness,

demandingness, and autonomy granting) to more specific parenting behaviors (for

example, amount of parental monitoring or communication). While operational

definitions of each parenting style can be expected to differ depending on social

context, developmental period, and method of assessment (Baumrind, 1991), the
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variability and overlap in definitions of style and behavior makes it difficult to

determine the extent to which general parenting style and specific parenting prac-

tices contribute to child outcomes.

Moreover, substantial research on specific parenting practices, apart from par-

enting style but related to authoritative parenting (for example, high parental mon-

itoring, high parental involvement), shows significant relations with instrumental

behaviors, including academic achievement and lower rates of health-risk behav-

iors such as substance use and delinquency (Dishion, Patterson, & Kavanagh,

1992; Dishion, Patterson, & Reid, 1988; Patterson, 1995; 1996; Patterson, Reid, &

Dishion, 1992; Taylor & Biglan, 1998). Simons-Morton and colleagues found that

clear parental expectations against drinking protected early adolescents against

early initiation of drinking (Simons-Morton et al., 1999). In addition, involved

parents protected girls against smoking, whereas a combination of parental in-

volvement, support, and regard protected boys against smoking initiation (Simons-

Morton, Crump, Haynie, Eitel, Saylor, & Yu, 1999). In a separate analysis of these

data contrasting peer and parent influences on smoking and drinking, Simons-

Morton and colleagues (Simons-Morton, Haynie, Crump, Eitel, & Saylor, 2001)

found that clear expectations, high involvement, and positive regard protected

teens from smoking and drinking, even in the presence of negative peer influences.

Ary and colleagues (1999) demonstrated in prospective research with adolescents

that inadequate parental monitoring and increased parent-child conflict, within

a context of poor family relationships, contributed to the development of adoles-

cent problem behavior.

A Useful Model for Applying Authoritative Parenting to Interventions

Darling and Steinberg (1993) have cleverly conceptualized possible relationships

between parenting goals, parenting styles, parenting practices, and adolescent out-

comes. Their conceptualization recognizes that parenting starts with values and

goals for socializing children. Socialization goals include specific child skills and be-

haviors such as appropriate manners, social skills, and self-control, as well as the

development of more global qualities including critical thinking, achievement,

and independence. These goals and values, in turn, influence both parenting style

and parenting practices. For Darling and Steinberg, parenting practices are overt

behaviors defined by specific content and socialization goals (for example, moni-

toring behavior to promote responsibility or applying consequences for aggressive

behavior). Parenting style “is a constellation of attitudes toward the child that are

communicated to the child and create an emotional climate in which the parent’s

behaviors are expressed” (p. 493). Thus, parenting style includes behaviors within
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parenting practices, as well as more subtle behaviors that communicate emotional

attitude (for example, tone of voice or body language).

Darling and Steinberg (1993) suggest that parenting style influences adoles-

cent outcomes in two important ways. First, it influences the effectiveness of spe-

cific parenting practices. For example, in contrast to the emotional climate created

by authoritarian parents, the generally positive emotional climate between par-

ents and youth created by authoritative parenting increases the likelihood of suc-

cess of a parent behavior. Second, parenting style influences the adolescent’s

willingness to be socialized. Being responsive to children and having high stan-

dards for their behavior are beneficial not just at the time of interactions. Parents’

long-term commitment to authoritative parenting may elicit in their children a

willingness or receptiveness to parental demands. Hence, parent effectiveness in

promoting appropriate behavior is the product of a positive emotional climate

and consistent application of positive parenting practices.

Most parent education programs attempt to improve both emotional climate

and parenting practices as they relate to specific parenting goals. Ample evidence

exists for the effectiveness of parent intervention programs for what are commonly

called behavioral family interventions, which focus on increasing the effective

application of authoritative parenting practices. These interventions attempt to

increase the following behaviors: (1) positive parent-child interactions, (2) parental

reinforcement of appropriate behavior with praise and rewards, (3) establishing

and communicating clear limits, and (4) applying consistent consequences and

effective discipline (Taylor & Biglan, 1998). For example, the primary goal of inter-

vention programs for child rearing in distressed families and families with disrup-

tive children is to identify and reduce coercive behaviors, primarily by teaching

parents noncoercive parenting practices (Patterson, 1982).

A few programs have systematically trained parents in nondistressed families

in the development of behavioral parenting skills such as communicating, moni-

toring, and discipline. These programs have shown improvements in actual par-

enting practices that lead to reductions in problem behaviors among adolescents

(Taylor & Biglan, 1998). For example, Irvine, Biglan, Smolkowski, Metzler, and

Ary (1999) randomly assigned parents of at-risk middle school students in eight

small communities to group education or wait-list conditions. Compared to wait-

list parents, those in group education reported improved problem-solving inter-

actions, more appropriately timed reactions to their children, better attitudes

toward their children, and improvements in child antisocial behavior (Dishion et

al., 1992; Patterson, 1995, 1996; Patterson et al., 1992). Relatedly, Hawkins and

colleagues reported successful intervention with families of preadolescents, includ-

ing improved communication (Catalano, Kosterman, Haggerty, Hawkins, &
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Spoth, 1998; Kosterman, Hawkins, Spoth, Haggerty, & Zhu, 1997) and positive

intervention effects on parent behaviors such as increased involvement, moni-

toring, and rule enforcement (Hawkins, Catalano, & Kent, 1991). Hence, it

appears from research with distressed and nondistressed families that it may be

possible to increase the use of authoritative parenting practices, reduce coercion

and conflict, prevent adolescent problem behavior, and improve other adolescent

outcomes.

Using the principles of authoritative parenting seems to be a promising ap-

proach to improving important adolescent health behaviors among targeted fam-

ilies. However, research may benefit from expanding and clarifying the concept of

authoritative parenting. Based on Darling and

Steinberg’s (1993) conceptualization, it ap-

pears that there are three levels of parenting—

goals, style, and practices—that should be

addressed in parent intervention programs to

affect positive outcomes. From the literature,

parents who are considered to be authoritative have characteristic goals, style, and

practices. Figure 5.2 shows the conceptual framework for our proposed overall

approach to authoritative parenting. Under this model, programs wishing to

improve parenting should specify adolescent outcomes of interest; define aspects

of authoritative parenting goals, style, and practices desired to affect adolescent

outcomes; and direct intervention materials accordingly.

Applying Authoritative Parenting 
to Parental Management of Teen Driving

The privilege of driving is a nominal rite of passage for American teens. Driving

confers adult status and represents new opportunities for independence. Although

parents express concern about teens’ driving, many are also glad to reduce their

burden of responsibility for transporting teenagers. However, driving is a dan-

gerous endeavor; motor vehicle crashes are the leading cause of death and injury

among adolescents (Committee on Injury, 1996; National Highway Traffic Safety

Administration, 2000). Oddly, driving skill does not seem to be a particularly

important factor in driving risk, and training teens to be more skillful does not

seem to reduce teen crashes (Vernick et al., 1999). The factors that do seem to re-

late to teen crash risk are age, experience, and the amount and conditions under

which teens drive. Hence, parents may be able to reduce their teen’s risk of driving-

related crashes by managing teen driving using authoritative parenting principles

that are consistent with what is known about teen driving risk.

110 Emerging Theories in Health Promotion Practice and Research

There are three levels of parenting—
goals, style, and practices—that should
be addressed in parent intervention
programs to affect positive outcomes.

ch05.DiClemente  4/10/02  1:31 PM  Page 110



Improving parental management of teen driving is an exciting and impor-

tant target for intervention research for a number of reasons: (1) teen driving is

dangerous, (2) teens are highly motivated to drive, (3) parents are somewhat am-

bivalent about their teens’ starting to drive, and (4) clear guidelines for parents

on why and how to manage teen driving are not generally available. Hence, teen

driving provides an excellent focus for testing the effects of authoritative parenting

on adolescent health behavior applied on a population-wide basis.

Reducing Teen Driving Risk

Motor vehicle crashes are the leading cause of death and injury among teenagers

between the ages of sixteen and nineteen. Teen crash rates are higher than those

of any other age group (Centers for Disease Control and Prevention, 1999; Jonah,

1986; Ulmer, Williams, & Preusser, 1997; Williams, 1985) and disproportionately

high on weekends, with teen passengers, and at nighttime (Chen, Baker, Braver,
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& Li, 2000; Doherty, Andrey, & MacGregor, 1998; Farrow, 1987; Preusser,

Ferguson, & Williams, 1998; Ulmer et al., 1997; Williams, 1985). High crash rates

among teens are attributed to their lack of driving experience and propensity for

risky driving ( Jonah, 1986; Romanowicz & Gebers, 1990). When compared to

older drivers, teenagers report more risky driving behaviors such as speeding, fol-

lowing too closely, rapid accelerations, and other aggressive maneuvers that

heighten the likelihood of crashes ( Jonah, 1986; Jonah & Dawson, 1987).

In an effort to reduce high crash rates among teenage drivers, many states are

implementing graduated driver licensing (GDL) programs. GDL programs

increase the safety of teen drivers by delaying teen licensure and restricting 

high-risk teen driving in various ways: raising the ages for permit and licensure,

increasing the amount of practice driving required during the learner’s phase,

lengthening the time periods for learners and provisional phases, increasing

parental supervision of teen early driving, implementing nighttime driving cur-

fews, establishing a zero-tolerance policy for alcohol or other drugs, restricting

teen driving with teen passengers or on high-speed roads, and requiring seat belt

use (Williams, 1993, 1996). Research indicates that certain components of GDL

programs have resulted in reduced rates of teen risky driving behaviors, crashes,

violations, and overall amount of driving. These include raised ages at permit and

provisional license, increased supervised driving, and nighttime driving curfews

(Doherty & Andrey, 1997; Ferguson, Leaf, Williams, & Preusser, 1996; Preusser,

1988; Preusser, Zador, & Williams, 1993; Williams & Preusser, 1997).

State-imposed delay and restriction of teen driving has been successful in

increasing teen safety, but parent-imposed delay and restriction of teen driving

may be equally successful for various reasons. GDL programs vary from state to

state. As of November 2001, all but nine states have adopted or incorporated core

elements of a three-stage GDL program (Insurance Institute for Highway Safety,

2001); however, no jurisdiction has all the elements of an optimal graduated

licensing system as identified by the Insurance Institute for Highway Safety. In

addition, although states mandate restrictions, parents are responsible for impos-

ing and maintaining them. Whereas political and public support is needed before

states can implement teen driving restrictions, parents are in a prime position to

take such measures on their own and to enforce them at an individual level.

Research on the Relationship Between Parenting and Teen Driving Risks

Parents have a substantial opportunity to affect safe teen driving because they are

involved in their teenagers’ driving from the beginning, teaching them to drive

and governing their access to vehicles. Teenagers also report that parents set 

driving rules such as “don’t drink and drive,” “tell parents where you are going
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and with whom,” and “be home at a certain time” (Preusser, Williams, & Lund,

1985). The little research that has addressed the relationships between parenting

and teen driving suggests that authoritative parenting practices are associated with

reduced risky driving, traffic violations, and crashes among teenagers (Beck, Shat-

tuck, & Raleigh, 2001; Hartos, Eitel, Haynie,

& Simons-Morton, 2000; Hartos, Eitel, &

Simons-Morton, 2001). For example, Hartos,

Eitel, Haynie, and Simons-Morton (2000)

interviewed three hundred adolescents li-

censed two years or less about risky driving

behaviors, parenting practices, and other vari-

ables. Parental restrictions on teen driving were inversely related to teen risky 

driving behaviors. In addition, traffic violations were four times more likely and

crashes seven times more likely among adolescents whose parents had lenient 

driving restrictions.

In prospective research, Hartos et al. (2002) found that when compared to

adolescents with low risky driving over time, adolescents with high risky driving

over time were about three times more likely to report low parental monitoring

and two times more likely to report low parental restrictions on driving. In addi-

tion, Beck, Shattuck, and Raleigh (2001) found that more frequent parental super-

vision and less unrestricted teen access to a car were associated with less likelihood

of teens’ speeding and more likelihood of their using seat belts when driving.

Although parents are in a prime position to influence their teens’ driving

behaviors, research indicates that many parents are less involved than they could

be. Beck and colleagues (Beck et al., 1999, 2001) found that for the majority of

incidents, parents were not aware that their teens drove under the influence of al-

cohol, rode with other drinking drivers, were distracted by friends or other passen-

gers while driving, did not wear seat belts, drove aggressively, or ran stop signs and

traffic lights. Other studies (Beck, 1990; Beck, Scaffa, Swift, & Ko, 1995) also doc-

ument a tendency of parents to underpersonalize risks related to teen driving and

to attribute impaired driving to their teens’ friends rather than to their own teens.

In addition, an alarming number of teens do not report having driving rules

or restrictions for high-risk driving conditions, including driving at night and with

teen passengers (Beck et al., 2001; Hartos et al., 2000). Despite the high preva-

lence of motor vehicle crashes among adolescents and research linking teen pas-

sengers with crashes (Aldridge, Himmler, Aultman-Hall, & Stamatiadis, 1999;

Chen et al., 2000; Doherty et al., 1998; Williams, 1985; Williams, Ferguson, Leaf,

& Preusser, 1998), Hartos and others (2000) found that adolescents reported that

they were allowed to have “many” teens as passengers “most of the time. ” And

Beck et al. (2001) found that only a little more than half (55 percent) of the teen
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drivers in their survey reported any restrictions on the total number of passengers

allowed in the car when they were driving, and only 25 percent reported being

restricted to no teenage passengers.

Increasing Parental Management of Teen Driving: Checkpoints Program

Effective parent education to improve child and adolescent behavior has proven

to be complicated and difficult to implement. Population-based programs face the

unique challenges of identifying parents and delivering timely and appropriate

motivational messages and instruction in a dose sufficient to cause an effect.

Instructional materials for parents on how to teach and manage young drivers are

widely available from public agencies, private groups, and insurance companies,

but few materials have been evaluated and none are embedded in what might be

considered a comprehensive, planned, theory-based educational program.

We are conducting the Young Drivers Intervention Study, a randomized trial

that will test the effectiveness of a program of interventions, the Checkpoints Pro-

gram, on parental management of teen driving and teen driving experience. The

Checkpoints Program aims to reduce teen motor vehicle crashes and traffic vio-

lations by increasing parental management of teens’ early driving and reducing

the amount teens drive under higher-risk conditions. This is the first randomized

trial targeting parental management of teen driving.

The Checkpoints Program is being implemented in Connecticut, a state with-

out restrictions on teen driving after the permit period. Parents and teens (n =
4,000 parent-teen dyads) are recruited at local offices of the Department of Motor

Vehicles when teens receive a learner’s permit. After baseline data collection, fam-

ilies are randomly assigned to the Checkpoints Program or a general traffic safety

education group and followed for two years. Teens and parents are interviewed

by telephone on recruitment, within a few weeks of teen licensure, and at three

months, six months, and twelve months postlicensure. Driving records will be

reviewed for crashes and citations at age eighteen. Families assigned to the safety

education group periodically receive by mail informational newsletters that focus

on various aspects of driving, including car maintenance, safety belts, and alco-

hol and drugs.

The overall goal for families assigned to the Checkpoints Program is for par-

ents to establish, and teens to adhere to, appropriate driving restrictions during

the first two years of driving. During the teen driving permit period, specific par-

enting goals are to increase parent participation in practice driving and establish

the expectation and intent to restrict teen driving after teen licensure. Specific

Checkpoints Program goals for families during the first two years of teen licen-

sure are to (1) adopt and maintain the Checkpoints Parent-Teen Driving Agree-
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ment, (2) establish appropriate restrictions on driving, (3) monitor teen driving,

(4) apply appropriate consequences for deviations from the provisions of the agree-

ment, and (5) modify the agreement over time, granting additional driving privi-

leges consistent with teens’ demonstrated responsible behaviors including driving.

Hence, the Checkpoints Program aims to promote parental management of teen

driving consistent with teen driving safety.

Strategies to Increase Authoritative Parenting

The Checkpoints Program includes mediated persuasive communications admin-

istered during the prelicensure and postlicensure phases and a parent-teen driving

agreement. The persuasive communications are in the form of a video entitled

So Who Wants to Be a Driver? and newsletters delivered by mail on a regular basis

before and after teens receive their driver’s license. The parent-teen driving agree-

ment is a tool that families can use to establish teen driving privileges and restric-

tions and identify the conditions that teens must meet to gain additional privileges.

As shown in Figure 5.3, these intervention materials are designed to incorporate

and promote authoritative parenting in terms of goals, style, and practices to affect

the safety of young drivers.

Introductory Video. Within a few weeks of recruitment, right after baseline as-

sessment, families receive a package from the Checkpoints Program that includes

a welcome letter and video that describe the Checkpoints Program, the risks of

teen driving, and the benefits of adopting the Checkpoints Parent-Teen Driving

Agreement. The video, which is less than ten minutes in length, includes expert

and family accounts of experiences related to teen driving, and it follows two fam-

ilies as they negotiate the Checkpoints Driving Agreement and establish initial

teen driving expectations.

Newsletters. During the time teens have their learner’s permit, parents receive

eight newsletters—one every three weeks. Each deals with risks associated with a

specific driving condition: nighttime driving; teen passengers; high-speed roads;

adverse weather; seat belt nonuse; and drugs, alcohol, and driving. Each includes

recommended actions parents and families can take to reduce these risks, includ-

ing talking with teens, setting clear expectations and standards for safe driving, and

limiting driving under high-risk conditions until teens gain more driving experi-

ence. The ninth newsletter summarizes teen driving risks and ways parents can

reduce these risks, and it emphasizes the advantages of adopting the parent-teen

driving agreement.
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Postlicensure Newsletters. During the first six months that teens have a driver’s

license, families receive additional newsletters that remind and encourage them

to maintain the Checkpoints Driving Agreement and renegotiate the terms of the

agreement at the appropriate times. Each newsletter focuses on a specific aspect

of teen driving, including the need for continued parental supervision, the lower

risk of purposeful driving such as going to work or school compared with cruis-

ing, the types of distractions that increase teen crashes, and choosing a car. The

spacing of the newsletters increases over time, with the first delivered a few weeks

after licensure and the latter ones several months apart.

Checkpoints Parent-Teen Driving Agreement. The Checkpoints video and

newsletters are designed to increase the likelihood that families will adopt and main-

tain the Checkpoints Driving Agreement, the primary behavior management tool
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by which families can establish clear guidelines and parameters for teen driving.

Numerous parent-teen driving agreements have been developed and are distrib-

uted by insurance companies and other groups; however, none has been evaluated.

The features of the Checkpoints Driving Agreement include establishing the

following: (1) a process of negotiation between parents and teens; (2) driving rules

related to traffic safety and being responsible; (3) restrictions on teen driving,

including driving curfews, teen passenger limits, types of roads on which they are

allowed to drive, and the weather conditions necessary for them to drive; (4) the

period each set of restrictions is to be in place before they can be reconsidered

and new privileges can be awarded; (5) the requirements the teen must meet to

qualify for additional privileges; and (6) the consequences for violating terms of

the agreement.

The agreement is organized into four checkpoints that cover three- to six-

month periods. At agreed-on times, families evaluate teens’ responsible behavior

and driving performance and renegotiate any additional driving privileges. The

driving agreement provides recommendations that encourage the adoption and

maintenance of relatively strict limitations on initial unsupervised teen driving

that become relaxed over time, but families are free to adopt restrictions as they

see fit. In addition, the driving agreement encourages families to adopt “check-

in” procedures whereby the teen is responsible for informing a parent about the

specifics of all trips, including destination, any passengers, return time, and other

information as necessary before taking the car. This places responsibility on the

teen for conforming to the requirements of the driving agreement. Parents are

encouraged to, even if they grant exceptions, maintain the restrictions for the

agreed-upon time period.

Checkpoints Program Evaluation

Several pilot studies have been conducted to assess the immediate impact of expo-

sure to Checkpoint Program materials. To test the effect of exposure to Checkpoints

newsletters on parental attitudes toward teen driving restrictions, we recruited ninety-

eight parents of teens holding learner’s permits and randomly assigned them to

pretest-posttest or posttest-only groups (Hartos & Simons-Morton, 2001). Each

group was mailed two newsletters about risks of teen driving and benefits of restric-

tions. In follow-up telephone interviews, most parents indicated that they had read

the newsletters and found them useful. Exposure to the newsletters significantly

increased parents’ attitudes toward the risks of teen driving and the benefits of

parental restrictions.

To assess how families would react and use the Checkpoints Driving Agree-

ment, we recruited forty-seven volunteer families at driver school locations as teens
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received their driver’s licenses and asked them to pilot-test the Checkpoints Driving

Agreement (Hartos & Simons-Morton, 2000). Within three months after receiv-

ing the agreement, parent and teen participants were interviewed by telephone

about their experience with the driving agreement. Most families (thirty-eight of

forty-seven) adopted the driving agreement and indicated that they liked its orga-

nization and content. Most parents and teens indicated that it was not difficult to

reach agreement and would recommend the driving agreement to other families.

Most families adopted the recommended strict initial driving restrictions, includ-

ing restrictions on number of teen passengers, nighttime curfew, and road condi-

tions. Exposure to the driving agreement led many parents to adopt significantly

stricter initial limits on teen driving than they had originally intended. Hence, it

appears preliminarily that exposure to the Checkpoints Driving Agreement, even

without being exposed to persuasive communications, is acceptable to families

and serves as a useful tool for adopting and structuring teen driving restrictions.

This is the first controlled evaluation of the facilitated use of a parent-teen

driving agreement, and it will assess the feasibility of altering authoritative par-

enting in terms of parental management of teen driving (see Figure 5.3). The

Checkpoints video is designed to address authoritative parenting goals and style

by promoting appropriate expectations and standards for teen driving by intro-

ducing ways parents can increase teen safety. The prelicensure newsletters address

authoritative parenting style and practices by encouraging parents to talk to their

teens, set up clear and fair driving privileges for them, and monitor teen driving.

The postlicensure newsletters address authoritative parenting practices and goals

by encouraging parents to continue to manage teen driving over time to increase

the safety of their teens. The driving agreement addresses authoritative parent-

ing overall by providing guidelines for parental management of teen driving. It is

hoped that these methods will facilitate not only appropriate family goals for teen

driving, but also a positive climate for families to negotiate teen driving privileges

and consistent application of authoritative parenting practices as they relate to

teen driving.

Future Directions

Further refinements to the conceptualization of authoritative parenting are

inevitable and necessary. Despite much research showing consistent patterns of

relations between authoritative parenting and child outcomes, issues continue to be

raised. For example, research shows differing patterns of agreement and relations

among parent and child and adolescent reports of parenting styles and child out-

comes (Cohen & Rice, 1997; Paulson, 1994). In addition, more than four parent-
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ing styles emerge when considering mixed and middle-of-the-road parenting

(Baumrind 1991; Mantzicopoulos & Oh-Hwang, 1998; Slicker, 1998). Also, var-

ious measures continue to be employed for authoritative parenting, ranging from

overall parent-child interaction climate (for example, parents’ responsiveness,

demandingness, and autonomy granting) to more specific parenting behaviors (for

example, amount of parental monitoring or communication). More research is

needed to address the hypothesis of Darling and Steinberg (1993) that parenting

styles moderate the effects of parenting practices; apply the conceptualization of

the relations among authoritative parenting goals, style, and practices to adoles-

cent behavior (see Figure 5.2); and evaluate the effects of interventions to increase

authoritative parenting on adolescent outcomes.

Little is known about how best to reach and intervene with a broad range of

families to increase authoritative parenting and improve adolescent outcomes.

Studies have intervened with families dealing with difficult children or other spe-

cific populations, but only recently has this work been extended to broader pop-

ulations. The Young Drivers Intervention

Study addresses a population of middle ado-

lescents and seeks to alter a target behavior,

teen driving. Teen driving is common to all

youth in this age group, but this group does

not aggregate naturally for any period of

time. More research is needed in the area of

delivery and effectiveness of intervention

materials within broad-range populations.

Similarly, more needs to be learned about the extent to which authoritative par-

enting can be fostered among parents of adolescents. Given the changes in fam-

ily relations during adolescence and the history of parent-child relations in the

family, research needs to focus on ways to increase positive family goals, emotional

climate, and practices to promote a variety of target adolescent outcomes.

Other applications and extensions of authoritative parenting are likely and

warranted. One example is to promote authoritative teaching styles in continuing

education for middle and high school teachers. Our group has been exploring this

extension by conducting workshops with middle school teachers that include

instruction on authoritative teaching. Substantial research on teacher training

focuses on outcomes such as improved time on task or student test scores. The con-

cept of authoritative teaching as we have been presenting it is not a way of improv-

ing teaching of content so much as a way of motivating students to try harder. In

our school-based work on adolescent problem behavior (Simons-Morton et al.,

1999), we have found that many teachers become discouraged with poor student

performance and begin to expect less of students, which reinforces students’ lack
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of motivation. So we encourage teachers to be demanding, that is, to keep expect-

ing that their students will do well rather than giving up on them, and responsive,

that is, monitoring and acknowledging student performance and giving feedback

in a warm and personal way to encourage them. More research on applying

authoritative teaching may be a promising approach to fostering students’ aca-

demic achievement potential.

Authoritative parenting is a compelling conceptualization for how parents

can best deal with child and adolescent development and behavior. Substantial

research links authoritative parenting goals, style, and behaviors to positive ado-

lescent development and behavior outcomes. The Young Drivers Intervention

Study will test the extent to which increased parental management of teen driving,

within the bounds of authoritative parenting, reduces teens’ exposure to high risk

driving situations and teen crashes. It will also provide evidence for the effective-

ness of our (Figure 5.2) and Darling and Steinberg’s (1993) conceptualizations of

authoritative parenting in promoting adolescent health.
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The folks down in my area . . . may not know that Mrs. Smith and Jones are “health
advisers.” They may not know to call them that. . . . But if you got a problem, you call
Mrs. Smith and you call Mrs. Jones, and they are going to help you. You can call it
whatever you want, but they get the job done. They meet the needs.

A COMMUNITY HEALTH ADVISER IN THE MISSISSIPPI DELTA, 1992

T
his statement was made during our evaluation of a health promotion proj-

ect that applied a natural helper model to improve community competence

and health (Eng & Parker, 1994). Mrs. Smith and Mrs. Jones are doing what they

have always done in their communities because they are natural helpers. Natural

helpers are particular individuals to whom

others naturally turn for advice, emotional

support, and tangible aid. They provide infor-

mal, spontaneous assistance, which is so much

a part of everyday life that its value is often

not recognized (Israel, 1985). Consequently, their work with a project as com-

munity health advisers can be invisible to others and frequently to the community

health advisers themselves. Being unobtrusive, natural helping can be difficult to

demonstrate, operationalize, and capture empirically.

CHAPTER SIX

NATURAL HELPER MODELS 
TO ENHANCE A COMMUNITY’S 
HEALTH AND COMPETENCE

Eugenia Eng
Edith Parker

Y

Natural helpers are particular individuals
to whom others naturally turn for advice,
emotional support, and tangible aid.
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In recent years, public health professionals have introduced a number of

approaches, loosely referred to as lay health adviser interventions, that include a

parallel but separate line of work with natural helpers. The Centers for Disease

Control and Prevention (U.S. Department of Health and Human Services, 1994)

compiled a two-volume directory of lay health adviser projects and programs in

the United States, as well as a computerized database that is regularly updated.

A few examples illustrate the wide range of settings, health issues, and popula-

tions involving natural helpers and other types of lay health advisers.

Barbers (Wilkinson, 1992) and church members nominated by their pastors

in North Carolina (Eng & Hatch, 1992) served as lay health advisers to improve

hypertension screening, management, and control among African Americans.

Migrant farmworker women served as promotores (promoters) to address the mater-

nal and child health needs of families traveling in the Midwest (Booker, Robin-

son, Kay, Najera, & Stewart, 1997) and East Coast migrant streams (Watkins et

al., 1994). In a small southern town with big-city rates of sexually transmitted dis-

eases (STD), a community resource group identified twenty-five natural helpers

willing to serve as advisers. Known as Respect and Protect, advisers helped people

they know to use condoms with their main partners and helped people seek

screening when they had unprotected sex (Thomas, Eng, Clark, Robinson, & Blu-

menthal, 1998). A network of 160 lay health advisers, called Save Our Sisters,

was established across North Carolina across five rural counties to assist older

African American women in breaking the silence about breast cancer screening

(Eng & Smith, 1995; Earp et al., 1997). Village Health Workers in Detroit have

undertaken activities in their neighborhoods to improve the health of women and

children (Parker, Israel, Schulz, & Hollis, 1998). Students in suburban high schools

can seek confidential health counseling at a designated room during specified class

periods from peer educators who were nominated by the student body and the

adults they trust (Berkley-Patton, Fawcett, Paine-Andrews, & Johns, 1997). Health

centers in the San Francisco Bay Area (Love, Gardner, & Legion, 1997) and a

health coalition in rural Massachusetts (Baker et al., 1997) selected local residents

and paid them to work as community health advisers.

In short, lay health adviser interventions have emerged as an important ap-

proach in health promotion. Implicit in this approach is the exchange of social sup-

port, such as information, advice, tangible aid, and referrals to external resources

(House, 1981). From a public health perspective, the associations found between

social support and health (Nuckolls, Cassel, & Kaplan, 1972; Cassel, 1976; Kaplan,

Cassel, & Gore, 1977; Broadhead et al., 1983) hold substantial potential for trans-

lating the health-enhancing effects into social support interventions (Heaney &

Israel, 1997). The common feature of lay health adviser interventions is to enlist
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indigenous members of a given population in channeling health-enhancing social

support to individuals and groups (Eng & Young, 1992; Israel, 1985; Service & 

Salber, 1979). At the same time, important conceptual and methodological dis-

tinctions among lay health adviser interventions have been viewed as falling along

a continuum (Eng, Parker & Harlan, 1997). At one end are interventions in which

lay health advisers serve as paid employees of an agency, such as a paraprofessional

or outreach worker, and seek to deliver social support, such as information and

assistance to individuals that protect the health of those individuals. At the other

end are interventions for which lay health advisers are natural helpers with ex-

pertise and knowledge that contribute to the health and competence of their com-

munity through information distribution, assistance, and organization of

community-building activities within their social networks. This emphasis on nat-

ural helpers working within their own social network, defined as person-centered

webs of relationships that connect individuals to other individuals or groups (Israel,

1982; Israel & Rounds, 1987), differs from the lay health adviser who provides

social support to individuals who may or may not be part of his or her social net-

work, such as outreach workers.

Lay health adviser interventions that explicitly intend to collaborate with nat-

ural helpers to enhance a community’s health and competence are the focus of

this chapter.

The Genesis and Emergence of Natural Helper Interventions
in Public Health

“In lesser degree than the family, but with similar dynamics, the primary friend-

ship group may prove to be an epidemiological unit of some significance” (Steuart

& Kark, 1993, p. 41). With this observation, a group of South African researchers

began their pioneering work of uncovering the structure and function of a com-

munity’s natural helping system, examining associations between social relation-

ships and health, and recognizing that health is a social concern. Their initial

studies were conducted from 1945 to 1959 in communities of various incomes

and ethnicities in South Africa that were served by seven primary health care cen-

ters. Their methodology and broad inclusion of social factors as determinants of

health have been acknowledged as the fundamental work of the twentieth cen-

tury in social epidemiology (Trostle, 1986).

Sidney Kark, the group’s leader, credited Guy Steuart, the psychologist in the

group, with calling their attention to the importance of social networks and 

primary groups for their work in community health education (Israel, Dawson,

Steckler, Eng, & Steuart, 1993). Steuart developed a unique procedure for record-
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ing the structure and functions of a community’s natural helping system. His find-

ings revealed sophisticated and complex skill sets and expertise on how commu-

nities manage with life, deal with its frustrations, and strive to ensure the conditions

for the good health for its members (Steuart, 1978). Natural helping was a part of

everyday living even for communities whose life conditions, such as apartheid pol-

icy or rural poverty, would be expected to exert an undeniably harmful influence

on health.

The staff of the seven health centers in South Africa were trained at the

South African Institute of Family and Community Health to conduct research on

the connection between social relationships and health. The significant feature of

their work was that they developed techniques that incorporated the findings into

the daily practice of the health centers (Kark, 1951). Staff began working with

social groupings of people as a natural extension of their interviews with indi-

viduals receiving medical care and guidance. That is, by entering into a functional

relationship with the presumed natural helpers in a social group, health center

staff intended a two-way flow of communication and influence that would be

mutually beneficial. They found that by engaging natural helpers and their social

networks in a ten-week mutual exchange of discussion and decision making,

changes in infant feeding practices were achieved in the desired direction (Steuart

& Kark, 1993). Of equal significance, health center staff increased their own

understanding of individuals in terms of their family situation, of families in their

life situation within a community, and of what it is like to live in a community in

relation to the social structure of South Africa (Kark, 1951).

The process of working through natural helpers’ social networks, ranging

from formalized groups to only two or three intimate friends gathered together in

a home, was considered by this group of South African researchers to be among

the institute’s most important learning experiences (Steuart & Kark, 1993). Their

research came to an abrupt end in South Africa in 1959, when the new govern-

ment began to apply apartheid policy to the medical professions. Individual mem-

bers of the group dispersed to Israel, Kenya, and the United States, where they

continued to develop their methods and ideas on the social determinants of health.

Those who relocated to North Carolina refined their ideas and methods for

engaging a community’s natural helping system in behavioral and social change

interventions. Steuart (1969b, 1977) introduced the action-oriented community

diagnosis procedure into the curriculum for the master’s degree in public health

in the Department of Health Education at the University of North Carolina (Eng

& Blanchard, 1991). He used the term diagnosis to indicate that the purpose of the

analysis is to result in action, change, and improvement that meet a community’s

needs (Steuart, 1969a). The procedure drew on methods of inquiry from the dis-

ciplines of epidemiology and anthropology to reveal the following information:
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• The nature of a community’s power structure and the lay groups that might

participate in both planning and implementing an intervention

• The appropriate unit of practice, such as the individual, family, social groups,

or neighborhood

• The interpersonal and nonpersonal methods most appropriate to the tasks of

behavior and social change

• The informal opinion leaders and influential persons in social networks through

whom influence may be brought to bear on a health issue

Eva Salber, a colleague of Steuart in South Africa, conducted such a diag-

nosis in a rural community of North Carolina while at Duke University’s Depart-

ment of Family and Community Medicine. She and a small team of health

educators documented the detailed procedures they used to identify social net-

works and their natural helpers, and they recruited these individuals to complete

training sessions on the needs and issues that had emerged from the community

diagnosis (Salber, Beery, & Jackson, 1976; Service & Salber, 1979; Jackson & Parks,

1997). They linked these natural helpers to the resources of the local health care

system and called them lay health advisers. For many public health scholars,

Salber’s systematic application of the principles and methods developed in South

Africa to a rural community in the United States marks the beginning of our field’s

conceptualization of natural helper interventions in the field of public health (Eng

& Young, 1992; Jackson & Parks, 1997; Earp et al., 1997; Watkins et al., 1994,

Parker et al., 1998).

At the University of North Carolina, John Hatch designed and implemented

the first church-based lay health adviser intervention by building on the skills and

expertise of natural helpers in congregations of rural black churches (Hatch &

Lovelace, 1980). Before joining Steuart’s faculty, Hatch had been applying the

principles and methods developed in South Africa with rural African American

communities in the Mississippi Delta. His collaborator in Mississippi was Jack

Geiger, who, as a medical student at Case Western, had completed a one-year

clerkship with Steuart and his colleagues at the South African Institute for Fam-

ily and Community Health (Geiger, 1984; Trostle, 1986). Geiger and Hatch had

received war-on-poverty federal funding to establish in Mississippi the first rural

community health center in the United States, for which they clearly acknowl-

edged the work of the South African institute (Hatch & Eng, 1983; Geiger, 1971;

Israel et al., 1993).

The focal point of Hatch’s body of work is the black church as a community-

based institution with structures and functions that nurture leadership, accord

rewards and recognition, mobilize social action, and ensure mutual aid for its

members (Hatch & Lovelace, 1980; Eng, Hatch, & Callan, 1985; Eng & Hatch,
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1992). His research on the health-enhancing effects of natural helping in the black

church has opened up new space for developing lay health adviser interventions

that are relevant and authentic to the everyday lives of African Americans. Hatch

is now recognized nationally and internationally for promoting collaborative meth-

ods of inquiry and planning between health service delivery systems and African

American communities’ natural helping systems (Hatch, Moss, Saran, Presley-

Cantrell, & Mallory, 1993).

Natural Helping Concepts and Public Health Practice

To recognize the relevance of natural helping to public health practice, it is essen-

tial to understand the following concepts: community support system, neighbor-

hood attachment, informal helping networks, and community competence.

Understanding these concepts and their relationship to public health practice is

key to understanding the public health natural helper interventions.

Community Support System

The President’s Commission on Mental Health (1978) defined a community support

system as (1) natural helping networks to which people belong, (2) work site rela-

tionships, and (3) self-help or mutual aid groups. This commission’s Community

Support Systems Task Panel, chaired by June Jackson Christmas and directed by

Marie Killilea, marked the first time that a prestigious nationwide study group

afforded such prominence to the role of community and its support systems in

mental health (U.S. Department of Health, Education and Welfare, 1979; Biegel

& Naparstek, 1982). In addition, the commission devoted a separate section of its

report to disease prevention and health promotion through improving coping and

enabling people to realize their full potential. The surgeon general’s report, Healthy

People (U.S. Department of Health, Education and Welfare, 1979), provided fur-

ther impetus for the field of public health to recognize the importance of life cir-

cumstances, such as housing or employment, life events, such as immigrant status

or divorce, and lifestyles that may affect people’s vulnerability to a wide range of

disorders and disease (Cassel, 1976; Jessor & Jessor, 1981; Bloom, 1979).

The emphasis of these two national reports on community support systems

and conditions of community life that enable people to be healthy signified a dis-

tinct departure from medical model theories (Biegel & Naparstek, 1982). First, these

reports suggested that health promotion interventions do not need to stress the role

of identifiable factors in the etiology of a particular class of disorders. Second,

these reports suggested that health promotion interventions can have nonspecific
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preventive consequences. Moreover, as Caplan (1982) observed, routine inter-

vention by health professionals done without recognition of natural support sys-

tems may weaken, instead of strengthen, the operation of a community’s natural

support systems and mutual help organizations. This recognition of the existence

and power of community support systems to reduce people’s vulnerability to dis-

ease and illness has continued to increase among public health professionals and

is reflected in the recent popularity of such concepts as social capital in the field

of public health.

The professional disciplines of public health and social work have drawn

heavily from Roland Warren’s (1963a) conceptualization of community as a social

system with structures and functions that help its members adjust to social, polit-

ical, and economic change. Donald Warren (1971) delineated the following five

functions of a community: a center for interpersonal influence, a source of mutual

aid, a base for formal and informal organizations, a reference group and social

context, and an arena for according status. In the context of these functions, com-

munity members’ adjustment to social, political, and economic change is viewed

as a process of help seeking and help giving, as opposed to a discrete event or

behavioral occurrence. Similarly, problems do not just happen; they are mani-

fested through an accumulation of events, behaviors, and symptoms during a

period of time. The point at which a problem begins is as indeterminate as the

point at which help becomes effective, and the course between these two vague

points is often a long one. This view that most people are engaged in help-seeking

and help-giving processes opened up new space for health and human service

professionals to examine how their programs could strengthen the natural help-

ing networks of communities, workplaces, and associations (Gottlieb, 1982).

Neighborhood Attachment

The body of work on natural helping networks has offered strong evidence for

the important role of neighborhood attachment to place, groups, and other indi-

viduals. These attachments, viewed as a proxy for adjustment to one’s environ-

ment (Nuckolls et al., 1972; Lin, Simeone, Ensel, & Kuo, 1979), have been found

to improve people’s adaptive competence during times of life stress (Killilea, 1976;

Caplan, 1974, 1976). Neighborhood attachment has also been shown to provide

a sense of belonging, reduce alienation, and offer a reason for overcoming the

frustrations of a changing world (D. Warren, 1977). Explanations have been

attributed to communality of experience, collective willpower, sharing of infor-

mation, constructive activity, and receiving help through giving it (Riessman,

1965; Plaut, 1982; Shanas, 1978; Cantor, 1979; Guttman, 1979).
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Furthermore, natural helping has been found to flourish when the issues were

either of little interest to professionals or involved considerable numbers of peo-

ple who did not have access to the services of professionals (Tracy & Gussow,

1976). Ethnic communities with disproportionately more members who are elderly

and low income, for example, may have stronger neighborhood attachment and

patterns of natural helping than that of the general population (Mann, 1965;

Gans, 1961; Lee, 1968; Biegel, Naparstek, & Khan, 1982; Stack, 1974). Scholars

have therefore emphasized taking into account communities’ social and cultural

backgrounds (Hamburg & Killilea, 1979; Biegel et al., 1982; Lin et al., 1979) when

developing health promotion programs aimed at strengthening natural helping

networks.

Informal Helping Networks

Informal helping networks are those indirect ties to resources that one may have

access to through the different social groupings to which one belongs (for exam-

ple, family, neighborhood, work, and voluntary associations). Through inter-

actions with persons in one’s social groupings, one may gain access to information,

resources, people, and pathways for help that are outside one’s intimate circles

(Warren, 1963b). The social groupings may themselves be linked and thereby can

tie people indirectly to a variety of helping networks simultaneously. For exam-

ple, a woman confides a recent concern to her daughter-in-law, who mentions rel-

evant information she had gained from one of her coworkers. Although the

woman never needs to be in contact with the coworker, she is part of a viable help-

ing network through a helping transaction with one person. Furthermore, being

part of a helping network can direct her attention to the needs of others in her

community (D. Warren, 1982).

These informal helping transactions are relatively spontaneous and may

involve mutual exchanges of support for a variety of large and small stresses of

everyday life. Health and human service professionals have long recognized that

for most people, their principal sources of help for a wide range of problems are

family, friends, neighbors, coworkers, and other personal relationships (Gourash,

1978; Litwak & Szelenyi, 1969; Pancoast & Chapman, 1982). The focus of agency

services on delivering care to an identified patient or client population represents

only a small proportion of the support, crisis intervention, and problem solving

that occur in communities. Agencies have consequently recognized the potential

of forming partnerships with informal helpers and have developed different inter-

vention strategies for cooperating with and reinforcing a community support sys-

tem’s natural helping networks.
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The body of work by Froland (1980) on the interface between formal and

informal helping systems generated a valuable typology of informal helping net-

work interventions observed to be the most relevant and accessible to health and

human service professionals (see Table 6.1). The interventions are based on six

types of relationships found in informal helping networks of communities:

• Family and friends. These are the most intimate of helping relationships and

are characterized as being long standing through preexisting ties and involving

equality of exchange over the long term. In informal helper interventions involv-

ing family and friends, agencies usually ask only for commitment to help, without

requiring special skills or knowledge, and the intervention is short term.

• Neighbors. Those who live next door or very close are the most likely to be

involved in helping, but when encouraged by an agency, they may also live in an

area beyond the geographical boundaries of a neighborhood. Their helping rela-

tionship is characterized as being long standing through preexisting ties, involves

equality of exchange over the long term, and is locality based. Informal inter-

ventions involving helping from neighbors need to consider that the forms of help-

ing from neighbors are not based on obligation of kinship or friendship and have

defined limits on level of involvement and what is appropriate to ask for and offer.

• Natural helpers. These are individuals to whom people naturally turn for

advice, emotional support, and tangible aid. They may be known in a neighbor-

hood context or in a wider network. Their helping relationship is characterized

as being long standing through preexisting ties, is locality based, and is a central

part of their activities. Helping from natural helpers is based on personal moti-

vation to help others and skills that have earned them respect and confidence.

Although they share many of the same sociodemographic characteristics as those

they help, their coping abilities are superior. In interventions with natural helpers,

agencies usually link these helpers to appropriate formal services and provide them

with social, emotional, and material resources.

• Role-related helpers. These are individuals in such positions as hairstylists, shop-

keepers, and clergy who come in contact with a large number of people through

the positions they hold. Their helping relationship is characterized as being long

standing through preexisting ties and is locality based. In addition, they are often

active on agency-sponsored task forces, boards, and committees created to improve

services. In their agency-defined role as informal helpers, they are more likely to

be a source of information and referral and to work to make the agency more re-

sponsive than they are to provide friendship and emotional support.

• People with similar problems. These are helping relationships that are usually

fostered by an agency or program that brings together people with similar prob-

lems to share their experiences and support one another. The help involves equal-

ity of exchange over time but seldom occurs in the homes of participants. Helping
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TABLE 6.1. TYPOLOGY OF INFORMAL HELPER INTERVENTIONS.

Type of Informal Helper Examples of Activities Conducted by Agencies

Family and friends Elicit commitment from clients’ personal networks to share
tasks during clients’ short-term limitation in functioning

Reinforce preexisting helping relationships by providing
counseling or training on how to be more supportive to
clients

Identify and train focal person to mobilize and maintain
helping relationships

Neighbors Broker help for individual clients from their neighbors

Create helping relationships by creating opportunities for
neighbors to interact, such as by organizing block groups 
to help residents in need or reviving old acquaintances

Natural helpers Identify natural helpers by conducting reputational method

Reinforce preexisting helping relationships to provide 
improved advice, assistance, material resources, and referrals

Link appropriate formal agency services to informal helping
network

Support natural helpers in implementing short- and 
long-term self-help action in response to local needs

Role-related helpers Make contact with individuals who are influential and 
visibly located at a crossroads, such as storekeepers and
pharmacists

Create helping relationships in which they can be a source
of information and referral to people they encounter in 
their positions

Encourage them to make their institutions and businesses
more responsive to needs of agency clients

People with same problems Legitimate groups’ learning from one another using 
experiential rather than professional knowledge

Create helping relationships by facilitating groups’ 
meeting each other

Mobilize agency resources

Share skills in group dynamics and group process

Volunteers Recruit willing individuals by advertisement, referral, 
or from client group

Create, initiate, and sustain helping relationships for 
isolated people

Heavy investment of agency resources for more specialized
problem solving

Source: Based on Pancoast & Chapman (1982).
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usually takes place within a self-help group, and short-term returns are often ex-

pected. The role of agencies varies from being proactive by taking the initiative

in establishing these groups to being responsive when approached by one or more

persons with similar problems requesting resources.

• Volunteers. These individuals are the most familiar informal helpers to most

professionals because volunteers require considerable input from professionals.

They are usually recruited, trained, and channeled through a formal organiza-

tion’s programs to offer help, on a stranger-to-stranger basis, to persons who do

not have a helping network of their own. The volunteer is clearly defined as the

helper, and therefore, this type of helping relationship is the most likely to involve

inequality in social status and coping ability.

Acknowledging that informal helping network interventions do not all engage

the natural helping networks of a community’s support system has important

implications for public health practice (Eng et al., 1997). It is important to distin-

guish between interventions that are embedded within ongoing networks of rela-

tionships, such as interventions working with family and friends, neighbors, or

natural helpers, and those helping relationships that are created by an agency,

such as volunteers and people with similar

problems (Pancoast & Chapman, 1982). Al-

though the latter type of interventions are

formed to meet a specific need on a short-

term basis, helping relationships based on kin-

ship, friendship, residential proximity, and

natural helping are long term, highly individ-

ualized, flexible, and likely to be meeting

some basic needs. Agencies that want to interface with embedded helping rela-

tionships such as these must be willing to be flexible and spend time in the begin-

ning to identify natural helpers, analyze their networks, and understand the

particular culture of their community support system. Interventions that create

helping relationships, such as those that use volunteers or people with similar prob-

lems, will require a substantial investment of agency resources to sustain them.

Recruitment methods of programs that intend to certify and employ local

residents as lay health advisers, but without consideration of the origin of help-

ing relationships, may use eligibility criteria according to qualifications set by per-

sonnel policies. The natural helpers to whom people in a community turn

therefore may not necessarily be among the local residents recruited because they

are not seeking employment or do not fit the agency’s qualifications for a lay

health adviser. In contrast, the qualifications for a natural helper have been estab-

lished by the community rather than an agency. Other programs, which intend
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to accept all willing volunteers, may cast as wide a recruitment net as possible

through posters, windshield leaflets, and media advertising. Natural helpers, how-

ever, may not respond because they are already too busy helping people and

groups in their communities or do not self-identify as natural helpers.

The nature and level of influence or impact that can be expected from nat-

ural helper interventions may also differ from those based on agency-created help-

ing relationships. Although all informal helper interventions are generally aimed

at enhancing the health and well-being of individuals through peer-to-peer

dynamics, natural helper interventions operate through a community’s political

dynamics and neighborhood attachment. Because natural helping networks are

part of a community support system, natural helper interventions can bring peo-

ple together and set a political dynamic in motion to transform and secure

improved quality of community life (Labonte, 1989; McKnight, 1991; Heller,

1989). In addition to securing well-being for members of a community, natural

helper interventions also give attention to changing policies and practices of orga-

nizations and acting on environmental factors that impede the health and devel-

opment of a community (Ketterer, Bader, & Levy, 1980; Plaut, 1982; Eng &

Parker, 1994). Therefore, one important outcome from natural helper interven-

tions is a more competent community.

Community Competence

The term community competence was first codified in social psychiatry by Cottrell

(1976). His conceptualization of a community’s being competent was strongly

influenced by George Herbert Mead’s body of work on the process of social inter-

action (Cottrell, 1980). Cottrell’s description of a competent community is one in

which its various component parts are able to (1) collaborate effectively in identi-

fying collective problems and needs, (2) achieve a working consensus on goals and

priorities, (3) agree on ways and means to implement the agreed-on goals, and 

(4) collaborate effectively in the required actions. He observed that the more com-

petent a community is, the more mentally healthy are its members. From these

observations, he defined eight dimensions of community competence that repre-

sent social interactions among community members as well as between a com-

munity and the larger society (see Table 6.2).

A few empirical studies of community competence have attempted to opera-

tionalize its dimensions (Denham, Quinn, & Gamble, 1998) and develop measures

to evaluate community development programs (Hurley, Barabrin, & Mitchell, 1981;

Gatz et al., 1982) and related health promotion programs (Goeppinger & Baglioni,

1985; Knight, Johnson, & Holbert, 1991). With regard to applying the concept

to natural helper interventions, only one study evaluated changes in community
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TABLE 6.2. COMMUNITY COMPETENCE DIMENSIONS.

Illustrative Quotes
Dimensions Definitions from a Natural Helper

Participation in Process by which a community “I’ve always been the type to want
community life member commits himself or to help, but just didn’t know how

herself to a community and to go about doing it. So, that way,
contributes to the definition this health adviser program has 
of goals as well as to ways and helped me to do things I always
means for their implementation wanted to do.”

Commitment to Commitment to a community “One of the things is the pulling
the collective as a relationship worth  together of the community to get

enhancing and keeping things done. And we found out that
we had to do that in order to get
things done. We were not going to
get things done apart. The more of
us that come together and shared
ideas, we realized the problems we
were having were about the same.”

Self-other awareness Clarity with which each part of a “And the people are now beginning
and clarity of community can perceive its own to realize who the power brokers
situational definitions identity and position on issues in are. Well, they were aware before,

relationship to other parts of a but they didn’t know how it
community impacts their lives. They didn’t 

realize the role an election plays 
in getting things done.”

Articulateness Ability of a community to “Health advisors talked to people to
articulate involvement in tell people that might need some 
community collective views, of the things that they could do.
attitudes, needs, and intentions In fact, that very day, just in conver-

sation, they learned about some-
Communication Process by which information  body that needed some food. They

is exchanged in a community  didn’t have any food in their house.
and ability to amass common  And health advisers were able to
meanings from different parts  make a contact there.” 
of a community

Conflict containment Ability to establish procedures by “I think the health adviser program
and accommodation which open conflicts may be as a whole is probably our best bet

accommodated and interaction to get a racial community effort.
between different parts of a An interracial, biracial. And since
community will continue the program has been here, I say I 

could see greater unity with people 
working together to try to improve 
their conditions.”
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Illustrative Quotes
Dimensions Definitions from a Natural Helper

Management of Ability to use resources and “As far as actual person-to-person
relations with the supports that the larger society contact, one of the strongest points
wider society makes available and to act to of the health adviser program was

reduce the threats to community this working together and knowing
life posed by a larger social where services can be provided
pressure and people willing. And people 

will channel things to us now 
that would not have ever been 
addressed.”

Machinery for Ability of a community to “The health advisers have gone to
facilitating participant establish more formal means the county board of supervisors
interaction and for ways to ensure representa- and their representatives to talk
decision making tive input in decision making about housing. They are now

as size of community increases building two new housing 
projects.”

Social support Community members know “Health advisers have helped in
and care about neighbors; terms of going into the patient’s
show willingness to lend a hand home to teach or render some
in cognitive, instrumental, and kind of care, if it’s nothing other
emotional support than companionship.”

Source: Based on Cottrell (1976); Eng & Parker (1994).
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competence as an outcome and will be described later in this chapter (Eng &

Parker, 1994).

The Natural Helper Intervention Model and Applications

The field of health promotion has realized that a partnership with natural helpers

can interweave formal services with the help provided by a community support

system and result in a more appropriate response to the needs of clients and com-

munities (Pancoast & Chapman, 1982; Service & Salber, 1979; Eng & Hatch,

1991; Eng & Young, 1992). Natural helpers provide a community-based system

of care and social support that complements, but does not extend or serve as a

replacement for, the more specialized services of health professionals (Eng &

Smith, 1995). Through a wide spectrum of associations in a community, as for-

mal as a church or guild (Eng et al., 1985) or as informal as a neighbor’s kitchen

(Heaney & Israel, 1997), natural helpers are linked to individuals, groups, and the

wider society that no health professional could begin to reach alone.

Outcomes and intermediate benefits from the various roles and social action

arenas through which natural helpers and health professionals can collaborate are

presented in Figure 6.1. As shown, professionals can form a partnership with nat-

ural helpers to achieve three levels of outcomes: improved health practices,

improved coordination of agency services, and improved community competence.

Improved Health Practices

Health professionals can offer training to natural helpers so the helpers can assist

individuals with information and referral needs that are difficult for professionals

to provide directly. For example, a natural helper intervention to reduce transmis-

sion of STDs in a small southern town conducted in-depth interviews with young

African American women. The findings revealed that the principal barriers to seek-

ing STD screening and care were confusion about the services offered by local

health agencies and apprehension about interacting with the predominantly white

staff at the local health department (Schuster, Thomas, & Eng, 1995). To overcome

these barriers, staff from the STD clinic and local health center were invited to par-

ticipate in training natural helpers. Staff listened to their concerns, explained how

their respective agencies operated, and offered to be a contact person for referrals

from the natural helpers (Thomas, Earp, & Eng, 2000). In turn, the natural

helpers could demystify the agencies for members of their helping networks. After

eighteen months, evaluation showed a 60 percent increase in the number seeking
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FIGURE 6.1. NATURAL HELPER INTERVENTION MODEL.
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STD care within three days of symptoms among the African American women

who reported experiencing symptoms. An increase of 26 percent was found for

those who said they sought care when they thought they had an STD but did not

report symptoms (Thomas et al., 2000).

A natural helper intervention implemented with migrant farmworker fami-

lies reported that between 50 percent and 82 percent of maternal and child

health patients at two migrant health centers interacted with a trained natural

helper (Watkins et al., 1994). Mothers who had contact with a trained natural helper

were significantly more likely to bring their children for sick care and had signif-

icantly greater knowledge of health practices. Moreover, a significantly higher

proportion of pregnant migrant farmworker women who had contact with 

a trained natural helper reported completing the recommended number of
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prenatal visits. These findings indicated that Latinas in this migrant farmworker

population were connected to one another through natural helping relationships

that can bridge cultural diversity in language and health beliefs between farm-

workers and health providers.

Improved Coordination of Agency Services

A second partnership opportunity is for health professionals to link their formal

service delivery system with the informal helping networks of natural helpers, with

the benefit being that agencies can become more aware of and responsive to com-

munity needs. A statewide program in North Carolina, for example, offered sub-

sidized breast cancer screening to low-income women. The number of forms to

be completed and the number of documents required to determine eligibility

proved to be a barrier for older African American women, particularly for those

with low literacy and who were embarrassed by the questions about income and

onset of menopause. Natural helpers, who were recruited and trained through an

intervention, negotiated with the clinic to cosponsor two breast cancer screening

days and organize a campaign, called Days of Our Lives, in which they assisted

women with the paperwork in the privacy of their homes before going to the clinic.

Improved Community Competence

A third opportunity for health professionals to collaborate with natural helpers

is to mobilize the resources of community associations to implement self-help

action in response to local health needs. The benefit is to increase a community’s

social unity and problem-solving capacity. For example, older African American

women in rural North Carolina who participated in focus group interviews

revealed that they delayed or avoided annual breast cancer screenings largely due

to their memories of a segregated health care system (Tessaro, Eng, & Smith,

1994). In addition, the stigma of the fatal and hereditary nature of cancer

imposed a prevailing silence in their communities about discussing cancer. Given

older African American women’s sense of modesty about their bodies, they would

discuss concerns and questions about breast cancer only with women they knew.

Natural helpers, recruited and trained as part of the Save Our Sisters program,

shared this same history, thereby placing them in a position of trust to overcome

the barriers to mammography screening that older women discerned (Eng &

Smith, 1995).

To break this silence, natural helpers used their existing channels of influence

and communication to show an educational video they had produced, as well as to
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raise funds from churches to cover the cost of bringing a mobile mammography

unit to housing projects (Eng & Smith, 1995). The intervention appears to have

had an impact on reducing disparity between African Americans and whites in

mammography use, particularly with lower-income women, among whom the

racial gap has been very nearly eliminated (Earp, Rauscher, & O’Malley, 2000).

In the first two and a half years of the project period, mammography use increased

by 42 percent (from 41 percent to 58 percent) from the past two years among

African American women, compared to a rise of 11 percent in white women (67

percent to 74 percent). Among lower-income women (those with family incomes

below $12,000 a year), African American women’s use of mammography increased

from just 37 percent to 59 percent, nearly overtaking white women, whose mam-

mography use rose from 54 percent to 60 percent.

The intervention inputs of training natural helpers, linking them to service

providers, and supporting their actions in a community are typically coordinated

by a community outreach coordinator. Hiring a coordinator, who is active in a

range of local social groups and associations of the participating community, is

the critical first step toward identifying and gaining entry to the various natural

helping networks. The coordinator’s initial task is to form a community advisory

group (CAG) with contacts to additional groups and organizations, such as

churches and community-based organizations, to increase the intervention’s reach

to natural helping networks. The CAG offers entry to these groups and guidance

on collecting and interpreting data during the formative phase of the inter-

vention. For the breast cancer intervention, for example, the focus group in-

terviews with older African American women were arranged through CAG

members (Tessaro et al., 1994). The CAG also provided technical assistance in

interpreting the findings and using them to develop the learning objectives for

training natural helpers, determine the characteristics of natural helpers, develop

strategies for recruiting natural helpers, and identify potential trainers (Eng &

Smith, 1995).

◆ ◆ ◆

In sum, natural helpers can do much more than counsel and assist individuals to

change their behaviors. They can build a partnership with the formal service deliv-

ery system, which acknowledges that a community’s natural helping system is dif-

ferent and would enable both systems to develop. Natural helpers can also work

as a group with the coordinator and CAG members to recognize a problem, plan

a solution, and take action that strives for structural change in the health system

and social change in their communities.
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Case Study: Partners for Improved Nutrition 
and Health Project

This case study illustrates how the natural helper intervention model and concepts

have been applied in a health promotion project. A more detailed description of

intervention activities, evaluation methods, and specific program recommenda-

tions can be found elsewhere (Eng, 1993; Eng & Parker, 1994; Bressler & Linga-

felter, 1995).

In a rural Mississippi county that typified many of the conditions found in

the Delta Region, the Partners for Improved Nutrition and Health (PINAH) Proj-

ect began with the guiding principles of health promotion and community

empowerment (Wallerstein, 1992). In following these principles, fifty-two com-

munity health advisers from three communities tailored the agenda to their own

unique circumstances and vision for change. The agenda for the natural helper

intervention did not include a categorical health problem, predetermined by the

funding agency, for PINAH’s partners to address. The partners were the Missis-

sippi Cooperative Extension Agency, a district health office of the Mississippi State

Health Department, the county’s Interagency Council, and, joining later, the

County Union for Progress.

During the year prior to initiating the project, the funding agency completed

an analysis similar to Steuart’s action-oriented community diagnosis (1969a), from

which the project partners were identified, and they then decided to introduce a

natural helper intervention. Project staff and evaluators contracted by the fund-

ing agency began the planning process with local providers and citizens by con-

ducting a series of workshops on community health development. Members of

the Interagency Council (a body of representatives from county health and human

service agencies) and the County Union for Progress (an African American civil

rights action group) attended. These workshops offered an opportunity for PINAH

staff and people in the county to examine their understanding of health-related

decisions made by the service delivery system and communities, identify desired

outcomes attainable by exerting influence over such decisions, and explore poten-

tial actions for achieving these desired outcomes. The workshops also served to

introduce PINAH to the communities. A number of products stemmed from these

workshops—for example:

• PINAH’s long-term goal and premises

• A printed directory of local agencies and their services for the Interagency

Council to distribute
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• The “characteristics of communities that can pull it together” (participants’

terminology for dimensions of community competence)

• The names and ranking of communities in the county from most to least com-

petent

Drawing on the results from these workshops, PINAH staff selected three

communities for the intervention, hired a local resident to be the community out-

reach coordinator, formed a CAG, and with evaluators constructed a question-

naire to measure community competence. The three project communities, with

unique characteristics and moderate levels of competency, were the African Amer-

ican neighborhoods of three incorporated towns. PINAH’s coordinator and staff

recruited fifty-two natural helpers from the three communities, who completed

thirty hours of training, and then served as unpaid community health advisers

(CHA). The CAG and PINAH staff agreed on the following natural helper inter-

vention inputs and outcomes (Eng & Parker, 1994):

1. PINAH will train CHAs to help improve the health-promoting practices of

individuals by providing a) interpersonal and small group counselling on

health information and referral to services, b) emotional support, and c) di-

rect assistance.

2. PINAH will link CHAs to the county’s Interagency Council to help improve

coordination of outreach and referral patterns of local health and human ser-

vice agencies by communicating community needs to service providers.

3. PINAH will support CHAs to function as a community action group to identify

community-wide problems and mobilize residents to undertake community-

based responses to those needs, thereby improving community competence of

local communities.

Six months were needed to complete the community health development

workshops and recruit the first group of CHAs. During this time, the evaluators

met three times with project staff to identify intermediate outcomes, design the

evaluation, and develop the instruments. The Interagency Council assisted staff

and evaluators with pretesting and revising the instruments. Evaluators then met

with PINAH’s CAG to approve the evaluation plan and select comparison coun-

ties. Finally, a specific session on evaluation was included in the thirty-hour train-

ing for CHAs so that they could review and discuss expected outcomes and data

collection methods with the evaluators. PINAH’s staff, CAG, and CHAs worked

closely with the evaluators to articulate and frame their respective definitions of

“effective” in ways that could be assessed during the five-year project period.
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For the next five years, each community’s group of CHAs met monthly with

PINAH staff and the coordinator to develop and implement action plans for inter-

mediate changes based on their respective communities’ long-term goals. Exam-

ples of CHA collaborative activities with agencies included community cleanup

campaigns, health fairs, drug awareness and teen pregnancy workshops, and cre-

ation of a mobile library that could serve outlying communities. On a countywide

level, the three communities’ CHA groups met together twice a year to plan and

mobilize residents for a combined project, such as the establishment and mainte-

nance of an emergency food pantry called Helping Hands. With assistance from

PINAH, the CHAs founded the Community Health Adviser Network, which dis-

tributed a quarterly newsletter throughout the county, to reinforce solidarity

among the three communities and coordinate community actions. This network

would eventually serve as an organizational structure for CHAs and their com-

munities to mediate with external institutions and agencies for new resources or

partnerships.

The evaluation found strong evidence that PINAH facilitated improved inter-

agency coordination among agencies as well as between agencies and CHAs from

the three communities (referred to as North, Center, and South). The evaluation

monitored referrals and was specifically interested in monitoring the change, if

any, in the number of referrals from agencies to community-based organizations

as an indicator of how well the project was increasing coordination between ser-

vice agencies and community-based organizations. Over seven reporting periods,

providers of health and social services in the intervention county showed an

increase in mean number of referrals (fifteen); of these referrals, the proportion

to community-based organizations increased from 9 percent to 30 percent. In the

comparison county, the increase in mean number of referrals was six, and the pro-

portion to community-based organizations increased from 0 percent to 13 per-

cent. With regard to improved coordination between agencies and CHAs, CHA

self-reports indicated that their referral rate to agencies increased from one refer-

ral per week per CHA to two agency referrals per week per CHA. Moreover,

analysis of total agency referrals made by all CHAs, reporting for a given week,

revealed that half were to health and social agencies and half to community-based

organizations such as schools, churches, legal agencies, and the food pantry.

From the evaluation’s analysis of qualitative responses from providers and res-

idents, four improvements in agencies’ service delivery (access, availability, qual-

ity, and utilization) were attributed specifically to natural helping from CHAs. With

regard to improving access to services, for which nearly all staff and facilities were

located in North, the county seat, CHAs in Center and South served as important

links between residents and agencies by calling providers on the behalf of resi-

dents, arranging transportation for residents, or simply making referrals.
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Regarding service availability, CHAs in Center and South organized tutoring

programs, arranged for a mobile library, and solicited funding to build a park

rather than sending local children to services and facilities located in North. CHAs

in North, however, provided services that agency staff could not normally offer

but their clients needed, such as grocery shopping for home health patients and

assisting welfare clients with household management. CHAs were also requested

by agencies to participate in planning new services. To improve service quality,

CHA assistance enabled agencies to be more efficient about regulations and eli-

gibility requirements, which frequently restricted agency responsiveness. For exam-

ple, when agencies encountered difficulties with determining a client’s eligibility

to entitlement programs, providers called on CHAs as credible and quick sources

of information about clients. Another way that CHAs improved the quality of ser-

vices was to provide feedback to agencies about client satisfaction, as well as to

inform agencies on the extent to which community needs were met. Agencies

solicited CHA opinions through personal communication and meetings of the

Interagency Council. To encourage service utilization, CHAs played an impor-

tant role by eliciting community support and participation in events and programs

such as health fairs sponsored by local agencies. CHAs also encouraged and

referred individuals who were reticent about using agency services, such as teens

in need of prenatal care or family members who were eligible for Medicaid but

not enrolled.

Reports from health department clients, interviewed over a three-year period,

indicated that those reporting CHA assistance increased from 17 percent to 

42 percent. For this same three-year period, CHAs reported on their helping activ-

ities for ten seven-day periods. CHA assistance nearly doubled from four people

helped per CHA per week to seven people. Themes from the qualitative data

revealed that assisting individuals to use health department services was only a

part of CHAs’ natural helping because the CHAs also worked with populations

for whom there were no services at the health department. In all three commu-

nities, youth were described as the beneficiaries of CHA assistance. The focus of

CHA activities with youth was to keep them from straying toward “the wrong

track” by enriching their lives. A few examples of youth projects undertaken by

CHAs included workshops and individual counseling to prevent drug abuse, vio-

lence, and teen pregnancy; recreational activities; library services; and after-school

tutoring. In addition, CHAs in North and Center were noted for their work with

elderly residents, particularly those who were homebound or otherwise isolated.

South CHAs were recognized for their assistance to flood victims. These results

suggested that natural helping from CHAs provided services to a wide spectrum

of people and met diverse needs that included, but were not limited to, linking

individuals to the formal helping system.
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The evaluation also found evidence for effects from PINAH’s natural helper

intervention on the community competence of the three communities. In each

community, fifteen key informants were interviewed annually, using a question-

naire of twenty-six open-ended items and forty-one scale items to measure eight

dimensions of community competence. The median score, calculated from key

informants’ responses (ranging from a score of 4 for highest competence to 0 for

lowest competence) to items for a specific dimension, was used as the indicator for

each dimension.

Among the three communities, Center demonstrated the most improvement

in community competence. Center’s scores increased over time, and by the final

year, they surpassed those of North and South for the following four dimensions:

participation in community life, social support, commitment to the collective, and

management of relations with the wider society. Although no change was observed

in Center’s scores for articulateness and communication, conflict containment and

accommodation, and self/other awareness by the final year, neither North nor

South surpassed Center on these three dimensions. The only decrease observed

was in Center’s scores over time for machinery for facilitating participant inter-

action and decision making.

Overall, the dimension of community competence for which all three com-

munities’ scores increased was participation in community life. Moreover, the three

communities either sustained or increased their scores for social support and con-

flict containment and accommodation over the four-year period. A slight decline

was observed in the scores of all communities for machinery for facilitating par-

ticipant interaction and decision making. For the remaining four dimensions of

community competence, the scores for Center and North either increased or

stayed the same.

The scores for South showed the least improvement over time. From exam-

ining the final year’s scores only, differences by community revealed that South

did not surpass North or Center on any dimension, showing at most a compara-

ble score for social support. Analysis of the qualitative data on community com-

petence revealed some explanations for the difficulties that South experienced.

South was described as the community in the county with the least concentration

of internal resources, the weakest access to external resources, low community

pride, and frustration with lack of initiation of community action. These condi-

tions were attributed to the nonresponsiveness of elected officials, regardless of

their race. Moreover, no theme linked any effect, positive or negative, from South’s

CHAs to the following three dimensions of community competence: conflict con-

tainment and accommodation, self/other awareness, and machinery for facilitat-

ing participant interaction and decision making.
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From the analysis of qualitative responses from North, these same three

dimensions of community competence were linked with negative forces that

affected the work of North’s CHAs. The negative forces referred to resistance from

traditional power holders who perceived PINAH and CHAs to be espousing a

political agenda. Although political organizing was neither an explicitly stated

objective nor a CHA role defined by PINAH, the involvement of some CHAs in

black voter registration drives raised controversy in North on the appropriateness

of including a political agenda in health promotion.

Very different themes emerged from the qualitative responses from Center

about self/other awareness and conflict containment and accommodation. These

two dimensions were associated with a boycott by African American residents of

white merchants, which predated PINAH. The boycott confronted racial tensions

and stimulated the community’s progress toward improving race relations. No

mention was made about CHA’s involvement in Center’s current progress toward

improving race relations.

During PINAH’s first three years of implementation, no natural helper who is

white would accept the invitation to serve as a CHA. Gaining trust from white res-

idents required PINAH to demonstrate that its mission was to improve health and

nutrition for all residents, regardless of race. PINAH provided “proof ” by sup-

porting self-help actions that offered a range of concrete, easy, and short-term ways

for all residents to participate and experience tangible results. Specifically cited

activities were the health fairs, cleanup campaigns, food pantry, and an interagency

council. From the one-time donation of canned goods to assembling a budget for

a grant proposal, the actions were entirely voluntary and open to everyone. No

commitment to PINAH was needed. No political values were espoused.

In its final year, PINAH’s successful recruitment and training of white CHAs

from North was described by white and African American residents alike as an

important milestone for improved race relations in the county. Nevertheless,

PINAH’s capacity to address social unity was viewed by traditional power hold-

ers as an unanticipated side effect rather than an integral part of health promo-

tion. As involvement in and support for health promotion increased among

traditional power holders, so did their voices and opinions on the issues to be

addressed by CHAs. Power holders contended that the involvement of CHAs in

political organizing activities, such as voter registration drives or campaigning for

a particular candidate, was inappropriate for a health promotion program. Yet

CHAs, many of whom had been involved in their community’s political dynamics

long before they were recruited and trained by PINAH, considered it natural to

continue to apply the community organizing skills they learned during the civil

rights movement to their current work in health promotion.
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Analysis of qualitative responses from CHAs revealed three effects from their

involvement with PINAH. CHAs from North reported being influenced by PINAH

in two ways. First, they experienced greater satisfaction with the assistance they

provided because they were directly informed about and connected to local ser-

vices. Second, they indicated they felt a stronger commitment to what they could

do for their communities because training had inspired them to recognize their

potential as a network of natural helpers. Finally, CHAs from all three communi-

ties indicated they experienced an affirmation of their accountability to their com-

munity. That is, their work with PINAH as CHAs helped them to understand the

importance of the reputation and trust they hold among community people as

natural helpers. The implication is that PINAH was able to identify natural

helpers, whose roles were often invisible to others as well as to themselves, and en-

gage them in three arenas of action and change: (1) improving individuals’ health

practices through appropriate use of services, (2) improving coordination of ser-

vices through agencies’ awareness of and responsiveness to community needs, and

(3) improving a community’s competence through addressing social unity and act-

ing on locally recognized issues.

Future Directions for Research and Practice

The natural helper intervention model presented in Figure 6.1 is a distillation of

concepts, theories, and findings from descriptive and applied studies in social epi-

demiology, mental health, community psychology, social work, and organization

development. Although the intervention model represents a planned attempt to

induce behavioral, organizational, and social changes, the actual design and

implementation of natural helper interventions almost always depend on

unplanned or natural determinants of stability and change (Steuart, 1969a;

Parker, Eng, Schulz, & Israel, 1999). A growing body of research on the social

ecology of health promotion (McLeroy, Bibeau, Steckler, & Glanz, 1988; Stokols,

1992), community assessments (Centers for Disease Control, 1992), social diag-

nosis (Green & Kreuter, 1991), and action-oriented community diagnosis (Eng

& Blanchard, 1991) highlights the importance of uncovering the range of nat-

ural determinants of stability and change that exist in each community’s social

and physical environment.

The challenge for natural helper interventions is to enable the structure and

functions of community support systems and their natural helping networks to

understand and respond to unplanned determinants of stability and change. At

the same time, a fair number of examples, including the PINAH case study

described in this chapter, suggest that a generic natural helper intervention model
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is unlikely to exist. Comprehensive recruitment and training of natural helpers is

necessary but not sufficient for an intervention to engage them in multiple arenas

of social action and achieve multiple levels of outcomes (Blumenthal, Eng, &

Thomas, 1999; Altpeter, Earp, Bishop, & Eng, 1999). Natural helper interventions

that deserve the greatest attention for future research and practice are those for

which (1) the natural helpers and health educators are equally active in designing

and adapting the intervention and the evaluation to unplanned determinants,

(2) defining and monitoring intervention effects on community competence is as im-

portant to the evaluation as monitoring the effects on health practices, and (3) in-

tervention activities to recognize and address power differentials between the

formal and informal helping systems are carefully described.

A key asset of a natural helper intervention is that it builds on and is respon-

sive to the particular characteristics and resources of a local community support

system. The features that make a natural helper intervention effective in one

community may be different in another. Such

variations in interventions will likely require

evaluation measures and study designs that

differ. For example, there has been increased

recognition that embedded support systems

are moving beyond geographically defined

neighborhoods and communities to locations

such as work sites, special interest clubs, and even the Internet. Given these evolv-

ing sources of social support, future research will need to explore the feasibility of

newly emerging informal helping networks, such as chatrooms at a Web site, for

possible natural helping interventions. The research and practice reviewed in this

chapter suggest that although the challenges are substantial, the potential health

benefits obtained from a natural helper intervention model are considerable given

that efforts are structured around people who are trusted, address organizational

change, and build community competence.
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C
ommunities, organizations, businesses, and even nations today form alli-

ances, joint ventures, and public-private partnerships. One type of strategic

relationship, a coalition, develops when different sectors of the community, state,

or nation join together to create opportunities that will benefit all of the partners.

Community coalitions are a specific type of coalition defined as a group of indi-

viduals representing diverse organizations, factions, or constituencies within the

community who agree to work together to achieve a common goal (Feighery &

Rogers, 1990).

The development of coalitions escalated rapidly over the past two decades.

Thousands of coalitions anchored by government or community-based organi-

zations formed to support community-based,

health-related activities across the United

States. For example, coalitions of health-

related agencies, schools, and community-

based action groups have formed to reduce,

and eventually to eliminate, the use of

tobacco among youth. Advocates for envi-

ronmental issues such as asthma and lead

contamination have rallied to highlight their issue or enable favorable policy and

legislation. Civic and faith-based groups developed coalitions to ensure adequate

housing for the elderly and health insurance for the poor. Community coalitions
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bring people together, expand available resources, and focus on a problem of com-

munity concern to achieve better results than any single group or agency could

have achieved alone.

Unfortunately, not every coalition has been successful, and not every coali-

tion has achieved its results without having its members pay a high price for its

success (Dowling, O’Donnell & Wellington Consulting Group, 2000; Wolff, 2001).

Although coalitions are usually built from unselfish motives to improve commu-

nities, they still may experience difficulties that are common to many types of

organizations, as well as some that are unique to collaborative efforts. With the

initiation of a coalition, frustrations often arise. Promised resources may not be

made available, conflicting interests may prevent the coalition from having its

desired effect in the community, and recognition for accomplishments may be slow

in coming. Coalitions are not a panacea. Because coalition building involves a

long-term investment of time and resources, a coalition should not be established

if a simpler, less complex structure will get the job done or if the community does

not embrace this approach.

The premise of this chapter is that public health professionals have eagerly

embraced the practice of coalition building. They have looked for an effective,

inclusive approach to complex health issues and coalitions fit the bill. The time

has come to step back from the practice of building coalitions and forge a com-

prehensive theory of community coalitions. This theory, complete with constructs

and propositions, will lead to an increased understanding of how community

coalitions work in practice.

Origins and Roots of the Theory

The underlying theoretical basis for the development and maintenance of com-

munity coalitions borrows from many arenas, including community development,

citizen participation, political science, interorganizational relations, and group

process. Community development and related approaches such as community

organization, community empowerment, and citizen participation provide much

of the philosophy that underlies community coalition approaches. Coined by the

United Nations in 1955, community development was designed to create conditions of

economic and social progress for the whole community with its active participa-

tion and the fullest possible reliance on the community’s initiative (Brager, Sprecht,

& Torczyner, 1987). This approach is based on assumptions that communities can

develop the capacity to deal with their own problems; people should participate

in making, adjusting, or controlling the major changes taking place in their com-

munities; and changes in community living that are self-imposed or self-developed

158 Emerging Theories in Health Promotion Practice and Research

ch07.DiClemente  4/10/02  1:33 PM  Page 158



have a meaning and permanence that imposed changes do not have. Additional

assumptions underlying community approaches to problem solving are that holis-

tic approaches can deal successfully with problems where fragmented approaches

cannot, democracy requires cooperative participation and action in the affairs of

the community, and people must learn the skills that make this possible.

In a similar vein, community participation is the process of involving people in

the institutions or decisions that affect their lives (Checkoway, 1989). Citizen par-

ticipation is the mobilization of citizens for the purpose of undertaking activities

to improve conditions in the community. Much of the initial coalition research in

the 1990s was based on two significant research efforts in the area of citizen par-

ticipation. The Neighborhood Participation Project examined the process of cit-

izen participation through a systematic study of block organizations in a Nashville,

Tennessee, neighborhood (Florin & Wandersman, 1990; Prestby, Wandersman,

Florin, Rich, & Chavis, 1990; Prestby & Wandersman, 1985; Giamartino &

Wandersman, 1983). Researchers posed questions similar to those posed in coali-

tion research: Who participates, who does not, and why? What are the effects of

citizen participation in block organizations? What are the characteristics of orga-

nizations that are active and successful versus those that are inactive (Florin &

Wandersman, 1990)? Research questions asked in the Block Booster Project in

New York City also helped shape the coalition research agenda (Perkins, Florin,

Rich, Wandersman, & Chavis, 1990). This project assessed the role of block asso-

ciations in encouraging community development and increasing a sense of com-

munity (Florin & Wandersman, 1990).

Community-based coalitions differ from block organizations. Although some

coalition members can be characterized as interested citizens (or volunteers), many

of the members represent organizations. Thus, research and conceptual work

done in the field of interorganizational relations is also relevant to coalition 

theory. Much of the early research on interorganizational relations focused on the

formation of collaborative relationships in an effort to understand why organiza-

tions join collaborative alliances (Gray & Wood, 1991; Berlin, Barnett, Mischke,

& Ocasio, 2000; Provan & Milward, 1995).

Gray and Wood (1991) discussed several theoretical perspectives that help

to inform interorganizational collaboration. For example, resource dependence

theory posits that acquiring resources and reducing uncertainty are the primary

forces underlying collaboration (Sharfman, Gray, & Yan, 1991; Mizruchi &

Galaskiewicz, 1994). Institutional theory suggests that organizations adjust to

institutional directives and norms in an attempt to achieve legitimacy (Gray &

Wood, 1991; Gulati, 1995). Finally, political science emphasizes the negotiation

of potential conflict through coalitions and power distribution within coalitions

(Bazzoli et al., 1997).
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Each of these perspectives sheds insight into the formation of community

coalitions. For example, community coalitions often form in response to an oppor-

tunity, such as new funding exemplified by the tobacco settlement funds made

available for coalition building around preventing youth tobacco use. Coalitions

may form because of a threat such as a national story about rising asthma preva-

lence or a local event such as an outbreak of bacterial meningitis on a college cam-

pus. Local health organizations may voluntarily form or join coalitions to augment

their limited resources of staff, time, talent, equipment, supplies, materials, con-

tacts, and influence. Joining with other agencies and individuals can benefit an

organization, giving it expanded access to printing and postage services, media

coverage, marketing services, meeting space, community residents, influential peo-

ple, personnel, community and professional networks, and expertise (Whitt, 1993).

In addition, coalition formation may be mandatory or required by a funding

source, such as the Robert Wood Johnson Allies Against Asthma initiative.

Another major contribution of the field of interorganizational relations to

coalition theory is the fact that organizations decide to join collaborative rela-

tionships when the benefits outweigh the costs (Gray, 1989; Prestby et al., 1990;

Roberts-DeGennaro, 1986; Whetten, 1981). Ultimately, collaboration is possible

when a perceived need exists and an organization anticipates deriving a benefit

that is contingent on mutual action (Wood & Gray, 1991). Coalitions offer such

benefits by serving as effective and efficient vehicles for the exchange of knowl-

edge, ideas, and strategies. Through coalitions, individuals and organizations can

become involved in new, broader issues without assuming sole responsibility. Coali-

tions can also demonstrate and develop community support or concern for issues;

maximize the power of individuals and groups through collective action; improve

trust and communication among community agencies and sectors; mobilize

diverse talents, resources, and strategies; build strength and cohesiveness by con-

necting individual activists; build a constituency for a given issue; reduce the social

acceptability of health-risk behaviors; and change community norms and stan-

dards (Whitt, 1993). Additional benefits include the potential to minimize dupli-

cation and use resources efficiently; the opportunity to gain access to new

information, ideas, materials, and other resources; the opportunity to reduce

uncertainty in the environment; and the sharing of costs and associated risks (Alter

& Hage, 1993; Gray, 1989; Whetten, 1981; Zapka et al., 1992; Wandersman &

Alderman, 1993; Butterfoss, Goodman, & Wandersman, 1993; Penner, 1995).

The costs associated with coalition membership may include loss of auton-

omy and the ability to control outcomes unilaterally, conflict over goals and meth-

ods, loss of resources (time, money, information, and status), risk of losing

competitive position, and possible delays in solving problems (Alter & Hage, 1993).
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Community coalitions that survive over time must provide ongoing benefits that

outweigh the costs of membership.

Finally, the field of interorganizational relations has contributed to our under-

standing of the stages of collaboration that community coalitions often experi-

ence. Gray (1989), for example, proposed three stages: problem setting, direction

setting, and implementation. Similarly, Alter and Hage (1993) suggested a model

of network development whereby networks evolve through three stages: from

exchange networks to action networks to fully developed systemic networks.

According to their model, action networks result when organizations can no longer

meet a goal alone due to environmental conditions. A network shifts from an

exchange to an action network when members contribute private resources for

access to collective output, depend on the collective output, and feel a normative

obligation to comply with the coordinating mechanism. An action network shifts

to a systemic network when it begins to produce together, with specialized roles.

Although clear and definite theoretical underpinnings exist for community

coalitions, the practice of coalition building has outpaced the development of co-

alition theory. The rise of coalitions as a prominent health promotion strategy

parallels the growth of communitywide health promotion over the past two

decades. This growth is partially due to the widespread dissemination of strate-

gies employed in the National Heart, Lung and Blood Institutes’ community

demonstration projects (Mittelmark, 1999). These projects, which include the

Stanford Three Community and Five City Projects and the Minnesota and Paw-

tucket Heart Health Programs, used community advisory boards to plan and

implement communitywide cardiovascular disease prevention strategies (Shea &

Basch, 1990; Carlaw, Mittelmark, Bracht, Luepker, 1984; Mittelmark et al., 1986;

Lefebvre, Lasater, Carleton, & Peterson, 1987; Farquhar et al., 1990). Addition-

ally, the Centers for Disease Control and Prevention (CDC) advocated forming

community coalitions in the Planned Approach to Community Health, which was

widely adopted by state and local health departments in the late 1980s and early

1990s (Kreuter, 1992; Green & Kreuter, 1992).

In contrast to traditional, individual-focused behavior change efforts, com-

munity approaches, including those that build coalitions, attempt to alleviate com-

munity problems by organizing the community to bring about change. These

communitywide approaches recognize that

behaviors are inextricably tied to the envi-

ronment (Milio, 1989; Thompson & Kinne,

1990; Stokols, 1992; Tesh, 1988). In theory,

no single approach for community change is

as effective as a broad-based coalition effort
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that provides the means for multiple strategies and involves key community indi-

viduals (McLeroy, Kegler, Steckler, Burdine, & Wisotzky, 1994). The general focus

of community organizing for health promotion is on changing systems, rules,

social norms, or laws in order ultimately to change the social acceptability of cer-

tain behaviors. The venue for community organizing is often the policy arena and

can often involve community elected officials, businesses, community groups,

media, and local and state legislatures to create positive community change.

Community coalitions have the potential to involve multiple sectors of the

community and to conduct multiple interventions that focus on both individuals

and their environments. The pooling of resources and the mobilization of talents

and diverse approaches inherent in a successful coalition approach make it a 

logical strategy for disease prevention based on a social ecological model that

acknowledges the significance of the environment on health. The fact that in-

dividuals and organizations apply their skills and resources in collective efforts 

to meet their own needs is also the basis of community empowerment. Community

empowerment enjoyed a resurgence of interest and also fueled the formation 

of community coalitions in the early 1990s (Israel, Checkoway, Schultz,

& Zimmerman, 1994; Labonte, 1994; Minkler, 1994; Perkins, 1995; Rappaport,

1987; Robertson & Minkler, 1994; Wallerstein, 1992; Zimmerman & Rappa-

port, 1988).

Finally, interest in how well community coalitions develop the capacity of

communities to address future critical health issues is growing. Community coali-

tions are a promising strategy for building capacity and competence among mem-

ber organizations and, ultimately, in the communities they serve (Chavis, 2001;

Kegler, Steckler, McLeroy, & Malek, 1998b). Associated increases in community

participation and leadership, skills, resources, social and interorganizational net-

works, sense of community, and community power may contribute to future suc-

cessful community problem-solving efforts (Goodman et al., 1998).

To summarize, coalitions are excellent vehicles for consensus building and

active involvement of diverse organizations and constituencies in addressing com-

munity problems. They enable communities to build capacity and intervene using

a social ecological approach. By involving community members, coalitions help

to ensure that interventions meet the needs of the community and are culturally

sensitive. Community participation through coalitions also facilitates ownership,

which is thought to increase the chances of successful institutionalization into the

community (Bracht, 1990). These advantages of community coalition approaches

are widely accepted by government agencies and foundations, and, as a result, the

majority of prevention initiatives over the past decade required the formation of

community coalitions.
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Description of Theory, Constructs, and Assumptions

Certain theoretical underpinnings and assumptions form the framework on which

most community coalitions are, or should be, built. A wealth of practice-proven

propositions have arisen that provide the basis for grounded theories about the

development and maintenance of coalitions, as well as how they result in suc-

cessful actions and health outcomes. The propositions presented in Tables 7.1 and

7.2 are the rationale behind the Community Coalition Action Theory; Figure 7.1

depicts the theory visually.

The theory applies primarily to community coalitions. A community coali-

tion is different from other types of community entities in that a structured

arrangement for collaboration by organizations exists in which all members work

together toward a common purpose. If a group is composed solely of individuals

and not organizations, then it is not a coalition in its truest form. As an action-

oriented partnership, a coalition usually focuses on preventing or ameliorating a

community problem by (1) analyzing the problem, (2) gathering data and assess-

ing need, (3) developing an action plan with identified solutions, (4) implement-

ing those solutions, (5) reaching community-level outcomes, such as health
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TABLE 7.1. CONSTRUCTS AND PROPOSITIONS RELATED TO 
COMMUNITY COALITION FORMATION, STRUCTURE, AND PROCESSES.

Constructs Propositions

Stages of development Proposition 1. Coalitions develop in specific stages and recycle through
these stages as new members are recruited, plans are renewed, and
new issues are added.

Proposition 2. At each stage, specific factors enhance coalition function
and progression to the next stage.

Community context Proposition 3. Coalitions are heavily influenced by contextual factors 
in the community throughout all stages of development.

Lead agency/ Proposition 4. Coalitions form when a lead agency or convening 
convener group group responds to an opportunity, threat, or mandate.

Proposition 5. Coalition formation is more likely when the lead agency
or convening organization provides technical assistance, financial 
or material support, credibility, and valuable networks and contacts.

Proposition 6. Coalition formation is likely to be more successful when
the convener group enlists community gatekeepers who thoroughly
understand the community to help develop credibility and trust 
with others in the community.

Coalition membership Proposition 7. Coalition formation usually begins by recruiting a 
core group of people who are committed to resolving the health 
or social issue.

Proposition 8. More effective coalitions result when the core group 
expands to include a broad constituency of participants who represent
diverse interest groups, agencies, organizations, and institutions.

Coalition operations Proposition 9. Open and frequent communication among staff and
and processes members helps to create a positive organizational climate, ensures 

that benefits outweigh costs, and makes pooling of resources, member
engagement, and effective assessment and planning more likely.

Proposition 10. Shared and formalized decision-making processes help
create a positive organizational climate, ensure that benefits outweigh
costs, and make pooling of resources, member engagement, and 
effective assessment and planning more likely.

Proposition 11. Conflict management helps to create a positive organi-
zational climate, ensures that benefits outweigh costs, and achieves
pooling of resources, member engagement, and effective assessment
and planning.

Proposition 12. The benefits of participation must outweigh the costs 
to make pooling of resources, member engagement, and effective 
assessment and planning more likely.

Proposition 13. Positive relationships among members are likely to 
create a positive coalition climate.
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Constructs Propositions

Leadership and staffing Proposition 14. Strong leadership from a team of staff and members 
improves coalition functioning and makes pooling of resources, 
member engagement, and effective assessment and planning 
more likely.

Proposition 15. Paid staff who have the interpersonal and organiza-
tional skills to facilitate the collaborative process improve coalition
functioning and increase pooling of resources, member engagement,
and effective assessment and planning.

Structures Proposition 16. Formalized rules, roles, structures, and procedures make
pooling of resources, member engagement, and effective 
assessment and planning more likely.

TABLE 7.2. CONSTRUCTS AND PROPOSITIONS RELATED TO 
COMMUNITY COALITION INTERVENTIONS AND OUTCOMES.

Constructs Propositions

Pooled member and Proposition 17. The synergistic pooling of member and community 
external resources resources prompts effective assessment, planning, and implementation

of strategies.

Member engagement Proposition 18. Satisfied and committed members will participate more
fully in the work of the coalition.

Assessment and planning Proposition 19. Successful implementation of strategies is more likely
when comprehensive assessment and planning occur.

Implementation of Proposition 20. Coalitions are more likely to create change in 
strategies community policies, practices, and environment when they direct 

interventions at multiple levels.

Community change Proposition 21. Coalitions that are able to change community policies,
outcomes practices, and environment are more likely to increase capacity and im-

prove health and social outcomes.

Health and social Proposition 22. The ultimate indicator of coalition effectiveness is the
outcomes improvement in health and social outcomes.

Community capacity Proposition 23. As a result of participating in successful coalitions, 
community members and organizations develop capacity and build 
social capital that can be applied to other health and social issues.
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behavior changes, and (6) creating social change (Whitt, 1993). This theory does

not apply to short-term grassroots coalitions that form for a specific purpose, such

as opposing a landfill, and then disband when the goal is achieved.

Community coalitions are characterized as formal, multipurpose, and long-

term alliances (Butterfoss, Goodman, & Wandersman, 1993). The scope of com-

munity coalition work tends to be local or regional, and coalitions usually have

some paid staff whose time is dedicated to coalition efforts. The size of its mem-

bership varies, as does the diversity of professional and grassroots organizations

and the individuals who represent these organizations. The degree of formaliza-

tion of working relationships and role expectations ranges from very formal, with

strict adherence to by-laws and contractual relationships, to rather informal.

According to the proposed theory depicted in Figure 7.1, coalitions progress

through stages from formation to institutionalization, with frequent loops back

to earlier stages as new issues arise or as plan-

ning cycles are repeated (see Propositions 1

and 2, Table 7.1). The theory also acknowl-

edges contextual factors of the community,

such as the sociopolitical climate, geography,

history, and norms surrounding collaborative

efforts that will have an impact on each stage

of coalition development from formation to institutionalization (Proposition 3,

Table 7.1).

In the formation stages, a convener or lead agency, with strengths and linkages

to the community, brings together core organizations that recruit an initial group

of community partners to initiate a coalition effort focusing on a health or social

issue of concern (Propositions 4 through 8, Table 7.1). The coalition identifies key

leaders and staff, who then develop structures (such as committees and rules) and

operating procedures (processes) that promote coalition effectiveness (Propositions

9 through 16, Table 7.1). Structural elements in the coalition ensure that the coali-

tion will adequately assess the community, develop an action plan, and select and

implement strategies based on best practices. This stage requires balancing benefits

associated with membership to ensure they outweigh any costs of participation.

The maintenance stage involves sustaining member involvement and taking

concrete action steps to achieve the goals of the coalition. In public health, these

steps usually are assessing, planning, selecting, and implementing strategies (Propo-

sitions 19 and 20, Table 7.2). Success in this stage also depends on the mobiliza-

tion and pooling of member and external resources (Proposition 17, Table 7.2).

The coalition relies on resources from members and external sources to design

and then implement the planned strategies. Acquisition of resources, combined

with a competent planning and implementation process, are precursors to suc-
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cessful transition to the institutionalization stage. With adequate resources, mem-

bers become engaged in assessment, planning, and implementing strategies and

experience increased levels of commitment, participation, and satisfaction (Propo-

sition 18, Table 7.2). By implementing strategies of sufficient duration and inten-

sity according to the action plan, shorter-term outcomes such as changes in

individual knowledge, beliefs, self-efficacy, and behavior, as well as changes in com-

munity systems, policies, practices, and environment, should occur (Proposition

20 and 21, Table 7.2). These intermediate changes should lead to long-term out-

comes, such as reductions in morbidity and mortality, or substantive progress

toward other social goals (Proposition 22, Table 7.2).

In the institutionalization stage, successful strategies result in outcomes. If

resources have been adequately mobilized and strategies effectively address an

ongoing need, coalition strategies may become institutionalized in a community

as part of a long-term coalition, or they may be adopted by some organizations

within the community. The coalition itself may or may not be institutionalized in

a community. Both maintenance and institutionalization stages have the poten-

tial to increase community capacity to solve problems. Progress in ameliorating

one community problem can potentially increase the capacity of local organiza-

tions to apply these skills and resources to address additional issues that resonate

with the community (Proposition 23, Table 7.2).

Empirical Support for the Theory

This section describes the practice-proven propositions that accompany the model

presented in Figure 7.1 and the empirical evidence that supports the propositions.

Each box (or construct) in the model is sustained by one or more propositions.

Table 7.1 contains sixteen propositions related to community coalition formation,

structure, and processes, and Table 7.2 focuses on Propositions 17 through 23,

which are related to community coalition interventions and outcomes. The

twenty-three propositions are supported by empirical evidence (Table 7.3) and

material from the “wisdom literature” (how-to manuals and guidelines) when em-

pirical evidence is limited.

The studies cited in Table 7.3 are not intended to be a comprehensive review

of the coalition literature on each construct in the model. Several recent reviews

offer a more comprehensive summary of recent coalition and community part-

nership research (Roussos & Fawcett, 2000; Foster-Fishman, Berkowitz, Lounsbury,

Jacobson, & Allen, 2001; Holden, Pendergast, & Austin, 2000; Lasker, Weiss, &

Miller, 2000). Rather, the studies listed in Table 7.3 are those that most heavily

influenced development of the theory described here. For each of these studies,
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Description of 
the study

Number of 
coalitionsa 3 3 24 1 35 10 1 2 35 1 3 61

Methodsb S,D S
S,I, S,I, S,I, S,I,

S,D F S,I D,O
S,I,

S
D,O D,L D D,O D,O

Stages of 
development

X X

Community
context

X X X X

Lead agency/
convener group X

Coalition
membership

X X X X

Operations
and processes

Communication X X

Decision making X X X

Conflict
management

X X X

Benefits
and costs

X X X X X

Climate X X X

Leadership X X X X X X

Staffing X X X X X X
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TABLE 7.3. EMPIRICAL EVIDENCE SUPPORTING 
THE COMMUNITY COALITION ACTION THEORY.
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Structures

Organizational
structure

X

Formalization X X X X

Pooled resources X X X

Member
engagement

Satisfaction X X X X X

Participation X X X X X

Commitment X X

Assessment
and planning

X X X X X X X

Implementation
of strategies

X X X X X

Community
change outcomes

X X X X

Health and 
social outcomes

X X

Community
capacity

X

a In several of these studies, the unit of analysis was at the subcommittee level.
b Methods codes: S: member survey, I: interviews, D: document review/archival records, 

0: observation, L: logs, F: focus groups.
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Table 7.3 lists the number of coalitions studied and the major data collection meth-

ods employed: surveys of members or the general population, interviews with key

informants, review of documents and/or archival data, observation, logs, and focus

groups. The table also lists the major constructs in the theory and identifies which

of the studies examined each construct.

Stages of Development

Researchers and practitioners agree that effective coalitions develop over a period

of time. In Table 7.1, Proposition 1 states that coalitions develop in stages and re-

cycle through these stages as new members are recruited, plans are renewed, and

new issues are added. Thus, the process of building and maintaining coalitions is

not linear, but rather cyclical, with coalitions returning to earlier stages as commu-

nity situations dictate (McLeroy et al., 1994). The naming of those stages and spe-

cific tasks that should be accomplished at each stage differ. Several different series

of stages have been proposed, including formation, implementation, maintenance,

and outcomes (Butterfoss et al., 1993); planning, intervention, and outcomes (Faw-

cett, Paine, Francisco, & Vliet, 1993); and mobilizing, establishing structure and

function, building capacity for action, planning for action, implementation, refine-

ment, and institutionalization (Florin, Mitchell, & Stevenson, 1993).

Researchers and practitioners agree that the following tasks must occur at

some stage to ensure coalition effectiveness: recruiting and mobilizing coalition

members, establishing organizational structure, building capacity and planning for

action, selecting and implementing strategies, evaluating outcomes, refining strate-

gies and approaches, and institutionalizing those strategies or the coalition itself

(McLeroy et al., 1994). McLeroy and his colleagues agree that at each stage, cer-

tain factors enhance coalition function and progression to the next stage (Proposi-

tion 2). Finally, those who study or work in coalition settings agree that to

accomplish their objectives, attention must be paid to maintaining coalitions and

constantly recruiting new organizations in order to increase their impact (Kreuter,

Lezin, & Young, 2000; Kaye & Wolff, 1995; Dowling et al., 2000; Butterfoss et al.,

1998a). Most of the research to date focuses on the early stages of coalition devel-

opment; consequently, less is known about the factors related to coalition success

in the later stages of development (Table 7.3).

Community Context

Coalitions are embedded in communities, and as a result, factors in the commu-

nity environment can have a significant impact on a coalition (Butterfoss et al.,

1993; McLeroy et al., 1994; Lasker, Weiss, & Miller, 2000). Proposition 3 asserts
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that coalitions are heavily influenced by contextual factors throughout all stages

of development. Several studies support this proposition. For example, Reininger,

Dinh-Zarr, Sinicrope, and Martin (1999) discuss tension and mistrust between

groups and how the lack of trust affected a coalition. Others have documented

the impact of political and administrative contexts on coalitions (Dill, 1994; Clark,

Baker, & Chawla, 1993; Nelson, 1994). Kegler et al. (1998a) noted the impact of

tobacco-related politics on tobacco control coalitions in several stages of coalition

development, from recruitment in the formation stage to the types of activities

conducted in the maintenance stage. History of collaboration is widely cited 

in the wisdom and theoretical literature as another contextual factor that can affect

the formation of collaborative relationships, including coalitions (Gray, 1989), with

positive norms for collaboration increasing the likelihood of future successful col-

laboration. Additional contextual factors that affect coalitions include social cap-

ital (see Chapter Nine, this volume), trust between segments of a community,

geography, and community readiness (Wolff, 2001).

Lead Agency/Convener Group

Proposition 4 states that coalitions usually form when a lead agency or convener

group responds to an opportunity, threat, or mandate. Propositions 5 and 6 state

that a lead agency begins coalition formation by recruiting a core group of com-

munity leaders and providing initial support for the coalition. The lead agency or

convener is the organization that has the vision or mandate to mobilize commu-

nity members initially to form a coalition focused on a specific issue of concern.

This organization may or may not have written a grant or otherwise procured

funds for coalition operation. The convener does, however, accept responsibility

to host an initial meeting and recruit prospective partners. The lead agency may

also provide physical space for coalition operation and a part- or full-time staff

person to manage the initiative.

Although the literature concerning coalition practice acknowledges that the

convening agency must have sufficient organizational capacity, commitment, lead-

ership, and vision to build an effective coalition, research on these and other fac-

tors that lead agencies should possess is sorely lacking (Butterfoss et al., 1993). In

one of the few studies comparing coalitions with differing reasons for initiation,

Mansergh, Rohrbach, Montgomery, Pentz, and Johnson (1996) found that

researcher and community-initiated coalitions were similar in terms of perceived

coalition efficiency, outcome efficacy, benefits of involvement, and interagency col-

laboration. The only difference between the two was that action committee ef-

fectiveness ranked higher in the researcher-initiated coalition. The researchers

concluded that factors other than the impetus for initiation might be more critical
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for coalition effectiveness. A related area with little research is whether coalitions

develop anew or simply evolve from other preexisting coalitions and networks in

a community (Herman, Wolfson, & Forster, 1993; Nezlek & Galano, 1993).

Coalition Membership

Limited research has focused on the defining characteristics of the founding mem-

bers of community coalitions. Common wisdom holds that previous experience

with the health issue or experience with coalitions increases the commitment of

these core members. Experience shows that members participate in coalitions with

varying levels of intensity—what Brager et al. (1987) described as active, occa-

sional, and supporting participants. Brager et al. noted that flexible participation

is essential when working with volunteers.

Composition of the core group may affect its ability to engage a broad cross

section of the community. Propositions 6, 7, and 8 state that the core group must

recruit community gatekeepers, those committed to the issue, and a broad con-

stituency of diverse groups and organizations. This pooling of diverse views, per-

spectives, and resources is one of the hallmarks of coalitions and gives them the

potential to solve problems that individual agencies could not address alone. Effec-

tive coalitions make concerted efforts to recruit memberships that are diverse in

terms of expertise, constituencies, sectors, perspectives, and backgrounds. In addi-

tion, funders are often concerned about increasing the diversity of coalition mem-

bers as evidenced by the recent focus on reducing health disparities in such efforts

as the Centers for Disease Control and Prevention’s REACH initiative.

Coalition Operations and Processes

Coalitions must fulfill certain basic functions such as making decisions, commu-

nicating, and managing conflict (Propositions 9 through 11). Indeed, much of the

research on coalitions has focused on internal processes and operations, with the

assumption that effective internal functioning is necessary for progress toward

achieving goals (see Table 7.3). The quality of interactions among member net-

works is demonstrated by the frequency and intensity of contacts and the bene-

fits that members receive from them, such as emotional or tangible support and

access to social contacts (Israel, 1982). Research suggests that the extent of regu-

lar contacts among community members can foster cooperation (Putnam, 1993).

Similarly, members can be empowered by building networks and experiencing

positive social relationships (Kumpfer, Turner, Hopkins, & Librett, 1993). Research

has also suggested that frequent and productive communication and networking

among members increase satisfaction, commitment, and implementation of strate-
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gies (Rogers et al., 1993; Kegler et al., 1998b). Similarly, staff members are most

satisfied and committed when good communication exists between members and

themselves (Rogers et al., 1993). Members who report an increase in the number

and type of linkages with outside organizations tend to participate more in the

coalition (Butterfoss et al., 1996; Mayer et al., 1998). Coalition studies have also

examined decision making and shown that the influence that participants have in

making decisions is vital to a partnership. In turn, influence in decision making is

related to increased satisfaction and participation and reporting of more positive

benefits (Butterfoss et al., 1996; Mayer et al., 1998).

Another internal process that must be initiated to ensure smooth internal func-

tioning is conflict management. Mizrahi and Rosenthal (1992) argue that conflict

is an inherent characteristic of partnerships. Conflict may arise between the part-

nership and its priorities for social change or among partners concerning issues

such as loyalty, leadership, goals, benefits, contributions, and representation. Con-

flict has been shown to lead to staff turnover, avoidance of certain activities, and

difficulty in recruiting members (Kegler et al., 1998a). Conflict transformation is

the process whereby resolution of conflict strengthens the coalition and builds

capacity. Research shows that conflict transformation results from effective coali-

tion planning and contributes to coalition goal attainment (Mayer et al., 1998).

Proposition 12 posits that perceptions of benefits must outweigh perceived

costs to ensure ongoing participation in assessment, planning, and resource devel-

opment. The literature points out several examples in which member costs and

benefits were related to the process of engagement. In general, providing incen-

tives and reducing costs increased member participation in voluntary associations

(Wandersman, Florin, Friedmann, & Meier, 1987; Prestby et al., 1990) and in

coalition committees, especially during the formation and early maintenance

stages (Butterfoss et al., 1996; Butterfoss et al., 1998a; Chinman et al., 1996;

Mayer et al., 1998). The wisdom literature is consistent in encouraging coalition

leaders to provide incentives for continued participation (Kaye & Wolff, 1995).

Another factor related to member engagement is the organizational climate of

the coalition. Proposition 13 states that positive relationships among members are

likely to create a productive coalition environment or climate. Organizational cli-

mate refers to members’ perceptions of the personality of an organization and is

typically measured by ten factors: cohesion, leader support, expression, indepen-

dence, task orientation, self-discovery, anger and aggression, order and organi-

zation, leader control, and innovation (Moos, 1986). Organizational climate

characteristics (such as leader support and leader control) are related to satis-

faction with the work, participation in the partnership, and perceived costs and

benefits (Butterfoss et al., 1996), as well as increased implementation of action

plans (Kegler et al., 1998b). Researchers have found that task focus is related to
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satisfaction (Kegler et al., 1998b) and psychological and organizational empow-

erment (McMillan et al., 1995). Similarly, the wisdom literature points out the

value of promoting positive group climate and relationships among members

(Kaye & Wolff, 1995; Dowling et al., 2000).

Leadership and Staffing

Propositions 14 and 15 emphasize the importance of leadership and staffing in

coalitions. Without these, coalitions are unlikely to move beyond the initial steps

in the formation stage of development. Coalition leaders and staff organize the

structure through which coalitions accomplish their work and are responsible for

coalition processes such as communication and decision making that keep mem-

bers satisfied and committed to coalition efforts. Effective coalition leadership

requires a collection of qualities and skills that are typically not found in one indi-

vidual but rather in a team of committed leaders. Thus, a common approach to

leadership in coalitions is the formation of steering committees composed of lead-

ers from action-focused work groups. Empirical research on coalitions shows a

consistent relationship between leader competence and member satisfaction (see

Table 7.3).

Leadership is complex, and researchers have examined many facets in addi-

tion to member perceptions of leader competence (Glidewell, Kelly, Bagby, &

Dickerson, 1998). For example, Kumpfer et al. (1993) studied leadership style and

found that an empowering style was related to action plan quality. Butterfoss and

colleagues (1996) found that leader support and control were related to several

member-related outcomes but not to quality of the action plan. Reininger et al.

(1999) explored how leaders’ being indigenous or not affected coalitions. In a study

of ten rural coalitions formed to prevent drug abuse, Braithwaite, Taylor, and

Austin (2000) noted that the most successful coalitions had strong leadership 

and a commitment to a common goal. Others have found that the ability of a

coalition to develop a clear and shared vision, a likely result of good leadership,

is associated with success (Kegler et al., 1998a; Center for Substance Abuse and

Prevention, 1998).

In many coalitions, leadership and staffing are intertwined, with paid staff

fulfilling many leadership functions, such as setting agendas and facilitating meet-

ings. Staff often support the coalition, encourage membership involvement, and

build community capacity (Sanchez, 2000). Some research suggests that coalitions

with staff who play a supportive role for the coalition rather than a visible lead-

ership role have higher levels of implementation (Kegler et al., 1998a).

Several studies of coalitions have examined how staffing is related to inter-

mediate indicators of effectiveness, including member-related outcomes, action
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plan quality, resource mobilization, and implementation of planned activities (see

Table 7.3). Two of these studies demonstrated relationships between staff compe-

tence and member satisfaction (Rogers et al., 1993; Kegler et al., 1998b). Further-

more, Butterfoss and colleagues (1996) found an association between staff

competence and member benefits. Kegler et al. (1998b) also found a positive rela-

tionship between staff time devoted to coalition efforts and the amount of resources

mobilized and level of implementation of planned activities, thereby lending sup-

port to the need for paid staff with sufficient time to devote to the coalition. Min-

imal or nondisruptive staff turnover has also been linked to positive outcomes

(Center for Substance Abuse and Prevention, 1998; Kegler et al., 1998a).

Coalition Structures

Proposition 16 asserts that coalitions are more likely to engage members, pool

resources, and assess and plan well when they have formalized rules, roles, struc-

tures, and procedures. Formalization is the degree to which rules, roles, and pro-

cedures are precisely defined. Examples of formal structures are committees,

written memoranda of understanding, by-laws, policy and procedures manuals,

clearly defined roles, mission statements, goals, objectives, and regular reorienta-

tion to the purposes, goals, and procedures of collaboration (Butterfoss et al., 1993;

Goodman & Steckler, 1989). Formal structures often result in the routinization or

persistent implementation of the partnership’s operations. The more routinized

operations become, the more likely it is that they will be sustained (Goodman &

Steckler, 1989). Research shows that the existence of formal structural elements

such as by-laws, agendas, and minutes is related to organizational commitment

(Rogers et al., 1993). In addition, structuring a coalition to focus on action, such as

creating task forces or action teams, is associated with increased resource mobi-

lization and implementation of strategies (Kegler et al., 1998b).

Pooled Member and External Resources

A major premise underlying the widespread adoption of coalitions to address com-

munity problems is that working together creates a synergy that enables individuals

and organizations to accomplish more than they could achieve independently

(McLeroy et al., 1994). Proposition 17 in Table 7.2 asserts that this pooling of

resources ensures more effective assessment, planning, and implementation of strate-

gies. Resource sharing also gives coalitions unique advantages over less collabora-

tive problem-solving approaches. Lasker, Weiss, and Miller (2000) pointed out that

much of the research on coalitions focuses on internal functioning, but does not

explicate the pathways through which collaboration increases the likelihood of
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achieving outcomes over traditional single-agency interventions. They proposed

that synergy is the mechanism through which partnerships gain advantage over

more traditional, less collaborative approaches. Furthermore, they hypothesized

that synergy is the proximal outcome linking partnership functioning to achieved

outcomes.

Resources, defined broadly, are one of the major determinants of synergy as

conceptualized by Lasker and colleagues. Coalition members are the greatest asset

in a coalition-based initiative. They bring energy, knowledge, skills, expertise, per-

spectives, connections, and tangible resources to the table. The pooling of these

diverse resources enables coalition members to achieve together what they could

not accomplish alone. Research has shown that staffing and structure of coalitions

are related to resource mobilization, which is related to effective implementation

of coalition strategies (Kegler et al., 1998b). Successful resource mobilization

allows for more creative solutions and more practical, comprehensive approaches

(Lasker et al., 2000).

Resources from outside the membership and the community are also helpful,

as they often fund staff and pay costs associated with implementing planned activ-

ities. Such resources relieve some of the burden that communities with limited

financial resources face. External resources may also provide additional expertise,

meeting facilities, mailing lists, referrals, additional personnel for special projects,

grant funding, loans or donations, equipment, supplies, and cosponsorship of

events (Chavis, Florin, Rich, & Wandersman 1987; Prestby & Wandersman, 1985;

Braithwaite et al., 2000).

Member Engagement

Member engagement is best defined as the process by which members are empow-

ered and develop a sense of belonging to the coalition. Positive engagement is evi-

denced by commitment to the mission and goals of the coalition, high levels of

participation both in and outside coalition meetings and activities, and satisfac-

tion with the work of the coalition. Among the factors that enhance engagement

are that the perceived benefits of membership outweigh the costs and that mem-

bers experience a positive coalition environment (Propositions 12 and 13; Butter-

foss et al., 1996).

Members who experience more benefits than costs participate more fully and

are more satisfied with the work of the coalition. Proposition 18 asserts that sat-

isfied and committed members will have higher levels of participation than less

satisfied members. Research supports this assertion and consistently demonstrates

that satisfied and committed members will also participate more in the work of
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the coalition (Butterfoss et al., 1996, 1993; Roberts-DeGennaro, 1986; Rogers et

al., 1993; Mayer et al., 1998). Although satisfied and highly participating mem-

bers are valued, the same studies failed to support the hypothesis that these fac-

tors lead to desired intermediate outcomes (for example, producing high-quality

action plans) or long-term outcomes (reducing ATOD [alcohol, tobacco, and other

drug] use). However, case examples of coalitions exist in which intermediate and

long-range successes can be attributed to the commitment and satisfaction of their

members (Butterfoss et al., 1998a).

Assessment and Planning

Achieving a coalition’s goals involves assessing the situation and deciding what

action to take. A coalition-based initiative, such as one that is a part of a state or

national program, usually engages in an extensive assessment and planning process

that can last as long as two years and is typically followed by an implementation

phase of three to five years. Several coalition studies have examined the quality

of the action plans produced by these types of coalition efforts. Analyses of activ-

ities selected by coalitions have shown a tendency toward activities that promote

changes in awareness (Florin et al., 1993). Kreuter and colleagues (2000) note that

despite a strong emphasis on needs assessment, written objectives, and logic mod-

els that depict cause-and-effect relationships between interventions and outcomes,

many collaborative efforts fail to produce rigorous plans. Quality plans, associated

with competent staffing, leadership, and resource mobilization, contribute to suc-

cessful implementation (Butterfoss et al., 1996; Kumpfer et al., 1993; Kegler et al.,

1998b). Proposition 19 states that successful implementation of strategies is more

likely when comprehensive planning and assessment occur.

Implementation of Strategies

Successful implementation depends on numerous factors such as sufficient

resources, completion of tasks on schedule, fidelity to the planned intervention

strategies, and a supportive, or nonturbulent, organizational and community envi-

ronment. Assuming the interventions link logically to planned outcomes, the like-

lihood of achieving these outcomes depends on the extent to which the strategies

are implemented and reach the priority populations. Adaptations of interventions

that have been previously evaluated (evidence based) or are commonly accepted as

best practices increase the likelihood that interventions will result in community

change and, ultimately, desired health and social outcomes (Green, 2001;

Cameron, Jolin, Walker, McDermott, & Gough, 2001).
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Focusing on best practices or evidence-based interventions may minimize the

extent to which coalitions engage in community awareness activities. This tendency

to focus on easier interventions and quick wins may help to maintain member

interest, but it is unlikely to lead to more valued outcomes and may help explain

why some coalition-based efforts are not able to achieve systems or health out-

comes change (Kreuter et al., 2000). Most

researchers and practitioners agree that effec-

tive health promotion efforts require change

at multiple levels, including environmental

and policy change (McLeroy, Bibeau, Steck-

ler, & Glanz, 1988). Goodman, Wandersman,

Chinman, Imm, and Morrisey (1996) further

suggest that as coalition interventions become

more complex and focus less on individual behavior change, the assessments of

such coalitions should focus across multiple levels and take community readiness

into account. Proposition 20 emphasizes the importance of implementing inter-

ventions at multiple levels in order to create change in community policies, prac-

tices, and environments.

Community Change Outcomes

By implementing interventions at multiple levels, coalitions are able to create

change in communities that can reduce risk factors and increase protective fac-

tors. Fawcett and colleagues (1997) categorized these into changes in programs,

changes in policies, and changes in practices of community agencies, businesses,

and government entities. Coalitions can also create change in communities by

developing the skills of individuals, increasing the sense of community, and pro-

viding new perspectives on community problem solving for residents. At other lev-

els, coalitions can create changes in opportunities for civic participation, linkages

between organizations, and the physical and social environment of a community

(Kegler, Twiss, & Look, 2000). The Community Coalition Action Theory posits

that coalitions that are able to create these types of community changes are more

likely to increase community capacity to address other issues of concern and to

realize their long-term goals (Proposition 21).

Health and Social Outcomes

Proposition 22 states that the ultimate indicator of coalition effectiveness is

improvement in health and social outcomes. Several recent reviews have been
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published documenting only modest evidence of effective collaborative part-

nerships. Roussos and Fawcett (2000) reviewed thirty-four studies that repre-

sented 252 collaborative partnerships. The authors categorized the studies into

those that provided evidence for more distant population-level outcomes, com-

munitywide behavior change, and environmental change. The review stated that

research is insufficient to make strong conclusions about the impact of partner-

ships on population-level outcomes largely due to design issues (most of the

research consists of case studies). With respect to communitywide behavior

change, Roussos and Fawcett concluded that partnerships could make modest

contributions. Strongest evidence existed for partnerships’ contributions to envi-

ronmental change, broadly defined to include changes in programs, services, and

practices.

Similarly, Kreuter and colleagues (2000) reviewed sixty-eight published

descriptions of coalitions and consortia with evaluation protocols in place and

found only six examples of documented health status or systems change. Numer-

ous reasons have been discussed in the literature as possible explanations for 

the disappointing findings associated with collaborative initiatives (Roussos & 

Fawcett, 2000; Mittelmark, 1999; Kreuter et al., 2000; Berkowitz, 2001). For

example, design issues and secular trends make the detection of community-level

change challenging. Also, some note that coalitions tend to focus on quick wins

and awareness activities. These strategies alone will not lead to significant changes

in systems or health status.

Community Capacity

In addition to coalition outcomes associated with health or social issues, another set

of outcomes is associated with increases in a community’s capacity to solve prob-

lems (see Chapter Eight, this volume). Proposition 23 asserts that coalitions can

develop community capacity, which has been discussed as both a possible pre-

requisite to community problem solving and an outcome of community health pro-

motion efforts (Goodman et al., 1998). It includes dimensions that coalitions can

theoretically affect (positively or negatively) such as participation and leadership,

networks of individuals and organizations, skills and resources, and sense of com-

munity. Crisp, Swerissen, and Duckett (2000) identify the development of partner-

ships as one of four distinct approaches to building capacity, arguing that two-way

communication between groups that previously have not worked together can re-

sult in more resources for planning and implementation. Little coalition research 

has focused on outcomes associated with community capacity, although current eval-

uation research is examining these issues (Norton, Kegler, & Aronson, 2000).

Toward a Comprehensive Understanding of Community Coalitions 179

ch07.DiClemente  4/10/02  1:33 PM  Page 179



Application of the Model: Consortium for 
the Immunization of Norfolk’s Children

In 1992, the Centers for Disease Control and Prevention’s National Immuniza-

tion Program selected Norfolk, Virginia, as a site to demonstrate how a commu-

nity coalition could improve immunization rates for children under two years of

age. Norfolk was selected due to its low immunization rates (49 percent of two-

year-olds in 1993), ethnic diversity, and public, private, and military health care

systems. By helping citizens develop and implement comprehensive, effective

strategies, the Consortium for the Immunization of Norfolk’s Children (CINCH)

realized its goals and increased childhood immunization rates by 17 percent. This

case example shows how CINCH followed the community coalition model pre-

sented in Figure 7.1.

Stages of Development

CINCH was in the formation stage for approximately six months. During this

time, underimmunization was defined as a community problem, coalition mem-

bers were recruited, and mission, rules, and roles were specified. The members

were also trained during this stage. During the next stage, maintenance, coalition

membership was sustained, and actual work began. Coalition members assessed

needs, collected and analyzed data, developed a plan, initiated and monitored

strategies, and supported and evaluated their group process. After three years, the

coalition expanded geographically to include the Hampton Roads region and was

renamed the Consortium for Infant and Child Health (with the same acronym).

CINCH subsequently recycled through formation and maintenance stages as it

engaged in a new recruitment and needs assessment process. In February 1997,

CINCH released the Report on the Health of Children in Hampton Roads. After engag-

ing in a priority-setting process, the coalition decided to focus on immunization

and add perinatal issues (such as low birthweight, teen pregnancy, and infant mor-

tality) to its mission. CINCH collaborated with and reenergized an existing peri-

natal council and eventually relinquished responsibility for this health issue

(institutionalization stage).

In March 2000, the Report on the Health of Children in Hampton Roads identified

childhood asthma as the number one diagnosis for hospital admission, as well as

emergency room and physician visits in the region. CINCH then launched an

asthma work group and applied for and received funding from the Robert Wood

Johnson Foundation in 2001. The coalition recruited new members with asthma
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expertise and concern, and conducted an asthma-related needs assessment.

CINCH recycled through the developmental stages three times during eight years

as new issues arose, strategies were revised, and many new members were

recruited.

Lead Agency/Convener Group

The Center for Pediatric Research, a joint program of a children’s hospital and

medical school, convened CINCH and serves as its lead agency. Although the cen-

ter was new, the region valued collaborative efforts and embraced the concept of

coalition building as proposed by the center staff, who were experienced with this

strategy. The staff recruited a core group of organizations, which then recruited

fifty-five service agencies; academic, civic, and faith-based institutions; health care

providers; and parents.

Coalition Membership

Members from various grassroots and professional organizations provided diver-

sity in age, occupation, race, and ethnicity. They willingly put aside differences in

order to share responsibility for all of the community’s children. Relying on new

knowledge and core values, the coalition developed its mission to improve immu-

nization rates for children under two years of age. This common mission and

commitment to community improvement helped members overcome barriers that

often stall new coalitions, such as lack of direction or turf battles (Kaye & Wolff,

1995; Butterfoss et al., 1996).

Coalition Operations and Processes

Members reported that they had either a great degree of influence (74 percent)

or some influence (26 percent) in determining policies and actions of the consor-

tium. When conflict arose, 82 percent reported that they were able to resolve it

effectively. Content analysis of meetings showed that activities were balanced

among tasks of orienting members, assessing needs, planning and revising coali-

tion structure and functions, sharing information, and developing and evaluating

products or services. Members evaluated meetings to identify successful elements

(Goodman & Wandersman, 1994) and rated work group and general meetings as

88 percent and 92 percent effective, respectively. Leaders and staff debriefed about

barriers to effective meetings and recommended improving agendas, attendance,

tardiness, participation, leadership, and grassroots representation.
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Leadership and Staffing

From the outset, CINCH had a full-time staff coordinator and part-time admin-

istrative assistant. The leaders of the coalition were community members who

were elected by the membership. The steering committee, which consisted of

coalition and work group chairs and vice chairs, as well as staff and other non-

voting honorary members, prepared the job description and advertised, inter-

viewed, and hired the coalition coordinator. The coordinator had previously

served as a coalition member and now worked for the coalition.

Leaders were sensitive to member needs by allowing varying levels of partic-

ipation during each coalition stage. They reduced burnout and maximized re-

sources by recognizing that some members are better planners and others are

better doers. Staff supported members by preparing draft documents, minutes,

rosters, meeting reminders, and mailings. They helped leaders set agendas, run

effective meetings, and plan strategies to promote member retention. To engage

members, lead agency staff provided training on a variety of issues related to

immunization.

Membership and commitment may waiver as a coalition realizes that it takes

time to accomplish its goals. To keep members involved, CINCH participated in

health fairs, marches, and other community health efforts. Leaders worked to

maximize member participation. Meetings provided opportunities to cultivate and

renew relationships and celebrate incremental achievements. Members received

written reminders and telephone calls about meetings and follow-up when they

were absent. Member surveys measured satisfaction and participation and defined

areas for improvement.

Coalition Structures

Members developed written rules of operation, criteria for membership, and roles

for members, leaders, and staff. CINCH also developed work groups focused on

specific tasks and populations that complemented each other. Chairs and vice

chairs were elected for work groups and the coalition at large.

Pooled Member and External Resources

Each member brought individual skills to the coalition, but also represented an

organization that brought resources to the table. Member organizations con-

tributed financially or in-kind to implement strategies, since grant funds were ear-

marked only for research. When personal agendas were put aside, resources were
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more effectively pooled. Work group members invited health department and hos-

pital directors, as well as professional and voluntary agencies from neighboring

cities, to join them at the table. As previously competitive organizations learned

the value of collaborating to accomplish tasks, the level of trust improved.

Funding restrictions prompted CINCH to develop community support for its

activities and increased the likelihood of sustaining its efforts beyond the grant

period. Private foundation funding enabled the coalition to hire an outreach co-

ordinator, conduct a media campaign, and implement key strategies. In-kind con-

tributions from CINCH members included the printing of posters, flyers, and

brochures; arranging satellite teleconferences; and contributing parent incentives.

In this way, the resources from the federal grant, local foundation, and member

organizations complemented each other and created synergy.

Member Engagement

Training, defined roles, and ongoing contact with participating institutions were

essential for member retention. Member involvement was bolstered by achieve-

ment of objectives and positive results. A clear vision of leadership and commit-

ment to a quality process kept members interested. CINCH also made good use

of each member’s linkage with others. Members constantly recruited others, who

provided resources or represented the priority population. New recruits stimu-

lated creativity and renewed effort among founding members. Member surveys

showed that 86 percent were satisfied with the work of the coalition (Butterfoss 

et al., 1998a). Average attendance over 130 CINCH meetings was 59 percent, con-

sidered acceptable by coalition research (Prestby & Wandersman, 1985).

Assessment and Planning

Following formation, CINCH’s major tasks focused on needs assessment, data col-

lection, analysis, feedback, and plan development. First, work group members

participated in a needs assessment to diagnose local causes of underimmuniza-

tion. Parent focus groups, patient exit interviews, and household and health care

provider surveys were planned and conducted (Houseman, Butterfoss, Morrow,

& Rosenthal, 1997; Butterfoss et al., 1998a).

Staff conducted workshops to train work group members to develop quality

action plans. Once trained, each work group used data to identify a prioritized set

of needs related to their priority group (for example, parents, health care pro-

viders). Goals, objectives, and strategies were developed to address each identified

community need. The groups considered the strengths of their community and
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the resources they could draw on to implement various strategies. Linkages among

community agencies were identified, and evaluation of strategies was planned.

Work group leaders combined the individual plans into one overall two-year

strategic immunization plan that focused on parent and provider education and

support for at-risk families, thereby increasing access to immunizations and im-

proving immunization delivery. The intrinsic negotiation involved in this process

cemented relationships among group leaders and strengthened internal support

for the plan. The planning process led to the creation of a steering committee that

still meets regularly to share successes and challenges. Members also learned 

that planning is a continuous process and later developed timelines, management

plans, and budgets.

Implementation of Strategies

During this time, new strategies were initiated, and others were maintained and

monitored. Work groups collaborated on strategies and responsibilities and even

merged to streamline operations. Some activities were initiated and finished

quickly, while others were not achieved until after funding ended. CINCH had an

impact on the Norfolk community by effectively implementing sixty-one of

seventy-nine planned strategies (77 percent). An evaluation component for each

strategy helped members decide whether it was based on need, implemented as

planned, and could be improved. Action plans were revised annually.

Community Change and Health Outcomes

CINCH accomplished some of its more difficult objectives such as Women, Infants

and Children (WIC) linkage, physician practice assessment and feedback, hospital

birth reminder systems, and legislative action. Members not only directed the

course of community events, but also wielded power to influence larger institu-

tions such as hospitals and the state legislature. Although any change in immu-

nization levels for two-year-olds could not be attributed to CINCH alone, rates

rose from 48 percent in 1993 to 66 percent in 1996 (Morrow et al., 1998). Higher

rates were reported among hospital and military clinics.

Community Capacity

Through training and practice in leadership, meeting facilitation, needs assess-

ment, and planning, coalition members developed skills that improved their par-

ticipation and could be generalized to other civic areas. Members and staff also
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provide technical assistance to other local partnerships that deal with tobacco use,

child safety, and school health. CINCH collaborated with projects focused on case

management, community policing, and neighborhood improvement. In addition,

it fostered new state contracts and federal grants that promote environmental

change. A contract between CINCH’s lead agency and the state health depart-

ment was forged to develop and manage a state immunization coalition, Project

Immunize Virginia, which used the CINCH model to help other localities develop

community partnerships to advocate for immunizing children across the state.

Under an Association of Teachers of Preventive Medicine grant, the Coalition

Training Institute was established in Norfolk in 1995 to train key health agency

staff who coordinated immunization coalitions in eighty-eight urban, state, and

territorial sites (Butterfoss, Webster, Morrow, & Rosenthal, 1998b).

Strengths and Limitations of the Theory

Any new theory is bound to have strengths

and limitations and must be open to con-

structive criticism from practitioners and

researchers who have a stake in the related

work. The Community Coalition Action The-

ory is long overdue. The benefit of its delayed

appearance, however, is that it is grounded in

almost two decades of practice and research. Perhaps one reason that this theory

has not been developed before is that the complexity of community coalitions and

the multifaceted nature of their work overwhelm researchers and practitioners

alike. The model that describes our theory is complex and takes into account the

diverse factors that influence the formation, implementation, and maintenance

of coalitions.

Although community coalitions are found in a variety of settings that range

from urban to rural, the empirical research and subsequent findings have focused

mostly in the area of alcohol, tobacco, and other drug abuse prevention. This is

not surprising when one considers that the highest level of foundation and gov-

ernmental agency funding for coalition work has centered on these health issues.

Although coalitions exist for many other health issues, including cardiovascular

disease, human immunodeficiency virus and acquired immunodeficiency syn-

drome, unintentional injury prevention, and immunization, large-scale evaluative

research findings have not yet been reported for these issues. Similarly, much of

the research that forms the basis of the Community Coalition Action Theory is
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from studies conducted in the early 1990s and tends to focus on coalition func-

tioning and intermediate indicators of effectiveness, such as satisfaction, partici-

pation, action plan quality, and implementation. Because of the widely

acknowledged difficulty in attributing health outcome change to community col-

laborative efforts, much of the more recent research uses case study methodology.

Although very informative, case study findings are difficult to generalize from and

focus less often on associations among constructs.

The constructs that are used in the Community Coalition Action Theory are

informed by research, yet we have speculated on how they interrelate with one

another. We have used a set of propositions to help us order the constructs in a

logical sequence and develop reciprocal or directional linkages among them. But

the research evidence does not totally ensure that these assumptions are correct. In

addition, we have not weighted each variable in our model. How important are

coalition processes, for example, as compared to coalition structures? The model

does not quantify the resources needed to implement successful strategies or the

level of member engagement that leads to effective assessment and planning. Fur-

ther research should help clarify the constructs, their importance to the whole,

linkage patterns, and directionality.

The model is complicated by the complexity of each of the constructs. For

example, the operation and processes construct includes communication, decision

making, and conflict management. All of these are likely related to organizational

climate, but which are more important and in what situations and stages? Simi-

larly, we identify several dimensions of community context and assert that con-

text affects each construct in the model and each stage in coalition development.

Yet much research remains to be done to understand how distribution of power

in a community, for example, affects what organization serves as the lead agency,

who makes up the core group, and whose needs are assessed.

Numerous types of collaborative relationships exist. We focused on commu-

nity coalitions and defined them as long-term community structures that enable

organizations and individuals to work collaboratively to address community prob-

lems. We were careful not to cite research done with other types of collaborative

initiatives because in the past, careful distinctions have not been made when sum-

marizing “coalition” findings. Different types of collaborative partnerships (for

example, state level, grassroots, mandated, and voluntary) may function differ-

ently and be influenced by different factors in each stage of coalition develop-

ment. Stages of coalition development may also need to be conceptualized

differently for different types of partnerships. For example, a grassroots citizens’

group formed to keep a landfill out of a neighborhood may not need to institu-

tionalize anything once the landfill is sited elsewhere.
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Future Directions

With the advent of evidence-based medicine and outcomes-based interventions,

coalitions have recently been criticized as not meeting expectations for success

(Green, 2000). Given the tremendous infusion of resources, both monetary and

in donated volunteer time, some see this criticism as well deserved. The overall

evidence for positive coalition outcomes is lacking; however, traditional scientific

methodology may not be adequate to capture the outcomes of these complex

collaborative organizations (Berkowitz, 2001). For example, we cannot under-

estimate the amount of time that it takes to create and sustain viable coalitions

or the difficult task of identifying and implementing best practices. Similarly,

evaluators and coalitions are often reluctant to accept qualitative methods of

evaluation or to identify realistic intermediate- and long-term outcomes. Finally,

communities may not always understand the long-term benefits and unintended

positive outcomes of coalitions. However, we need to be careful lest we throw the

baby out with the bathwater by criticizing coalitions for not achieving measur-

able outcomes.

Evaluators are beginning to argue for more research focusing on what coali-

tions contribute to community-based interventions above and beyond more tra-

ditional approaches (Lasker et al., 2001; Berkowitz, 2001; Butterfoss, Cashman,

Foster-Fishman, & Kegler, 2001). For example, do coalition approaches develop

more innovative strategies due to the pooling of expertise and resources? Do they

reach previously untapped community assets? Are they better able to implement

certain types of interventions than traditional public health and social service

agencies, such as policy or media advocacy efforts? A logical future direction for

research on coalitions, and this theory in particular, would be to document and

describe what Lasker and colleagues term partnership synergy.

Unfortunately, community coalitions are in the same situation as almost all

other community-level initiatives in facing the challenges associated with docu-

menting long-term outcomes and attributing resulting changes to the initiative.

Our contention is that by strengthening the theoretical base and developing a

model of action for community coalitions, we will advance this area of scientific

inquiry. We encourage theoreticians to test the logic of this model. We challenge

researchers to use the model, at both the case study and large-scale level, to field-

test our assumptions and advance the understanding of which coalition charac-

teristics and interactions are most likely to fuel goal attainment. Finally, we ask

practitioners, the front-line coalition pioneers, to determine whether this model

is useful to increase local support and capacity for further coalition development.
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This theoretical model is a starting point; we welcome all contributions that

improve its validity, reliability, and utility.
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F
or the past two decades, there has been a dramatic increase in the interest of

public health researchers and practitioners in community-based approaches

to improving the health of the public, particularly in the areas of health promo-

tion and disease prevention. This increased emphasis on community approaches

is due to a variety of factors, including an understanding of the complex etiol-

ogy of contemporary health problems (Florin & Chavis, 1990), an appreciation

for the importance of the interplay between humans and their environments

(Green, Richard, & Potvin, 1996; Heller, 1990), and a recognition among public

health professionals of limits to fostering individually oriented strategies for behav-

ior change (Steckler et al., 1995).

Despite this increased attention, there is considerable variation in the extent

to which community is incorporated in interventions ranging from community

as the setting or context of interventions to intensive community involvement in

defining social problems, identifying solutions, and evaluating outcomes (Minkler

& Wallerstein, 1997). Advocates for more intensive community involvement in

public health programming suggest that the results of efforts to change individ-

ual health behaviors significantly within communities, when treated as settings,

have been disappointing (Hawe, 1994; Florin & Chavis, 1990). Moreover,

although characteristics of communities may inhibit action in addressing social

problems, the nature of community relationships may also be part of the solu-

tion (Chavis, Speer, Resnick, & Zippay, 1993). For example, it has been noted that
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community has a powerful influence on individuals, symbolically and tangibly, by

shaping identity and meaning, communicating norms, and offering and limiting

opportunities for behavior (Thompson & Kinne, 1999). Communities offer a

resource for change because they can be mobilized to identify, plan, channel re-

sources, and undertake effective action for health promotion and health-enhancing

social change.

A 1988 Institute of Medicine report, The Future of Public Health, issued a call

for public health organizations to reorient their activities to ensure conditions for

health and give prominence to the community as not only the logical setting but

also the catalyst for health promotion. Building on the concept of community as

problem and solution, a number of researchers have urged an ecological approach

to public health interventions (McLeroy, Bibeau, Steckler, & Glanz, 1988; Stokols,

1992). An ecological framework uses a systemic perspective regarding the inter-

dependence of people, institutions, services, and the broader social and political

environment. When used to examine the nature and extent of social relationships

that exist within communities and the presence of community factors that may

affect the ability of communities to mobilize to address systemic problems, this

approach is based on a theoretical concept known as community capacity.

Community capacity has recently fostered inquiry by foundations, govern-

ment agencies, and a wide array of nonprofit organizations and academic insti-

tutions to identify and measure its associated factors. Funding organizations view

building capacity, which has become an integral goal of numerous grant initia-

tives, as an untapped resource for improving health status. Grant-making institu-

tions are keenly interested in improving their tools for identifying communities

with the capacity to foster positive change, and community capacity may provide

a useful criterion for the awarding of grants or tailoring of interventions (Easter-

ling, Gallagher, Drisko, & Johnson, 1998a; Goodman et al., 1998). If community

capacity is found lacking, it may be possible to adapt health-related interventions

or develop antecedent capacity-building activities prior to implementing health

promotion programs.

In addition to community capacity as a means for achieving community

health improvement, it can also be viewed as an important outcome of pub-

lic health interventions (Steckler, Dawson, Israel, & Eng, 1993). Many public

health interventions have as desired outcomes strengthening the capacity of in-

dividuals, families, social networks, organizations, communities, public policy, and

the broader social environment (McLeroy, Kegler, Steckler, Burdine, & Wisotsky,

1994). Foundations view capacity building as an essential strategy for sustaining

programs and health improvements long after grant funding periods have ended

because organizational infrastructure and the community commitment for con-

tinuation are created in the process.
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Interest in community capacity touches many disciplines, including organi-

zational development, community development, sociology and social work, crim-

inal justice, political science, and public

health. Some of this inquiry focuses on civic

infrastructure, social service reform, and

urban revitalization. Although the end goals

of these various fields differ, they share a com-

mon interest in drawing on and building the

capacity of communities to address their

problems effectively. This has involved a fun-

damental shift away from a focus exclusively on deficit and scarcity to an assets

perspective, embodying a dynamic and positive understanding of human, mate-

rial, power, and social resources.

Despite the current interest, effective application is limited because measure-

ment of community capacity is still in its infancy. Over the past five years, the U.S.

Centers for Disease Control and Prevention and the Robert Wood Johnson Founda-

tion have called on experts to develop a framework for understanding community

capacity and developing useful and valid measures of capacity building (Goodman

et al., 1998; Ricketts, 2001). We would like to believe that public health interven-

tions always have positive and lasting outcomes. However, without a metric for mea-

surement, it will remain a matter of conjecture whether community health

interventions result in increased sustainability and capacity for future problem solv-

ing. Thus, the identification and assessment of community capacity, as both an input

and an outcome, is important to those striving to develop healthy communities.

Our aim in this chapter is to provide a clearer conceptual understanding of

community capacity, which will contribute to the development of measurable

indexes and greater practical application of the construct of community capac-

ity in the field of public health.

The Concept of Community

How we think about community will affect how we think about the concept of

community capacity, including the resources that may exist within communities

to address common problems. The concept of community has a history that

places it squarely in opposition to the idea of individualism and traditional liber-

alism (Reynolds & Norman, 1988).

Beginning with Thomas Jefferson’s vision of democratic ideals and notions

about “public work” to Tocqueville’s astute observations about America’s vibrant

associational life (Tocqueville, 2000), the importance of communal bonds in pro-

viding essential ballast for grounding the country’s moral and social fabric was

196 Emerging Theories in Health Promotion Practice and Research

Interest in community capacity touches
many disciplines, including organi-
zational development, community
development, sociology and social 
work, criminal justice, political science,
and public health.

ch08.DiClemente  4/10/02  1:32 PM  Page 196



established. Yet a number of contemporary trends have confounded the practice

of these American habits (Bellah, Madsen, Sullivan, Swidler, & Tipton, 1985;

Elshtain, 1999), including massive demographic shifts, an explosion in the power

and consumption of mass media and technology, and the erosion in the author-

ity of moral institutions and organizational groups that were previously used as

forums for community problem solving (Putnam, 2000).

Scholars within the fields of sociology, psychology, and political science have

examined the community and constructs related to community dimensions (Bel-

lah et al., 1985; Bellah, Madsen, Sullivan, Swidler, & Tipton, 1991; Iscoe, 1974;

Sarason, 1974; Rappaport, 1981; Berger & Neuhaus, 1977; Putnam, 2000). These

scholars see community not as simply a collection of individuals or the locus of a

set of problems to be addressed but as an integrated ecosystem composed of assets

and capabilities.

The term community carries a wide range of meanings, and although we assume

a shared understanding of the term, its definition is problematic and multidimen-

sional. In common usage, the term community represents something both real and

ideal. Community is real in that it is considered concrete—for example,

as a set of individuals delineated 

by physical, social, or jurisdictional

boundaries. Yet it is also viewed as

intangible—as a process of civil soci-

ety and community development

(Smith, 1996). Regardless of whether

one views community as real or

abstract, the term is replete with symbolic and pragmatic meaning, and it resonates

with our ideals about the nature of human life.

Community is most commonly described in geographically or relationally

bounded terms (Hillery, 1955; McMillan & Chavis, 1986; Kumpfer, Turner, Hop-

kins, & Librett, 1993; Hawe, 1994). Usually communities share values and insti-

tutions (Thompson & Kinne, 1999). A shared identity and interdependency are

extremely important, as highlighted in this definition: a sense of membership;

common symbol systems; common values; reciprocal influence; common needs

and a commitment to meeting them; and a shared history (Israel, Checkoway,

Schulz, & Zimmerman, 1994).

Nature of Community Capacity

The concept of community capacity is consistent with Kretzmann and McKnight’s

conception (1993) of functional communities being defined by human and mate-

rial resources that are the building blocks for assets; these assets can be identified,
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mobilized, and used to address issues of concern and bring about change.

Although community capacity is not inherently a health construct in the narrow

or traditional sense, it is tightly bound to the

World Health Organization’s expanded defi-

nition of health (1984), which emphasizes the

importance of control over health determi-

nants and the inclusion of “social and per-

sonal resources, as well as physical capacities”

(p. 73). This suggests that community capac-

ity is linked to quality of life and public health’s goal of fostering conditions con-

ducive to health for all. However, there are real differences in conceptions of just

how community capacity contributes to health.

Some have asserted that the purpose of community capacity is to strengthen

the characteristics of communities that enable them to plan, develop, implement,

and sustain effective community programs (Poole, 1997; Fawcett et al., 1996;

Cottrell, 1976), that is, to serve as a mechanism for achieving a more coordinated

and effective health and social service delivery system. Kingsley and colleagues

(1997), referring to the new community-building movement to address poverty,

identified its central theme as “rebuilding hope” (p. 13), in addition to building

the ability of individuals, groups, and organizations to plan, implement, and man-

age community ventures. Others view community capacity as enhancing health

outcomes directly, although the specific mechanisms are yet unclear (Freudenberg

et al., 1995). One mechanism, for example, may be through an enhanced sense

of community, social ties, and community cohesiveness (Israel, 1985).

Theoretical Perspective

Because it is an evolving construct, it is important to examine some of the fun-

damental assumptions and variations in assumptions about community capacity.

These assumptions are portrayed in Figure 8.1. Each assumption stands on its

own and is not necessarily vertically linked to others. Although each of these

assumptions is described as a set of bipolar extremes, and examples or references

are offered to illustrate these extremes, it is important to stress that no theory of

community capacity is represented in such absolute terms. Rather, perspectives

on community capacity are oriented, explicitly or implicitly, toward one side or

the other of a continuum.

Value System. Community capacity has been presented by many as a value-free

concept—something that assists communities in accomplishing their purposes

as they choose (National Civic League, 1999; Mattessich & Monsey, 1997). One

198 Emerging Theories in Health Promotion Practice and Research

Although community capacity is not
inherently a health construct in the
narrow or traditional sense, it is tightly
bound to the World Health Organization’s
expanded definition of health.

ch08.DiClemente  4/10/02  1:32 PM  Page 198



example from the community development literature is the definition of com-

munity capacity as “the abilities of residents to organize and mobilize their re-

sources for the accomplishment of consensually defined goals” (Garkovich, 1989,

p. 200). However, a value-free approach must allow for the possibility that a com-

munity may engage in capacity-building activities that enhance the well-being of

one particular community or segments within it yet are harmful to those outside

it. Carried to its logical end, rapacious communities can appropriate and domi-

nate resources to the exclusion of others, such as weaker communities or disen-

franchised groups.

The self-determined values of a community could run counter to the demo-

cratic values of free and open participation or could contradict the idea of com-

munity capacity as health enhancement. For example, as emphasized in the edited

volume Community in America (Reynolds & Norman, 1988), communities are iden-

tified as much by whom they exclude as whom they include. A community could

exclude minorities, rural residents, the young, the old, women, men, or other com-

munity members from their definition of the community. A number of writers

are critical of value-free conceptualization (Fukuyama, 1995; Elshtain, 1999).

Level of Analysis. Community capacity may be described as an underlying frame-

work for understanding human behavior, interaction, and organization (Turner,

Beeghley, & Powers, 1998). The level of analysis may range from an individual
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orientation that emphasizes concepts from social psychology, such as trust, iden-

tity, self-efficacy, or the psychological sense of community, to those prominent in

social organization theory, like ties that exist among community organizations and

the extent to which individual social networks share members or network ties.

When community capacity is examined through an individual or psychological

lens, it is viewed primarily as a set of belief systems and resources that can be

measured on an individual basis and then aggregated for approximation of a 

community-level phenomenon. An example would include measuring the self-

efficacy or competence of members of a group and averaging the competence of

the members as an indicator of group self-efficacy or competence. This aggre-

gation may then be represented as the totality of sentiments and attitudes that

bind people together for community problem solving and action (Hillery, 1955).

In contrast, social organization theorists highlight the importance of struc-

tural features and processes within the social environment as essential for com-

munity capacity. For example, a more structural view of capacity would focus on

the availability and accessibility of mediating structures, interorganizational rela-

tionships, and distribution of power and authority.

Approach. Perspectives on community capacity are infused with the idea of seek-

ing a common ground in developing community solutions. Processes that 

accommodate and integrate different perspectives through use of a consensus-

based, collaborative process are highly valued. The heavy emphasis on consen-

sual politics is aimed at keeping all parties at the table in the interests of developing

comprehensive solutions that include everyone’s interests, resources, and needs.

The optimistic assumptions about human behavior and development that are in-

herent in collaborative models have been challenged from within the field of com-

munity development (Biddle & Biddle, 1965) and by those who broke off from it

(Alinsky, 1971). Community organizing is premised on the belief that inequities and

injustices are directly related to a lack of political power, that resources are finite,

and that a shift in power relationships will lead to a redistribution of resources.

Conflict is inherent in the nature of community life and under some cir-

cumstances may play an important role in building capacity by serving as a cat-

alyst for action (Labonte, 1997; Chaskin, Brown, Venkatesh, & Vidal, 2001).

Clearly, conflict resolution skills are an important predictor of community coali-

tion development (Butterfoss, Goodman, & Wandersman, 1996), one of the prin-

cipal strategies currently employed in public health community development

models. In communities with large disenfranchised populations and community

norms that mitigate against political and social participation of significant minori-

ties, consensus-based approaches may not be the only, or even the most appro-

priate, solution to building capacity. The heavy reliance on collaborative models
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may be related to the fact that the primary funding sources of public health are

federal, state, and local governments. It may also be related to an idealized notion

of community that many individuals hold. Regardless of its origins, mechanisms

for building capacity, including conflict strategies and the circumstances under

which these strategies are effective, are an important part of the research agenda

for community capacity.

Definition of Boundaries. Definition of a community and its subsequent com-

munity capacity may be dramatically affected by the boundaries though which

the community is defined. At one extreme, a locational perspective defines a com-

munity by geographical boundaries, such as streets, freeways, or other man-made

or natural features. At the other extreme, a relational perspective defines a com-

munity by social networks or associational patterns.

The use of geographically defined communities is based, at least in part, on

the assumption that people’s lives are greatly influenced by their propinquity.

There is considerable literature to support this assumption, and face-to-face inter-

actions are an essential part of social capital, an element of community capacity.

However, a locality-based definition—physical, political, or economic—may not

correspond with the way people cultivate and exercise their personal relationships

and group affiliations. Participation in planning, organizing, and implementing

community development programs is unfamiliar to many individuals and com-

munities, so social groups often serve as a starting point for engendering effective

community involvement. Churches, voluntary associations, and neighborhood

groups serve as mediating structures to encourage interactions among members

and between members and the broader community (Berger & Neuhaus, 1977).

Experiences with these groups serve as stepping-stones for further engagement in

community affairs and decisions.

There is a wide variety of relational communities and criteria for defining

boundaries, including those defined by network ties, common interest, or sym-

bolic identity. Relational communities have membership, leadership, and social

network structure. A relational community can be a geographical one, as long as

the community’s pattern of relationships corresponds to geographical boundaries.

The importance of relational communities is that they are important pathways

for social resources, such as information, assistance, and access to other people

(Israel, 1985), and they are a part of our social identity and definition of personal

community.

Bronfenbrenner (1986) indicated that boundaries established by social address

(physical or demographic) are very different from perceptions of social network

or community relationships. As a result, geographically defined communities,

established to meet the needs of local, state, and federal institutions or those of
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grant-making entities, may not be adequate for addressing issues on a community-

wide basis. In defining community capacity, it is important to focus not only on

geographical or geopolitical boundaries, but also on the nature of ties or connec-

tions that exist within communities, including network connections among in-

dividuals and interorganizational relationships.

Community Composition. With relational communities defined, at least in part,

by shared social norms, the extent of homogeneity in a community will have con-

siderable influence on the ease or challenge of fostering greater connectedness

among community members and on the strengthening of community capacity.

More homogeneous communities may find it easier to build a sense of trust and

sense of belonging. However, they may lack the variety of different perspectives

inherent in more heterogeneous settings, hampering the long-term development

of a civil society (O’Connell, 1999). Granovetter (1973) highlighted the impor-

tance of weak ties that bridge social distance between different sectors or social

groupings. These bridging ties have value in diffusion of innovations, access to

mobility opportunities for individuals, and enhancing cohesion for community

building.

The increasing diversity of American society requires that communities adapt

to the presence of different cultures, languages, and norms. At one extreme, com-

munity adaptations may take the form of multiple cultures independently coex-

isting, either peacefully or in conflict, within a particular locale. At the other

extreme, there may be a merging or fusing of diverse cultures into a single, more

coherent whole. How we manage our increasing diversity will have a dramatic

effect on our ability to develop community capacity and sustain the ability of com-

munities to address local, regional, and national problems.

Stability of Social Systems. A critical issue in using community capacity to

strengthen community bonds is the extent to which interaction patterns, social

norms, and organizational structures are malleable. We may regard community

capacity as resulting from an evolutionary process that has historical founda-

tions in the development of solidarity and social institutions over time. If we as-

sume that it, like social capital (Putnam, 2000), is relatively immutable, we would

restrict its application to readiness assessments for community-based interventions.

However, if we assume that key aspects of capacity can be built and uncovered or

animated for use in community problem solving, then application of the construct

could encompass capacity building within an intervention design and might pre-

scribe it as a desired outcome as well. Allen and Dillman (1994) found that even

when communities face tremendous forces working against cohesion, they may

still be effective in community problem solving by leveraging external resources,
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activating informal communication systems, and exercising horizontal leadership

structures. So for certain outcomes and certain circumstances, different combi-

nations of capacity can be effectively drawn on for community and health im-

provement. Although some aspects of capacity are more challenging to modify,

others may be more sensitive to change. Yet even if this latter assumption is made,

respect for the stability, longevity, and functional role of existing social systems is

paramount. Dimensions of social systems are fragile and more vulnerable to ero-

sion than to fortification.

Many of our community-based intervention strategies, such as community

coalitions, are specifically designed to strengthen capacity through community

participation in assessment, problem definition, and intervention development

and to enhance interorganizational relationships (McLeroy et al., 1994). However,

it may be argued that coalitions or related strategies simply impose a new set of

organization on existing social structures, and it is not clear under what condi-

tions these interventions have a lasting effect in modifying underlying community

processes, such as social networks, sense of community, and interorganizational

relationships. Moreover, we know relatively little about what happens to commu-

nities in the long term, once funding for infrastructure development is no longer

available. As a result, interventions are constrained by deficits in community

capacity even as they are directed at its amplification.

Insider Versus Outsider Point of View. Although used primarily within the field

of anthropology to describe the two principal approaches to the study of native

peoples (Lett, 1990), the constructs of emic and etic points of view are useful in

the discussion of community capacity. An emic view represents concepts and cat-

egories that are meaningful and appropriate from the perspective of the people

being studied; an etic view presents constructs that are meaningful and appro-

priate to those conducting the analysis. The importance of this distinction is more

than simple semantics. A lack of sensitivity to native wisdom or view of commu-

nity members about what constitutes community and capacity may threaten the

validity of findings and conclusions, our ability to work productively with com-

munities, and our capacity to inform broader audiences.

To date, much of the discussion of community capacity has been dominated

by professionals and academic researchers attempting to understand and trans-

form into generalizable models the complexity and subtlety of community change

processes. The lens used for these discussions has largely been that of professional

outsiders, despite the dominant rhetoric about community self-determination and

use of local community assets. Uphoff (1992), aware of the risks of an etic ap-

proach, has made the following recommendations to the World Bank: (1) empha-

size capacity over achieving targets, (2) weave participation into every aspect of a
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project from the start, (3) accommodate flexibility for learning, and (4) make an

investment in building a locality’s participatory capabilities.

Issue Focus. A very practical and theoretical issue with community capacity is

whether it is a generalized state or condition in communities or a specific response

to a given problem or concern. By looking at key community characteristics as in-

dicators of capacity—social and interorganizational networks, leadership, psy-

chological sense of community, skills and resources, citizen participation, mediating

structures, reflective learning, leadership, and the exercise of power—it is tempt-

ing to conclude that community capacity is a generalized condition. However, the

extent to which capacity is mobilized to address a specific problem may be con-

tingent on the extent to which a social issue is on the public agenda and the ex-

tent to which individuals or organizations are available to serve a catalytic or

leadership role.

Theoretically, community capacity consists of characteristics that affect a

community’s mobilization of resources, the extent to which communities are open

to new problem definitions, and their ability to disseminate information and

develop consensus. However, communities, like individuals, may have a limited

span of attention. Too many items on the public agenda may lead to a less effec-

tive allocation of resources and reduced capacity around specific concerns.

Related to the issue of the public’s span of attention is the amount of time

that issues remain on the public agenda. Particularly for social problems, the atten-

tion span in communities may be limited. There are always new problems, issues,

and concerns competing for attention and resources. Moreover, we tend to be a

society enamored with quick fixes and expectations that problems are addressed,

so that we can move on to the next problem. This raises a substantial issue about

how we maintain public attention and how we can continue directing resources

to high-priority concerns.

Definitions of Community Capacity

Chaskin and colleagues (2001), with the support of the Chapin Center for Chil-

dren and Families at the University of Chicago, drew on their experiences with

comprehensive community initiatives to develop a definition of community capac-

ity that incorporates the influence of community context and desired outcomes

and also addresses ways to build capacity:

Community capacity is the interaction of human capital, organization 

resources, and social capital existing within a given community that can be

leveraged to solve collective problems and improve or maintain the well being
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of that community. It may operate through informal social processes and/or

organized efforts by individuals, organizations, and social networks that exist

among them and between them and the larger systems of which the commu-

nity is a part [p. 7].

The Aspen Institute (1996) calls community capacity “the ability of indi-

viduals, organizations, businesses, and governments in their community to come

together, learn, make well-reasoned decisions about the community’s present and

future, and to work together to carry out those decisions” (p. 1). The MacArthur

Foundation (2001) expands on these expectations and defines its purpose when

it describes community capacity as “the ability to mobilize the energy and tal-

ents of its members and to secure outside resources, such as capital investment

and public services, to foster individual growth and improve quality of life.”

Within a public health context, McLeroy (1996) provides a definition of com-

munity capacity as “characteristics of communities that affect their ability to

identify, mobilize, and address social and public health problems.” Hancock

(2001), one of the founders of the “healthy cities” movement, describes a simi-

lar construct, community capital, as the combination of social ecological, human,

and economic capital. The healthy cities movement, fostered primarily through

the efforts of the World Health Organization, represents an ecological approach

to health promotion.

For the purposes of this chapter, community capacity is regarded as a set of

dynamic community traits, resources, and associational patterns that can be

brought to bear for community building and

community health improvement. Captured

within the definition are structural networks

and the processes to cultivate and maintain

them, as well as the perceptions, skills, and

resources of individuals that are channeled

through these social structures. This definition

makes clear a theoretical position of community capacity as a value-laden con-

cept focused on the attributes of both individuals and social structures.

Dimensions of Community Capacity

A number of researchers have sought to develop a set of dimensions or charac-

teristics for the construct of community capacity. Table 8.1 provides a sense of the

dimensions various researchers view as most important. Seven research models

and their dimensions are presented in the order in which they were published.

Community Capacity 205

Community capacity is regarded as a set
of dynamic community traits, resources,
and associational patterns that can be
brought to bear for community building
and community health improvement.
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Three models describe dimensions of what the researchers call community

capacity: Goodman et al. (1998) from the field of public health; Easterling,

Gallagher, Drisko, and Johnson (1998b) writing on behalf of a Colorado-based

philanthropic organization; and Chaskin et al. (2001) from the field of social work

and urban policy. The other four research models in the table and their dimen-

sions are displayed to highlight the similarities and illustrate a few areas of depar-

ture from the construct of community capacity as we describe it. These cognate

constructs are community competence (Cottrell, 1976); public capital (Harwood

Group, 1996); civic capital, commonly referred to as the Civic Index (National

Civic League, 1992, 1999); and social capital (Saguaro Seminar, 2001).

Cottrell (1976) described community competence as the ability of a commu-

nity to draw together its parts to collaborate effectively in identifying its problems

and needs, developing a consensus on solutions, and implementing their planned

actions. He outlined eight dimensions that he saw as critical to community com-

petence. A community psychologist by training, he placed his greatest emphasis

on individual perceptions, skills, and consciousness. Among the elements, he

included a mechanism for facilitating interaction but made no mention of social

networks or leadership, two essential dimensions of community capacity.

Public capital and civic capital, highly similar constructs, emerge from the

civic renewal field of inquiry, but they have been developed to emphasize slightly

different components. Public capital (Harwood Group, 1996) is a model with nine

dimensions that have been organized into three categories: tangible dimensions,

links between the tangible dimensions, and underlying values. This categorical

framework aids in clarifying our understanding of the construct, but at the same

time it constrains the range of its application since it tends to bypass important

human capital elements like skills, knowledge, and resources. The notion of civic

capital, also known as the Civic Index, was developed more as a tool (National

Civic League, 1992, 1999) than as a theoretical construct. As such, its dimensions

have been defined first to make sense to civic and political leaders rather than be

responsive to a researcher’s need for conceptual clarity. Although the dimensions

of civic capital appear to overlay well with the categories of community capacity,

many important subdimensions are omitted. Like public capital, civic capital gives

scant attention to human capital and resource availability; social trust and net-

works are similarly given only cursory mention. Despite this, through the National

Civic League’s Healthy Communities planning process, for example (Norris,

1993), the Civic Index is adapted to each local context, and many subdimensions,

not elaborated on in their literature, are addressed within the day-to-day inter-

actions of conducting a community project.

Social capital, a prominently used but variously defined construct, is the last of

the four complementary models shown in Table 8.1. This construct originally
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emerged out of the education and sociology fields, but it has become a part of the

popular vernacular with the writings of political scientist Robert Putnam (1993,

1995, 1996, 2000). Rather than a structure or an observable process, it is the value

embedded within social networks and other associations that individuals draw on

to achieve individual and collective goals (Putnam, 2000; Popapchuk, Crocker,

Schechter, & Boogaard, 1998; Smedley & Syme, 2001). Because social networks are

the foundation for collaboration and coalition building, they are an essential part of

community capacity. But as the societal analogue to human and material capital,

social capital represents a more enduring characteristic of communities and a more

limiting construct than community capacity. It is interesting to note, however, that

the way in which the Saguaro Seminar operationalized the construct for its 

Community Benchmark Survey (2001) involves a broad scope, touching on many

more dimensions than has been the case with most other social capital research.

A set of seven dimensions defining the community capacity construct is dis-

tilled from this analysis (Table 8.1). These dimensions are constructed to repre-

sent the highest degree of consensus among researchers while preserving the

particular character and emphasis of each model. The categories are labeled to

avoid jargon and any explicit terms used for the various constructs themselves (for

example, social capital). Because of the variability in the way that researchers char-

acterize different dimensions of these models, the placement of any dimension

within a given model is open to debate. However, this display represents one

attempt at illustrating both the similarities and the differences among these cog-

nate constructs and various interpretations of community capacity.

Level of Skills, Knowledge, and Resources

Skills and knowledge are identified as critical to community capacity by many

researchers. This dimension includes skills for strategic planning and those related

to interpersonal communication and group process. Chaskin et al. (2001) discussed

this in terms of human capital and leadership. He linked human capital and lead-

ership by explaining that the use of skills, knowledge, and resources by residents

through participation in community improvement activities entails the exercise of

leadership. This could involve a grassroots leader, who uses persuasive skills and his

knowledge of community networks to mobilize neighbors, local churches, and

store owners to become involved in cleaning up the area, or it could involve a local

school principal who uses her school’s resources and personal influence to garner

community resources for an after-school and Saturday enrichment program for

the neighborhood.

Although the most common emphasis is placed on internal community

resources—a community’s gifts and assets (Kretzmann & McKnight, 1993)—access
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to resources external to the community may be equally vital. An excessive or a

deficient level of resources available to a community can impair the process of

building capacity. External resources are not viewed as capacity enhancing unless

they reduce dependency through the transfer of skills from external to internal

sources. A reliance on externally imported skills and expertise is viewed as counter

to capacity-building goals. Interventions typically stress the benefits of expanding

a community’s information base, that is, data and knowledge. Technical assistance

has been the principal vehicle for achieving this purpose, but asset mapping and

skill and resource inventories are increasingly used (Garkovich, 1989).

Nature of Social Relationships

The concept of social relationships builds on the idea of communities as social

networks and social ties and is integral to the construct of social capital as defined

in most of the scholarly literature. The notion of social connectedness highlights

the quality of ties that exist among community members and the type and

strength of sentiments embodied within those relationships. Included in this

dimension is the belief that individuals matter to the community; that there is suf-

ficient strength of social ties to work through serious differences; and that indi-

vidual and collective actions will have desired results. For this reason it includes a

sense of community, a sense of commitment and harmony, social trust, norms of

reciprocity, and positive intergroup relations.

Structures, Mechanisms, and Spaces for 
Community Dialogue and Collective Action

This dimension represents a collection of tangible assets that provide the struc-

tural framework for community capacity. Included are social and interorganiza-

tional networks, especially voluntary associations; mechanisms for prompting and

conducting community planning and action; community spaces for socializing

and for problem solving; and systems for communitywide communication.

Social networks refer to the extent to which individuals are connected to each

other through formal and informal networks of relationships and the extent to

which social networks in the community share linkages or members. Because

social resources—including instrumental assistance, emotional support, social iden-

tity, access to new social contacts, and information—flow across network ties, their

distribution will be affected by the nature and extent of connectedness that exist in

a community (Israel, 1985).

Social networks, such as friendship groups, are frequently developed within

the context of the workplace, neighborhood, church, school, or other informal
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and formal organizations to which individuals belong. Thus, an important part of

a community’s capacity is its voluntary associational life. Many associations are

formed for mutual aid, socialization, or social or political participation. More

recently, associations have been formed as community planning and action groups

or coalitions. These collaborative groups may be broad in scope or issue specific,

ongoing entities or time limited, but they are often newly created in response to

external funding opportunities. Unfortunately, many externally prompted efforts

do not dedicate sufficient time or development resources to fostering local orga-

nizations or network building because of a need to demonstrate specific outcomes

(Garkovich, 1989).

In addition to social networks and collaborative interorganizational structures,

mechanisms for community dialogue may include catalytic organizations within

communities and gathering spaces for interaction and public debate. Both are

important to capacity because they help prompt community problem solving and

reflection (Harwood Group, 1996; Chaskin et al., 2001). Catalytic organizations

can provide the impetus for changing the status quo by making visible to leaders

and community members the gap between what is and what could be. Examples

of catalytic organizations within some communities are community foundations,

community development corporations, chambers of commerce, citizen task forces

or roundtables, and other community and voluntary organizations.

Quality of Leadership and Its Development

Leadership is critical in identifying problems, fostering community change activ-

ities, and providing opportunities for citizen participation. Given the increasing

interdependence of individuals and groups within communities, it is essential that

community leaders are knowledgeable about the broader community and its

resources and have a sense of the common good (Esman & Uphoff, 1984). Effec-

tive leadership, then, requires qualities of communication, analysis and judgment,

coaching, visioning, trust building, teamwork, reflection and learning, and part-

nering (Human Resources Development Canada, 2000).

Several issues are important for this dimension: the types of community lead-

ers used, the development of leadership roles and new leaders, and the process for

making the transition from old to new leadership. There are two ways of identify-

ing leadership: positional and reputational. Communities with greater capacity not

only draw on the skills of those in positions of office, supervision, or management

but also tap the talents of those who are extensively connected within and across

diverse community constituencies. In addition, new leaders are needed 

as new leadership positions develop and as older leaders retire, step down, or 

move on to other interests. Various studies show that the most effective community
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organizations are those that can successfully move new people into leadership posi-

tions over time (Presby & Wandersman, 1985).

With the rapid changes in the demographic composition of many commu-

nities—including the rapid growth in populations from other cultures and ethnic

backgrounds, the aging of society, and changes in gender, age, and marital status

roles—the development of new community leaders is critical. New leadership

must represent the increasing diversity of groups, cultures, and orientations pre-

sent in many of our communities.

Extent of Civic Participation

The importance of civic participation as an essential element in community ca-

pacity is inconsistently addressed by researchers who have defined community 

capacity and similar constructs (although it may be implied within other dimen-

sions by those who fail to specify it explicitly). It is maintained here as an explicit

and distinct dimension to emphasize its significance and because it serves as an

important area of capacity-building leverage for health improvement interven-

tions. This dimension describes the extent to which individuals within a commu-

nity concern themselves with issues of broad public concern, including those

relating to governance. It encompasses everything from parent-teacher associa-

tion membership to voting behavior, from volunteering to participation in small

social groups. These participatory mechanisms allow for specific constituencies to

provide input to institutions at higher organizational or community levels.

Attributes of participation relate to breadth, depth, and intensity. A broad

and representative base of citizen involvement is made possible when there is con-

tinuous conversation with all community segments. This requires constant out-

reach efforts and communication on the part of community leaders and members.

It also requires vigilance in the cultivation of mutual trust and a vitality of neigh-

borhood and social networks that link with each other, not simply within them-

selves. Achieving a depth of participation means that a community offers a

multitude of creatively structured participation opportunities, making them widely

and continually known, and that concerted efforts are undertaken to reduce indi-

vidual and community-level barriers (Brown, 1991). Mediating structures play a

critical role in defining the nature, extent, and intensity of civic participation

because they provide the primary vehicle for its expression. Successful health

improvement initiatives use existing institutions to organize and champion par-

ticipation roles in their planning, implementing, and evaluating phases.

Another critical aspect of this dimension relates to community power struc-

tures and the distribution of power, which have been widely studied in the socio-
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logic literature (Hunter, 1953). Power structures affect which problems are placed

on the public agenda, the allocation of community resources, and the extent to

which community participation in decision making is encouraged and facilitated.

Although centralized power structures may facilitate decision making and alloca-

tion of resources, they may also limit participation and access to resources by rel-

atively disenfranchised groups.

Value System

Community capacity is not value free and must encompass the norms, standards,

expectations, and desires of particular communities. What is essential to capacity

is not only that a community be able to articulate a clear and shared set of

values, but that these values reflect a public moral philosophy (Elshtain, 1999).

Warren (1980) defined a “good” community as one where people deal with each

other on a personal basis; there is a broad distribution of power; a diversity of

income, ethnic, and interest groups come together to work in common endeav-

ors; there is a high degree of autonomy at the local level; and cooperation is highly

valued. Many researchers agree that core values enhancing the capacity-building

process include equity, democratic participation, collaboration, inclusion, and

social responsibility (Goodman et al., 1998). Legal and procedural norms are sec-

ondary to these moral values in undergirding community capacity building.

Learning Culture

This dimension defines a community’s ability to think critically and reflect on

assumptions underlying one’s ideas and actions, consider alternative ways of think-

ing and doing, and mine lessons from one’s actions. This reflects a high degree of

self-awareness about a community’s values and interests and a strong institutional

memory. The community culture must be one in which errors and failures are

viewed as resources for learning instead of excuses for nonaction or instruments

of blame. Management guru Peter Senge (1994) described learning as “the con-

tinuous testing of experience, and the transformation of that experience into

knowledge—accessible to [all] . . ., and relevant to its core purpose” (p. 49). The

concept of a learning culture has also been explored within the field of empow-

erment education and is defined by Paulo Freire (1970) as “critical consciousness.”

Communities that can reflect on the outcomes of their actions and on new options

available to them may be more effective in maintaining change and improvements

in social and health-related conditions. Chavis (1995) described capable commu-

nities as “learning communities.”
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Case Study: Applying the Concepts of Community Capacity
to Health Development

This case study is a limited but illustrative example that employs the concept of

community capacity to improve population health. This case, featuring a project

conducted in Hartford, Connecticut, is not intended as a best practices model.

Rather, its value may lie more in suggesting both the limitations and the poten-

tial of capacity approaches. A conceptual model for community capacity was

developed and used in organizing this project by two of this chapter’s authors,

who served as outside facilitators for the process. In this example, the concept of

building community capacity, as one of the goals of the project, was part of the

original community dialogue and stated purposes of the community task force.

The challenge of the project was to broaden the discussion from building the

capacity of a single agency (the city’s health department) to strengthening ties with

the larger community and incorporating citizens in defining, implementing, and

evaluating the overall program. Thus, the collaborative strategy used in Hartford

stressed the building of community capacity as a central theme.

Development of the Project’s Conceptual Model

Public health is predicated on the value of collective action and the belief that

community is a significant unit of analysis and arena of practice (Rosen, 1958;

Blum, 1974; Institute of Medicine, 1988; Amick, Levine, Tarlov, & Walsh, 1995).

Numerous scholars have developed models of the factors that influence health

and their interactions within communities (Rose, 1992; Tarlov, 1992; Evans &

Stoddart, 1990; Patrick & Wickizer, 1995; McLeroy, et al., 1988). Documented

success with the application of these models for improving overall community

health, however, has been limited (Hancock et al., 1992; Israel, Schultz, Parker,

& Becker, 1998). The value of a model is to focus the application of efforts and

resources to improve health status more effectively. In these models, community

capacity for health status improvement can be thought of as a tool and target for

intervention, as well as a predictor of results.

The framework developed for this project contains four major elements: eco-

logical factors, community capacity factors, health and human services system fac-

tors, and the outcome measure, population health status (Figure 8.2). Ecological

factors include demographics, community history, organizational and public poli-

cies, participant expectations, and community resources. Community capacity

includes two major elements: supporting or enabling functions and those related

to a community’s social capital. Supporting functions are skills or abilities within
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communities that allow them to accomplish tasks that enhance the likelihood of

improving health status. These include exchange of information and resources,

effective and accessible provision of services, training and technical assistance,

monitoring and evaluation, and acquisition and management of resources. The

second element of community capacity in this model, social capital, relates to 

“the features of social organization, such as networks, norms and social trust that

facilitate coordination and cooperation for mutual benefit” (Putnam, 1995, p. 67).

Numerous elements are posited to represent social capital, among them trust,

goodwill, cooperation, civic engagement, reciprocity, collective efficacy, social net-

works, obligations, norms, and sense of community (Putnam, 1995; Kawachi,

Kennedy, & Lochner, 1997b; Chavis & Wandersman, 1990; Sirianni & Friedland,

1995). Kawachi and colleagues (Kawachi, Kennedy, & Glass, 1999; Kawachi,

Kennedy, Lochner, and Prothrow-Stith, 1997) established a linkage between social

trust and health status; however, they depended exclusively on secondary data.

The Hartford study was designed in part to advance research by developing valid

indicators of social capital and by examining the association between these indi-

cators and standardized measures of functional health status.

The last elements of the model, health and health system characteristics, are

factors related to the accessibility of care, quality of care, financing of care, and

adequacy of the service delivery system. This model acknowledges the practical

reality that the health and human services system, with all of its limitations, is a

fundamental tool used for health improvement. At the same time, it recognizes
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that the dynamic tension between solutions that focus on the financing and deliv-

ery of services and their quality and accessibility, and it also acknowledges the

complex social determinants of health.

Background

In 1993, the mayor of Hartford, Connecticut responded to concerns about declin-

ing health status in the city and the inadequacy of the public health infrastruc-

ture. A Blue Ribbon Task Force was formed to coordinate a community health

assessment and establish a system for monitoring health status, needs, and threats

to public health. The task force incorporated the Institute of Medicine’s recom-

mendations from The Future of Public Health (1988), which emphasized the role of

local public health in assessment, policy development, and assurance. As a result

of its planning process, the task force recognized the need for a community vehi-

cle in developing collaborative solutions to public health problems. Initially spon-

sored by local hospitals, the Community Health Partnership Committee (CHPC)

became the vehicle through which an organized effort to build community capac-

ity for health improvement was implemented.

From 1996 through 1998, the CHPC identified the individual, community,

and broader social factors influencing health status and the local capacity and

resources that could be used and enhanced in their strategy for improving com-

munity health. The assessment of local community capacity began with a series

of interviews and community discussion groups with approximately 150 individ-

uals, representing major sectors of the community, key decision makers, and

groups not normally included in community decision making. Information was

collected on issues of concern, resources available to address issues, the commu-

nity’s collaborative history, advice for the CHPC, and input regarding the role of

the City of Hartford Health Department, including suggestions for developing its

organizational effectiveness.

A number of major themes emerged from the community discussion groups,

including several dimensions of organizational and community capacity:

• The presence of several sophisticated institutions and community-based 

research organizations, with competitive and uncoordinated organizational 

relationships

• Economic issues, including lack of coordination of block grant resources,

and the organization of many city services along racial lines

• An abundance of health resources but problems of access for selected popu-

lations
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• Opportunities for an expanded role for the city health department as a result

of its recent restructuring and physical relocation

• A significant Hispanic population, largely Puerto Rican, characterized by a

high degree of mobility between the mainland and the island, as well as frag-

mented political allegiances

The Community Health Improvement Strategy and Results

The CHPC used the information collected through the community discussion

groups to create a community health improvement strategy. In addition, it cre-

ated three subcommittees to engage other community stakeholders: public health

strategic planning, public health assessment, and a steering committee. The assess-

ment process continued with the planning and conduct of a general population

survey (n + 1,450) and additional community discussion groups focusing on hard-

to-reach audiences. The results of this assessment were presented in a commu-

nity forum resulting in a “call to action” strategy: a commitment of community

resources to address each priority issue and population within a limited time frame

and with explicit outcomes.

This process had the following results:

• A community structure (the CHPC) through which efforts to improve access to

care were, and continue to be, implemented

• A restructuring of local public health services, administration, roles, and re-

sources

• A more integrated health services system, achieved through improved com-

munication and coordination among local hospitals, public health, and indi-

vidual providers

• Systemic use of consistent, high-quality health information across multiple 

organizations through coordinated collection, analysis, and applications

• The development of needed new community leadership and enhanced par-

ticipation of existing leadership in health improvement efforts.

• Increased community participation in health improvement activities

When we examine the framework for building community capacity that

appears in Figure 8.2, we can see that each element was identified and incorpo-

rated into the overall community health improvement strategy for this commu-

nity. For example, ecological factors like local and state infrastructure issues, racial

and ethnic factors, and community history were explored to determine how

strengths and weaknesses could be addressed through a community health

improvement strategy.
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Community capacity building in this example was focused on the city health

department at the request of the leaders initiating the process. As a result, pri-

mary attention was focused on improving access to care and the health status of

the general population. To address this goal, changes were implemented in the

organization of health services, and calls to action were issued for diabetes, hyper-

tension, and other preventive-health topics. Among the by-products of the com-

munity development strategy were greater perceptions of trust, increased

interorganizational information sharing, a positive experience with collaboration,

and improved leveraging of external resources.

Future Directions

Contemporary emphasis on and interest in community capacity is intricately

linked to the increased focus within public health and other disciplines on 

community-based, collaborative models to address social and health problems.

Current interest is largely governed by instrumental motivations of funding

agencies that seek to develop measures of capacity as both inputs and outcomes

of community problem-solving interventions. High levels of community capac-

ity may become an additional criterion for favorable funding decisions. Ratings

of low capacity could lead to the development of antecedent interventions, so

that lack of community capacity can be addressed before interventions are de-

veloped or as part of a health improvement intervention. Enhanced community

capacity is also directly related to the sustainability of health improvement ini-

tiatives and is believed to possess inherent health benefits for individuals and

communities.

A significant direction for future research entails refining the dimensions of

community capacity, increasing our understanding of their interactions, and devel-

oping tools for measuring them. Without the ability to measure this construct, it

will continue to remain uncertain whether or

not public health and related interventions are

effective in strengthening capacity. The diffi-

culty in measuring community capacity is

partly a function of the complexity of the

construct even though each of the dimensions

discussed in this chapter has existing method-

ologies for assessment. For example, the nature and extent of organizational coop-

eration within a community can be measured through network surveys of key

respondents in community organizations. Civic participation may be assessed

through population sample surveys designed to measure the extent of community
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participation in voluntary groups. Connectedness of social networks may be mea-

sured through sample surveys of individuals using network sampling designs

(Goodman et al., 1998; Ricketts, 2001).

However, it is important to recognize that we lack information on which

dimensions of community capacity are important for what purpose. For example,

is connectedness among informal social networks important for the purpose of

strengthening referral patterns among community service organizations? We also

do not know the extent to which the various dimensions of capacity tend to be

interrelated. For example, are communities that are high in connectedness across

social networks also high in interorganizational collaboration? Is the psychologi-

cal sense of community linked to participation in voluntary groups and organi-

zations? If the dimensions of capacity are strongly interrelated, then it will simplify

our task of measuring overall capacity but confound our ability to sort out which

dimensions may require augmentation.

Although measures for individual dimensions of capacity are available, assess-

ment of multiple dimensions is a daunting, expensive, and time-consuming task.

We also lack standards for making decisions about whether one or more of the

dimensions constitutes sufficient capacity for undertaking effective interventions.

Given multiple measures and a lack of standards, one of the goals of assess-

ment is to create an index of community capacity that is easily measured and use-

ful for funding decisions and assessing outcomes across communities. For example,

the Robert Wood Johnson Foundation has recently funded two studies (Ricketts,

2001; Felix-Burdine & Associates, 2000) to address the methodological, concep-

tual, and practical issues in the development of an index of capacity. Method-

ological issues include the unit of analysis, timing of measures, reliability and

validity, the use of aggregate measures, and the availability of secondary mea-

sures or indicators.

Unit of Analysis

The unit of analysis or the definition of community that is the focus of data col-

lection and analysis is critical to the utility of any measure of capacity. According

to Ricketts (2001), if the definition of community for measurement purposes does

not correspond to community as experienced by its members or community as

the unit of solution (for example, states control the funds for a neighborhood pro-

gram), looking at a neighborhood or census block or tract may not be useful. Con-

versely, if the unit of measurement is too large, then important differences across

communities within the measurement definition may be overlooked, with com-

munity capacity representing nothing more than the average of capacity across

units of solution.
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Timing of Measurement

The frequency and timing of measurement can influence the utility of measures

of community capacity. Single assessments may be most useful for funding deci-

sions. However, if communities expect to be measured only once cross-sectionally,

they may not invest in developing capacity. On the other hand, if the measure-

ment of community capacity is designed for serial assessments that incorporate

feedback toward the goal of improving capacity, then multiple measures across

time are essential.

Reliability and Validity

Reliability and validity are issues with any measurement approach and are 

particularly critical when the consequences of measurement, such as funding de-

cisions, are of such vital importance to individuals and communities. The devel-

opment of appropriate measures of capacity requires that they be both reliable

(that is, provide consistent results) and sensitive to change. Moreover, the predic-

tive validity of measures of capacity is critical for establishing the importance of

capacity as a predictor of community mobilization efforts.

Related to the issue of validity are the problems attendant on developing and

using an index measure of capacity. Indexes may be useful in summarizing mul-

tiple measures and facilitating decision making. However, the benefits of indexes

are also limitations. By creating indexes, we lose variability and obscure what may

be important differences. Moreover, the weighting and inclusion of specific mea-

sures of capacity in an index score may have different meaning for different com-

munities or stakeholders.

Primary and Secondary Measures

An important issue in measuring community capacity is the availability and util-

ity of primary and secondary data. The principal challenge facing most states and

communities interested in measures of community capacity is that useful data may

not be available from existing sources. Data that are available are likely to be sev-

eral years out-of-date or based on inappropriate units of analysis, such as a county

or state. Primary data collection through surveys or other strategies is much more

costly than reanalysis of existing data. However, the length of time required to

gather, analyze, and report primary data may result in long delays and have a chill-

ing effect on community participants. Thus, primary data collection may be cost

prohibitive, particularly given the range and types of data that must now be col-

lected to measure each of the dimensions of capacity.
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Ethical Issues

In addition to measurement issues, there are important ethical issues in using com-

munity capacity as a criterion for funding or as an outcome of community inter-

ventions. One issue concerns the meaning of a high or low score on capacity. It

may eventually be possible and desirable to compare ratings of communities and

to establish standards for a high or low score on an index or the various dimen-

sions of community capacity. But this raises the issue of what a high or low score

means and the consequences of scoring high or low.

In diagnosing a community as low in community capacity, funding or spon-

soring agencies may reduce the flow of financial support or other resources to it,

although it is likely to be in great need of support. This may further increase

health and other disparities between it and high-scoring communities. Low rat-

ings may also demoralize community members and reduce the psychological sense

of community (who would want to identify with a low-scoring community)? Label-

ing a community as high in capacity may strengthen access to resources and the

psychological sense of community, even if a community lacks diversity and already

has ready access to the services and resources it needs. Similarly, findings of min-

imal change or low-capacity outcomes resulting from a community intervention

may inappropriately jeopardize its sustainability or its adoption by other com-

munities.

Ranking communities on the basis of capacity alone presents inherent risks

in interpretation and application. Any ranking system is based on an assumption

of comparability across settings and requires simplification of complex and

nuanced information about community characteristics. Ranking systems may lead

to explicit or implicit labeling and often simplistic, value-laden categorization,

such as high-low, strong-weak, or good-bad. Labeling communities may not only

hamper access to resources, but can also have an adverse impact on community

capacity itself, particularly in communities with the most need. Furthermore, rat-

ings and labels tend to endure long after a rating is assigned and even when its

accuracy or utility has changed. Thus, the concept of community capacity, if

applied, must be used in conjunction with a host of other information about com-

munities, including needs, resources, and diversity.

Conclusion

These measurement and ethical issues suggest that the idea of community

capacity is in no small part a research and practice agenda. We are in the early

stages of the development of appropriate measures, particularly index measures.
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Furthermore, there are significant political and social issues in the construction

and use of such indexes. So where do we go from here?

Two broad research frameworks may be of use in developing a community

capacity research agenda. The first framework is a theory-driven model of mea-

surement development in which we use the concept of community capacity

dimensions to develop standardized measures that may be examined for internal

consistency and associations among subscale scores. Thus, we may examine the

relationships among standardized measures of interorganizational relationships,

citizen participation, and the psychological sense of community across a number

of communities. We could examine the extent to which measures of specific

dimensions are predictive of community mobilization efforts and the extent to

which a composite score or index is more or less predictive than the individual

measures. We could compare different approaches to measuring individual dimen-

sions, with particular attention to the availability and costs of data collection.

Such scale development would be an expensive task, but it is feasible. Once

standardized measures were developed, they could be applied to comparison com-

munities for purposes of funding decisions and for examining the effects of inter-

ventions on community capacity. Part of the difficulty with this theory-driven

model of measurement is that we lack good theory about how the various dimen-

sions of capacity affect community actions. It is not clear at this stage of our un-

derstanding whether we have adequately captured or understand the various ways

in which community characteristics may affect community development and

mobilization efforts. Without a shared understanding within communities of the

importance and nature of community capacity, our efforts to develop and imple-

ment valid and reliable measures may be difficult.

An alternative approach to developing measures of community capacity

focuses on strengthening our understanding of how communities develop and

evolve through grounded theory or comparative case studies. Using the dimen-

sions of capacity as a general framework for investigation, we can examine how

the various components of capacity facilitate or inhibit the ability of individual

communities to address health problems, particularly communities with different

characteristics, developmental histories, agendas, and capacity. By using compar-

ative case study approaches, we can compare findings across communities to draw

broader conclusions, identify common themes, and develop a better understand-

ing of the way community contextual factors affect the interplay of community

characteristics and actions. A more ethnographic approach may help us to appre-

ciate the different ways communities understand the concept of capacity and to

translate our social science understandings into a shared language. Approaching

community capacity through this research framework would also facilitate view-
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ing communities as partners that may contribute to our common understanding

of community development.
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S
ocial capital is a term that is almost self-explanatory. People easily grasp its

meaning and, more often than not, interpret it with a positive sentiment. It

is closely linked to other social processes; some scholars consider it a subset of the

theory of social cohesion (Berkman & Glass, 2000). At the same time, however,

it is a complex concept that is difficult to pin down, much less measure with pre-

cision. Is social capital a sentimental extension of Alexis de Tocqueville’s per-

ception of American democracy, or might it represent a piece of a complex

puzzle that, if seriously examined and prudently applied, would add to our under-

standing of community-based strategies? This chapter addresses that question by

trying to unpack the complexities of social capital through a review of the knowl-

edge that we have in hand, fully acknowledging that our current knowledge is

partial. The discussion of social capital in this chapter is, for the most part, delim-

ited by the connections between the notion of social capital and the process of

community-based health promotion. Especially relevant is the distinction between

bonding social capital and bridging social capital, because the latter is so closely

tied to the interorganizational collaboration so essential to the basic tenets of

“community-based” health promotion programs.

Community-Based Health Promotion: Key Principles

A number of aphorisms—for example, “Rich together, poor if separated” (from

Laos), “One finger cannot lift a pebble” (from Iran), and “United we stand,
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divided we fall” (from the United States)—suggest that the idea of people and

groups forming alliances and coalitions and the inherent value of such action is

universal. In democratic societies, the notion of local community and local con-

trol offers a potent political and social symbol. It is this general sentiment that is

at the heart of what Morone (1990) has termed the democratic wish: “the image of

a single, united people, bound together by a consensus over the public good, which

is discerned through direct citizen participation in community settings” (p. 7).

The principles of collaboration and participation are cornerstones for com-

munity health promotion strategies (Evans, Barer, & Marmor, 1994). The terms

community and community based have particular appeal in public health, where they

are virtual shorthand for a number of basic tenets. First, they highlight public

health’s emphasis on populations, as opposed to the medical care system’s focus

on individual health. Second, a community focus acknowledges that individual

health behaviors are strongly influenced by the infrastructure, policies, and social

norms that can affect health actions positively or negatively. More specifically,

even a casual examination of the health issues addressed by the community-

based approach (such as diabetes, breast cancer, violence, infant mortality,

human immunodeficiency virus infection, teen smoking, and unplanned preg-

nancies) will reveal the connections between health problems and their social,

economic, and historical determinants—employment, housing, culture, and edu-

cation. The fact that these complex determinants tend to cluster by neighbor-

hoods and communities is perhaps the strongest single justification for

community-based public health strategies (Gerstein, Labelle, MacLeod et al.,

1991; Green & Kreuter, 1999).

Programs That Work

In the literature, there is good news and not-so-good news about the effectiveness

of community-based approaches. The good news is that in addition to its com-

pelling philosophical and intuitive appeal, there are numerous published studies

indicating that well-planned community-based programs do yield positive effects

(Kreuter, 1993; Kotchen et al., 1986; Centers for Disease Control and Prevention,

1991; Puska et al., 1985; Vartiainen et al., 1986; Lando, Loken, Howard-Pitney,

& Pechacek, 1990; Pierce, Macaskill, & Hill, 1990). Accounts of intervention

strategies applied in these and other studies have strengthened our understand-

ing of the theories, processes, and methods required to implement community-

based health promotion programs that work. In this context, the phrase programs

that work is preferable to the term efficacy because, as Fishbein (1996) points out,

the latter implies a precise level of outcome that is often unrealistic for community-

based interventions.
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The not-so-good news is that the ratio of successful to not-so-successful pro-

grams is disappointing. For example, in their assessment of the effectiveness of

community-based health promotion, Hancock et al. (1997) reported mixed and

somewhat equivocal results. This was true even for some programs where it

seemed apparent that appropriate standards for planning and implementation

had been applied and funding was allotted for the intervention.

These findings were similar to those based on our analysis of approximately

one hundred published articles describing the use of coalitions or collaborative

approaches to attain either health or system change effects. Although there were

clear examples that some programs did yield strong, positive outcomes, the ratio

of those programs that achieved their target goals compared to those that did not

was disappointing. This analysis led to three general conclusions: (1) planners,

stakeholders, and funders tend to grossly underestimate the complexity, resources,

and time required to carry out an effective community-based collaborative ini-

tiative; (2) stakeholders hold unrealistic expectations about what a collaboration

can do; and (3) in the absence of a sound theoretical framework and logic model

for evaluating community-based health promotion, program effects may be going

undetected (Kreuter, Lezin, & Young, 2000).

One possible explanation for the third point most certainly lies in the com-

plexity of measuring community-level effects. Academicians, grant makers, and

practitioners have yet to reach consensus on what constitutes an appropriate and

coherent methodology for assessing the impact and effectiveness of community-

based health promotion strategies (Schwab & Syme, 1997). Unlike assessing the

impact of specific vaccines, which are created in controlled, laboratory settings to

act on predictable biological properties, community-based health promotion inter-

ventions strive to have an effect in a dynamic context where social, cultural, and

political factors are controlled for or factored out. As Rootman, Goodstadt, Potvin,

and Springett (1996) have said more directly, failure to take social and political

context into account is a major barrier to the effective evaluation of community-

based health promotion.

It seems reasonable to assume that at least some portion of what we interpret

to be social and political context will be reflected by the extent to which a com-

munity’s institutions get along with one another on matters of common interest

to that community. The idea that the willingness and capacity to collaborate may

mediate the effectiveness of a health promotion program is inherent in studies

and commentaries on community competence (Clark & McLeroy, 1995), com-

munity readiness (Bowen, Kinne, & Urban, 1997; Eng & Parker 1994), empow-

erment (Wallerstein & Bernstein, 1994), and participatory research (Green et al.,

1995). In reviewing two decades of their pioneering community-based cardio-

vascular disease prevention experience in Finland, Puska and his colleagues (1995)
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concluded that even programs employing the best methods and practices face sub-

stantial resistance in the absence of community participation and collaboration.

Cooperation and the factors that make it possible are key aspects, if not essen-

tial ingredients of, community health promotion. The concept of social capital

suggests that collective actions requiring collaborative efforts are mediated by the

presence or absence of trust, reciprocity, and cooperation. Might a better under-

standing of these factors and how to measure and influence them help public

health researchers and practitioners enhance the effectiveness of community-

based health promotion?

The Concept of Social Capital

James Coleman, Pierre Bourdieu, Alejandro Portes, Robert Putnam, and Francis

Fukuyama are among the scholars most often cited as the principal theorists of

social capital. A sampling of the definitions of social capital they have offered is

presented in Table 9.1. Although the definitions differ in length and wording, the

central themes that emerge from them are conceptually consistent and reveal 

the following dimensions of social capital:

It is defined by its function.

It is lodged neither in individuals nor in physical implements of production

but instead is a property of the individual’s set of relationships with others.

It facilitates certain actions of the individuals who are within the structure to

pursue shared objectives.

It is expressed by networks, norms, and trust that enable participants to act

together more effectively.

It is able to command scarce resources by virtue of membership in networks

or broader social structures.

In summarizing their analysis of the definitions of social capital, Hawe and

Shiell (2000) conclude that “social capital is not ‘one thing.’ It has relational, mate-

rial, and political aspects and it may have positive or negative effects. It can refer

to both dense and loose networks and it takes on the different form depending

upon whether one is concerned with the individual and his or her immediate

group membership or the interaction between social institutions” (p. 873).

In virtually all conceptualizations of social capital, trust and reciprocity

emerge as especially salient components, or constructs. Coleman and Hoffer

(1987) described the logic of social capital in terms of its potential to produce a

Social Capital Theory 231

ch09.DiClemente  4/10/02  1:32 PM  Page 231



232 Emerging Theories in Health Promotion Practice and Research

TABLE 9.1. DEFINITIONS OF SOCIAL CAPITAL.

Author Definition

Bourdieu (1985) “The aggregate of the actual or potential resources which are linked to
possession of a durable network of more or less institutionalized rela-
tionships of mutual acquaintance or recognition.”

Coleman (1990) “Social capital is defined by its function. It is not a single entity, but a 
variety of different entities having two characteristics in common: They
all consist of some aspect of social structure and they facilitate certain
actions of the individuals who are within the structure. Like all forms of
capital, social capital is productive, making possible the attainment 
of certain ends that would not be possible in its absence. Like physical
and human capital, social capital is not completely fungible with 
respect to certain activities. A given form of social capital that is 
valuable in facilitating actions may be useless or even harmful for 
others. Unlike other forms of capital, social capital inheres in the 
structure of relations between persons and among persons. It is 
lodged neither in individuals nor in physical implements of 
production.”

Portes (1995) “The capacity of individuals to command scarce resources by virtue of
their membership in networks, or broader social structures. . . . The
ability to obtain [social capital] does not inhere in the individual . . . 
but instead is a property of the individual’s set of relationships with 
others.”

Putnam (1996) “The features of social life—networks, norms, and trust—that enable
participants to act together more effectively to pursue shared objec-
tives. (Whether or not their shared objectives are praiseworthy is, of
course, another matter.)”

Fukuyama (1999) “A set of informal values or norms shared among members of a group
that permits cooperation among them. If members of the group come
to expect that others will behave reliably and honestly, then they will
come to trust one another. Trust is like the lubricant that makes the
running of any group more efficient.”

stronger social fabric because it builds bonds based on trust. Trust nurtures soli-

darity between people, often as by-products of other activities. That logic is clearly

reflected in Fukuyama’s definition.

Reciprocity refers to the expectation of a return on one’s investment—the

faith that an action or good deed will be returned in some form in the future.

According to Taylor (1982), reciprocity is “made up of a series of acts, each of

which is short-run altruistic (benefitting others at a cost to the altruist), but which

together typically make every participant better off ” (pp. 28–29). Reciprocity has

special relevance when it comes to the interactions and exchanges that must occur

when multiple organizations are called on to collaborate and cooperate with one

another around a common cause.

ch09.DiClemente  4/10/02  1:32 PM  Page 232



To illustrate how our understanding of an academic construct like trust has

relevance to public health, consider a common situation. The selection and pur-

chase of food is made easier when people trust the private and public institutions

responsible for food safety. That trust will certainly influence opinions about and

support for those institutions. However, that trust can be put into jeopardy as a

result of outbreaks in foodborne diseases or when confidence in government

erodes due to communication that is not timely or appears to be less than forth-

right, or both.

The Popularization of Social Capital

In the past decade, the concept of social capital has undergone a most interest-

ing transition. In that time, it has emerged from occasional references in the aca-

demic literatures of the social and political

sciences and economics to everyday language

in the popular media; this has been a global

phenomenon. In a view shared by several

other scholars, Portes (1998) has expressed

concern that this popularization has led some

to assume that social capital is a cure-all for

the problems of society and warns that we

may be “approaching the point at which

social capital comes to be applied to so many

events and in so many different contexts as to lose any distinct meaning” (p. 2).

We shall return to this cautionary note later in this section.

The catapulting of social capital from its somewhat obscure academic origins

to much broader discussion was in large part triggered by the widespread inter-

pretation of Putnam’s research on the evolutionary patterns of local government

in Italy (1993) and his related inquiry in the United States popularized by his book

Bowling Alone: The Collapse and Revival of the American Community (2000). Both trig-

gered considerable discussion and debate in the mainstream media.

Over two decades, Putnam studied the performance of regional governments

in Italy and concluded that those regions demonstrating superior governance had

more social capital (manifested by a public spiritedness among citizens), higher

levels of civic participation, and the tendency to form collaborative, often non-

political associations. The phrase “bowling alone” was derived from Putnam’s

observation that although the number of individual bowlers in the United States

rose by 10 percent between 1980 and 1993, league bowling (“bowling in groups”)

declined by 40 percent. The implication was that this trend in team bowling re-

flects a decline in the social camaraderie and civic conversations that were an
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inherent part of the bowling league experience. Putnam also offered a number

of other measures to bolster his argument that the American public was losing

the social bonds that fueled American civil society and its participatory demo-

cratic traditions. These include declines in voter turnout, church attendance, and

membership in everything from unions to volunteer organizations, as well as

declines in overall trust in government.

Putnam has suggested that the core elements of social capital—trust and

cooperation—could be developed over time by repeated interaction of people

involved in long-term relationships that are supported by community institutions.

As such, those core elements are learned behaviors. Putnam’s assertion that key

elements of social capital are learned behaviors probably inspired hope that social

capital could be created. According to Coleman, however, increases in social cap-

ital will not come easily. He pointed out that the property that distinguishes social

capital from other forms of capital—a commitment to public good—may act as

a barrier to its investment. Coleman reminds us that many individual actors 

(as either individuals or members of organizations) who make an investment in

the betterment of the whole community capture personally only a small portion

of the benefits. For some, the realization that benefits accrue to others in the com-

munity and not to them can lead to an underinvestment in social capital (Coleman,

1988). This kind of attitude might explain why taxes earmarked for school

improvement may get voted down by those with little or no affiliation with chil-

dren. In the parlance of social capital, paraphrasing Portes’s definition, the invest-

ment (vote of support) is withheld because the voter in question is not part of the

broader network. Because the voter is, in effect, an outsider, one cannot expect

him or her either to trust or act on behalf of that broader network.

Scholars who study social capital generally agree that social capital increases

when it is spent: the more one uses, the more one produces (Cox, 1995). In theory,

social capital metaphorically functions much as wisely invested financial capital

does: by generating further production.

Debates and Controversy

Putnam’s principal thesis—that civic participation in America (based on

macrolevel indicators) is in decline, and, as a result, its civic and political fabric is

at risk—has triggered controversy and debate. Several critics have asserted that

the macrolevel measures that Putnam used to illustrate his point, while symbolic,

do not reflect a true picture of civic connections among Americans. Bowling

alone instead of in a league, for example, does not necessarily imply that solitary

bowlers are filling the bowling alleys. Instead, bowling continues to be a more
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informal social event—still in groups, but with bowling itself perhaps taking a

backseat to general camaraderie.

Some critics have pointed out that most of the membership decline in orga-

nizations that Putnam cited were fixtures of an earlier time: 4-H Clubs, Knights

of Columbus, American Legion, Shriners, and others. New civic activities have

filled that void, including youth soccer and environmental groups like Adopt-a-

Highway. Similarly, while participation in the Episcopal church declined by 

26 percent between 1980 and 1995, the number of Pentecostals grew by 469 per-

cent and Jehovah’s Witnesses by 286 percent (Putnam, 2000b; Lemann, 1996).

Others have also protested that all memberships should not be counted

equally. For example, trust and collaboration related to governance may be more

likely (or more profound) by-products for organizations devoted to some type of

community problem solving, such as substance abuse coalitions, rather than more

social or recreational groups (Verba, Schlozman, & Brady, 1995). Furthermore,

membership alone may not reflect the intensity of civic activity. For example, some

individuals’ church memberships may in fact reflect a high degree and variety of

volunteerism through a variety of church-sponsored events, such as building

houses through Habitat for Humanity, which are not reflected accurately in the

single count of one individual’s church affiliation.

These represent legitimate questions and concerns. Social capital theory

remains in its formative stages. Researchers and practitioners interested in study-

ing and applying social capital theory should keep these concerns in mind and

maintain the perspective that although social capital is quite likely an important

determinant of community group process, it is no panacea.

An Early Definition and a Caveat

Because it is easy to grasp the meaning of the words social and capital, together

they create a concept that is intuitive. It is understandable that the origins of the

term social capital have been difficult to pin down. One of the earliest documented

applications of the term was found in Community Center, by L. J. Hanifan, published

in 1920:

In the use of the phrase “social capital” no reference here is made to the usual

acceptation of the term “capital,” except in a figurative sense. We refer not to

real estate or to personal property or to cash, but rather to that in life which

tends to make those tangible substances count for most in the lives of people:

namely good will, fellowship, sympathy, and social intercourse among the indi-

viduals and family that make up a social unit. . . . The community as a whole

will benefit by the cooperation of all of its parts, while the individual will find
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in his [her] associations the advantages of help, the sympathy, and fellowship of

his neighbors. First then, there must be an accumulation of community social

capital [p. 130].

Although this early conceptualization is remarkably consistent with the defi-

nitions previously cited, elements of it enable us to explore an important con-

ceptual caveat. Hanifan’s use of phrases like “good will . . . fellowship . . .

sympathy. . . community as a whole will benefit” implies that the effects of social

capital are inherently good. Recall in Putnam’s definition the parenthetical state-

ment, “Whether or not their shared objectives

are praise worthy is, of course, another mat-

ter.” This caveat is universally shared by all

contemporary scholars on the subject because

it is evident that norms of trust and strong

associational ties do not inherently produce

social good. The antisocial consequences of

terrorist groups are grounded in trust and net-

working. Fukuyama (1999) has pointed out

that one may characterize the norms of the mafiosi as “take advantage of people

outside of your immediate family at every occasion because otherwise they will

take advantage of you first” (p. 17). Paradoxically, the reality that social capital

can propel action for social good or social disruption adds validity to the assump-

tion that it is a powerful social force. As such, public health researchers, planners,

practitioners, and policy makers must ensure that its application is framed in the

context of social benefit.

Simply stated, the constructs of social capital, depending on the context and

intent, have the power to facilitate social benefits or wreak havoc. Recognizing the

potential power of social capital, a reluctance to try to harness it for health

improvement or other social good seems like an opportunity lost.

We have already highlighted Portes’s concern that the popularization of social

capital may lead to its becoming diluted by its application in different contexts.

However, especially given the importance that context plays in the interpretation

of social capital, we argue that its popularization and the attendant efforts to

broaden its application are likely to have the opposite effect implied by Portes. Pur-

poseful efforts to seek citizen participation can lead to a sharper delineation of the

theory and provide a rich context for more robust tests of its practical application.

Elsewhere, using the principles and constructs of social capital prominently

described in the literature, we crafted an operational definition that would be com-

patible with the goals of health promotion and the context of community: “Those

specific processes among people and organizations, working collaboratively in an
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atmosphere of trust, that lead to accomplishing a goal of mutual social benefit”

(Kreuter, Lezin, Koplan, & Young, 2001)

By specifying that the processes of social capital are intended to lead to a goal

of mutual social benefit, the ambiguity of its intent is removed. Community-based

health promotion has an unambiguous goal: health improvement. This gives rise

to important empirical questions: Can social capital, at the community level, be

measured? If it is measurable, is there any evidence that it mediates health con-

ditions or health status? If it mediates health conditions or health status, is it

amenable to change? The following literature review provides some basis for fram-

ing preliminary responses to those questions.

Health-Related Research Applications

Social support networks form the initial informal links among individuals that are

a key ingredient of social capital. House et al. (1988) discussed powerful findings

from prospective studies conducted during the 1980s indicating that measures of

social support networks could predict mortality. Globally, studies indicate that so-

cial support networks, including marriage, family contacts, and group affiliations,

can be linked to mortality after controlling for baseline differences in health sta-

tus. Later studies refined the association between mortality and social support net-

works and have also explored its relationship to disease incidence. A 1996 study

of more than thirty-two thousand men indicated that there is a strong association

between social isolation and increased risk of certain types of mortality, specifi-

cally cardiovascular disease, unintentional injuries, and suicides. This study also

linked social support networks to disease incidence, specifically stroke (Kawachi

et al., 1996).

Kawachi and his colleagues conducted a nationwide study of social capital

and state-level health outcomes using data on trust and group membership from

the General Social Survey to assess levels of social capital in thirty-nine states

(Kawachi, Kennedy, Lochner, & Prothrow-Smith, 1997). Findings revealed that

levels of social trust and group membership were significantly associated with

overall mortality, specifically, with deaths from coronary heart disease and malig-

nant neoplasms, and with infant mortality. Regression analysis indicated that for

a single standard deviation increase in trust, overall age-adjusted mortality would

decrease by 67.1 individuals per 100,000, and for each incremental increase in

group membership, mortality would decrease by 83.2 individuals per 100,000.

These associations remained significant after controlling for state differences in

income and poverty levels.

In a case control study of 667 at-risk children in four communities across the

country, Runyan et al. (1998) measured social capital as an index of five factors:
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presence of two parents or parent figures in the household, maternal caregiver’s

perception of social support, number of children in the household, neighborhood

support, and regular church attendance by the family. When foster care place-

ment, maternal depression, family income, maternal education, and site differ-

ences were controlled, data showed that adding a single social capital indicator to

a child’s situation increased the odds of “doing well” by 29 percent. Adding two

indicators increased a child’s odds of doing well by 66 percent.

In 343 Chicago neighborhoods, Sampson, Raudenbush, and Earls (1997) stud-

ied the relationship between collective efficacy, defined as “social cohesion among

neighbors combined with their willingness to intervene on behalf of the common

good,” (p. 919) and levels of violent crime among juveniles. The study controlled for

three variables generally assumed to be associated with high levels of violent crime:

concentrated disadvantage (a composite variable that included age composition,

income, and employment indicators, as well as a measure of single female–headed

households), immigrant concentration, and residential stability. Results showed that

high levels of “collective efficacy” were a significant predictor of lower levels of ju-

venile delinquency, crime victimization, and homicide rates (Sampson et al., 1997).

Higgins (1997) conducted a study to determine how individual perceptions

of social capital were associated with selected actions taken by low-income, vol-

unteer peer educators working in human immunodeficiency virus (HIV) preven-

tion projects in Denver, Colorado, and New York City. She found that those with

high social capital scores also had higher involvement in the community, were

more likely to seek screening themselves, and had enlarged their social networks

through participation in the project. The study findings also provided modest evi-

dence that participation in a community-based intervention may itself have fur-

thered or fostered social capital.

Project Northland was a communitywide demonstration research project

designed to be conducted in multiple school districts in Minnesota. Perry et al.

(1996) designed the project to determine whether active coordination of a theo-

retically sound school curriculum, parental involvement, and community task force

support could have an impact on youth alcohol consumption. Differences between

intervention and control districts after three years revealed that Project Northland

was effective in reducing alcohol use. In an editorial independently critiquing 

Project Northland, Wechsler and Weitzman (1996) called specific attention to the

role that social capital, manifested by patterns of trust, mutual obligation, and

supportive informal and formal social networks, may have had on the project.

They hypothesized

that it is the accrual and expenditure of social capital through sharing respon-

sibility, resources, and roles to achieve reductions in youth substance use that
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will, in the end, achieve sustained reductions in the extent of use and the 

progression to abuse [p. 925].

This sampling of research studies reveals a rather consistent pattern in which

the presence of high levels of social capital is associated with desirable public

health objectives and outcomes.

Social Capital at Two Levels: Bonds and Bridges

Focusing on the role that social capital plays in influencing community change,

Tempkin and Rohe (1998) found that it was a major predictor of neighborhood

stability. Their study employed a model of neighborhood change that conceptu-

alized two operational levels of social capital: sociocultural milieu and institutional

infrastructure. They defined sociocultural milieu as the manifestation of residents’

identity with the neighborhood and the degree of social interaction that neigh-

bors have with one another. Institutional infrastructure refers primarily to the pres-

ence of neighborhood organizations (community-based organizations, CBOs) and

the actual ability of those CBOs to act on behalf of the residents. Rohe and

Tempkin also indicated that an essential ingredient of the institutional infra-

structure concept was a strong commitment by those organizations to form

alliances with influential sources outside the neighborhood: “The neighborhood

must be able to leverage a strong sense of place into a collective movement that

is able to form alliances with actors outside the community and influence deci-

sions that affect the neighborhood’s character over time” (p. 70).

These two operational levels of social capital cited are consistent with the dis-

tinction between bonding social capital and bridging social capital that Putnam

(2000) described. Bonding social capital, similar to sociocultural milieu, is assumed

to be a critical factor in creating and nurturing the kind of group solidarity that

one sees in close neighborhoods and within

ethnic enclaves. Bridging social capital, anal-

ogous to institutional infrastructure, is detected

at the organizational level where norms, val-

ues, and social structures facilitate more

macroconnections: the linking together of dif-

ferent organizational entities within a com-

munity around a common purpose and access to resources and assets outside the

community. Putnam has observed that exhaustive descriptions of social networks

in the United States do not yet exist, even at a single point in time, and he has

found no reliable measures of social capital that neatly distinguish bridgingness
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and bondingness. He adds that these distinctions are relevant because they clearly

imply that bridging and bonding social capital are not interchangeable concepts.

Two Midwestern Communities

Findings from a study by Kreuter et al. (1998) support Putnam’s conclusion. The

study was designed to determine the validity of different measures of social cap-

ital at the community level. The study sites were two small (population twenty

thousand), demographically matched midwestern towns. The towns, referred to

as Town A and Town B, differed in their levels of what the authors termed prima

facie social capital. Prima facie social capital was established through a consensus

process undertaken by state health department officials. The process involved a

review of multiple communities within the state; judgments about levels of social

capital were based on the past record of interorganizational collaboration and

performance on health initiatives manifested over time in various communities.

A summary consensus process yielded two pools of five communities each. One

pool was judged to have high levels of social capital and the other low levels. Town

A was selected from the pool judged to have high levels of social capital; Town B

was selected from the other pool.

Social capital was independently assessed in the two communities using two

complementary measurement strategies. One was a qualitative approach that

employed the triangulation of structured interviews with thirty community lead-

ers and stakeholders from each community, newspaper content analysis, and inter-

views with county extension agents. The other was a quantitative measure

obtained from telephone surveys of a random sample of community residents

from each of the two sites.

Results from the qualitative assessment revealed marked differences between

the two communities in the same direction as the prima facie estimate. Town A

was high in social capital, and Town B was low. Themes that emerged from the

structured interviews revealed that organizational leaders in Town A described

their town and the activities of their various organizations using collaborative

examples and language much more so than their counterparts in Town B did.

An interesting manifestation of this pattern was found in the actions of

churches. Churches and religious groups were referenced with positive regard in

both towns. However, in Town A, there were repeated references and examples

of interfaith collaboration through ministerial alliances—different denominations

coming together to address a common community need or problem. Mentions of

such collaboration in Town B’s faith community were noticeably absent. Follow-

ing are examples of comments from leaders in Town A:
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“There isn’t a church in town that would turn its back on those not in its

congregation.”

“We have twenty-four churches that support our program. We get about a

thousand hours of volunteer work each month, and we get them from the

Catholics, Baptists, and Methodists. They all work together very well.”

And here are comments from leaders in Town B:

“Churches are mediocre to the general public, but okay to their parishioners.”

“I think a lot of churches have strong youth programs, but churches 

don’t work very well together.”

“There is no central body that we can go to and say among the clergy,

‘Here is something we can do together.’ There has been a long history 

here of mistrust among the churches; I think that no one wants to 

resurrect that history of mistrust. This in not an indictment of history;

it is an indictment of mistrust.

This pattern was consistent across all three dimensions of the qualitative mea-

sures of social capital. These parallel patterns, evident in Town A but not Town B,

seemed to be associated with positive references to trust, the broad perception that

collaboration was an expected mode of operation, and that service to everyone

in the town was a community value.

In spite of this consistent pattern, the authors found that the estimated per-

ceptions of social capital, based on the random telephone surveys, did not con-

firm the prima facie judgment. In fact, the survey results indicated that both Town

A and Town B were relatively high in social capital.

Why the Difference?

The towns selected for this study were demographically matched, stable commu-

nities with rich cultural histories. Visitors to the two towns, frequenting local shops

and restaurants, would discover the residents to be friendly, pleasant, and engag-

ing; they would probably notice nothing unusual about either community. The

telephone survey revealed that the residents of the two towns appeared to hold

generally positive perceptions about their relationships and connections with one

another as neighbors and acquaintances: bonding social capital was relatively high

in both places.

One explanation for the stark difference between this finding and those

expressed by the organizational leaders in the respective communities may lie in
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the contextual differences between the qualitative and quantitative methods used.

Observations by Tourangeau and Rasinski (1988) provide added perspective on

this issue. They note that when individuals are asked to respond to attitude ques-

tions using an attitude framework that they rarely access or that is not strongly

formed, strong context effects and measurement error are introduced. Recall also

that in the Sampson et al. (1997) study revealing the positive effects of high levels

of collective efficacy, the measure of collective efficacy (social capital) was framed

within the context of a specific dependent variable: youth violence.

Thus, it could be that the residents of the two towns responded to general

questions about the constructs of social capital (trust, reciprocity, civic engagement)

with little frame of reference to make decisions about the constructs being assessed.

On the other hand, all three dimensions of the qualitative measures were in large

part framed around the interactions of community organizations and their lead-

ers in the context of their day-to-day operation and politics of the community.

A second possible explanation for the lack of association between the results

of structured interviews with community leaders and those from the telephone

survey is that organizational-level social capital and population social capital may

be interdependent parts of a larger model of social capital. The differences that

Kreuter et al. found led them to a model that offers a conceptualization of the

role that bonding social capital may play in mediating the effects of community-

based programs. That conceptualization is depicted in Figure 9.1. Several assump-

tions were made in constructing that model:

• The ultimate outcome (indicator of success) of community-based health pro-

motion programs is health improvement: evidence of enhancements in health

and quality of life.

• The presence of high levels of interorganizational trust and cooperation (bridg-

ing social capital) will enhance the probability that a community-based health

promotion program will be successful.

• Bridging social capital between and among organizations will vary across com-

munities.

• Although levels of bonding social capital will vary across communities, levels

in this instance were high, consistent with the findings from the Kreuter et al.

study.

The flow of the model follows the above assumptions in reverse. It begins with

the notion that the level of a community’s bonding social capital is positive, as was

the case with Towns A and B. On the left side of the figure, the level of organi-

zational trust and cooperation (bridging social capital) is high. Because the com-

bination of positive bonding and bridging social capital nurtures community
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support and participation, timely implementation, achievement program objec-

tives, and outcomes, the probability for program success is substantially increased.

The right side of the figure implies that where bridging social capital is weak;

dissonance is created and is manifested by community frustration or mistrust.

Communities capable of acknowledging the extent to which their bridging social

capital reserves are low can undertake strategies to build or rebuild the trust

needed to undertake cooperative efforts toward the goal of community health

improvement. If successful, such communities would move to the left side of the

model. If it remains unaddressed, this frustration can lead to programs that strug-

gle, do not realize their hoped-for goals, and consequently do little to enhance

quality of life in the community.

The dissonance just cited may be put into perspective by these observations

by Tempkin and Rohe (1996) about the determinants of neighborhood stability

in the face of potential negative external forces:

A strong social fabric is a necessary, but not sufficient, condition for successful

neighborhood defense. To successfully resist the forces of change, neighborhood
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residents must be able to influence larger political, financial and other insti-

tutional actors whose decisions affect neighborhood stability or change. . . .

Neighborhoods can collectively shape their futures, but they must do so in a

complex social and uncertain political and economic environment [p. 166].

Bridging Social Capital: Implications for 
Community-Based Health Promotion

Globally, the majority of funding to support the application of community-based

health promotion strategies continues to be tied to specific health problems: heart

disease, asthma, tobacco, HIV and acquired immunodeficiency syndrome (AIDS),

domestic violence, and so on. In virtually all instances, the funding protocols typ-

ically indicate that resources will be awarded for activities that are directly linked

to the resolution of the health problem in question. However, those protocols fre-

quently require some evidence that the intervention strategy includes the forma-

tion of a coalition or organizational partnership.

Paradoxically, however, the investment in the science and art of building com-

munity capacity remains a low priority for funding agencies. On the surface, it

appears that the reluctance to invest in these more generic areas is tied to one or

more of the following reasons: funding agencies either (1) believe that such allo-

cations are inappropriate for categorical “health” funding, (2) are not aware of

the existing evidence, or (3) are aware of the existing evidence but consider it

weak. Hawe and Shiell (2000) reinforce the last point in this passage:

The science of social capital is weak, by which we mean its empirical capacity

to explain health patterning is relatively weak at present. The concept is too

broad relative to more precise, alternative constructs. The distinctions between

micro and macro levels of social capital are qualitatively different things. . . .

Empirically, however, the distinction between the levels of social capital has 

not been adequately captured [p. 880].

To better understand both the potential benefits and limits of social capital

as it relates to community-based health promotion, the most immediate challenge

is one of measurement. Valid measurement of relevant levels or dimensions of social

capital, clearly linked to the effective application of community-based public health

programs, would give public, private, and philanthropic organizations the in-

formation they need to make more informed decisions about the most productive 

ways to contribute infusions of health-related funding to a given community—either
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to bolster the capacity that is requisite for successful interventions or to move di-

rectly to the interventions themselves.

Where Are We?

The following assumptions profile the current status of social capital in the con-

text of community health promotion:

• Principles and theories, supported by evidence, suggest that collaboration

and participation are essential and fundamental ingredients of community-

based health promotion initiatives that seek to improve health.

• Although there is research evidence demonstrating that community-based

health promotion initiatives yield positive benefits, the ratio of effective to not-

so-effective examples is low.

• The low ratio of success is in part due to the fact that researchers, practition-

ers, and funding agencies have underestimated the complexity, time, and cost

of activating collaborative networks.

• Theory, combined with growing empirical evidence, indicates that key con-

structs of social capital are likely to have a major influence on the way collab-

orative networks function.

• There appear to be valid macrolevel (national, state, provincial) measures of

the principal constructs of social capital, and there is evidence that progress

is being made on assessing those constructs at the community level.

• The ability to assess validly bridging (organizational) social capital at the com-

munity level could improve our understanding of the way community health

promotion coalitions or networks function. Furthermore, the capacity to do

such assessment may help explain some portion of the discrepancy between ef-

fective and not-so-effective community-based health promotion initiatives.

Bridging Social Capital: Recommended Next Steps

The first step in developing a valid assessment of bridging social capital is to stay

focused. Recognizing that social capital is a large, complex theory, we believe that

attention should be directed to that dimension of the theory that will enhance our

knowledge of how social structures and connections: (1) facilitate the linking

together of different organizational entities within a community around a com-

mon purpose and (2) access assets outside the community. We encourage delim-

iting the development of bridging social measures to the specific context of

community health promotion strategies because (1) the goal of such strategies is
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to achieve a social benefit: health improvement, (2) the actions necessary for effec-

tive community-based health promotion parallel the constructs and conditions

that foster bridging social capital, and (3) globally, community-based health pro-

motion programs constitute a large cross-cultural reservoir of sites to examine the

question at hand.

The second step would begin by reaching consensus on an operational defi-

nition of bridging social capital that clearly delineates its constructs. We offered

a definition earlier in this chapter that could

serve as a possible point of departure for this

step. This would serve as the basis for the

development of a conceptual logic model

illustrating how the principal constructs of

bridging social capital (for example, social

structures and networks, history, norms and trust) interact to influence health

improvement.

A bridging social capital logic model will provide a basic frame of reference

not only for the development and testing of tools and methods to measure the

concept, but also for the eventual conceptualization and testing of strategies to

develop and nurture it. This task will not require starting from scratch. An excel-

lent point of departure would be to examine existing logic models for social cap-

ital, social networks, and community capacity. How might these models help

advance our current thinking? Goodman (1996), in exploring ways to assess the

capacity of communities to implement complex community-based programs,

found it useful to identity different general domains for assessing community

capacity. One of those domains, “rich social networks,” was characterized by the

following indicators:

• Reciprocal links throughout the community network

• Frequent supportive interactions

• The ability to form new associations

• Trust and cooperation

• More horizontal than vertical ties and relationships

• Cooperative decision-making processes

• The existence of similar network properties within and between organizations

and groups

Berkman and Glass (2000) have created a multilevel conceptual model of

social networks. The model is framed as a causal chain that starts with social-

cultural conditions at the macrolevel, moves to social networks at the mezzolevel,

and then moves on to social and interpersonal behaviors. As is the case with Good-
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man’s conceptualization, operational constructs at the mezzolevel, and some at the

macrolevel, seem to be in alignment with the notion of bonding social capital.

We strongly urge practitioners and policymakers not to view logic model con-

ceptualizations like these as merely academic exercises. Not only do they help us

see the salient parts of a complex system, but they also point out how these are

connected to one another by time or space, or both. And by acknowledging that

the parts are linked within a system, we are more likely to study and interpret each

part in the context of that system. For the assessment of community coalitions,

such a contextual or ecological analysis will be more appropriate and robust than

the examination of the parts as independent or isolated variables. All of these con-

cepts warrant serious consideration and bring us to yet another critical challenge:

investing in the measurement of bridging social capital.

Measurement Resources

The references to the assessment of social capital, primarily through the specific

measurement of its theoretical constructs, have been cited throughout this chap-

ter. However, these references represent a very small sampling of social capital

study and research. Globally, published descriptions of efforts to develop, revise,

and apply various measures of social capital continue to grow exponentially.

Thanks to computer and communications technology, most of that new knowl-

edge is accessible on-line.

For example, through the support of the Danish Government and World

Bank, Krishna and Shrader have published the Social Capital Assessment Tool

(SCAT), which includes a set of tools and multiple methodologies intended to con-

tribute to a uniform measurement methodology (www.worldbank.org/poverty/

scapital/index.htm). The Social Capital Community Benchmark Survey describes

the rationale and methods of a national survey of different dimensions of social

capital of three thousand respondents in forty communities in the United States.

The survey questionnaire is available in its entirety and asks questions about dimen-

sions of social capital, including trust in government, political engagement, diver-

sity of social networks, and religious participation (www.cfsv.org/communitysurvey).

Under the leadership of Richard Rose, the Center for the Study of Public Policy

at the University of Strathclyde in Glasgow, Scotland, has undertaken major proj-

ects to measure social capital in Russia and in Africa. Among numerous categories

of survey items available through this resource are those that explicitly assess con-

nections with, and perceptions of, community associations (www.socialcaptial.

strath.ac.uk/).

Anne Spellerberg leads a team that has developed the Framework for 

the Measurement of Social Capital in New Zealand, with special emphasis on the
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inclusion of the Maori culture. Four well-defined structural components of social

capital measurement are presented, with specific indicators spelled out for each.

(To review this framework, see Paper 14 at the project’s Web site: www.stats.

govt.nz/domino/external/web/aboutsnz.nsf/htmldocs).

Finally, practitioners and researchers alike will find Wendy Stone’s Measuring

Social Capital: Towards a Theoretically Informed Measurement Framework of Researching

Social Capital in Family and Community Life a thorough and readable treatment of the

subject. It includes a well-documented measurement framework and a compre-

hensive sampling of measurement strategies, including sample questions (www.aifs.

org.au/institute/pubs/stone.html).

The Inevitable Question: Can Social Capital Be Changed?

If valid measurement can show that social capital or some other aspect of com-

munity capacity is clearly linked to the effective application of community-based

public health programs, those who provide funding would have valuable informa-

tion to justify a reexamination of current policies. Specifically, public, private, and

philanthropic funders would be able to make more informed decisions about the

most productive ways to contribute infusions of health-related funding to a given

community—either to bolster the capacity that is requisite for successful interven-

tions or to move directly to the interventions themselves. Such progress would give

rise to yet another challenge. Virtually all social capital research has examined the

concept as an independent variable—that is, exploring the extent to which levels

of social capital influence an outcome, as Kawachi and colleagues (1997) found

with premature mortality, Sampson et al. (1997) found with youth-related violence,

Perry et al. (1996) found with a school-based program, and Tempkin and Rohe

(1998) found with community stability. However, improved measurements of social

capital (including bridging social capital) would clear the way to a serious investi-

gation of social capital as a dependent variable—that is, examining the extent to

which specific actions themselves promote, enhance, or create social capital.

In the study of two midwestern communities cited earlier, Town A was

assessed to have much higher levels of bridging social capital than its counterpart,

Town B. Anticipating that leaders in Town B would want some recommendation

as to how they might develop social capital in their community, we envisioned a

strategy based on Stages of Change theory, sometimes referred to as the Trans-

theoretical Model (Prochaska & DiClemente, 1992).

In brief, the model suggests an alternative to psychological models that urge

or expect dramatic behavior change in one fell swoop. Instead, it theorizes that

individuals move through stages of behavior change in incremental steps, punc-
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tuated by relapse and struggle. Each stage is characterized by a distinctive cluster

of features and tasks; once these are addressed and conquered, the individual pro-

ceeds to the next stage.

Movement through each stage is not a smooth, linear progression. Rather, it

is characterized as a spiral, with significant false starts and relapse before a new

plateau is achieved. Indeed, the anticipation of relapse and the view of relapse as

an opportunity to learn how to sustain change in future attempts are distinctive

features of the Stages of Change model.

When the model is applied to individuals—for example, to individuals who

smoke—the stages are defined as follows:

• Precontemplation. This first stage is akin to a form of denial; the individual gen-

uinely does not perceive a problem or has established significant defense mecha-

nisms to convince himself or herself that any problems associated with the

behavior do not apply to his or her situation—for example, “I don’t really smoke

or drink that much, so I’m not going to experience those adverse health effects

later in life.”

• Contemplation. The individual is more open to discussion and a more realis-

tic assessment, yet still feels unable to confront the problem or seriously consider

changing the behavior—for example, “I know I really should think about quitting

smoking, but I can’t deal with it right now.”

• Preparation. The individual moves away from contemplation and toward the

next stage, action. During the preparation stage, the individual is actively gather-

ing information and support for a near-term change in the behavior, recognizing

that more than one attempt may be required. For example, a smoker might enlist

a doctor’s help, inform friends and family members of the intent to quit smoking,

or even try to cut back on daily cigarette consumption.

• Action. This stage marks a clear change in behavior—again, an attempt that

may have to be repeated, but one that clearly represents a break from the past.

For a smoker, this would be akin to setting a quit date, wearing a nicotine patch, or

making the decision to stop smoking cigarettes from that point forward.

• Maintenance. As the name implies, this is a stage of constant vigilance to

avoid relapse. If relapse occurs, the model suggests that individuals learn from

their relapse and repeat the preparation and action stages until they achieve longer

and longer maintenance stages.

In this model, success is never fully ensured, because ingrained behaviors are

so difficult to change. However, throughout the process, the pros or benefits of

behavior changes gradually tip the scales, outweighing the cons or negative effects

that loomed large earlier in the change process.
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Social capital theory and constructs, especially as they were applied in the

study of Town A and Town B, seemed to suggest that a process not unlike stages

of change might serve as a framework to pursue actions intended to enhance lev-

els of social capital. For example, Town A could be described accurately as a place

that has, through a combination of good fortune and conscious choice, arrived at

a maintenance stage that many other towns across the country would envy.

Levels of trust, collaboration, voluntary activity, and civic engagement are high.

Residents are proud of their town and of the collaborative spirit that is repre-

sented in various centers, buildings, and projects that benefit the town as a whole.

People miss Town A when they leave it, and they often return.

Town B, on the other hand, is characterized by mistrust, cynicism, and a sense

that opportunities have been lost. Some residents want things to be different and

believe there is some hope for change, but the sentiment is one of cautious hope

or wariness. Few residents or leaders are willing to risk new types of collabora-

tion, for fear of being taken advantage of or of being tainted by a failed effort.

In terms of the Stages of Change model, if Town B wanted to become more

like Town A, the following stages might apply:

• Precontemplation. With some exceptions, many residents of Town B could be

described as precontemplators. They believe that Town B has always had strife

and conflict and probably always will. Previous attempts to change the town’s eco-

nomic profile have failed or led to divisiveness among residents.

• Contemplation. A first step out of precontemplation would involve open dis-

cussion of problems, perhaps led by local news organizations, that sought to define

reality in a balanced way, avoiding the blame and recrimination that seem to char-

acterize many accounts of past events in Town B. It would be very important to

highlight the town’s many assets in such a discussion and not to dwell on only the

negative legacy. In short, the leadership task would be to define and address the

realities of Town B.

• Preparation. To prepare for future action and sustained change, key groups

within the town should be identified to help find middle ground and move toward

greater inclusiveness. Community forums could be convened in which informa-

tion from the previous stage is discussed and used to create a positive, meaning-

ful vision of Town B’s future. Specific tasks might include learning how to agree to

disagree in communitywide forums and keeping each other mindful of avoiding

personal attacks and blame for things that go wrong. The goal of this stage would

be to agree to try new collaborative efforts, realizing that they may be difficult and

painful at first.

• Action. Collaborative efforts, however flawed or hesitant, are launched. The

goals would be to create stronger norms for valuing collaboration. Individuals and
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organizations would specifically be asked (and be willing) to give up turf and act in

good faith regarding the motives of others. As a result, social capital markers such

as volunteerism, levels of trust, and civic engagement would increase over time.

• Maintenance. Town B’s residents would now acknowledge the benefits of a

more collaborative, trusting approach. Over time, peer pressure to maintain col-

laborative approaches would emerge as a reinforcement of collaborative behav-

ior and as a disincentive for those who relapse into negative, personal attacks. As

collaboration becomes the norm, there will be more and more examples of suc-

cess, leading to more individuals and organizations willing to take the risk of col-

laborating with others for the collective good of the town.

As Figure 9.1 indicates, the route to a better quality of life will be most direct

when perceptions of social capital at the population level are positive and com-

munity infrastructure is collaborative. Also, the model implies that when such

enhancement occurs, it is a manifestation of what Putnam refers to as the civil

society. However, the model also indicates that when population perceptions of

social capital are less positive or community infrastructure is less collaborative,

positive outcomes are still possible—through strategies designed to correct short-

comings in institutional infrastructure or to directly address and resolve commu-

nity frustration.

Conclusion

The call for measuring social capital must not be mistaken for the siren of scien-

tific reductionism. Attempts to reduce human behavior, individual or collective,

are inherently futile. There are many ways to gain meaningful and valid insight

into social actions that we do or do not choose to take. Although a commitment

to valid, precise measurement should be paramount, care must be taken not to

lose sight of the reality that there are many ways to study the meaning and influ-

ence of social capital. Philosopher Ken Wilber (1998) and health educator

Lawrence Green (Green & Kreuter, 1999) both confirm what common sense tells

us: that there are different ways of knowing and different interpretations of real-

ity. Participatory research in public health has taught us that an epidemiologist,

an anthropologist, a health educator, and a layperson are likely to view the same

problem through different lenses. More important, each is quite likely to detect a

glimpse of reality that the others may miss. All who have a stake in uncovering

insights about social capital (practitioners; epidemiologists; social, behavioral, eco-

nomic, and political scientists; and certainly those they seek to serve) need to

explore seriously how their various views of reality can be combined to give us

new knowledge.
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H
ealth behavior is subject to numerous influences, which can be organized

conceptually into a multilevel system. The system would include health

influences at the individual and interpersonal levels, as well as higher-order influ-

ences such as those at the organizational, community, and cultural levels. Limit-

ing a theoretical framework to one level of influence may be convenient from a

research perspective, but several emerging theoretical frameworks suggest that

health behavior intervention programs should integrate multiple levels of influ-

ence (McLeroy, Bibeau, Steckler, & Glanz, 1988; Sallis & Owen, 1997). The

research challenges inherent in the use of an integrated multilevel framework are

offset by its potential to provide an adequate conceptual map of a complicated

health problem (Reppucci, Mulvey, & Kastner, 1983). Using such a map to design

a preventive intervention makes it more likely that the intervention will result in

widespread and long-lasting health behavior change.

Prevention marketing is one example of an integrated multilevel approach

to achieving communitywide change in health-relevant behavior. This approach

employs principles from three disciplines that focus on various levels of the sys-

tem of health influences: behavioral science, social marketing, and community

development. Developed in the mid-1990s, prevention marketing guided several
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federal human immunodeficiency virus (HIV) prevention activities that targeted

American youth (Ogden, Shepherd, & Smith, 1996).

This chapter examines prevention marketing in depth, beginning with a pre-

sentation of the key elements of the framework and some thoughts about its devel-

opment. Throughout this chapter, we use three similar terms: prevention

marketing, a theoretical framework; the Prevention Marketing Initiative, a national

HIV prevention campaign; and the Prevention Marketing Initiative (PMI) Demon-

stration Project, a five-site project.

Key Elements of Prevention Marketing

Prevention marketing was conceived as the integration of three distinct fields

(behavioral science, social marketing, and community development) that have been

applied to public health problems in the past.

As Figure 10.1 shows, each of these three

fields has the ability to reach an audience

and, perhaps, to have a somewhat indepen-

dent and additive impact on the audience.

The central premise of prevention mar-

keting is that widespread behavior change can

result from a particular strategic program

planning and implementation process undertaken by (or in concert with) com-

munity representatives. The steps in the planning process, shown in Figure 10.2,
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encompass social marketing and behavioral science practices that will be described

in greater detail later in this chapter. In brief, these practices are defining the prob-

lem, conducting a needs assessment and audience research, segmenting audiences

and tailoring activities on the basis of the audience research, and refining activi-

ties over time on the basis of additional feedback from the target audience.

Behavioral Science

Behavioral science is a term used in medicine and public health to describe methods

of inquiry within several scientific disciplines (for example, psychology, sociology,

and anthropology). Behavioral scientists ask questions about who is doing what,

with whom, where, when, how, and how often. Why people behave as they do and

how that behavior can be modified are central questions of behavioral science.

Behavioral science theories try to explain what makes a particular behavior more

or less likely. These theories maintain that behavior is determined largely by what

people know; their skills, beliefs, and attitudes; and their social, cultural, and 

environmental circumstances. The Theory of Reasoned Action (TRA; Ajzen &

Fishbein, 1980), the Health Belief Model (Becker, 1974), the Acquired Immuno-

deficiency Syndrome (AIDS) Risk-Reduction Model (Catania, Coates, & Kegeles,

1994), Social Cognitive Theory (Bandura, 1986), Diffusion Theory (Rogers, 1995),

the Transtheoretical Model (Prochaska & DiClemente, 1992), and Social Influ-

ence Theory (see Fisher, 1988) have been particularly influential in HIV preven-

tion. Increasingly, HIV prevention efforts are being informed by behavioral and

social science theories that go beyond analyzing the behavior of individuals to
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examine cultural and social factors that affect health behaviors (Lewis, 1993;

Minkler & Wallerstein, 1997; Pasik, 1997; Roter & Hall, 1997; Wingood &

DiClemente, 2000).

Studies have validated explanations of health behavior offered by behavioral

science theories. For example, variables that are considered behavioral predictors

in the Theory of Reasoned Action have been shown to predict a diverse group of

health-relevant behaviors—for example, marijuana smoking, cigarette smoking,

mammography, vaccination, oral contraceptive use, and condom use (Ajzen &

Fishbein, 1980; Ajzen, 1988; Brown, DiClemente, & Park, 1992; Montano,

Kasprzyk, & Taplin, 1997; Montano & Taplin, 1991; Montano, 1986; Weinstein,

Lyon, Sandman, & Cuite, 1998). Similarly, the Health Belief Model has been suc-

cessful in predicting behavior (Armstrong, Berlin, Schwartz, Propert, & Ubel,

2001; Liau & Zimet, 2000; Strecher & Rosenstock, 1997), as have Social Cognitive

Theory (Baranowski, Perry, & Parcel, 1997; St. Lawrence et al., 1995), Diffusion

Theory (Oldenburg, Hardcastle, & Kok, 1997), and other models.

Theoretical constructs from behavioral science have also been useful as out-

come variables in intervention research. Theoretical intermediate outcome vari-

ables can be particularly valuable when behavior is constrained by external

circumstances. For example, adolescents tend to have sporadic opportunities to

have sex (Hofferth & Hayes, 1987). Their behavioral intentions are not constrained

in the same way, and a postintervention change in intentions can be used to show

that a preventive intervention had a positive effect.

Programs that have been shown to be effective in preventing HIV risk behav-

ior (Centers for Disease Control and Prevention, 1999a) are usually based in (or

are at least consistent with) behavioral science theory. Furthermore, the docu-

mentation of the success of these interventions has relied on the arsenal of behav-

ioral science research methods. Research designs, measurement tools, strategies

for collecting and summarizing data, analytic and modeling procedures, and other

research methods from the behavioral and social sciences have been applied to

HIV prevention (Kalichman, 1998), as well as to other public health problems.

Social Marketing

Social marketing is the application of commercial marketing principles and tech-

niques to the achievement of socially beneficial goals (Kotler & Zaltman, 1971).

Not a theory per se, social marketing is consistent with Economic Exchange The-

ory (Lefebre & Rochlin, 1997). Social marketing techniques have been used to

persuade people to adopt effective family planning methods, employ sound nutri-

tional practices, become literate, immunize infants, and educate daughters, among

other worthy ends (Andreasen, 1995). Detailed definitions of social marketing

258 Emerging Theories in Health Promotion Practice and Research

ch10.DiClemente  4/10/02  1:32 PM  Page 258



generally describe either the components of social marketing programs or the

stages or strategic decision points in the social marketing process. Integrating these

two types of descriptions, social marketing can be thought of as a multistage

strategic planning and implementation process that typically has five steps:

1. Conducting formative audience research

2. Using the research results to divide the target audience into segments with sim-

ilar characteristics and tailoring messages to appeal to each segment

3. Identifying the costs and benefits of the product or behavior from the con-

sumer’s point of view and then designing messages that minimize the costs and

promote the benefits to create the perception of a beneficial exchange

4. Employing a 4 P’s analysis of campaign plans by considering the attractive-

ness of the offering or product, the affordability and perceived reasonableness

of its price or nonmonetary costs, the convenience with which it can be accessed

or its placement, and the best channels and messages to use in its promotion to the

target audience

5. Revising campaign offerings based on ongoing consumer feedback

Social marketing “products” may be behaviors, such as condom use, or deter-

minants of behaviors, such as more favorable attitudes toward condom use. Both

kinds of products can be promoted at different points in the life span of a single

social marketing project. Initial campaigns might promote an antecedent to a

behavior—something that is logically or theoretically required before the ultimate

project goal can be addressed successfully. Subsequent campaigns would promote

action made possible by the success of the first campaign. For example, in some

traditional societies, convincing husbands to allow their wives to visit a health clinic

may be necessary before a campaign promoting the adoption of family planning

methods could persuade the wives to seek reproductive health care.

Social marketing relies on feedback from members of the target audience, or

“consumers,” to guide product development and promotion, but in the past, the

mechanics of campaign planning have remained largely in the hands of experts

(Smith, 2000). For example, Project Action, a condom social marketing campaign

in Portland, Oregon, that emphasized community support (Blair, 1995), was essen-

tially an expert-driven endeavor that called on the community for background

information, endorsement, or cooperation. Prevention marketing is a departure

from this top-down process.

Community Development

The prevention marketing framework stipulates community action, which often

requires community organization (Minkler & Wallerstein, 1997). Community
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organization involves conflictual or consensual interventions at the community

level that influence community institutions and solve community problems (Alin-

sky, 1971; Braithwaite, Bianchi, & Taylor, 1994; Cox, Erlich, Rothman, & Trop-

man, 1970). One form of community organization, community development, is

a consensus-building strategy that has been mandated by numerous federal agen-

cies and several foundations since the end of World War II (Wandersman, 1984).

Clinard (1970, p. 126) identified the components of community development:

• Creation of a sense of social cohesion and strengthening of group inter-

relationships

• Encouragement and stimulation of self-help

• Reliance on persuasion rather than compulsion to produce change through

the efforts of local people

• Identification and development of local leadership

• Development of civic consciousness and acceptance of civic responsibility

• Use of professional and technical assistance to support local efforts

• Coordination of local services to meet local needs and problems

• Provision of training in democratic procedures that may result in decentral-

ization of some government functions

In public health areas ranging from drug abuse to cardiovascular disease,

community development has often meant organizing local coalitions or collabo-

rative bodies to identify and clarify problems and make plans to ameliorate them

(Kaftarian & Hansen, 1994; Fawcett et al., 1995). This approach is resonant with

democratic ideals, but it has generated few documented cases of success in chang-

ing health systems or health status (Kreuter & Lezin, 1998). Collaboration has

been hampered by such factors as a legacy of mistrust, poor leadership, and con-

flicts of interest. Even when the collaborative process has run smoothly, events

beyond the control of the coalition (for example, an economic recession) have

blocked success. Furthermore, it is possible that some of the coalition-based,

community-level interventions were successful but their success could not be

detected. Confounding events that occur in the comparison or control areas, small

sample sizes at the community level of analysis, and small effect sizes at the indi-

vidual level of analysis make measuring the effects of community-level interven-

tions highly problematic (Fishbein, 1996) but not impossible (Centers for Disease

Control, 1999b).

A coalition-based prevention effort is more likely to succeed if members have

realistic expectations. Part of what they should expect is that building a coalition

takes a substantial amount of time and proceeds through stages. Researchers have
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pointed out that members of new coalitions (and new members of established

coalitions) must learn about each other and build trust before joint strategic plan-

ning can begin (Sofaer & Myrtle, 1991).

It is also important to clarify tasks, roles, and procedures early in the process

of community development (Bracht & Kingsbury, 1990) and for coalition mem-

bers to know that their roles may change over time (Hare et al., 2000). For ex-

ample, an informal coalition may become a formal organization that hires staff,

and the staff may gradually assume decision-

making roles in day-to-day matters. The

power structures and decision-making

processes within local communities should be

understood as well, because new community

mobilization efforts will build on existing

structures (Sofaer, 1993). Some coalition

members may play more central or more visible roles than others; making this

clear at the outset may help avoid resentment later. Finally, as coalition tasks

change, it may become necessary to recruit new coalition members who have

specific technical skills or social network connections (Hare et al., 2000). If the

original coalition members are aware of this possibility, they may feel more com-

fortable with changes in the groups’ composition. Finally, coalition members

should be aware that making a significant difference in a health or social prob-

lem requires sustaining an extremely high level of coalition functioning for sev-

eral years.

Origins of Prevention Marketing

Prevention marketing was developed in response to the epidemic of HIV infec-

tion among America’s youth. As many as half of all new HIV infections in the

United States occur among people under twenty-five years of age (Liao & Brook-

meyer, 1995). The annual number of new HIV infections may be going down

among some groups, but it does not appear to be dropping among young people

(Rosenberg & Biggar, 1998), a group in which most diagnosed cases of HIV are

the result of unprotected sexual activity (Centers for Disease Control and Preven-

tion, 2001a). These trends were becoming apparent in 1993 when prevention mar-

keting was conceived by the Centers for Disease Control (CDC), the federal agency

responsible for disease prevention and health promotion in the United States.

Since the mid-1980s, CDC had been responding to the HIV threat to the

nation’s youth on two fronts: school systems and youth-serving organizations.
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Unfortunately, despite receiving relevant training and technical assistance from

CDC, most school districts were not offering HIV prevention programs that had

scientifically credible evidence of effectiveness, and some were unwilling to allow

an instructor to say that condoms are effective in preventing HIV infection (CDC,

2001b). Even where school policies were consistent with HIV prevention educa-

tion guidelines (CDC, 1988), many adolescents at highest risk of HIV infection

did not receive prevention education because they did not attend school regularly.

CDC had been able to allocate some resources to national and community-based

organizations to address HIV prevention, but high-risk and out-of-school youth

remained underserved (National Research Council, 1995). Overall, there was a

pressing need for a supplemental HIV prevention approach that could reach broad

segments of the youth audience with messages that were effective in reducing sex-

ual risk taking.

The Search for Relevant Theory

The attempt to find a formal theory comprehensive enough to guide this new

endeavor was unsuccessful. Rogers’s work on the diffusion of innovations (1995)

seemed to come closest and did provide some guidance. For example, according

to Diffusion Theory, innovators or early adopters of a new behavior such as con-

dom use can be spurred to action by hearing about the need to act in school or

through the mass media. However, to motivate behavior change in the majority

of adolescents, Diffusion Theory posits that it is necessary to reinforce school and

media messages with interpersonal influence. Unfortunately, Diffusion Theory

offers little guidance for sparking influential interpersonal interactions on a

communitywide scale. In fact, Rogers noted that communitywide health com-

munication campaigns have had to seek direction not only from theory but also

from lessons learned in the field (Rogers, 1996).

In lieu of a suitable comprehensive theory, CDC and other national preven-

tion partners constructed the general conceptual framework they called preven-

tion marketing. It set the broad content parameters for national prevention

communication activities and a local demonstration project (Ogden et al., 1996).

Rationale for Selecting Behavioral Science, 
Social Marketing, and Community Action

Behavioral science was included in the prevention marketing framework because

interventions grounded in behavioral and social science theory had already been

shown to prompt adolescent HIV risk behavior change in small-group settings
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( Jemmott, Jemmott, & Fong, 1992; Kirby, Barth, Leland, & Fetro, 1991). More-

over, behavioral science could contribute sound program evaluation methods. The

relatively new field of social marketing was added because it had the potential for

broad reach into the target audience and because its ability to promote widespread

condom use had been demonstrated in other countries (Dubois-Arber, Keannin,

Konings, & Paccaud, 1997). Community action, which generally followed com-

munity organization and development, was included because CDC believed that

community involvement and support would legitimize speaking to young people

about sex, make it possible to frame and target messages more efficiently and effec-

tively, create the best chances for sustaining an intervention program, and thus

foster long-term behavior change.

Previous work of the Academy for Educational Development (AED) was a

central influence in limiting the number of disciplines in the prevention marketing

framework to three. AED was the major technical assistance provider for PMI and

had already developed a three-part model for progressive social change: technol-

ogy, individual behavior, and participatory policymaking components (Booth,

1996). Using this scheme, this U.S.-based nonprofit consulting firm had amassed

an impressive international track record in pollution prevention and other health

and development areas. The mix of the three disciplines in prevention marketing

disciplines also may have some intrinsic logical appeal; one scholar whose writing

suggests that he was working wholly independently from AED (McKenzie-Mohr,

2000) has promoted the integration of social marketing with behavioral science

and community action.

Political science, a discipline that covers a broad range of topics (for exam-

ple, information relevant to structural interventions; see Sumartojo & Laga, 2000),

could have filled the third slot in the prevention marketing framework that was

ultimately filled by community action. Perhaps the major factor in choosing com-

munity action was that at the time prevention marketing was being conceptual-

ized, CDC was establishing HIV Prevention Community Planning throughout the

United States. This was a new system for allocating federal funding for local HIV

prevention activities. It required that community volunteers who were infected or

affected by HIV join local health department officials in a collaborative priority-

setting process. Community members were being included to help HIV preven-

tion respond more sensitively to cultural and epidemiological variations in the

epidemic across the country, promote local ownership and support for HIV pre-

vention, and build local community capacity for science-based decision making.

In brief, prevention marketing included community action because it was the

emerging standard in HIV prevention and because community planning groups

were moving into position to be able to apply lessons learned by PMI.
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The PMI Local Demonstration Project

Funded in 1993, the PMI local demonstration project was a five-year, five-site 

project with a primary goal of reducing sexual risk behavior among young

people under twenty-five years of age. It served as a laboratory for learning

how to integrate the three disciplines comprising prevention marketing at the

local level.

The PMI local demonstration sites were Nashville, Tennessee; Newark, New

Jersey; northern Virginia; Phoenix, Arizona; and Sacramento, California. Sites

were selected to represent a range of geographical locations and AIDS incidence

rates, in the hope that lessons learned eventually could be applied across the coun-

try. In addition, each site had an established agency with human service planning

experience that was willing to serve as lead agency, providing space and adminis-

trative support for a small paid PMI staff.

During the first two years of the project, AED and other national partners

gave formal training and a substantial amount of technical assistance to the PMI

sites as they organized coalitions of community volunteers and trained them to

think like marketers. The coalitions included young people and parents, as well

as representatives from health departments, youth-serving and AIDS organiza-

tions, religious groups, and schools. During the third and fourth years of PMI,

multimodal HIV prevention campaigns (see Table 10.1) were designed by each of

the coalitions and implemented under their supervision.

Each PMI site targeted a carefully chosen subgroup of adolescents (and

their parents, in some cases). Some campaign components (for example, thirty-

second radio spots) had the potential for broad reach into a target audience,

but they would expose adolescents to prevention messages only briefly and

were not expected to elicit much behavior change on their own. Conversely,

other components (such as multisession skills-building workshops) had the

potential to change behavior because they were more intensive and included

repeated exposure to prevention messages, but they could reach relatively few

adolescents. The last group of campaign components (telephone information

lines, logos, and slogans) was included to tie together the components of broad

reach and intensive exposure into an integrated system with mutually rein-

forcing elements.

In the final year of PMI, evaluation activities were emphasized. These last

months were also the time when site coalitions decided whether to sustain PMI

after federal funding ended and tried to find ongoing financial support if they

wanted to continue their activities.
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Behavioral Science in the Demonstration Project

Behavioral science concepts, techniques, and findings were incorporated at every

phase of PMI. Before the five PMI sites were chosen, an initial survey of young

people in four cities was conducted to investigate underlying determinants of

consistent condom use in this population (Middlestadt, Bhattacharyya, Rosen-

baum, Fishbein, & Shepherd, 1996). After sites had been selected and coalitions

organized, behavioral science was used to (1) define target audiences and behav-

ioral objectives, (2) obtain local information about barriers to and facilitators of

delaying sexual activity and condom use, (3) develop and test the programs on

the list of effective intervention models, and (4) design and conduct the PMI pro-

gram evaluation.

The initial four-city determinant survey used a qualitative elicitation tech-

nique to fill in information that program planners need when theoretical con-

structs have content that can vary. For example, the opinions of important others

are a key predictor of behavior according to the Theory of Reasoned Action

(Ajzen & Fishbein, 1980), but the membership of this group of influential people

varies with the behavior in question. It is necessary to ask members of each tar-

get audience which reference groups are most important to them regarding a

given behavior. When adolescents in the elicitation survey were asked whose opin-

ions concerning condom use mattered to them, they surprised researchers by

responding that the opinions of their parents were almost as salient as the opin-

ions of sex partners. On the whole, most of the survey findings were consistent

across the four cities, suggesting that they would be informative to the PMI sites

that were eventually chosen.

Findings from the previously published behavioral science literature were also

offered to PMI sites to inform their planning decisions, and some of this infor-

mation was incorporated in campaign plans. For example, the consistent finding

that condom use with a main or steady partner is less likely than with a casual

partner (Carol, 1991; Magura, Shapiro, & Kang, 1994) was reflected in target

audience definitions in two PMI sites.

When local data were available in time for use in planning, PMI coalition

members preferred them over findings from the published scientific literature

(Kennedy et al., 1997). Focus group data were some of the earliest local data col-

lected, and focus group themes were used in a variety of ways. For example, the

PMI program in Phoenix was called YouthCare because focus group participants

said using a condom shows you care about your future and your partner’s future.

Focus group themes were also used in the development of slogans, public service

announcements, and tailored skills-building workshop curricula.
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Prior to program launch, baseline telephone survey evaluation data were col-

lected in three PMI sites and tabulated quickly. An analysis of these data by

Mizuno, Kennedy, Seals, and Myllyluoma at CDC (2000) assisted program plan-

ners. The analysis indicated that perceived norms were an important predictor of

attitudes toward condom use for the target audience as a whole, but that girls and

boys had slightly different patterns. For girls, there was an association between

positive condom attitudes and the awareness that condoms were in widespread

use among their peers. For boys, a passive awareness of peer practices was not

enough; to have positive attitudes toward condom use, boys had to know that their

“important others” (especially their girlfriends) really wanted them to use con-

doms. The Sacramento PMI site used these findings to develop separate radio

spots for boys and girls. In the “girl” spot, several girls find a condom in another

girl’s backpack, the condom-carrying girl advises her friends to carry their own

condoms, and the other girls giggle while they heed her advice by raiding her con-

dom stash. The “boy” spot is a conversation in which, before they decide to have

sex, a girl brings up the topic of condom use with her boyfriend. He assures her

that condom use is very important to him too.

Overall, the PMI sites made limited use of the behavioral science literature

until it was distilled into lists of specific options (Strand, Rosenbaum, Hanlon, &

Jimerson, 2000; Hare et al., 2000). An acute need for this distillation was per-

ceived after all five sites decided to mount skills-building workshops for small

groups as part of their campaigns. The decision to offer workshops created a need

for workshop curricula, and the planning process bogged down as the coalitions

confronted the prospect of developing their own curricula or reviewing the exten-

sive HIV prevention literature for suitable models. There was general relief at the

news that the Division of Adolescent School Health at CDC had already reviewed

the intervention literature and had identified three published curricula with cred-

ible evidence of adolescent behavior change (see www.cdc.gov/nccdphp/dash/

rtc/index.htm for a regularly updated list, “Programs That Work,” in reducing

adolescent sexual risk behavior). Choosing among these three options and then

tailoring the chosen curriculum to fit local circumstances nevertheless were con-

sidered demanding tasks in themselves. The committee members later remarked

that after starting with model programs and then tailoring them exhaustively, they

were proud of the quality of their final products.

Finally, well-established behavioral science techniques were used in CDC’s

evaluation of the PMI demonstration project. However, whether the results would

meet the scientific standard of effectiveness is a question that reflects a larger

debate currently under way in public health. The gold standard against which

HIV prevention program evaluation designs have been judged to date is the ran-

domized experimental design (or randomized controlled trial). In this design, there
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is a condition in which participants receive the intervention of interest and another,

the control condition, in which participants do not receive the intervention. For

reasons including cost, lack of control over potentially confounding conditions in

the control community, ethical concerns about getting data from a community

that receives no direct benefit in return, and community relations, many 

community-level health programs do not include control or comparison areas in

their evaluation designs. There have been reviews of the literature in several areas

of applied research, including smoking prevention, that used an alternative set of

scientific criteria that are less stringent with regard to the comparison or control

group issue but impose requirements for greater scientific rigor on other aspects

of the research (Zaza & Pickett, 2001). (A discussion of these criteria is available

in Zaza, 2000.) The PMI workshops were evaluated using control or comparison

groups, but the overall multimodal campaign was not. If and when the standards

for evidence-based HIV prevention programs adopt alternative evaluation crite-

ria, the evaluated PMI campaign in Sacramento should have good prospects for

inclusion in the list of CDC’s “Programs That Work.”

Social Marketing in the Demonstration Project

After the coalitions were organized, the PMI sites went through a complex strate-

gic planning process that paralleled the five steps of social marketing listed ear-

lier in this chapter:

1. AED gave the sites a review of the scientific literature on the determinants

of condom use among adolescents, and each site conducted supplementary audi-

ence research. Local audience research included focus groups with adolescents

(and parents, in some cases), an audit of the HIV-related health and prevention

services that were already available to young people in each geographical area,

and a teen HIV risk profile that compiled local epidemiological data (see CDC,

1999c, for a risk profile development guide based on PMI site experiences).

2. The results of the audience research informed the selection of the local

target audiences, leading to definitions of the target audiences not only in terms of

demographic variables like age, race, and residence in geographical areas with

low-income housing or high rates of STDs or pregnancy among adolescents, but

also in terms of psychological factors (referred to as psychographics in social mar-

keting) and behavior.

3. Audience research also informed the development of specific prevention

messages and the selection of the channels through which they would be sent.

The focus groups captured adolescents’ perspectives on the benefits of and bar-

riers to avoiding sexual risk behavior. Their perceived benefits were promoted in
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the PMI campaigns, and real and perceived barriers were addressed by a proactive

issues management effort and other strategies.

4. A 4 P’s (product, price, placement, and promotion) analysis was conducted

to make sure that a planned mix of interventions and campaign activities would

be accessible and appealing.

5. All materials and procedures were consumer tested until they were under-

stood and liked by members of the adolescent target audiences and until audi-

ence members said the materials were “speaking to them.”

At the end of the project, a social marketing perspective was helpful in iden-

tifying funding for long-term PMI site sustainability after conclusion of the fed-

eral demonstration period (Kennedy, Stover, & Tormala, 2000). Viewing potential

donors as the target audience and giving as the goal behavior allowed the PMI

staff and coalitions to employ the social marketing steps: conducting research on

donors, segmenting this audience, and framing and conveying messages in ways

that were likely to elicit donor support. Fundraising was hampered by a short time

frame and an unfinished program evaluation, but two of the four PMI sites that

attempted to find support were able to do so.

Community Action in the Demonstration Project

The protagonists of the PMI story were the coalition members. In the words of

one member, being asked to join a new PMI coalition was like being told to climb

a mountain that had no paths to the top. A student of previous federally man-

dated health service planning coalitions, Shoshana Sofaer, was brought in as an

expert adviser early in the PMI process. Nonetheless, many lessons were learned by

trial and error (Strand et al., 2000; Hare et al., 2000).

Himmelman’s theoretical work (1996) on the stagelike evolution of intergroup

collaboration was used mainly to justify to concerned CDC policymakers the

amount of time that coalitions consumed prior to actually designing and launch-

ing programs for young people. Wandersman (1984) provided some direction, but

the available literature contained no ready answers to questions like who should

be at the table, how to ensure that PMI programs stayed on task in the face of

shifting community concerns, how to overcome historical animosities between

community factions, and how to accommodate federal funding timelines without

stifling local debate.

Evidence for the Effectiveness of Prevention Marketing from PMI

Thus far, the major evidence supporting prevention marketing as a useful con-

ceptual framework comes from the evaluation of the PMI local demonstration
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project. The two major goals of the evaluation were to document reductions in

HIV risk behavior among adolescents in the target audiences and to provide qual-

itative information about the PMI process and how various stakeholders viewed

it. Because evaluation resources were limited, these goals were not fully met in all

five PMI sites.

There were a number of strategies for evaluating PMI. As part of process

evaluation, exposure to PMI messages through the broad-reach media campaign

components was estimated by the media outlets themselves, sometimes on the

basis of tracking information commercially available from ARBITRON. The out-

comes of the workshops held in each site were evaluated in an experimental study

conducted collaboratively by CDC, AED, and the five sites. The cumulative expo-

sure to and effect of an entire PMI campaign was evaluated in one site by means

of a multiround random sample survey. Finally, two interview-based case studies

chronicled the experiences of a large sample of PMI coalition members, site staff,

and national partners. This qualitative study provided insight into stakeholders’

views of PMI. The various components of the overall evaluation effort generated

converging lines of evidence that the program had a positive outcome.

Evidence from Workshop Evaluations. Four of the five PMI sites adopted the Be

Proud! Be Responsible! curriculum ( Jemmott, Jemmott, & McCaffree, 1996) as

the basis for their workshops and then adapted the curriculum to fit local cir-

cumstances. One site adopted the curriculum and implemented it as originally 

written. Although CDC scientists cautioned the PMI coalitions against making

major revisions in this evidence-based curriculum, major alterations nevertheless

were made; for example, the curriculum’s videotape was replaced by another copy-

righted videotape, which may or may not have had the same effect on viewers.

The effectiveness of the tailored workshops was tested in an experimental

study in which participants were to be randomly assigned to either an immediate

intervention group or a wait-list control group that would receive an unevaluated

version of the study after all the follow-up data had been collected. Paper-and-

pencil questionnaires were to be administered three times to the intervention

group (before, just after, and one month after the intervention) and twice to the

control group (once on the workshop day and again one month later).

Not all PMI sites were able to complete the full design. Studies in Nashville

and Sacramento where the full design was implemented showed that the revised

curricula had a measurable protective effect at one-month follow-up on some

combination of determinants of safer-sex behavior (including HIV knowledge,

communication skills, and talking to friends about HIV) and behavioral outcomes

(carrying condoms and condom use at last sex; the difference in frequency of

unprotected sex in the past thirty days was marginally significant). Findings in
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studies in the other three sites where partial designs were implemented were con-

sistent with findings in Sacramento and Nashville (Kennedy, Mizuno, Hoffman,

Baume, & Strand, 2000).

Evidence from Communitywide Surveys. Communitywide surveys of adolescents

were initiated in the three PMI sites that targeted older adolescents, but it was not

possible to attain the necessary sample sizes in two sites with small geographical

target areas. The effect of a full PMI campaign was measured by means of a five-

time-point random sample telephone survey of Sacramento adolescents between

the ages of fifteen and eighteen who lived in a fifteen-postal-code target area. The

total number of survey respondents was 1,402.

Over the year that the PMI program was in the field, there was a statistically

significant, and increasing, trend in the direction of exposure to PMI, culminat-

ing in a 70 percent exposure rate. Exposure was beneficial; the more channels

through which an adolescent was exposed to PMI messages, the more likely he or

she was to have used a condom at last sex with a main partner. The odds that con-

dom use at last sex would be reported increased 26 percent for each additional

channel of exposure reported by the participants (odds ratio = 1.26, p < .01).

Increased exposure to communication channels also increased the odds that ado-

lescents carried condoms (odds ratio = 1.27, p < .01) and levels of psychosocial

determinants of condom use, including intentions, subjective norms, and self-

efficacy. After statistical adjustments for sex, age, and race and ethnicity to make

survey rounds comparable, the subsample of sexually active adolescents who

reported condom use at last sex increased 4.3 percentage points over the course

of the study (this increase represented a 13.7 percent decrease in the proportion

of adolescents who engaged in sexual risk behavior). By comparison, over a two-

year period, there had been a nationally reported increase of 2.4 percentage points

(Kennedy, Mizuno, Seals, Myllyluoma, & Weeks-Norton, 2000).

Information from the Case Studies. Interview-based case studies were conducted

at two points during the project in all five PMI sites; the case studies put the quan-

titative findings into context and captured the participants’ observations. The first

set of case studies was done just after the planning phase of the PMI project,

and the second was completed after the campaign plans had been implemented.

Among numerous case study findings were the observations that (1) PMI increased

the capacity of local participants to make data-based program decisions, (2) there

was no organized resistance to or negative publicity about any of the PMI pro-

grams during the project, and (3) no other events occurred in Sacramento during

the survey period that could account for the change in behavior reported in the

communitywide survey. Additional lessons learned by participants at various lev-

272 Emerging Theories in Health Promotion Practice and Research

ch10.DiClemente  4/10/02  1:32 PM  Page 272



els of the project are reported in a special issue of the Social Marketing Quarterly that

was devoted to PMI and in a series of technical assistance documents listed on the

PMI Web site (www.cdc.gov/hiv/projects/pmi/index.htm).

Other Evidence Supporting Prevention Marketing. A recent statewide smok-

ing prevention program in Florida called the “Truth” Campaign incorporated

many of the same procedures and some of the technical assistance providers that

PMI used. One year after the campaign started, there was a 19.4 percent decline

in smoking among Florida middle school students (Zucker et al., 2000). The

project did not organize community coalitions, but it did have heavy youth in-

volvement. The state government obtained the resources for the multimedia cam-

paign by winning court cases against tobacco companies and using the settlements

to hire and manage the social marketing consultants that designed and imple-

mented the campaign. This state government involvement could be considered

analogous to the CDC role in the national media campaign that was part of the

PMI, so this evidence pertains to a case that is within the range of permissible vari-

ations on the prevention marketing theme.

Strengths and Limitations of Prevention Marketing

Prevention marketing has proven to have many of the strengths it was expected

to have. Nonprofessionals can employ aspects of behavioral science ranging from

theoretical models to program evaluation techniques. Social marketing can bring

potential recipients of health behavior messages into the process of developing

and refining prevention campaign plans and

content, and there is evidence that the result-

ing prevention messages can have broad

reach and widespread effects on behavior.

Sustainability—an increasingly important

consideration in the allocation of federal

funds for behavioral interventions designed

to achieve public health objectives—may be

fostered by community coalitions. Applica-

tions of behavioral science, social marketing, and community action to public

health are not new, but prevention marketing is the first empirically validated

approach to integrating these three disciplines into an effective framework of

health promotion.

The original architects of prevention marketing considered the scope of the

framework broad enough to allow for innovation and creativity but focused
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enough to provide direction. However, a conceptual framework this general has

a number of inherent limitations:

• Unspecified technical requirements. The PMI demonstration project was very

ambitious and required some technical inputs that went beyond initial expecta-

tions based on the definition of prevention marketing. Two needs that PMI sites

were unprepared to meet were developing their own local adolescent HIV risk

profiles and managing what became very complex enterprises. It could be argued

that the epidemiological risk profile was only one of several kinds of audience

research and did not need to be mentioned specifically. It could also be argued

that competence in the organizational functions (for example, personnel recruit-

ment and training, budgeting, writing subcontracts, and project monitoring) that

were essential to successful site operations was a given. The danger, however, is

that implicit requirements in a very general framework may leave a prevention

effort unprepared to meet inevitable challenges.

• Unspecified sequence. Project managers found the prevention marketing frame-

work quite general, with no clear point of entry. The steps in social marketing

(Ogden et al., 1996) provided some direction, and, to assist program managers,

evaluation experts recommended the development of a supplementary logic

model (Yin, 1989). A logic model is an articulation of the goals of a program and

the specific means by which their achievement is expected.

Early attempts to develop a projectwide logic model were complicated by

the different disciplinary perspectives of PMI participants. A further complica-

tion was that stakeholders held various opinions about the criteria that should be

used to judge project success; some felt that it was enough to show that coalitions

had been able to design and implement social marketing campaigns, and others

were unsatisfied with anything short of demonstrated behavior change in the tar-

get audiences. A number of revisions were made to an initial draft of a project-

wide logic model. Figure 10.3 displays two of the revisions. Unfortunately, even

the most refined versions of the model failed to do justice to the complexity of

project.

Eventually, the AED, the primary technical assistance provider for the PMI

project, reduced some essential elements covered in “Applying Prevention Mar-

keting” (Ogden et al., 1996) into a simple four-part, fill-in-the-blanks logic model

that individual sites completed for themselves. There were blanks for target audi-

ence, behavioral objective, key determinants of the behavior, and feasible inter-

ventions likely to impact those determinants. Called the BEHAVE model, this tool

helped sites clarify the logic inherent in their activities and also has been useful to

other community practitioners (Strand et al., 2000).
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FIGURE 10.3. EARLY PMI DEMONSTRATION PROJECT LOGIC MODELS.
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• Unspecified discipline mix. The specific contributions that social marketing,

behavioral science, and community organizing should make are not explicitly out-

lined in the prevention marketing framework. Conversely, the framework fails to

narrow the universe of possible contributions that each of the three disciplines

might make to PMI. This lack of specificity often confused participants and some-

times created contention. For example, when a behavioral science design for pro-

gram evaluation was being heavily emphasized at the end of the project, coalition

members complained that they “thought PMI was a social marketing project”!

Sometimes behavioral science and social marketing techniques were similar

or complementary, but the integration of these disciplines was not always smooth.

For example, evaluation requirements conflicted with the social marketing admo-

nition to revise a campaign constantly on the basis of consumer feedback. CDC

evaluators had to insist that the PMI sites freeze the content of their skills-building

workshops until enough participants had completed evaluation questionnaires to

make statistical analysis possible.

Flexibility about the mix of disciplines has advantages, such as making it pos-

sible to subsume widely disparate but potentially complementary national com-

munication activities under one rubric. Linking the three prongs of the PMI (the

local demonstration projects, a youth-targeted national media campaign with the

slogan “Respect Yourself ! Protect Yourself !” and a national HIV prevention col-

laborative) facilitated the dissemination of breaking HIV prevention news and

technical information. The inputs from and relative emphases on the three pre-

vention marketing disciplines varied across the three communication activities.

For example, community development was not heavily weighted in the national

media campaign but was central to the development of the collaborative network,

which used a very different organizing strategy than the local demonstration sites

did. Still, the basic touchstones of broad reach and appeal, scientific rigor, and

community involvement helped the three activities stay on track.

Although flexibility can be an advantage to seasoned professionals with a well-

practiced repertoire of strategies, a lack of structure can be paralyzing for in-

experienced community volunteers. If the contributions that the three prevention

marketing disciplines should make to certain kinds of activities are not specified

in much greater detail, the application of prevention marketing will continue to

require a great deal of expert guidance (Smith, 2000).

Social marketing is a rapidly evolving field that incorporates constructs, the-

ories, research methods, and findings from the behavioral sciences, economics,

and other academic and applied disciplines. This diversity breeds overlap between

disciplines and can obscure the theoretical origins and context of constructs. PMI

coalition members often could not say where a key concept had come from, mak-
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ing it difficult to access relevant scholarly or professional literature. Failing to draw

distinctions between superficially similar concepts and techniques can also create

practical problems. For example, focus groups are conducted by social marketers

and by behavioral scientists, but they often have very different purposes. Simply

stated, the goal of the focus groups conducted by social marketers is to provide

information that will lead to the design of campaign elements or offerings that

are seen as fun, easy, and popular (AED, 1996). On the other hand, when focus

groups are conducted as part of formative research by behavioral scientists, they

can address other goals, including adapting theory-based research procedures to

specific settings or populations. PMI sites muddied the distinction between the sets

of goals, tried to accomplish too much with a single focus group procedure, and

failed to get satisfying answers to some of their planning questions from focus

group themes.

Future Research and Model Development

Many questions about local applications of prevention marketing remain unan-

swered, and their number and generality attest to the fact that this framework is

truly at an emerging stage. There is even less

information in the published scientific litera-

ture about national applications of the pre-

vention marketing framework. Specifying the

elements and procedures that are necessary

and sufficient to define a prevention market-

ing program would probably speed progress

in answering questions about local and national applications of the prevention

marketing framework.

The most important outstanding question about local applications of pre-

vention marketing may be whether this framework can be applied successfully in

projects that are less expensive and take less time. Evidence suggests that the PMI

demonstration project worked, but it was an extremely resource-intensive effort.

Without substantial streamlining, this HIV prevention approach would not be fea-

sible for most local areas. A prevention marketing intervention might be made

more efficient in the following ways:

• Working with already organized community groups

• Using recorded or long-distance training modalities

• Preparing in advance short lists of options from which coalitions would choose

at various program design decision points (Strand et al., 2000)
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• Substituting program fidelity monitoring data for program outcome data when

an evidence-based intervention is adopted as part of a campaign

• Using behavioral and disease surveillance data that are already routinely 

collected for other purposes to evaluate communitywide programs

These streamlining strategies should be employed and tested empirically.

Another broad question about local prevention marketing concerns the abil-

ity of a local campaign (with and without the support of national activities) to

have a real impact on the health status of a target audience. Although factors such

as prohibitive sample size requirements and incomplete HIV surveillance may

preclude using HIV incidence rates as a measure of the success of an HIV pre-

vention program, the effect of a prevention marketing approach on proxy mea-

sures of HIV incidence could be observed. For example, rates of common sexually

transmitted diseases and adolescent pregnancy could be tracked; although their

correlations with HIV incidence are far from perfect, their higher incidence would

make program effects easier to detect, and they are themselves important targets

of an intervention designed to reduce sexual risk behavior.

If using HIV proxies to assess the impact of the prevention marketing

approach is not possible, then, at minimum, the long-term behavioral impact of

this kind of program should be evaluated. Communities in which initial decreases

in risk behavior or increases in protective behavior are reported should be stud-

ied for at least one year to examine the duration of these changes.

Evaluation resources in the PMI project were limited; consequently, several

evaluation opportunities were missed. Among the unexamined program elements

were a very popular radio soap opera broadcast by the Nashville PMI site and

views of the program held by community members who had been outside the

PMI process but were aware of it. Future research on local applications of pre-

vention marketing should attempt to fill these information gaps.

Coalitions represent more to a community than just a means to a single pub-

lic health end, and they are worthy subjects of study in themselves. Research on

organizational climate (Moos, 1994; Goodman, Wandersman, Chinman, Imm,

& Morrissey, 1996; Butterfoss, Goodman, & Wandersman, 1996) has already ad-

vanced our understanding of coalition-level outcomes such as member satisfac-

tion, continued participation, and the quality of coalition plans. Evaluators of

local prevention marketing campaigns should make every effort to further the

investigation of coalition dynamics.

Based on observations of local PMI site decision making (Kennedy et al.,

1997), CDC officials concluded that focus group data were easier for coalitions to

use than findings from the national behavioral science literature. Observations

also indicated that although trained coalition members could identify components
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of a multimodal intervention that were likely to be effective, they had difficulty

tying these components together into integrated campaigns in which various pieces

reinforced each other. Finding ways to ease the more difficult integration and plan-

ning tasks would be a valuable contribution.

There was no budget in PMI for tracking site activities after the conclusion

of the demonstration project; in the sites that chose to sustain PMI activities after

federal funding ended, there is no systematically preserved record of the pro-

grammatic activities that endured and how they changed over time. It would have

been interesting, for example, to examine the ramifications of choosing to main-

tain a PMI coalition as an autonomous entity, as opposed to choosing to fold some

or all of the PMI activities into a previously existing organization. This decision

about organizational structure could affect a program’s integrity, name recogni-

tion, growth, popularity, and longevity.

In a similar vein, there has been no systematic investigation of the dissemi-

nation of the prevention marketing model from program planners in PMI to non-

participants, inside or outside the original PMI sites. PMI site coalition members

reported using what they learned in PMI in their home agencies. It has also come

to the attention of CDC officials that some of the PMI program components (for

example, the radio soap opera) have been replicated in other cities and that the

entire prevention marketing framework is being used in a communitywide anti-

smoking project with adolescents; it is also under consideration for use in an HIV

prevention project with adults (personal communications from Carol Bryant,

December 1999 and William Darrow, February 2001). However, additional dis-

semination may have resulted from word of mouth, the dozens of conference pre-

sentations made by PMI participants and evaluators, and the publication of the

program evaluation findings in scientific and professional journals. Without doc-

umenting this dissemination history, it will not be possible to learn lessons about

which dissemination mechanisms are most useful with various audiences.

What other health and social problems could prevention marketing address

domestically and overseas? In the case of a health area with no preexisting list of

scripted “programs that work,” would coalitions of community volunteers be able

to apply prevention marketing? What other preconditions are necessary for the

success of this approach? Answering questions about the generalizability of a

model that takes years to apply will demand new techniques for assessing and syn-

thesizing the results of prevention efforts.

In the long run, prevention marketing may make its greatest contribution by

motivating joint action on the parts of individuals with marketing, behavioral sci-

ence, and community organizing perspectives and experience. Program guide-

lines and other precedent-preserving mechanisms may enhance the positive

synergy inherent in this kind of collaboration, but there should also be room for
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creative, unpredictable applications and syntheses of the three disciplines. A pre-

vention marketing team has a collective understanding of what a community

needs and will accept, which strategies researchers have shown to be promising,

and how to make programs and products appealing to a target audience. This

combination of insights can be a formidable force in the advancement of public

health, and its potential should be explored more fully.
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I
n order to promote public health, communities and individuals must possess

the resources necessary for engaging in healthy behavior. Conservation of

Resources (COR) theory (Hobfoll, 1988, 1989, 1998a) offers a framework for

implementing public health promotion strategies by focusing on the resources of

individuals and communities. This theory provides a theoretical model for pre-

venting resource loss, maintaining existing resources, and gaining resources nec-

essary for engaging in healthy behaviors.

Origins of Conservation of Resources Theory

To introduce COR theory, we first describe the theoretical need within previously

existing stress and coping paradigms that led to the development of COR theory.

Second, we outline the theoretical types of coping resources and specific princi-

ples defined by COR theory.

Bringing the Environment into Focus

COR theory was developed in response to the need to incorporate more fully

both the objective and perceived environment into the process of coping with

stress. Homeostatic and transactional models of stress and coping (McGrath,
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1970; Lazarus, 1966) define stress as the perception of imbalance between cop-

ing capacity and the environment. These theories emphasize that individuals’ per-

ceptions of imbalance are important.

Furthermore, these cognitively based models

suggest that individuals must perceive the

consequences of the imbalance as important,

asserting individual difference factors. By

emphasizing perceptions and values when

defining stress and coping capacity, secondary emphasis is placed on environ-

mental contingencies.

In regard to developing public health promotion strategies, homeostatic and

transactional models of stress and coping present problems in their conceptual-

ization of coping demand and coping capacity. In homeostatic and transactional

models, coping demand and capacity are not separately defined (Hobfoll, 1989).

Coping capacity is defined as that which offsets coping demand and demand as

that which challenges coping capacity (Lazarus & Folkman, 1984). Clearly, this

reasoning is circular and is solely a derivative of individual idiographic perception.

Because demand and capacity are not separately defined, they and the principles

relating to them are not amenable to empirical testing. Therefore, when left to indi-

vidual appraisal, it is difficult to assert which resources target groups will require

and what common obstacles will impede their applying resources to goal-directed

efforts. In addition, anchor points for defining capacity and demand are objectively

nonexistent. Thus, it would be difficult for public health promotion efforts to define

and target coping resources necessary for improving public health. If we have to

wait for individuals to appraise what is stressful to them, it is difficult to develop

interventions that suit groups or communities, and we are forced to wait until after

stressful events occur in order to know where to assert our best efforts.

Along with the problems in defining demand and capacity, deemphasis of the

objective environment in transactional and homeostatic models might be partic-

ularly problematic for public health promotion. Focusing on perceptions without

closely considering the objective environment may lead to some demands remain-

ing unnoticed since individuals may be successfully coping in the course of the

process. Individuals rich in resources may be unaware of stressful environmental

circumstances, and those lacking resources may feel overwhelmed in dealing with

the same situation. Because many threats to public health are a result of or are at

least strongly influenced by environmental sources, it would serve public health

promotion efforts to focus on objective environmental circumstances. Even when

perceptions are to be considered, it is group and broad-based social perceptions,

not individual differences, that must be considered foremost.
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COR theory bridges the cognitive and environmental viewpoints. Unlike

homeostatic and transactional models, COR emphasizes the environment in the

coping process foremost and person-centered variables secondarily. Hobfoll (1988,

1989, 1998a) proposed that perceptions of most major stressful events of interest

to public health promotion are universally held. For example, contraction of

human immunodeficiency virus (HIV) and living through a natural disaster are

events that are universally perceived as stressful. This is not to say that perceptions

are unimportant in coping with such events.

Perceptions can determine the strategies that

one employs when attempting to offset the

losses associated with these circumstances.

However, COR theory argues that resources

are the key components to determining individuals’ appraisals of events as stress-

ful, and resources define how individuals are able to cope with the situation.

Description of Conservation of Resources Theory

COR theory proposes that individuals seek to create circumstances that will pro-

tect and promote the integrity of the individual, nested in the “tribe” (Hobfoll,

1998a). That is, the individual must always be viewed in social context and acts

to protect and preserve the self and the attachments that establish self in social

context relationship. The focus of this theory is on reactions toward the environ-

mental events that affect resources. Psychological distress is thus defined as a reaction

to the environment in which there is threat of net loss of resources, actual net loss

of resources, or lack of resource gain following the investment of resources. Loss

or threat of loss of resources is particularly stressful because individuals are faced

with diminished coping capabilities in handling future challenges. Lack of resource

gain following investment is stressful because individuals have failed to increase

their coping capabilities following expenditure of resources. Because individuals

have invested resources without an increase in return, this lack of gain, in essence,

equates to resource loss. In each case, resources are the single unit necessary for

understanding stress.

Resources are defined as objects, personal characteristics, conditions, or ener-

gies. Object resources are valued because of some aspect of their physical nature

or because of their acquiring secondary status based on their rarity and expense.

A small economy car has value because it provides transportation, whereas a

BMW has increased value because it also indicates status. Conditions are resources

that are valued and sought after; marriage and tenure are examples. Personal

characteristics are resources in that they generally aid stress resistance. Personally
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held skills are a second type of personal resource, especially as these skills relate

to acquiring or protecting valued resources. Mastery and optimism are personal

resources that can affect resistance to stress. Energies are typically intrinsically val-

ued in that they aid in the acquisition of other resources, such as time, money, and

knowledge. In addition to resources being broadly defined, COR theory proposes

that resources are interrelated, and changes in one or more types of resources can

affect the availability of other resources. In summary, COR theory defines re-

sources broadly and proposes that they are interrelated.

It has been argued that change in general is stressful. COR theory predicts

that positive and negative changes in resources will have markedly differential

effects. Evidence supports the theory supposition that when ferreting out positive

and negative consequences of change, these consequences will have considerably

different impacts (see Thoits, 1983, for a review). COR theory proposes that

resource losses are psychologically stressful, whereas resource gains buffer against

the effects of resource loss. Thus, loss and gain have discrepant outcomes for indi-

viduals.

In addition, COR theory proposes the following principles in relation to

change in resources:

1. Resource loss is more powerful than resource gain.

2. Resources must be invested in order to gain resources or prevent their loss.

Furthermore, the theory proposes that those already lacking in resources 

will be more vulnerable to the experience of loss spirals, and those with ample re-

sources will have more opportunity for resource

gain. In other words, the theory suggests that

initial loss leaves individuals, groups, and

communities more vulnerable to the negative

impact of ongoing resource challenges. Those

endowed with greater resources will, of course,

be more resilient, but ongoing resource loss

will challenge even richly resource-endowed individuals or groups. Thus, loss spi-

rals are a powerful force that is evident in individuals and communities already

lacking resources.

COR theory provides not only a basis for approaching stress and coping at

the individual level but also a framework for public health promotion. It also pro-

vides the agenda for conceptualizing the resources critical in promoting public

health. In addition, public health promotion efforts that use COR theory can tar-

get loss spirals and prevent future loss in individuals and communities. Finally, the
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theory provides public health promotion with the framework to instill resources

necessary to the individual and community for promoting public health.

Empirical Evidence for Conservation of Resources Theory

The studies that we examine cut across several domains and settings and provide

broad evidence for the theory’s principles. In addition, they offer empirical sup-

port for the theory in a variety of populations, thereby suggesting that the theory

has been validated for application to assorted groups targeted by public health

promotion. It is our contention that these studies have suggested not only that

interventions based on COR theory are capable of reducing the negative psy-

chological reactions but that resource-based interventions are a key intervention

strategy.

Finally, we wish to reassert a point that is found between the lines rather than

in them. That is, much health promotion work has focused on the mind and

behavior, because the pathways and obstacles represented by people’s availability

of resources have often been taken by health psychologists and those in public

health as a given. Poverty, low social status,

racism, unavailability of health care, and

other fundamental condition resources are

often beyond the scope of many health pro-

motion interventions. COR theory highlights

that, minimally, these fundamental resources

conditions should remain foremost on our

minds, both because they are primary in the

potential success of any program and because

failing to refer to them opens the risk of blaming the victim. No health promo-

tion program can sidestep the resource reservoir that is ultimately available to peo-

ple and the pathways that are often denied those who lack resources or the status

that allows them to use resources that they already possess.

Principle 1: Resource Loss Is More Powerful Than Resource Gain

COR theory proposes that resource loss is more salient than resource gain.

Resource loss has been demonstrated to be a more powerful force than resource

gain in a variety of cognitive, evolutionary, and psychosocial studies. Studies in the

cognitive and evolutionary domain provide evidence for COR theory on a basic

processing and evolutionary level. In turn, studies that focused on psychosocial

Conservation of Resources Theory 289

No health promotion program can
sidestep the resource reservoir that is
ultimately available to people and the
pathways that are often denied those
who lack resources or the status that
allows them to use resources that they
already possess.

ch11.DiClemente  4/10/02  1:32 PM  Page 289



outcomes provide evidence for the direct applicability of COR theory to outcomes

of interest to public health.

In the cognitive processing domain, several studies have supported the pri-

macy of resource loss. In Prospect Theory, Tversky and Kahneman (1974) noted

the steeper gradient for loss when compared to gain. They also noted that an event

involving loss engenders greater risk taking than a mathematical equivalent event in-

volving gain. In this way, individuals seem predisposed toward deciding against

initiating events that have the potential for loss as compared to the potential for

gain. It is important to note that this cognitive bias is not represented in people’s

awareness; that is, they do not know that are making decisions based on the

greater loss gradient.

In measuring brain activity, Cacioppo and colleagues (Cacioppo & Gardner,

1999; Ito, Larsen, Smith, & Cacioppo, 1998) provided evidence for a negativity

bias when perceiving aversive, appealing, or neutral stimuli. These authors view

positive and negative emotional systems as being separate neuroanatomical path-

ways and provide compelling evidence for greater processing energy elicited by

negative stimuli. Their research suggests that negative or loss-related stimuli have

a greater impact on processing efforts in the brain and supports the lopsided

impact of loss primacy at the neuroanatomical level.

Additional evidence in cognitive psychology for the disproportional impact

of resource loss can be found in recent work on immune neglect (Gilbert, Pinel,

Wilson, Blumberg, & Wheatley, 1998). Learning theory would predict that peo-

ple would become conditioned to the fact that negative life events are typically

overcome. In other words, people should learn to perceive accurately the fact that

adversity can be conquered and therefore cognitively weigh positive and negative

events as generally equal. Contrary to this prediction, individuals continue to over-

estimate the duration and intensity of their affective reactions to aversive events.

In other words, they ignore the robustness of their psychological immune system.

This is significant for predicting people’s actions because their behavior is largely

derived from their predictions concerning the emotional consequences of the

event. Research on immune neglect suggests that the primacy of loss is not over-

come through conditioning to the subjective characteristics of the emotional re-

action and overestimates of negative emotional consequences might lead to

behaviors that would not otherwise be predicted by basic conditioning principles.

What this suggests is that the impact of loss must be occurring on a biological level

because it is resistant to environmentally based learning.

Although evolutionary explanations are generally unprovable, there is agree-

ment among resource theorists that resource loss is primary because of its adap-

tive advantages for biological, attentional, psychological, and cultural systems
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(Carver & Scheier, 1998). The deep-seated biological nature of psychological re-

actions in trauma events provides evidence for the evolutionary importance of

losses as they relate to survival (van der Kolk, 1996a, 1996b). Specifically, trau-

matic events tend to imprint on the victim a memory for the event that alters the

startle response to similar stimuli. In other words, whereas victims would normally

exhibit an immediate, time-limited response that is accompanied by somatic and

attentive arousal, this response is prolonged, is accompanied by the smells, sounds,

and sights of the event, and is rekindled as if during the original event by associ-

ated stimuli. Such a trauma constellation has been argued to have a biological basis,

since on a psychological level, this reaction would appear to be counterproductive

to functioning. This imprinted hypervigilant reaction to trauma must serve the func-

tion of reminding the individual of the critical nature of the loss stimulus.

In addition to the cognitive-evolutionary evidence for the primacy of resource

loss, evidence from psychosocial outcome literature also provides ample support for

this principle. Studies have shown that resource loss in comparison to resource gain

is a stronger predictor of negative psychological reactions such as anger, anxiety,

and depression (Hobfoll & Lilly, 1993; Lane & Hobfoll, 1992; Wells, Hobfoll, &

Lavin, 1997, 1999). For example, Lane and Hobfoll (1992) found in a longitudinal

study of chronic obstructive-pulmonary disease patients that resource loss, but not

resource gain, was predictive of outwardly expressed anger. Anger expression by

these patients was concurrently related to anger expression of their significant oth-

ers. Resource loss was found to be the major variable, compared to resource gain,

in determining the anger of patients and subsequent anger of significant others.

Thus, the amount of resources individuals acquire has less influence in preventing

distress than the effect of resource erosion has on causing distress.

A particularly compelling series of studies by Holahan, Moos, Holahan, and

Cronkite (1999, 2000) provided support for the powerful long-term impact of

resource loss. In these studies, interpersonal and personality resource losses were

directly predictive of depressive symptoms over the course of extended periods

of years. This relationship existed after controlling for initial symptoms of depres-

sion, in the first case in a community sample and in the second instance in a clin-

ically depressed sample. Critically, this study found that the impact of resource

change entirely mediated the effect of life events on later depression. That is, only

if resources were altered did life events influence changes in depression. This evi-

dence again suggests the pervasive effect of loss on the psychological well-being

of individuals. Taken together with other evidence for the primacy of resource

loss in predicting distress, it would appear that public health promotion efforts

should target loss to prevent immediate and long-term negative psychological reac-

tions and the behavioral manifestations that accompany these reactions.
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Loss Spirals

Loss spirals tend to occur among individuals already lacking adequate resources

or when initial resource loss renders people’s resource reserves inadequate to meet

subsequent and ongoing demand. King, King, Foy, Keane, and Fairbank (1999)

provided compelling evidence for the negative impact of long-term loss spirals.

In this study, a large sample of Vietnam veterans provided information regarding

prewar risk factors such as family instability, war-zone stressors such as perceived

threat during combat, and postwar resiliency-recovery variables such as social sup-

port. Using structural equation modeling, King et al. (1999) developed a model

for predicting symptoms of posttraumatic stress disorder (PTSD) that was con-

sistent with the predictions made by COR theory (see Figure 11.1). The authors

found that individuals experiencing prewar loss tended to lack the postwar

resiliency-recovery variables to help offset the stressors experienced during combat.

In other words, lifelong loss spirals in combination with war-zone stressors exac-

erbated symptoms of PTSD. Notably, the model was highly effective in predict-

ing PTSD, accounting for the majority of the variance in PTSD symptoms.

In a second study, this one of middle-class pregnant women, Wells, Hobfoll,

and Lavin (1999) found that women who had resource loss during later pregnancy

were relatively unaffected by those events. In contrast, women who had resource

loss both early and late in pregnancy were markedly negatively affected by the

resource loss experiences. These findings indicate that these relatively well-
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resource-endowed women were resistant to resource loss if it was time limited.

Their likely underlying resource pools were adequate to respond in their defense.

However, as resource loss cycles continued, there was deterioration in their abil-

ity to defend themselves psychologically, and the negative sequelae in terms of in-

creased anger and depressive mood were marked. This deterioration of defense

has important public health implications because these same factors, increased anger

and depressive mood, have been linked to infant health (Rini, Dunkel-Schetter,

Wadhwa, & Sandman, 1999).

These studies suggest that public health promotion efforts would be most

effective when applied early to those at risk for experiencing future loss. Children

lacking the economic, familial, and psychological resources to buffer future trauma

are already being set up for potential downward psychosocial spiral. Moreover,

they suggest that even those possessing substantive resource reservoirs are vul-

nerable if loss cycles are ongoing. Interventions targeting one or more of these

categorized risk factors have the potential for preventing the vicious snowballing

loss cycle described in COR theory. For public health promotion efforts aimed at

adult populations, an immediate focus in stopping resource loss would be

extremely important in adults who have experienced a lifetime of resource loss.

Specific strategies for prevention, especially as they relate to preventing and min-

imizing trauma reactions, will be discussed in greater detail later in this chapter.

Comprehensive studies such as that of King et al. (1999) highlight the importance

of interrupting or preventing loss spirals for interventions targeting psychological

distress.

Principle 2: Resources Must Be Invested to Gain Resources 
or Prevent Their Loss

Resources do not simply fall from the sky. Yet most studies of resources as basic

as self-efficacy and social support have uniformly ignored that circumstances had

to occur that were facilitative of the growth and maintenance of these key re-

sources. It follows from COR theory that individuals must invest in order to ac-

quire the reservoirs needed for buffering future loss, or they must receive resource

investment from outside sources, such as parents, loved ones, work, or a favorable

social system. According to predictions made by COR theory, resource gains are

important in the context of loss. However, the key to understanding the empiri-

cal prediction made by this principle is in the context of loss. Gain cycles are pro-

posed to have an impact on stress-related responses principally in that such

acquired resource reserves can serve to offset the losses.

A variety of personal resources have been shown to help offset the impact of

resource loss. Self-efficacy is one such resource. Bandura (1997) defined self-efficacy
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as the view of self in the context of a specific challenge, such as the sense of mas-

tering caretaking responsibilities with one’s children. In prospective studies, self-

efficacy has been found to be a personal resource that can help offset the losses

associated with events ranging from minor hassles to major traumatic events 

(Bandura, 1997).

Another personal resource that has been shown to buffer resource loss is dis-

positional optimism. Scheier and Carver (1985, 1992; Carver & Scheier, 1998)

have prospectively shown that surgery patients with higher dispositional optimism

recover more quickly on both the physiological and the symptomatic levels. Thus,

optimism might drive goal-oriented actions promoting health and have a more

direct impact on people’s well-being. Similar health-related outcomes have been

found for self-esteem. People high in self-esteem are less likely to interpret diffi-

culties as a function of their own inadequacies (Rosenberg, 1965). Women high

in self-esteem, for example, have been found to be less negatively affected by com-

plications of pregnancy (Hobfoll & Leiberman, 1987; Hobfoll, Nadler, & Leiber-

man, 1986). These studies suggest that public health promotion efforts would be

wise to focus at the individual level on promoting gains in personal resources in

order to provide a cushion for the powerful blow administered by resource loss.

Social resources have also been found to help buffer the effects of loss-related

events. Social support has been an area of focus in this resource category. Social

support is actually a complex construct that includes aspects such as the exchange

of supportive interactions and the perception of the receipt of support  (Sarason,

Sarason, Shearin, & Pierce, 1986; Vaux, 1988). People higher in social support

have been found to have better mental and physical health outcomes (Cohen &

Wills, 1985; House, Landis, & Umberson, 1988; Vaux, 1988). Specifically related

to physical health outcomes, recent experimental evidence convincingly shows

that those with social support are less prone to infection (Cohen, Doyle, Skoner,

Rabin, & Gwaltney, 1997). Thus, public health interventions should seek to

increase not only the personal resources but also the social resources of the indi-

vidual. Such efforts will become particularly important in the context of loss-

related events such as physical illness or psychological trauma.

Although personal and social resources have been found to buffer loss, such

resources have been found to have limited impact in the presence of major, ongo-

ing loss cycles (Hobfoll & Lilly, 1993; Lane & Hobfoll, 1992). Although this notion

was proposed in Principle 1 of COR theory, such reiteration serves to highlight

the interaction in loss and gain cycles proposed by the theory. In addition to COR

theory predictions that gain will not have opposite and equal impact, the predic-

tion is made that impacts of gain are not independent of loss. Again, gain is

important mainly in that it is directly related to the potential for offsetting loss.
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Studies by Wells et al. (1997, 1999) provided empirical evidence for the impor-

tance of resource gain in the context of loss. Pregnant women were followed

prospectively to examine the impact of potential loss and gain cycles in a popu-

lation experiencing potentially stressful life change. Consistent with Principle 1 of

COR theory, resource loss, but not resource gain, was found to be directly related

to changes in anger and depressive mood. However, related to Principle 2 of COR

theory, resource gain became very important in women experiencing a great deal

of resource loss. Specifically, women who experienced substantive gains were sig-

nificantly less affected by losses than were those who had experienced no resource

gain. This study provided support for the prediction that resource gains are impor-

tant in offsetting loss, but gains do not have appreciable direct impact as resource

losses.

In another recent study by Billings, Folkman, Acree, and Moskowitz (2000),

caretakers of people with acquired immunodeficiency syndrome (AIDS) who were

experiencing severe resource loss cycles were found to be more psychologically

resilient to the extent that they experienced resource gains with these same loved

ones. One interpretation of this is that resource gains allowed resource replen-

ishment at this critical period. A further interpretation harks back to early work

of Frankl (1963), who noted that in the midst of tragedy, people seek to make pos-

itive meaning in order to sustain their plummeting psychological state. In making

meaning, people attempt to create and focus on gains amid tragedy, and this may

have a particularly sustaining effort. This would suggest that resource gain is both

in itself recuperative and that individuals seek gains in order to sustain this recu-

perative impact.

Case Application of Conservation of Resources Theory 
as an Intervention

A case example will be used to provide a concrete model for applying COR the-

ory to public health promotion. One area of public health in which little inter-

vention research previously existed was HIV prevention with single inner-city

women.

The studies presented in Table 1.11 focus on this area of prevention. They

were generally well designed and followed prominent theoretical models, with the

exception of two studies that were atheoretical. The approach to HIV prevention

outlined in this chapter is similar to these studies in that a carefully planned

methodological design was developed and theory was used in guiding the inter-

ventions. In addition, our case example has focused on many of the important
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outcomes as the studies presented in Table 11.1. However, we believe that our

approach has provided several unique contributions in HIV prevention and health

promotion. In particular, we propose that our case example demonstrates how

public health promotion efforts can effectively target multiple resources. Specifi-

cally, the example demonstrates how to use the principles of COR theory in tar-

geting multiple resources important to public health promotion. In addition, we

propose that the use of objective measures of sex-related behavior change pro-

vides a potential advancement in designing and measuring the efficacy of sex-

related public health promotion interventions.

We now present interventions reported in a series of publications by Hobfoll

and colleagues in which COR theory is described as part of intervention strate-

gies aimed at reducing HIV risk activity in this population (Britton et al., 1998;

Hobfoll, 1998b; Hobfoll, Jackson, Lavin, Britton, & Shepherd, 1993, 1994a,

1994b; Hobfoll, Jackson, Lavin, & Schröder (submitted); Levine, Britton, James,

Jackson, & Hobfoll, 1993; MacKenzie et al., 1999). We note at the outset that it

is not our intent to show that our intervention was more effective than other excel-

lent models in the literature. Rather, we hope to highlight how a resource

approach informs intervention. Moreover, where our intervention is seen as sim-

ilar to others that were derived from other theoretical perspectives, it may be

argued that the resource perspective might be more fundamental to those per-

spectives than their authors have noted.

Specific Theoretical Assumptions of the Intervention

Several theoretical assumptions were used to guide the HIV prevention program.

1. Change is resource driven, and resources are interrelated. The HIV reduction inter-

vention strategies that Hobfoll and colleagues used were based on several theo-

retical underpinnings. A general guiding assumption based on COR theory was

that changes were resource driven (Hobfoll, 1998b). In order to produce changes

in sexual behavior, it was assumed that individuals must be provided with the

resources to produce those changes. In addition, personal, social, and socio-

economic resources were viewed as interconnected entities; that is, they tend to

travel in caravans. This means that where one major resource is found, other key

resources are likely to accompany it. Furthermore, these caravans tend to cross

from the self to the social domains. Therefore, interventions were developed that

would provide the women with the personal, social, and economic resources nec-

essary to practice safer-sex behaviors.

Education about HIV and women’s risk for contracting HIV was incorpo-

rated as an integral part of the interventions. It was assumed that if individuals
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TABLE 11.1. HIV PREVENTION INTERVENTIONS 
PUBLISHED BETWEEN 1996 AND 2000.

Theoretical
Authors Approach Population Outcomes of Focus

Carey et al. Information-motivation- Mostly African American Knowledge about HIV,
(2000) behavioral skills model women from community- motivation to reduce

based organizations risky sexual behavior 
and risk-related 
behaviors

DiFranceisco et al. Health belief model Homosexual and bisexual Completion of 
(1998) males and severely interventionb

mentally ill adultsa

Ickovics et al. None Women from community- Anxiety, depression,
(1998) based urban health clinics and sexual behavior

Pinkerton et al. Theory of diffusion Homosexual male bar Cost-effectiveness of
(1998) of innovations patrons interventionb

Guttmacher et al. None New York City and Chicago Sexual behavior and
(1997) public school students condom use

Klepp et al. Social learning theory Tanzanian public primary Sexual attitudes, 
(1997) and theory of reasoned school students beliefs, and behavior

action

Holtgrave & Kelly Cognitive-behavioral Mostly African American Cost-effectiveness of
(1996) model women attending an interventionb

urban primary health 
care clinic

Kegeles, Hays, Theory of diffusion of Homosexual male bar Sexual behaviors
& Coates (1996) innovations patrons and community 

members

Fisher et al. Information-motivation- Mostly Caucasian Knowledge about HIV,
(1996) behavioral skills model undergraduates motivation to reduce 

risky sexual behavior 
and risk-related 
behaviors

Source: Based on a manual search of Health Psychology and American Journal of Public Health.
a Study based on two concurrent intervention programs.
b Results of intervention were reported in previous publications.
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were not convinced of the need for change, they were likely to take cognitive

shortcuts, such as minimizing their risk assessment (Hobfoll, 1998b). Efforts were

made to relate the risk to a variety of outcomes for the women such as the con-

sequences that HIV might have for their health and their children. The interven-

tion focused on convincing women of the potential negative impact of HIV on a

broad array of personal consequences.

If individuals did not have the resources necessary for change, they were also

expected to engage in cognitive shortcuts (Hobfoll, 1998b). In other words, pro-

vision of education was viewed as necessary but not sufficient in changing

women’s decision making about their risk for contracting HIV. If women were

provided with the information on their HIV risk but not the resources necessary

to change this risk, it was expected that they would minimize their assessment of

their perceived risk for contracting HIV. Therefore, provision of the personal,

social, and economic resources for changing sexual behavior was necessary for the

women to change their personal risk assessment.

2. Empowerment increases the resources needed for change. Similar to the approach

used by Wingood and DiClemente (see Chapter Twelve, this volume), Hobfoll

and colleagues viewed empowerment as a key to promoting safer-sex behaviors

in inner-city pregnant women (Hobfoll, 1998b). The approach to empowerment

they used was based on the Theory of Gender and Power (Connell, 1987) and

defined empowerment as the interpersonal concept of relationships. In accor-

dance with this theory, interventions emphasized ethnic and gender pride to

increase women’s sense of empowerment. It was assumed that such a strategy

would increase the personal resources needed to instigate safer-sex behaviors such

as the self-efficacy to negotiate with partners about using condoms. Thus, for

example, increasing pride was assumed to be a facet of the intervention that would

have an impact on the personal and social resources of women.

3. Increasing sense of community and attachment helps change social norms. For poorer

inner-city women, raising the possibility of condom use with partners may raise

the question of fidelity and endanger the women’s romantic ties. In addition to

being connected romantically to their partners, many of these women rely on

their partners for economic support and a place to live. In order for women to

implement condom use successfully, we encouraged them to engage support from

both their partners and other women in the group. Interventions sought not only

to raise women’s sense of personal responsibility but also responsibility toward

their partners, other women in the group, their parents, and their children (or

future children). Women were encouraged to think about their health and well-

being as part of their key social attachments. They were also provided skills for

encouraging this perspective with their partners. In this way, a sense of commu-

nity responsibility was used to change social norms about safer sex.
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4. Multiple sessions provide more opportunity for change. A final theoretical assump-

tion of Hobfoll and colleagues was that interventions should be spread over mul-

tiple sessions (Hobfoll, 1998b). Multiple sessions provided more opportunity for

the women to increase their sense of community and empowerment. It was

assumed that a single-session intervention would not allow the women to develop

the social ties and pride necessary for producing adequate change in sexual prac-

tices. In addition, a multiple-session approach was assumed to provide more

opportunity to increase the resources necessary for women to decide that safer-

sex behaviors were necessary and achievable. In general, a multiple-session

approach was assumed to be necessary for increasing the resources for change.

Of course, many interventions have used multiple sessions. The others, how-

ever, have tended to use multiple interventions to reach additional goals, with each

session having a different objective. COR theory suggests that resource gain is slow

and incremental. Hence, our intervention has tended to have fewer goals and to

work on each resource gain more intensively. Indeed, if we could convince women

to come for more sessions, we would still not increase our number of resource tar-

gets, but instead work on each in more depth.

Two Randomized Controlled Clinical Trials

Hobfoll and colleagues (1994a) applied COR theory in developing two genera-

tions of HIV prevention trials among inner-city women. To provide an example of

how COR theory might guide the empirical progression of health promotion

interventions, we describe each generation of these trials.

First-Generation Trial. Hobfoll and colleagues (1994a) conducted a randomized

clinical trial of the first generation of their intervention. Participants in this first

trial were single, pregnant inner-city women. The intervention was tailored toward

affecting the specific resources necessary for these women to engage in safer sex.

The efficacy of the intervention was assessed through self-report and objec-

tive measures of behavior change. Participants completed a variety of self-report

measures similar to those focused on in the HIV prevention efforts outlined in

Table 11.1. In addition, the investigators provided participants with condom credit

cards through which they could obtain free condoms and spermicide from several

local pharmacies, and pharmacies provided reports on the number of condoms and

spermicide tubes that participants obtained. Participants were randomly assigned

to one of three groups: HIV prevention, health promotion, or no-intervention

control. Intervention groups met for four sessions lasting one and a half to two

hours each and included up to eight participants in addition to a female group

Conservation of Resources Theory 299

ch11.DiClemente  4/10/02  1:32 PM  Page 299



leader. HIV prevention and health promotion interventions differed in that the

prevention group focused on sexual behavior, and the health promotion group

focused on more general health-related behaviors, such as turning down alcohol

or not smoking. Consistent with theoretical assumptions, interventions were multi-

session and provided the information and resources deemed necessary for change.

A variety of techniques were used to provide women with the social and per-

sonal resources necessary for initiating safer sex. Videotapes were created to sup-

port the curriculum and ensure the integrity of the intervention across group

leaders and over time. They were used to demonstrate and facilitate discussion of

assertiveness, negotiation, and planning. Videotapes included actors representa-

tive of the target population, which was thought to strengthen the effectiveness of

the modeling techniques being demonstrated (Bandura, 1977). Consistent with the

tenets of COR theory, videotapes were training based; that is, they encouraged

participant skill practice rather than passive viewing and discussion. In addition,

discussion and practice of the modeled behaviors were planned in order to con-

tribute to the participants’ sense of empowerment and community.

Related to the interactions based on modeled behavior, group discussion of

previous sex-related mastery experiences was also viewed as essential to increas-

ing the social and personal resources of women. These discussions helped group

members develop a repertoire of strategies for engaging in safer sex or healthy

behaviors and therefore broaden their personal resources. As with the videotape

facet of the intervention, group discussions were thought to provide women with

the resources necessary for enacting targeted behaviors, increase their sense of

empowerment, and increase their sense of community.

Other facets of personal and social resources were also targeted through cog-

nitive rehearsal and conditioning experiences. Participants cognitively rehearsed

enacting target behaviors to help develop scripts for engaging in such behaviors

in the future. Thus, cognitive rehearsal was another strategy used to increase

women’s personal resources necessary for engaging in safer sex. Interventions

also incorporated aversive-conditioning (Wolpe, 1958) experiences paired with

positive-conditioning experiences. For the aversive-conditioning experiences, par-

ticipants were asked to imagine an unhealthy behavior (such as unprotected sex)

and aversive outcome (for example, becoming infected with HIV). Aversive con-

ditioning was followed by a positive-conditioning experience in which participants

paired a healthy behavior with a healthy outcome. The goals of the conditioning

experiences were to increase mastery and change the group norms for healthy

and unhealthy behaviors. Thus, techniques were adopted from the cognitive and

behavioral literature in order to target personal and social resources effectively.

A final component of the intervention was providing participants with con-

dom credit cards, which allowed them to obtain free latex condoms and spermi-
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cide from several pharmacies near the clinic sites. Credit cards were valid from

the time participants began the study until twelve months postintervention (yoked

to time for the no-intervention control group). Provision of the means for engaging

in protected sex was viewed as necessary for instigating safer-sex behavior change.

Not only were participants provided with the personal and social resources nec-

essary for changes in their sexual behavior, but the intervention also provided

participants with the physical or economic resources necessary for instigating

these changes.

Results provided strong support for the efficacy of the intervention. The HIV

prevention group made greater overall gains within the outcome variables 

(HIV knowledge, safer-sex intentions and behaviors, discussion of HIV and HIV

prevention with partners, and condom and spermicide use) than the health pro-

motion or no-intervention control group, and these effects were maintained at the

six-month follow-up. The results provided support for the effectiveness of this par-

ticular intervention in increasing self-reported sex behaviors that is commonly

examined in HIV prevention studies.

The HIV-focused intervention was found to be especially effective for pro-

moting changes in objective behavior: acquisition of condoms and spermicide.

Women in the HIV intervention were found to be more likely to have used con-

dom credit cards, obtained a greater number of condoms, and obtained a greater

amount of spermicide. Similar effects were found for the health-focused group,

although the effects were not as pervasive as with the HIV-focused group. The

HIV intervention produced the strongest changes in objective measures of sex-

related behavior.

Second-Generation Trial. In the second-generation randomized clinic trial,

Hobfoll, Jackson, Lavin, and Schröder (December 2000) incorporated negotia-

tion skills training more centrally into the interventions. Negotiation training was

hypothesized to increase women’s resources for engaging in safer sex by increas-

ing women’s abilities to engage their partners in safer sex. Interventions included

nonpregnant and pregnant women, along with African American and Euro-

pean American women. Interventions also included facets tested in the previous

generation of interventions (Hobfoll et al., 1994a), along with laboratory testing

for sexually transmitted diseases (STDs). Thus, the second-generation trial sought

to expand the applicability of the interventions and increase the resources of

women, with major attention placed on the acquisition of negotiation skills.

Consistent with the first-generation trial, women in the HIV prevention group

were found to exhibit pervasive changes in self-reported and objective sexual be-

havior. In addition, women in the HIV prevention and health promotion groups

were found to improve in the efficacy of their negotiation skills. Such an effect
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was anticipated because both interventions targeted general negotiation skills.

Finally, women in the HIV prevention group who had contracted an STD some-

time earlier in their life showed reduction in incidence of laboratory-confirmed

STDs, compared to women in the health promotion group, although no different

from the no-intervention control. These results provided further objective evi-

dence for the effectiveness of this public health promotion strategy. In summary,

the second-generation trial provided support for the efficacy of increasing women’s

resources toward engaging in safer sexual behaviors.

Summary of Trials. The controlled clinical trials presented here highlight the im-

portance of resource-driven change in public health promotion. Women were pro-

vided with the personal, social, and physical resources necessary for changing

behavior. Interventions provided opportunities for increasing personal and so-

cial resources such as mastery, sense of community, and sense of empowerment.

Furthermore, opportunities for obtaining the physical resources necessary for be-

havior change (condoms and spermicide in the study) were incorporated. In con-

clusion, a multifaceted intervention, guided by COR theory, was shown to be

effective in targeting the multiple resources necessary for engaging in healthy

behaviors.

What is also important to note is where we failed to produce change. In this

regard, women often reported limitations to change that were due to resource con-

straints. Their lack of economic viability, associated with their poor education and

poor availability of good work, often made them dependent on men whom the

women themselves felt were undesirable or unsafe. On a more day-to-day basis,

women would miss sessions due to day care limitations or last-minute changes in

their employers’ requirements for their work. Having few work-related benefits of

insurance, guaranteed sick leave, or vacation time, they were often at the employ-

ers’ whim. Furthermore, lack of transportation made attendance difficult for some

women, especially in inclement weather. Major disruptions occurred when women

lost their telephone or housing. As many as 40 percent of these women had no

rights to their housing, but were living at another’s behest, and often they lost their

housing when interpersonal difficulties arose. Thus, at the same time as we

attempt to alter women’s resources, we must acknowledge greater social and eco-

nomic factors that serve as obstacles to intervention.

Future Directions

A second promising direction for extending the application of COR theory is in

the realm of traumatic stress.
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Application to Traumatic Stress

Research has demonstrated the importance of resource loss in predicting psy-

chological and physical health in victims of trauma. By evaluating efforts based

on COR theory to date, we can also use this opportunity to explain how COR

theory can be applied to community-level resources and move beyond the indi-

vidual focus.

King et al. (1999) found strong support for COR theory in their study of

PTSD in Vietnam veterans. Long-term losses over the course of the veterans’ life-

times were found to account for the large majority of variability in PTSD diag-

noses. In a study of victims of Hurricane Andrew in 1992, Ironson and colleagues

(1997) found resource loss to be the best of a wide array of cognitive and psycho-

logical predictors of PTSD and general psychological distress. Resource loss was

also found to have biological correlates in hurricane victims. Specifically, resource

loss predicted lowered natural killer cell cytotoxicity and increased white blood cell

count, indicating an increase in immune system effort toward fighting infection.

Predictions made by COR theory have implications not only in the prediction but

also in the promotion of the psychological and physical health of trauma victims.

Research has also demonstrated that resource loss is the key variable in 

predicting ability to cope with natural disasters. Freedy and colleagues (Freedy,

Saladin, Kilpatrick, Resnick, & Saunders, 1994; Freedy, Shaw, Jarrell, & Masters,

1992), in studying individuals in two types of natural disasters (hurricanes and

earthquakes), found that resource loss was the most important variable in pre-

dicting motivation to cope with these natural disasters. This research suggests that

public health promotion should focus, when possible, on minimizing or eliminat-

ing resource loss in order to increase individuals’ motivation for coping and abil-

ity to cope with disasters.

The nature of losses during traumatic events makes the mobilization and pro-

vision of resources especially important (Kaniasty & Norris, 2001; Norris & 

Kaniasty, 1996). Traumatic stress involves rapid loss of highly valued resources

(Hobfoll, 1991). Those with few existing re-

sources prior to the trauma have greater dif-

ficulty in coping with the effects of the

traumatic loss and are at greater risk for clin-

ical trauma reactions such as PTSD or de-

pression. In addition, the rapidity of losses

during trauma, the unexpected nature of those losses, and the excessive demands

of the traumatic event further burden those with few existing resources (Hobfoll,

1991). Therefore, the mobilization and provision of resources to offset the losses

resulting from trauma is critical for intervention strategies.
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Application to Trauma Interventions

At the community level, COR theory can capture and guide collective efforts for

coping with large-scale traumatic events such as earthquakes or nuclear disasters.

It is helpful to categorize community resources for the purpose of targeting mul-

tiple resources (Monnier & Hobfoll, 2000). Examples of personal characteristics

of the community that might be targeted are community pride and cohesion

(Monnier & Hobfoll, 2000). Increasing and mobilizing community pride and

cohesion can help the community work together and increase collective coping

efforts. Resources such as bridges, roads, and industries can be conceptualized as

community object resources (Monnier & Hobfoll, 2000). The impact of object

resources permeates the community’s short-term and long-term coping ability.

Along with community personal and object resources, communities’ conditional

resources such as availability of employment and emergency services might be

important focuses of trauma intervention efforts. Finally, resources such as money,

heating, and transportation and fuel costs are energy resources that community-

level interventions can target. In all, COR theory provides interventionists with

useful ways of organizing facets of the intervention into conceptual categories and

helps interventionists arrange mobilization efforts directed at these conceptual

categories.

In addition to conceptualizing which resource categories to target, interven-

tionists should proceed through several steps when helping communities and indi-

viduals cope with trauma (Monnier & Hobfoll, 2000). First, the focus should be

on estimating the extent of the loss. For community-level trauma, this step might

center on measuring the loss of people and property. Second, the availability of

resources for dealing with the loss should be assessed (Monnier & Hobfoll, 2000).

Emergency services might be needed to limit immediate trauma-related loss, and

mental health professionals might be mobilized to help individuals deal with the

loss and limit clinical trauma reactions. Third, interventionists should consult with

community leaders to become educated on the scope of the trauma and coping

strategies that the community can use (Monnier & Hobfoll, 2000). Community

leaders can help interventionists prioritize the most important community re-

sources. Interventions can successfully be developed using COR theory to guide

the categorization of resources and following descriptive steps in administering the

intervention.

To help communities and individuals cope with trauma, prevention efforts

need to involve initiating resource gain cycles prior to the traumatic event (Mon-

nier & Hobfoll, 2000). For example, helping communities gain the emergency ser-

vices needed to cope with disasters will provide them with immediate resources

necessary for coping when disasters occur. Along with using the conceptual
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resource categories of COR theory for developing a strategy when trauma occurs,

interventionists can use the conceptual categories in order to organize and target

prevention efforts.

Theoretical Integration with Conservation of Resources Theory

Another promising direction is to investigate the efficacy of COR theory in com-

bination with other theoretical approaches. COR theory provides a framework

for ensuring the resources are in place for effectively integrating specific inter-

vention approaches focused on specific interpersonal, cognitive, or behavioral

strategies.

Integrating the Theory of Gender and Power with COR Theory. Hobfoll and

colleagues have integrated the Theory of Gender and Power (Connell, 1987) along

with the tenets of COR theory to develop an effective approach to help inner-city

women increase safer-sex behaviors. The Theory of Gender and Power focuses

on interpersonal resources, especially power within male-female relationships.

Such an approach is especially important when considering the resource needs of

historically disempowered groups such as minority inner-city women or women

experiencing a lifetime of resource loss spirals.

Hobfoll et al. (2002) found that childhood resource loss in the form of abuse

has long-term impact on women’s risk for contracting STDs. This suggests that

women experiencing the tragic interpersonal loss cycles associated with abuse

might have lacked the opportunities to develop the interpersonal resources nec-

essary for enacting safer sex. In this study, women with a history of childhood

physical abuse also displayed higher levels of anger and depressive mood. This

distress might have contributed to negative interactions between the women and

their partners and further eroded the women’s abilities to negotiate safer sex. In

summary, childhood abuse appears to initiate loss cycles that counteract women’s

efforts to develop and use interpersonal resources and power within their roman-

tic relationships that are necessary for engaging in safer sex.

Therefore, a promising area of future research is to help women who have

experienced abuse gain the additional interpersonal resource strategies necessary

for enacting safer-sex behaviors. Integrating the Theory of Gender and Power

(Connell, 1987) into COR theory, future interventions should help women gain

interpersonal power within the romantic relationship. Interventions should incor-

porate strategies such as increasing the women’s assertiveness skills, along with

increasing skills in negotiation and sense of mastery. This approach will provide

women with a better stance within the relationship from which to negotiate safer

sex effectively.
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Integrating the IBM Model with COR Theory. Another model that can be com-

bined with COR theory to formulate public health interventions is the Information-

Motivation-Behavioral Skills (IBM) model (see Chapter Three, this volume). The

IBM model can be used to conceptualize the important target variables necessary

for change: possession of necessary information, motivation, and behavioral skills.

COR theory can be used in conjunction with the IBM model to guide the provi-

sion of coping resources necessary for increasing the targets viewed to be neces-

sary for behavior change.

For example, the IBM model predicts that in order for individuals to practice

safer sex, they must possess the necessary information, motivation, and behavioral

skills for engaging in safer-sex behavior. COR theory predicts that in order for indi-

viduals to become motivated to engage in safer sex, they must possess the neces-

sary resources for such behavior. Public health promotion efforts using these

combined strategies would focus on increasing the knowledge, motivation, and spe-

cific behavioral resources relevant to safer sex while eliminating loss or threat of

loss to these resources. Interventionists using these two theoretical approaches will

be provided with specific conceptual guidance regarding which constructs to tar-

get and how to provide the resources necessary for changing these target constructs.

Integrating Decision-Making Theories with COR Theory. Decision-making the-

ories can also be used in conjunction with COR theory to guide specific techniques

used for information and motivation delivery. For interventions using COR the-

ory in conjunction with decision-making theories, COR theory can be used as the

encompassing model for providing individuals with the resource necessary for

change. The decision-making models can be used within the framework of COR

theory to deliver the necessary personal and conditional resources for change (for

example, making a decision to enact behavior change and maintaining the moti-

vation for change).

Interventions combining Fischhoff ’s Behavior Decision Theory (1989) with

COR theory can provide individuals with the guidance necessary for making log-

ical decisions and the resources necessary for enacting those decisions. Behavior

Decision Theory could be integrated into interventions to help individuals identify

a list of options for changing their health, identify and weigh the consequences of

those options, become informed on the probability of the consequences, and make

a decision as to which option to pursue. COR theory can be used in conjunction

to help individuals assess the resources necessary for changing their health and

provide them the resources necessary for enacting logical options for changing

health-related behavior.

In addition to incorporating Behavior Decision Theory with COR theory,

public health promotion efforts might integrate the Elaboration Likelihood Model
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(see Chapter Four, this volume) with COR theory. This model provides predic-

tions on how to frame information relevant to changing health-related behavior.

Thus, the model can be used to guide efforts to encourage individuals to engage

in healthy behaviors, while COR theory can be used to help provide individuals

with the resources necessary for enacting and maintaining healthy behaviors.

A final example of a decision-making theory that can be combined with COR

theory is the Precaution Adoption Process Model (PAPM) (see Chapter Two, this

volume). The PAPM model provides descriptions of the stage processes through

which individuals will progress when deciding to engage in health-related behav-

iors. According to the PAPM, interventions

will be most effective when tailored to the cur-

rent stage of the individual. Therefore, the

PAPM can be used to provide and frame the

appropriate information for helping individ-

uals move toward making healthy choices.

COR theory can be combined with the PAPM

to provide people with the resources necessary

for progressing through the decision-making

stages and the resources necessary to act on health-conscious decisions. Resource

realities must again always be considered because the motivation of individuals

faced with difficult obstacles will decline. Therefore, paths of less resistance can

be more effectively identified if people’s resources and their resource needs in rela-

tion to their environment are acknowledged.

In summary, decision-making approaches can provide interventionists with

the specific techniques for encouraging individuals to engage in healthy decisions.

COR theory can help interventionists provide individuals with the resources nec-

essary for enacting and maintaining healthy decisions. A combination of decision-

making theory with COR theory can also help interventionists develop the tools

necessary for changing people’s decisions, motivations, and resources for chang-

ing health-related behaviors.

Theoretical Overlap and Limitations of Conservation of Resources Theory

Although COR theory has many unique aspects and is increasingly well docu-

mented in the stress literature, it also has many properties that are overlapping

with other theories and models. This in part stems from the fact that resource ideas

have been pervasive since Rabkin and Streuning (1976) noted that stress itself

accounted for relatively little variance in outcomes and that people’s resources

moderate the impact of stress. It is also the case that COR theory itself has been

in the literature for nearly fifteen years and is quite well referenced as the leading
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pan-resource theory. As such, the implications of COR theory may have filtered

down to many interventions that acknowledge the stressful nature of public

health crises.

Finally, we would acknowledge the limitations of COR theory. The most ger-

mane one to this discussion is that this theory outlines a general process but does

not specify which resources are most relevant in any given domain. For this, a

study of that domain’s ecology is critical (Kelly, 1966). In this regard, every health

domain has a working ecology that defines how resources are naturally exchanged

and interact prior to intervention. Furthermore, an understanding of such ecolo-

gies not only highlights what resources need to be altered to effect health changes

but also what resources and ecological conditions are likely to be resistant to

change or even implacable. COR theory emphasizes objective elements of the

ecology and the resources available to individuals. Other theories and models are

relevant for any intervention, as in our own efforts where we have incorporated

cognitive-behavioral models and other theories in order to complement COR the-

ory in practice. As is so often the case, marriage to any single model is typically

too narrow for the real-world demands of health crises and responsive interven-

tion efforts.

Conclusion

COR theory was developed as a response to the need to incorporate the environ-

ment as a more integral part of the stress and coping process. It emphasizes

change in resources as the key to stress and suggests that resource losses are more

powerful than resource gains. In addition, it states that resource gains serve to

buffer against future loss. Predictions made by COR theory have been empirically

supported in a variety of populations, and the theory has been shown to be an ef-

fective framework for HIV prevention. Application of the theory also appears

promising in the area of developing interventions for coping with traumatic events.

Another promising area of research appears to be in combining this theory with

theories targeting specific variables important in public health promotion. COR the-

ory sets out the conceptual framework for providing people with the necessary

resources for coping with stress and engaging in and maintaining healthy behaviors.
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O
riginally developed by Robert Connell, the Theory of Gender and Power is

a social structural theory based on existing philosophical writings of sexual

inequality, gender, and power imbalance (Connell, 1987). According to the the-

ory, three major structures characterize the gendered relationships between men

and women: (1) the sexual division of labor, which examines economic inequities

favoring males; (2) the sexual division of power, which examines inequities and

abuses of authority and control in relationships and institutions favoring males;

and (3) cathexis, which examines social norms and affective attachments. The

three structures are overlapping but distinct and serve to explain the gender roles

that men and women assume (Connell, 1987).

In our adaptation of this theory, we postulate that the gender-based inequities

and disparities in expectations that arise from each of the three structures (divi-

sion of labor, division of power, and structure of cathexis) generate different expo-

sures and risk factors that influence women’s risk for disease. The exposures and

risk factors inherent in each structure increase women’s vulnerability for disease.

Consequently, public health and social and behavioral science interventions tar-

geting these exposures and risk factors can reduce women’s risk of disease.

This chapter articulates an extended version of the Theory of Gender and

Power, as we have developed it, to examine the exposures, the social and behav-

ioral risk factors, and the biological properties that increase women’s vulnerabil-

ity for acquiring human immunodeficiency virus (HIV). Subsequently, it applies
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the theory to assist in the design of several interventions aimed at reducing

women’s HIV risk. Employing this theory marshals new kinds of data, asks new

and broader questions regarding women and their risk of HIV, and, most impor-

tant, creates new options for prevention.

Origin and Historical Roots of the Theory

The concept of power imbalances in the subordination of women was first artic-

ulated in the early twentieth century by Charlotte Perkins Gilman, who wrote in

The Man-Made World; or, Our Androcentric Culture ([1911] 1971) that

all our human scheme of things rests on the same tacit assumption; man 

being held the human type; woman a sort of accompaniment and subordinate

assistant, merely essential to the making of people. She has held always the

place of a preposition in relation to man. She has always been considered

above him or below him, before him, behind him, beside him, a wholly relative

existence—“Sydney’s sister,” “Pembrokes’s mother”—but, never by any chance Sydney or

Pembroke herself [p. 20].

Gilman emphasized that in our androcentric culture, man defines woman not

in relation to herself but in relation to him. Simone de Beauvoir’s groundbreaking

book, The Second Sex, first published in 1949, also expounded on gender and power

imbalances without using the term androcentric (de Beauvoir, 1974). Her book elo-

quently stated that in our culture, males are perceived as “real” and everything

else, including women, is perceived as “other.” One consequence of “otherizing”

women is that they become defined in terms of their similarity and dissimilarity to

men. Another consequence is that they become defined in terms of their functional

significance to men rather than in terms of their own significance. De Beauvoir’s

appreciation for power and sexual inequality was at the very core of the feminist

movement in the 1960s and 1970s (Chapman-Walsh, 1995). Throughout the

1980s, women tried to understand the interaction of ethnicity with gender and

power as women of color organized around improving the health-related quality

of life of African American and Latina women, particularly with regard to their

sexual and reproductive health.

During the mid-1980s, R. W. Connell, an Australian sociologist, began exam-

ining the available theories on gender and power in search of an integrative the-

ory that would reassemble the existing theories in this field (Connell, 1987). Several

researchers have applied an elaboration of Connell’s integrative Theory of Gen-

der and Power to understand women’s risk of developing lung cancer (Chapman-

Walsh, 1995) and to determine the correlates of relationship abuse among African
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American women (Raj, Silverman, Wingood, & DiClemente, 1999). During the

1990s, HIV prevention researchers noted that most of the theoretical models driv-

ing this field had an individualistic conceptualization and did not consider the

broader context of women’s lives.

By the turn of the century, researchers began applying our extended version

of the Theory of Gender and Power to examine women’s HIV-related risks and

design more efficacious HIV prevention interventions (Wingood & DiClemente,

2000). We published a seminal article (2000) extending this social structural theory

to examine women’s risk for HIV. Using HIV as a case study, we (1) identify and

operationalize gendered risk factors (individual level influences), (2) identify and op-

erationalize exposures (influences external to a woman), (3) address important but

understudied gender-specific biological processes, and (4) describe how interven-

tions may be developed that target gendered risk factors and exposures that may

affect women’s risk for HIV.

Description of the Theory of Gender and Power

The Theory of Gender and Power is a social structural model that seeks to under-

stand women’s risk as a function of different structures. According to the theory,

three major structures characterize the gendered relationships between men and

women: the sexual division of labor, the sex-

ual division of power, and the structure of

cathexis (Connell, 1987; see Table 12.1). Both

the sexual division of labor and the sexual

division of power had been identified from

previous research as two fundamental struc-

tures that partially explain gender relations. Connell devised the third structure,

the structure of cathexis, to address the affective component of relationships. Win-

good and DiClemente, in their extension of the theory, have renamed this struc-

ture affective and social exposures, to emphasize the important social factors that

comprise this structure. These three overlapping but distinct structures serve to

explain the gender roles that men and women assume. It is important to empha-

size that none of the three structures is or can be independent of the others. Nei-

ther is there one structure from which the others are derived.

The three structures exist at two different levels: societal and institutional

(Connell, 1987). The higher level in which the three social structures are embed-

ded is the societal level. The three structures are rooted in society through numer-

ous historical and sociopolitical forces that consistently segregate power and

ascribe social norms on the basis of gender-determined roles. As society slowly
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TABLE 12.1. PROPOSED MODEL CONCEPTUALIZING THE INFLUENCE OF
THE THEORY OF GENDER AND POWER ON WOMEN’S HEALTH.

Societal Institutional The Social Risk Biological 
Level Level Mechanisms Exposures Factors Factors Disease

Sexual division Work site Manifested as Economic Socio- 
of labor School unequal pay, exposures economic

Family which produces risk factors
economic
inequities for 
women

Sexual division Relationship Manifested as Physical  Behavioral 
of power Medical imbalances in exposures risk factors

system control, which 
Media produce inequities

in power for 
women

Douching HIV
Pregnancy
Contraception

Structure of Relationships Manifested as Social Personal 
cathexis: Family constraints in exposures risk 
Social norms Church expectations, factors
and affective which produce  
attachments disparities in 

norms for women

evolves, these structures remain largely intact at the societal level over a long

period of time.

The three social structures are also evident at a lower level, the institutional

level (Connell, 1987). Social institutions include schools, work sites and industries,

families, relationships, religious institutions, the medical system, and the media.

The three structures are maintained within institutions through social mecha-

nisms such as unequal pay for comparable work and discriminatory practices at

school and work, in the imbalance of control within relationships and at work

sites, and in the stereotypical or degrading images of women in the media. The

presence of these and other social mechanisms constrains women’s daily lifestyle

practices by producing gender-based inequities in women’s economic potential,

women’s control of resources, and gender-based expectations of women’s role in

society. Institutional changes occur more rapidly than societal changes, but

changes at the institutional level are also gradual.
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Structure Exposures and Risk Factors

In our adaptation of the Theory of Gender and Power, we postulate that the

gender-based inequities and disparities in expectations that arise from each of

the three structures generate different exposures and risk factors that influence

women’s risk for HIV. We define exposures as variables external to women that

may influence their sexual risk behavior and, subsequently, their likelihood of being

infected with HIV. Several HIV-related exposures are having limited family sup-

port, having an abusive male partner, and having less access to preventive health

resources such as condoms and drug treatment (Wingood & DiClemente, 2000).

In the social and behavioral sciences, the term risk factor is traditionally used to

denote any influence that increases the risk for HIV. In our adaptation of the The-

ory of Gender and Power, this term is reserved specifically to denote individual-

level variables that emanate from within women and influence their risk for HIV.

Examples are attitudes and beliefs nonsupportive of condom use, limited self-

efficacy to use or negotiate condom use, and perceived normative beliefs that do

not support maintaining HIV-preventive sexual practices.

Examining the Three Structures: Implications for Designing Interventions

To understand the Theory of Gender and Power, we cannot analyze one struc-

ture without also examining the other two because each structure constitutes dif-

ferent risk factors and exposures that increase

women’s vulnerability for adverse health out-

comes. Thus, it is critical to assess the expo-

sures and risk factors of all three structures as

they interact to cause an adverse impact on

women’s health.

We discuss the three structures in depth and define potential exposures and

risk factors generated by each structure (see Figure 12.1). Using HIV as a case

study, we then examine for each structure many of the exposures and risk factors

that increase women’s HIV risk. For each structure, we review several public health

HIV interventions aimed at reducing women’s HIV risk. Subsequently, we discuss

a new addition to the theory: the influence of biological risk factors on women’s

HIV risk.

The Sexual Division of Labor: Defining the Structure, Exposures, and Risk Fac-
tors. A fundamental structure in this theory is the sexual division of labor (Connell,

1987). At the societal level, this refers to the allocation of women and men to 
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FIGURE 12.1. THE THEORY OF GENDER AND POWER: 
EXPOSURES, RISK FACTORS, AND BIOLOGICAL PROPERTIES.

Sexual Division of Labor:
Economic Exposures—Women who: Socioeconomic Risk Factors—Women who:

Live at the poverty level Are ethnic minorities
Have less than a high school education Are younger (less than eighteen years of age)
Have no employment or are underemployed
Have a high demand–low control work environment
Have limited or no health insurance
Have no permanent home (are homeless)

Sexual Division of Power:
Physical Exposures—Women who have: Behavioral Risk Factors—Women who have:

A history of sexual or physical abuse A history of alcohol and drug abuse
A partner who disapproves of practicing safer sex Poor assertive communication skills
A high-risk steady partner Poor condom use skills
A greater exposure to sexually explicit media Lower self-efficacy to avoid HIV
Limited access to HIV prevention (drug treatment, Limited perceived control over condom use
female-controlled methods, school-based HIV 
prevention education)

Structure of Social Norms and Affective Attachments:
Social Exposures—Women who have: Personal Risk Factors—Women who have:

A partner who is older Limited knowledge of HIV prevention
A desire or whose partner desires to conceive Negative beliefs not supportive of safer sex
Conservative cultural and gender norms Perceived invulnerability to HIV/AIDS
A religious affiliation that forbids the use of A history of depression or psychological 
contraception distress

A strong mistrust of the medical system
Family influences not supportive of HIV prevention

Biological Properties: Anatomical and biomedical properties

HIV is transmitted more efficiently from men to women than from women to men, 
as women are the receptive partner during sexual intercourse.

STDs, aside from HIV, are also transmitted more efficiently from men to women than 
from women to men; these STDs can increase women’s vulnerability to HIV.

STDs are more asymptomatic in women; thus, women may be less likely to seek treatment 
for STDs and more likely to develop STD-related complications.

Biological characteristics such as having sex while menstruating, using oral contraceptives, 
history of cervical ectopy, and having an immature cervix may increase HIV risk among 
younger women).
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certain occupations. Often women are assigned different and unequal positions

relative to men. Women are often delegated the responsibility of “women’s work,”

an assignment that constrains women because the nature and organization of this

work limit their economic potential and confine their career paths.

At the institutional level, the sexual division of labor is maintained by social

mechanisms such as the segregation of unpaid nurturing work for women, namely,

child care, caring for the sick and elderly, and housework (Connell, 1987). Because

this work is uncompensated, an economic imbalance occurs in which women often

have to rely on men financially. Other social mechanisms occurring within the

sexual division of labor are practices that favor male educational attainment and

the segregation of income-generating work for men, allowing men control of the

family income. Although women do participate in the paid labor force, their par-

ticipation is often less than that of males and remains highly sex segregated. Fur-

thermore, whereas “men’s work” is often valued either directly through paid

remuneration or indirectly through its high status, “women’s work” often fails to be

recognized as work and is viewed as lower status.

The inequities resulting from the sexual division of labor are manifested as

economic exposures and socioeconomic risk factors. According to the sexual divi-

sion of labor, as the economic inequity between men and women increases and

favors men (making women more dependent on men), women will be at greater

risk for HIV. After reviewing the literature examining factors associated with 

HIV risk and protective practices for women, we have categorized HIV-related

economic exposures to include experiencing poverty, having limited or no health

insurance, being homeless, and having a stressful work environment. Socio-

economic risk factors (factors emanating from within the individual) include being

younger, being an ethnic minority, and having less than a high school education

(Wingood & DiClemente, 2000).

The Sexual Division of Power: Defining the Structure, Exposures, and Risk Fac-
tors. Another fundamental structure in this theory is the sexual division of power

(Raj et al., 1999). At the societal level, inequalities in power between the sexes form

the basis for the sexual division of power. Power has been conceptualized differ-

ently by several different disciplines (van Ryn & Heaney, 1997). The social-

psychological literature defines it as having the capacity to influence the action

of others, conceptualizing power in terms of power over others (Antonovsky,

1988). This ability resides primarily at the interpersonal level and occasionally

at the institutional level. The empowerment literature defines power as having the

ability to act or to change in a desired direction (Moser & Dracup, 1995). This abil-

ity can reside at the individual, interpersonal, institutional, and community level.
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Thus, power can be defined as having the power to act or change or having power

over others (Antonovsky, 1988; Moser & Dracup, 1995).

At the institutional level, the sexual division of power is maintained by social

mechanisms such as the abuse of authority and control in relationships. Women in

power-imbalanced relationships tend to depend on their male partner because

men usually bring more financial assets (money and status) to the relationship. The

sexual division of power is also maintained at the institutional level by social mech-

anisms such as the media, which disempower women through sexual degradation.

The inequities resulting from the sexual division of power are manifested as

physical exposures and behavioral risk factors. As the power inequity between men

and women increases and favors men, women’s sexual choices and behavior may

be constrained, thereby increasing their risk for HIV. After reviewing the litera-

ture examining factors associated with HIV risk and protective practices among

women, we defined the HIV-related physical exposures as including interpersonal

(partner-related) and institutional (media, medical system, work site) factors. Phys-

ical exposures include having a sexually abusive, physically abusive, drug-abusing,

or high-risk (nonmonogamous) sexual partner; being exposed to sexually explicit

media; lacking or having limited access to condoms or drug treatment; and having

more occupational stressors. Behavioral risk factors include using alcohol or drugs,

being less efficacious in negotiating and using condoms, and perceiving oneself

as being powerlessness (Wingood & DiClemente, 2000).

The Structure of Cathexis: Defining the Structure, Exposures, and Risk Fac-
tors. The newest structure in this theory is the structure of cathexis (Connell,

1987). To emphasize the affective and normative components of this structure,

we refer to this structure henceforth as the structure of affective attachments

and social norms. At the societal level, this structure dictates appropriate sexual

behavior for women and is characterized by the emotional and sexual attachments

that women have with men. This structure constrains the expectations that soci-

ety has about women with regard to their sexuality, and, as a consequence, it

shapes women’s perceptions of themselves and others and limits their experiences

of reality. This structure also describes how women’s sexuality is attached to other

social concerns, such as those related to impurity and immorality.

At the institutional level, the structure of social norms and affective attach-

ments is maintained by social mechanisms such as biases people have regarding

how women and men should express their sexuality. These biases produce cul-

tural norms, the enforcement of strict gender roles and stereotypical beliefs such

as believing that women should have sex only for procreation, creating taboos

regarding female sexuality (for example, being labeled as a bad girl for having
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premarital sex), restraining women’s sexuality (being monogamous as opposed

to having multiple partners, an accepted norm for men but not women; Fullilove,

R. Fullilove, Bowser, Haynes, & Gross, 1990), and believing that women should

refrain from touching their own body.

The inequities resulting from the social mechanisms occurring within the

structure of social norms and affective attachments are manifested within the field

of public health as social exposures and are manifested in the psychosocial domain

as personal risk factors (see Figure 12.1). According to the structure of social

norms and affective attachments, women who are more accepting of conventional

social norms and beliefs will be more likely to experience adverse health outcomes.

Therefore, we hypothesize that women who have more social exposures and more

personal risk factors will be more burdened by the structure of social norms and

affective attachments, compared to women not having these exposures and risk

factors, and subsequently, they will experience poorer health outcomes. The social

exposures and personal risk factors are conceptualized as variables and constructs,

assessed by scales with demonstrated reliability, among diverse female populations.

Social exposures include women who have older partners, an interest or a

partner’s interest in conceiving children, family influences that are not supportive

of HIV prevention, a mistrust of the medical system, conservative cultural and

gender norms, and a religious affiliation that forbids the use of contraception. Per-

sonal risk factors include having limited knowledge of HIV prevention, negative

attitudes and beliefs about condoms, and a history of depression or psychological

distress (Wingood & DiClemente, 2000).

Empirical Evidence Supporting the Theory of 
Gender and Power

The utility of a theory for public health practice and research lies in its utility to

explain behavior and guide the development of health-promoting behavior

change interventions. Next we review some of the recent empirical findings that

provide support for the theory and its constructs.

The Sexual Division of Labor: Exposures and Risk Factors 
That Influence Women’s Risk of HIV

To illustrate how the sexual division of labor influences women’s risk of HIV, we

consider some of the relevant economic exposures and socioeconomic risk fac-

tors. These constructs are shown in Table 12.1.
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Living in Poverty as an Economic Exposure. In the United States in the past

decade, as poverty rates have increased, case rates of acquired immunodeficiency

syndrome (AIDS) have also increased, (Swenson, 1992). The poverty rate is based

on a set of income thresholds that vary by family size and composition (U.S.

Department of Commerce, 1996). In 1995, the poverty rate among female heads

of households in the United States was more than double the poverty rate among

male heads of households—32.4 percent versus 14 percent, respectively 

(Orshansky, 1965). Several studies have demonstrated that having a lower income

increases women’s exposure to HIV. One notable study, conducted among a ran-

dom probability sample of 580 women, found that relative to women having

higher incomes, women having lower incomes were less likely to use condoms 

(Peterson et al., 1992). Women living in poverty may not be able to afford HIV

prevention materials (condoms), thereby increasing their exposure to HIV.

Being Unemployed or Underemployed as Economic Exposure. The sexual divi-

sion of labor illustrates how women’s vulnerability to HIV should be considered

within the context of occupational sex segregation, manifested as the assign-

ment of more women than men to part-time and marginal jobs (Sorensen & 

Verbrugge, 1987). Women who are underemployed or unemployed may have to

rely on their male partners economically. Some women who are economically 

dependent on their husbands or other male partners have few alternatives but to

engage in HIV risk behaviors imposed by these partners. In a study conducted

among African American women, compared to women who were employed,

women who were receiving Aid to Families with Dependent Children were nearly

three and a half times more likely never to use condoms (Wingood & DiClemente,

1998a). A closer examination of women’s working environment can elucidate how

women’s occupations may increase their exposure to HIV.

Working in a High Demand–Low Control Environment as an Economic Expo-
sure. The sexual division of labor is also manifested in women’s participation in

the paid labor force. The U.S. labor force is 45 percent female, yet it remains highly

sex segregated. Women are 99 percent of secretaries but comprise only 19 per-

cent of lawyers, 95 percent of nurses but only 20 percent of physicians, and 

97 percent of child care workers (U.S. Department of Labor, 1994). According to

Karasek and Theorell’s job strain model (1990), jobs can be ranked by the demand

or strain exerted on the worker, as well as the level of control that the worker has

in the position. Several researchers believe that women’s work is characterized by

high demands and low control (Hall, 1991). Many studies demonstrate that work-

ers in jobs characterized by high demands and low control report greater 

depression and anxiety (Karasek & Theorell, 1990; Baker, 1985). One occupation
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that exemplifies a high demand–low control position is prostitution. Some women,

as a result of economic pressures, are forced into prostitution or occasional com-

mercial sex work. Prostitution is not simply a rational choice by women to ex-

change sexual services for money. It may be better conceived of as an industry

that exploits women sexually, forgoing safer-sex concerns for the gain of large 

financial returns that can be made by sex industry entrepreneurs (Adkins, 1995).

Although prostitutes have historically been viewed as vectors of HIV, numerous

studies have illustrated their vulnerability to the virus. Several researchers have

shown that compared to professional prostitutes, novices are less likely to use con-

doms (Cohen, 1992). Prostitutes who are novices may be less likely to adopt HIV

preventive practices because they may perceive these practices as threatening their

opportunities to support themselves financially. Thus, women’s work environment

should be considered when understanding women’s risk of HIV.

Having Limited or No Health Insurance as an Economic Exposure. For many

women, health insurance either does not cover important preventive reproductive

health services or STD-related services, or it requires copayments and deductibles

for these services (Women’s Research and Education Institute, 1994; Freeman et

al., 1987). Women who are uninsured delay seeking care for health problems

longer than women who have private insurance or Medicaid coverage (Schwartz,

Colby, & Reisinger, 1991). In addition, although many women do have Medicaid,

Medicaid often provides less effective coverage than private insurance since many

physicians refuse to treat Medicaid beneficiaries, further restricting access to care.

Because untreated STDs can facilitate the transmission of HIV (Wasserheit, 1992),

women’s limited health insurance or lack of insurance may decrease their access

to STD services and potentially increase their exposure to HIV.

Being an Ethnic Minority Woman as a Socioeconomic Risk Factor. In the United

States, a disproportionate number of ethnic minority women are living with HIV

or AIDS. Among women with AIDS, 55 percent are African American and 

21 percent are Hispanic (Centers for Disease Control and Prevention, 1997). One

study observed that African American and Latina women were four and three and

a half times less likely, respectively, to use condoms compared to white women

(Catania et al., 1992). Ethnic minority women’s lack of condom use may not sim-

ply be attributable to their ethnicity or race but probably is the result of their hav-

ing to cope with more immediate survival needs, such as the provision of food and

shelter for their children (Mays & Cochran, 1988). These needs may be more pro-

nounced among ethnic minority women given that the poverty rates among

African Americans and Hispanics are 33 percent and 29 percent, respectively,

compared to 11 percent among whites (Williams & Collins, 1995). Thus, ethnic
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minority women may have fewer economic resources to assist in their HIV pre-

vention efforts.

Being a Younger Woman as a Socioeconomic Risk Factor. Twenty-five per-

cent of new HIV infections in the United States are estimated to occur among

those aged thirteen to twenty (Office of National AIDS Policy, 1996). Two young

people become infected with HIV every hour of every day; of these, more than

one-third are female. In addition, adolescent females have higher STD rates than

any other age or gender group (Cates, 1990). Several studies have identified a

relationship between age and condom use, with younger woman reporting lower

condom use (Upchurch et al., 1992; Fleisher, Senie, Minkoff, & Jaccard, 1994).

One explanation may be that compared to older women, younger women often

have less power to negotiate condom use and may have less control over the sex-

ual relationship, further increasing their risk of HIV (EDK Associates, 1994).

Having Less Than a High School Education as a Risk Factor. Women’s HIV risk

behaviors should be considered in the context of educational attainment. In a 

national probability sample of women seventeen to forty-four years of age, hav-

ing less than a high school education was associated with being less likely to use

condoms (Anderson, Brackbill, & Mosher, 1996). Similar results were observed

among women attending an STD clinic (Upchurch et al., 1992). Being less edu-

cated may limit women’s comprehension of printed HIV prevention materials

or restrict their access to HIV prevention programs, decreasing their ability to en-

gage in safer-sex practices (de Bruyn, 1992). Closely related to women’s educa-

tional level is their employment status.

HIV Interventions for Women Addressing the Sexual Division of Labor. A unique

public health intervention that addresses the division of labor was designed to re-

duce the risk of HIV among women fishmongers by redefining their work envi-

ronment (O’Reilly, 1993). Women fishmongers were being sexually exploited by

male buyers because they had no other outlet to sell their fish and earn an income.

To redress the economic pressures to engage in unwanted sex with male buyers,

a women’s cooperative was initiated that allowed women to bypass male buyers.

Women’s economic choices were no longer constrained because they were able to

develop an alternative buying source.

Another innovative intervention targeting the structure of labor was con-

ducted in rural Tanzania (Grosskurth et al., 1995). This intervention focused on

(1) establishing an STD clinic, (2) training clinic staff in the diagnosis and treat-

ment of STDs, (3) ensuring the continuous availability of medications to treat

STDs, (4) conducting regularly scheduled visits to health facilities, and (5) pro-
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viding health education about STD treatment. This study observed a 42 per-

cent reduction in HIV incidence as a result of the intervention. One of the

largest impacts was seen in women aged fifteen to twenty-four. The authors con-

cluded that the availability of an aggressive STD screening and treatment inter-

vention played an important part in reducing HIV transmission, particularly

among women.

A third intervention that targets the structure of labor, known as the 100 per-

cent condom program, has been pioneered in Phitsanuloke, Thailand (Hanen-

berg, Rojanapithaykorn, Kunasol, & Sokal, 1993). The key components of this

program are the restructuring of women’s work environment and improving

women’s access to STD screening and treatment. The components of this pro-

gram include (1) requiring commercial sex workers to use condoms with all clients,

thus reducing the potential coercion from their male sex partners to engage in

high-risk sex; (2) forcing brothel owners to assist commercial sex workers with

uncooperative clients, thus providing women with the resources to enforce safer

sex laws; (3) monitoring condom use; (4) monitoring compliance with condoms

through a regular review of women’s gonorrhea rates; and (5) applying graduated

sanctions for noncompliance, including closing brothel owners’ establishments if

repeated violations occur, thus increasing the owner’s incentive for maintaining a

safer sexual working environment. In the province in which this program was

introduced, the STD incidence among sex workers decreased from 13 percent to

0.5 percent.

The structure of labor is not the only force influencing women’s susceptibil-

ity to HIV. Women’s vulnerability to HIV can also be viewed as a reflection of the

distribution of physical, social, and economic power, that is, the sexual division of

power.

The Sexual Division of Power: Exposures and Risk Factors 
That Influence Women’s Risk of HIV

To illustrate how the sexual division of power influences women’s risk of HIV, we

consider some of the relevant physical exposures and behavioral risk factors.

(These constructs are shown in Table 12.1.)

Having a History of Sexual and Physical Abuse as Physical Exposures. Women’s

lack of power in heterosexual relationships often translates into constraints on their

sexual behavior (Wingood & DiClemente, 1995). The sexual division of power sug-

gests that having a physically abusive partner increases a women’s risk for HIV. A

study conducted among African American women found that women with physi-

cally abusive partners were less likely to use condoms and more likely to experience
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verbal abuse, emotional abuse, and threats of physical abuse when they discussed

condoms with their male partners relative to women not in abusive relationships

(Wingood & DiClemente, 1997). This investigation and a study conducted among

Latina women reported that fear of the partner’s anger in response to requests to

use condoms was an important predictor of noncondom use (Marin, Tschann,

Gomez, & Kegeles, 1993).

The act of being raped, as well as being a rape survivor, serves to increase

women’s vulnerability to HIV directly and indirectly. For many women, sex is often

imposed, not voluntary. Although the risk of contracting HIV infection as a result

of rape is unknown, cases of HIV infection resulting from rape have been reported

(Claydon et al., 1991). In addition, women with a history of rape are less likely to

use condoms, are less likely to negotiate condom use, and are more likely to en-

gage in prostitution, increasing their risk for HIV (Wyatt, 1992; Wingood &

DiClemente, 1998b). Rape survivors may be less likely to negotiate safer sex, fear-

ing that such assertiveness may provoke a violent attack that threatens them with

bodily harm and even threatens their survival.

Having a Steady High-Risk Sexual Partner as a Physical Exposure. Women’s

sexual behaviors are highly dependent on the nature of their relationship with

their male partner. For example, a number of studies have reported that compared

to women who have casual and secondary partners, women who have a steady

partner are nearly three to four times more likely never to use condoms, and when

condoms are used, they are used less often (Wingood & DiClemente, 1988).

Women with steady partners who fail to use condoms may increase their risk of

HIV as sexual relationships outside the primary relationship are often not dis-

closed, particularly when these relationships are between two men. In one study,

nearly two-thirds of men who had both male and female partners had not mod-

ified their sexual behaviors to protect their female partners from HIV (Weisman,

Plichta, Nathanson, Einsminger, & Robinson, 1991). In addition, men who have

multiple female sexual partners increase women’s HIV risk because they have a

greater probability of having sex with a partner who is STD positive and trans-

mitting this infection to a steady female partner (Kalichman, Roffman, Picciano,

& Bolan, 1997). Having a steady partner who injects drugs also increases women’s

HIV risk.

The majority of women who inject drugs have steady sexual partners who

are also injecting drug users (Pivnick, Jacobson, Eric, Doll, & Drucker, 1994). A

study conducted among women enrolled in methadone treatment reported that

more than 50 percent of the women who lived with a steady sexual partner re-

ported that their partner was using drugs. Men are often the initiators of women’s

drug use, play a role in the progression of their drug use, and are involved in

326 Emerging Theories in Health Promotion Practice and Research

ch12.DiClemente  4/10/02  1:31 PM  Page 326



women’s drug-related crimes such as prostitution (Amaro, Zuckerman, & Cabral,

1989). Thus, being in a steady relationship with a high-risk sexual partner can

increase women’s HIV risk.

Viewing Sexually Oriented Media as a Physical Exposure. Women’s sexuality

can be manipulated through media exposures (D’Emilio & Freedman, 1988). Sex-

ually oriented television shows, movies, music videos, and magazines often illus-

trate images of women as having to forfeit or at least limit their ability to determine

the use of their body with little regard for safer-sex practices. Lowry and Shidler

(1993) identified an average of ten references per hour to either an implied or

direct sexual behavior on network prime-time television programs. There was only

one reference to STD or pregnancy prevention for every twenty-five references to

sexual behavior.

In addition to displaying women’s lack of control over their sexuality, the

media often depict women’s value as inherently linked to their sexuality, as either

sex objects or mothers, in a manner and to such a degree that men are not por-

trayed (D’Emilio & Freedman, 1988). These popular cultural prescriptions may

subliminally cultivate a norm that women should fulfill the sexual obligations of

men and disregard their concerns about safer sex. The media’s portrayal of the

actual and subliminal control of women’s sexuality by men may increase women’s

vulnerability to HIV. Recently, a study conducted among African American

female adolescents reported that nearly 30 percent of adolescents had recently

viewed X-rated movies. Those adolescents who were exposed to X-rated movies

were 1.4 times more likely to have negative attitudes toward using condoms, twice

as likely to have multiple sex partners, 1.8 times more likely to have sex more fre-

quently, more than twice as likely to have not used contraception in the past six

months, and 2.3 times as likely to have a strong desire to conceive. Of most con-

cern, exposure to X-rated movies was associated with being 1.7 times more likely

to test positive for chlamydia (Wingood et al., 2001).

Having Limited Access to HIV Education, Drug Treatment, and Female Con-
doms as Physical Exposures. The sexual division of power is manifested by con-

servative policies that prohibit HIV prevention education and the distribution of

condoms in schools. As of September 1995, twenty-two states and the District 

of Columbia had legal mandates that required schools to provide both sexuality

and STD/HIV education, and fifteen states required schools to provide only

STD/HIV education; thirteen states did not require schools to provide sexuality

or HIV/STD education (National Abortion Rights Action League Foundation,

1995). Although many states require the provision of sexuality or HIV/STD ed-

ucation, this education is often restricted in its content and focuses primarily on
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abstinence promotion. The efficacy of abstinence-only programs has been ques-

tioned (DiClemente, 1998), particularly in the light of recent empirical findings

( Jemmott, Jemmott, & Fong, 1998) demonstrating few differences in sexual ac-

tivity among youth in an abstinence or an HIV prevention program. In the same

study, however, youth in the HIV intervention were markedly more likely to use

condoms at long-term follow-up. These data illustrate that a restrictive focus on

abstinence as opposed to HIV prevention may increase female adolescents’ risk of

HIV. Unfortunately, recent federal funding supports programs that focus on

promoting sexual abstinence (Eng & Butler, 1997).

Conservative drug treatment policies also increase women’s HIV risk. Unfor-

tunately, women have had less access to drug treatment programs than their male

counterparts (Heimer, Kaplan, O’Keefe, Khoshnood, & Altice, 1994). Drug treat-

ment programs are particularly limited for women who have children and women

who may be pregnant (Heimer et al., 1994). Moreover, compared to men, women

have less access to needle exchange programs. Given the efficacy of needle

exchange programs in preventing HIV (Normand, Vlahov, & Moses, 1995),

women’s limited access to these programs may further increase their HIV risk.

The limited access that women have to female-controlled barrier methods,

such as the female condom, also increases their HIV risk. For many women, the

female condom is inaccessible because the cost is prohibitive (Shervington, 1993).

Moreover, many women object to using it due to aesthetics, insertion difficulties,

reduced sensation, partner objections, and other concerns regarding its accept-

ability (Shervington, 1993). Women’s limited access to HIV education, drug treat-

ment, needle exchange programs, and female-controlled STD/HIV preventive

methods, such as the female condom, further increases their vulnerability to HIV.

Having a History of Alcohol and Drug Abuse as Behavioral Risk Factors. In the

United States, 45 percent of women acquire HIV from injecting drugs (Centers

for Disease Control, 1997). Other drugs can also increase women’s risk of HIV.

Several studies have reported an association of crack use with an increase in part-

ner exchange, prostitution, poorer condom use, and STDs (R. Fullilove, Fullilove,

Bowser, & Gross, 1990). Use of alcohol has also been associated with HIV risk tak-

ing and STDs. One study reported that compared to women who were not prob-

lem drinkers, women who were problem drinkers were four and a half times more

likely to have had an STD (Ericksen & Trocki, 1992).

Several theories attempt to explain the relationship of alcohol and drug use

to risky sex. One interpretation is that alcohol and drugs are sexual disinhibitors

that may place individuals at risk of becoming infected with HIV through unsafe

sex. Another interpretation is that alcohol and drug use may serve as a marker for

individuals who practice a constellation of high-risk behaviors. Both explanations
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stress the effects of alcohol and drug use as influencing high-risk sexual behaviors

(Leigh & Stall, 1993).

Limited Self-Efficacy in Negotiating and Using Condoms as Behavioral Risk
Factors. Self-efficacy is the confidence one has in the ability to effect change in a

specific practice (Bandura, 1994). Having the self-efficacy to communicate and

negotiate condom use means having the confidence to bargain for safer sex in the

light of the social cost of such negotiations. Women’s inability to negotiate con-

dom use is one of the strongest correlates of poor condom use (Wingood & Di-

Clemente, 1988; R. Fullilove et al., 1990; Peterson et al., 1992; Catania et al.,

1992). Their ability to negotiate safer sex may be particularly difficult when the

partner is older (Miller, Clark, & Moore, 1997) or abusive (Wingood & Di-

Clemente, 1997), and when women are in committed relationships (Wingood &

DiClemente, 1988; R. Fullilove et al., 1990; Peterson et al., 1992). Having low self-

efficacy adversely affects a number of HIV prevention strategies. Several studies

have reported that women who have low self-efficacy for using condoms, women

who were less efficacious about their ability to avoid HIV (Peterson et al., 1992;

R. Fullilove et al., 1990), and women who perceived themselves as having less con-

fidence in controlling condom use (Wingood & DiClemente, 1988) are more likely

to engage in HIV-related sexual risk taking. Increasing women’s self-efficacy in

using and negotiating condom use can be an effective HIV prevention approach

for women (Exner, Seal, & Ehrhardt, 1997; Wingood & DiClemente, 1996).

HIV Interventions for Women Addressing the Structure of Power. HIV preven-

tion programs addressing the structure of power may include enforcement of legal

statutes prosecuting perpetrators of violence against women, banning pornogra-

phy, and developing HIV prevention social marketing programs. In Zaire, a tele-

vision miniseries employed soap opera stars as role models to enhance the status of

women and promote safer sex (Ferreros, Mivumbi, Kakera, & Price, 1990). The

miniseries was seen by two-thirds of the young couples targeted and included a dra-

matic bedroom scene in which the partners negotiated condom use. This con-

dom marketing and mass media campaign increased the number of condoms sold

by 443 percent from 1988 to 1989. In a study of fifteen hundred people in a region

of Zaire, the proportion of respondents who said they practiced mutual fidelity in-

creased from 28.9 percent to 45.7 percent following introduction of the program.

Another intervention that targets the structure of power focuses on strength-

ening women’s control over their sexuality by increasing the acceptability and ac-

cessibility of the female condom. To date, there have been no studies on the efficacy

of the female condom in reducing HIV infection among women. However, an 

efficacy study has been conducted among women diagnosed with another STD,
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vaginal trichomoniasis (Soper et al., 1993). In this study, rates of reinfection of va-

ginal trichomoniasis were 15 percent, 14 percent, and 0 percent, respectively,

among women who never, inconsistently, and consistently (during every inter-

course occasion) used the female condom. This study illustrates that making the

female condom acceptable and accessible and using the female condom consis-

tently can have a protective effect against the recurrence of a highly prevalent

STD, vaginal trichomoniasis. Given that untreated STDs can facilitate the trans-

mission of HIV (Terrell & Terrell, 1995), this study has potentially important

implications for the prevention of HIV.

A third intervention that targets the structure of power is an HIV prevention

program conducted among incarcerated women. This study compared interven-

tions driven by two different theories: Social Cognitive Theory and the Theory

of Gender and Power (St. Lawrence et al., 1997). The Gender and Power inter-

vention focused on fostered discussion of HIV prevention for women but did not

provide modeling or practice, while the Social Cognitive Theory intervention pro-

vided modeling of condom use and negotiation skills. At six-months follow-up,

both interventions produced increased self-efficacy and self-esteem, fostered 

attitudes supportive of condom use, and increased AIDS knowledge, communi-

cation, and condom application skills. Partic-

ipants in the intervention based on Social

Cognitive Theory showed greater improve-

ment in condom application skills, and

women in the program based on the Theory

of Gender and Power evidenced greater com-

mitment to change. It is of considerable inter-

est that the intervention based on the Theory of Gender and Power was equally

effective in changing behavior compared to the skills-based intervention, although

presumably by different mechanisms (fostering self-empowerment). Although these

programs are effective in enhancing women’ practice of safer sex, for women to

have true equality in protecting themselves from unsafe sex, societal norms and

practices structured to preserve male power and regulate female sexuality will have

to change. Closely bound up with the division of power is the structure of affec-

tive attachments and social norms.

The Structure of Affective Attachments and Social Norms: 
Exposures and Risk Factors That Influence Women’s Risk of HIV

To illustrate how affective attachments and social norms influence women’s risk

of HIV, we consider some of the relevant social and affective exposures and per-

sonal risk factors. (These constructs are shown in Table 12.1.)
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Having a Relationship with an Older Male Partner as a Social Exposure. The

structure of social norms and affective attachments manifests itself in the sexual

and emotional connections that we feel toward other people, including those in-

volved with sexual desire, sexual attraction, and sexual arousal. This structure is

manifest in stereotypes—for example, men are more sexually attracted to younger

women and younger women are more attracted to older men (Rienzo, 1985). Con-

gruent with this belief is the finding from one study reporting that adolescent 

females were less likely to use condoms with older heterosexual male partners than

with same-age male partners (Miller et al., 1997). Furthermore, female adoles-

cents are less likely to use condoms if they are more attracted to their partner

(Sheer & Cline, 1994). These studies illustrate how safer-sex practices may be 

influenced by the sexual attraction that partners have for one another, as well as

the imbalances of power in relationships.

Family Influences as Social Exposures. Family values, whether they emphasize

a more individualistic approach, as is prevalent among European Americans, or

cooperation and interdependence, as is prevalent among ethnic minority families,

are often viewed as protective factors in health (Chapman-Walsh, 1995). Two stud-

ies conducted by our research team address some of these familial influences on

adolescent females’ sexual health. In the first study, we examined associations

between parent-adolescent communication about sex-related topics and African

American adolescent females’ sex-related communication and practices with part-

ners, as well as their perceived ability to negotiate safer sex.

A theory-guided survey and structured interview were administered to 522

sexually active African American females (fourteen to eighteen years old) recruited

from neighborhoods with high rates of unemployment, substance abuse, violence

and STDs. Analyses, which controlled for observed covariates, identified less fre-

quent parent-adolescent communication as being associated with nonuse of con-

traceptives in the past six months and nonuse of contraceptives during the past

five sexual episodes (DiClemente et al., 2001c). Less frequent parent-adolescent

communication also increased the odds of never using condoms in the past

month, during the past five sexual episodes, and at last intercourse. Less frequent

parent-adolescent communication was also associated with less communication

between adolescents and their male sex partners and lower self-efficacy to nego-

tiate safer sex.

In another report, we examined the influence of less perceived parental mon-

itoring on a spectrum of adolescent health-compromising behaviors and outcomes

(DiClemente, Wingood, Crosby, Sionean, Cobb, Harrington, et al. 2001b). In

logistic regression analyses, controlling for observed covariates, adolescents per-

ceiving less parental monitoring were 1.7 times more likely to test positive for an
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STD, 1.7 times more likely to report not using a condom at last sexual intercourse,

twice as likely to have multiple sexual partners, 1.5 times as likely to have risky

(nonmonogamous) sex partners, 3 times as likely to have a new sex partner in the

past thirty days, and almost twice as likely not to use any contraception during

the last sexual intercourse episodes. Furthermore, adolescents perceiving less

parental monitoring were more likely to have a history of marijuana use and use

marijuana more often in the past thirty days, a history of alcohol use and greater

alcohol consumption in the past thirty days, and a history of arrest. There was

also a trend toward having engaged in fights in the past six months.

Overall, the findings from these two studies demonstrate a consistent pattern

of health risk behaviors and adverse biological outcomes associated with less per-

ceived parental monitoring and less parent-adolescent communication about sex.

The findings demonstrate the importance of involving parents in HIV/STD and

pregnancy prevention efforts directed at female adolescents. Further research

needs to focus on developing theoretical models that help explain the influence of

familial environment on adolescent health and developing and evaluating inter-

ventions to promote the health of adolescents.

Conversely, family influences may also increase women’s sexual risk. Early ini-

tiation of sexual intercourse among adolescents is associated with having a single-

parent family (Newcomer & Udry, 1987), having parents with lower educational

attainment (Udry & Billy, 1987), and having parents who were either too strict or

too permissive (Miller, McCoy, Olson, & Wallace, 1986). HIV-related risk taking

is also associated with familial relationships (Amaro et al., 1989). In a study of

women enrolled in methadone treatment, drug use and HIV permeated house-

hold relationships. Nearly one-third of the study participants’ siblings were drug

users, and 70 percent of women stated that at least one of their siblings also used

drugs. Women who have family networks in which HIV risk taking occurs may be

more vulnerable to HIV.

Mistrust of the Medical System as a Social Exposure. Fueled by the legacy of

the Tuskegee syphilis study, the African American community has had a long his-

tory of distrusting the public health system (Thomas & Quinn, 1991). In addition,

many women of color have apprehensions about the public health system, since

the medical establishment has had a history of sterilizing African American,

Native American, and Hispanic women without their knowledge or consent (Davis,

1981). Thus, women of color may be less inclined to seek traditional health care

and may prefer more culturally sanctioned approaches.

This mistrust of the medical system may motivate women to rely on alterna-

tive practices that may in fact increase their exposure to HIV. Douching, a tradi-

tional practice used to cleanse the vagina, is prevalent among African American

332 Emerging Theories in Health Promotion Practice and Research

ch12.DiClemente  4/10/02  1:31 PM  Page 332



women, particularly those living in the South (Snow, 1983; Aral, Mosher, & Cates,

1992). Many African American women believe that douching is an effective con-

traceptive practice. Unfortunately, douching may be associated with increased risk

of STDs (Wølner-Hanssen et al., 1990).

Conservative Gender and Cultural Norms and Traditional Beliefs as Social
Exposures. Several studies have shown that women who adhere to traditional

norms are more likely to engage in behaviors that increase their risk of HIV. One

study reported that adolescent females who believed that there is a double stan-

dard between how young men and women should act were less likely to practice

safer sex (Moore & Rosenthal, 1992). In another study, women who believed

that asking a sex partner to use condoms implied that he was unfaithful were four

times more likely never to use condoms compared to women who did not be-

lieve that asking a sex partner to use condoms implied infidelity (Centers for

Disease Control, 1997). These gender norms interact with cultural norms to in-

crease ethnic minority women’s HIV risk.

It has been suggested that African American women may be less likely to

negotiate safer sex given the African American community’s sex ratio imbalance,

defined as the existence of fewer economically self-sufficient and available men

compared to women (Guttentag & Secord, 1993). The sex ratio for the American

population as a whole is 0.95, indicating a slight excess of women. In contrast,

the sex ratio of men to women among African American, white, and Latina

women living below the poverty level is 0.69, 0.73, and 0.84, respectively (U.S.

Department of Commerce, 1996). Such gender imbalances afford men greater

opportunity to have multiple female partners. As such, the sex ratio imbalance is

associated with high STD rates (Aral & Wasserheit, 1995) and may be associated

with increased risk of HIV among women.

Adherence to conservative religious values among ethnic minority women

also serves to increase their HIV risk. Religious institutions serve as a foundation

for community values and norms, which are often culturally determined and

socially sanctioned. For example, among Latin Americans, Catholicism is the pre-

dominant religion, and Catholics forbid the use of birth control (Marin, 1989).

The social identity and acceptability of Latina women is often culturally deter-

mined by their fertility, and this may account for the poorer contraceptive use

among Latina women compared with white women (Marin et al., 1993). Fur-

thermore, among Latina women, having unprotected anal sex may be considered

an effective contraceptive strategy and a viable way to preserve their virginity.

Regrettably, this practice increases the risk of HIV. Another study was conducted

among three hundred Muslim women living in Kuwait. Muslims also forbid the

use of contraception. In this study, only 1 percent of women reported that they
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were currently using condoms (Al-Gallaf, Al-Wazzan, Al-Namash, Shah, &

Bahbehani, 1995). Gender-based rules, cultural norms, and religious institutions

may instill expectations in ethnic minority women that constrain their options,

thereby increasing ethnic minority women’s vulnerability to HIV.

Limited HIV Knowledge, Negative Beliefs About Condom Use, and Lower Per-
ceived Risks for HIV as Personal Risk Factors. The structure of affective attach-

ments and social norms is further manifested in the limited knowledge that women

have regarding the protective effect that condoms have on sex, which may increase

their risk for HIV. A number of investigations have shown that women who are less

knowledgeable about HIV prevention are also less likely to engage in HIV pre-

vention activities (Nyamathi, Bennett, Leake, Lewis, & Flaskerud, 1993). In addi-

tion, women harbor many beliefs associated with not using condoms—for example,

believing that condoms have a negative impact on sexual enjoyment (Peterson et

al., 1992; Catania et al., 1992), feeling that using condoms during sex is embar-

rassing (Peterson et al., 1992), and having limited beliefs in the efficacy of condoms

(Helweg-Larson & Collins, 1994). In one study, Latina women who did not use con-

doms did not perceive themselves as being at risk of HIV/STDs (Ramirez-Valles,

Zimmerman, & Newcomb, 1998). Increasing women’s knowledge about HIV, re-

ducing their negative beliefs about condoms, and decreasing their perceived in-

vulnerability toward HIV are effective HIV prevention efforts for women (Wingood

& DiClemente, 1996).

Having a Desire to Conceive as a Personal Risk Factor. The structure of social

norms and affective attachments is clearly related to the desire to conceive. To

date, there is no method for women to protect themselves from HIV if they desire

to bear a child. Although it is important to stress using condoms for both preg-

nancy and HIV prevention, the desire to become pregnant will, of necessity, un-

dermine conscientious use of condoms. Moreover, in African American and Latin

cultures, the status of motherhood is highly valued, and the procreational value

of sex is synonymous with motherhood (Marin, 1989). One study conducted

among African American women has shown that compared to women who did

not desire children, women who wished to conceive were nearly 8.5 times less likely

to use condoms (Wingood & DiClemente, 1988). Research is needed to develop a

technology that will allow women to bear children without the threat of HIV.

Depression as a Personal Risk Factor. Women are at high risk of depression dur-

ing the same years when they are at high risk of acquiring HIV. Prior research has

shown that among women, the highest risk of depression occurs from twenty-five

to forty-five years of age (Weissman, 1987). One study reported that women 
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between the ages of twenty-five and forty-five who reported a high number of

depressive symptoms, as measured by the Center for Epidemiology Depression

(CES-D) scale, were more likely to engage in HIV risk taking (Orr, Celentano, San-

telli, & Burwell, 1994). Another study reported that women experiencing signifi-

cant psychological distress were also less likely to use condoms (Kennedy et al.,

1993). One study by our team directly addressed this issue.

We prospectively examined the association between adolescents’ psychologi-

cal distress and their STD/HIV-associated sexual behaviors and attitudes using

an abbreviated version of the CES-D (alpha = .84). (DiClemente, Wingood, et al.,

2001c). In multivariate analyses and controlling for observed covariates, adoles-

cents with significant distress at baseline were, at six-month follow-up, 2.1 times

more likely to be pregnant, 1.9 times more likely to have had unprotected vagi-

nal sex, 1.7 times more likely to have nonmonogamous male sex partners, and 

1.5 times more likely not to use any form of contraception. In addition, they were

2.2 times more likely to perceive more barriers to condom use and twice as likely

to be fearful of the adverse consequences of negotiating condom use, twice as

likely to perceive less control in their relationship, 2.4 times as likely to have expe-

rienced dating violence, and twice as likely to have norms nonsupportive of a

healthy sexual relationship. These findings suggest that mental health factors can

influence women’s HIV risk behaviors.

HIV Interventions for Women Addressing the Structure of Social Norms and 
Affective Attachments. The structure of social norms and affective attachments

informs us that women might be better served by a closer examination of the role

that male partners can play in influencing women’s risk of HIV infection. One

strategy that recognizes males’ power moves beyond gender-segregated preven-

tion efforts and focuses on couples. Although little research has been conducted

on the effectiveness of HIV primary prevention programs for heterosexual cou-

ples, substantial risk reduction has been achieved in counseling and testing pro-

grams involving serodiscordant couples, that is, couples in which one partner is

HIV infected and the other is HIV negative. Following couple and group coun-

seling with serodiscordant couples residing in Kigali, Rwanda, condom use in-

creased from 3 percent at baseline to 57 percent at one-year follow-up (Kamenga

et al., 1991).

In addition to couples interventions, several scientists funded by the National

Institutes of Health are now testing the efficacy of family-based HIV interven-

tions. One such study is intervening with both the mother and daughter (DiIorio

et al., 2000), and another is intervening with both the mother and son ( Jemmott

et al., 2000). These interventions are designed to reduce the families’ HIV risk

practices.
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Biological Factors Increasing Women’s Susceptibility to Sexually Transmitted
HIV. A theoretically innovative contribution to the Theory of Gender and Power

is the specification of gender-specific biological processes or anatomical differ-

ences that may influence women’s risk for HIV. Although the theory comprises

structures and their respective exposures and risk factors, the biological processes

represent a separate domain of influence, beyond the structures (see Table 12.1).

Compared to men, women are biologically more likely to become infected if

they are exposed to a sexually transmitted pathogen. Biologically, women are at

greater risk for HIV because they are the receptive sexual partner in heterosexual

intercourse. The risk of acquiring HIV from a single act of intercourse is at least

eight times higher from men to women than from women to men (Padian et al.,

1987; De Vincenzi, 1994). Also, several female-specific biologic characteristics

may increase the efficiency of heterosexual HIV transmission. Although limited

research has been conducted in these areas, gender-specific biologic characteristics

that may increase women’s HIV risk include having sex during menstruation,

using oral contraceptives, and cervical ectopy (Clemetson et al., 1993). Moreover,

as discussed earlier, douching, a hygienic practice that many African American

women use, alters the biological ecology of a woman’s vagina by reducing the bac-

teria that protect against genital pathogens, which may increase women’s suscep-

tibility to STDs, including HIV (Snow, 1983; Aral et al., 1992). Further research

is needed to examine gender-specific factors that may increase women’s HIV risk

and how these factors may interact with risk factors and exposures that also serve

to increase women’s vulnerability to HIV.

Case Application of the Theory of Gender and Power: 
HIV Infection Among Women

Using the case of HIV prevention for women to examine the application of the

Theory of Gender and Power is appealing for several reasons. First, AIDS is

the fourth leading cause of death among women and men between the ages of

twenty-five and forty-four (Centers for Disease Control, 1993). Second, in the

United States between 1991 and 1995, the number of women between ages eigh-

teen and forty-four with AIDS increased by 63 percent, more than any other

group, making women the fastest-growing sector of people with AIDS (Wortley

& Fleming, 1997). Globally, women account for 40 percent of the estimated 

30.6 million adults infected with HIV. Third, HIV and AIDS affect not just

younger women; 14 percent of women with AIDS in the United States are over

45.3 years old (Centers for Disease Control, 1997). Fourth, because women

infected with HIV are the primary source of infection for infants, preventing the
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spread of HIV infection in women will reduce vertical transmission (Ehrhardt,

1992). Fifth, at the National Institutes of Health Consensus Development Con-

ference on Interventions to Prevent HIV Risk Behaviors, the panel reported that

it is essential to continue developing multilevel interventions to reduce HIV among

women (National Institutes of Health, 1997).

Two published reports have reviewed HIV sexual risk-reduction interventions

for at-risk women from the beginning of the AIDS epidemic. One study, published

in 1997 by Exner et al., reviewed all interventions that were conducted in the

United States, Canada, and Puerto Rico. The other study, published in 1996 by

Wingood and DiClemente (1996), focused on randomized controlled HIV pre-

vention interventions that were conducted in the United States. Both reviews sug-

gest that the most efficacious HIV prevention programs for women (1) are guided

by social psychological theories; (2) include only women; (3) emphasize gender-

related influences, such as gender-based power imbalances and sexual assertive-

ness; (4) are peer led; and (5) require multiple sessions. Both reviews suggest that

future research needs to address the environmental conditions impeding women’s

ability to protect themselves against HIV. Thus, theories such as the Theory of

Gender and Power are quite applicable because they can address these environ-

mental constraints that are so prevalent and prominent in the lives of women.

This case study shows how we designed an HIV prevention program for

African American women using the Theory of Gender and Power (DiClemente &

Wingood, 1995). Because this intervention was designed for African American

women, the topic of HIV prevention was contextualized within a framework that

addressed African American cultural pride, gender awareness, and values priori-

tized by African American women. Women in the HIV intervention received five

two-hour weekly group sessions implemented by two African American women

peer health educators. The five-session HIV sexual risk-reduction program is

known as SISTA (Sisters Informing Sisters About Topics on AIDS). The acronym

SISTA was chosen because it represents the sisterhood that African American

women share with one another.

The project motto—“SISTA love is strong. SISTA love is safe. SISTA love is

surviving.”—was also designed to be culturally appropriate for young African

American women. “SISTA love is strong” is reflective of the strong pride and dig-

nity that African American women possess. “SISTA love is safe” refers to the desire

to create a norm of safer sex and the establishment of safer relationships. “SISTA

love is surviving” refers to the legacy of African American women surviving

through hardship. Woven throughout the entire intervention are issues that per-

sonally address African American young women when attempting to protect

themselves from HIV infection. The intervention addresses barriers that African

American women face when practicing or attempting to practice safer sex.
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Furthermore, the intervention discussed those aspects of the African American

culture that act as facilitators and may make practicing safer sex more of a norm

for this population. HIV prevention activities and structural factors were incor-

porated into the intervention to enhance its appropriateness for young African

American women. Financial constraints are prevalent with this population; thus,

bus tokens were provided to all participants, and child care was available on-site

for all women needing this service. Before each session, participants read and dis-

cussed a poem by an African American female artist that related to the theme of

that particular session. And each session was tailored to be culturally relevant for

young African American women.

The first session emphasized gender and ethnic pride. Prior to imparting risk-

reduction knowledge, skills, and norms onto women, we listened to the women

talk about their lives, their goals, and their dreams and had them assert their self-

worth. We felt that it was essential for the participants to build their self-esteem

and personal self-confidence before discussing issues related to sexuality and HIV.

This process allowed us to embed the values of young African American women

within the HIV prevention messages and vignettes. During this session, the

women discussed the positive attributes of being an African American woman,

identified personal African American women role models, and engaged in val-

ues clarification exercises. At the end of this session, the participants framed post-

cards designed by African American female artists, and the peer and health

educators discussed how these artists served as positive role models for African

American women.

The second session emphasized HIV risk-reduction information by increas-

ing participants’ knowledge about HIV-associated risk behaviors and preventive

strategies. To increase their perceived risk of HIV, the session also discussed how

the HIV epidemic disproportionately affects African American women compared

with white women. Participants viewed and discussed an HIV educational video,

AIDS: Me and My Baby, that encouraged women to take responsibility for sexual

decision making. This session also emphasized staying safe not only for oneself

but also for one’s children and family, because unity and family values are highly

prioritized by many African Americans. This session discussed the social relations

that place African American women at greater risk for acquiring HIV. During this

activity, the women discussed the consequences of having a sexual partner who

injected drugs or had been in jail and may have had sex with other men.

The third session emphasized sexual assertiveness and communication train-

ing. Participants were first taught the difference between and the consequences of

being assertive, passive, and aggressive in a relationship. The women were taught

to distinguish between these communication styles in nonsexual vignettes using
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scenarios common to African American women. For example, one nonsexual sce-

nario modeled how a young African American women assertively communicated

to her beautician the need to restyle her hair braids prior to leaving the salon such

that they appeared more attractive. Women were then taught an assertiveness

model to assist them in managing risky sexual situations. The assertiveness model

known as the SISTAS Assertiveness Model had six steps: including, thinking of

one’s self first, using the information they gained to practice safer sex, assessing the

situation, stating the trouble to their partner, informing the partner of their concern

in an assertive manner, and suggesting alternatives that both partners can be com-

fortable with if safer sex is not an option. Subsequent to learning the SISTAS

Assertiveness Model, the women applied the model to assist them in negotiating

the safer-sex vignettes. All exercises modeled by the peer health educators were

role-played by participants in several practice situations, with the peer health edu-

cators providing corrective feedback.

The fourth session emphasized enhancing proper condom use skills and fos-

tering positive norms toward consistent condom use. The health educator first

sought to dispel many of the myths and misconceptions that many African Amer-

ican women have regarding condoms and their use. Then the peer educators con-

ducted condom use demonstrations with African American phallic replicas. The

condom application skills were subsequently role-played by participants. Norm-

setting exercises focused on establishing the perception of consistent condom use

as becoming more normative with young adult African American males and

females.

The fifth session emphasized coping skills. During this session, the health edu-

cator defined coping and discussed adaptive and maladaptive coping styles. The

vignettes focused on refining women’s assertiveness skills to avoid sex when under

the influence of alcohol, if a condom was not accessible, or if one’s sexual partner

was abusive. At the end of this session, the participants read a poem or story that

illustrated how they had grown as African American women from the SISTA proj-

ect. At the end of the fifth session, women received a certificate of empowerment,

signed by the project director congratulating the women on their achievement.

Evaluation of the SISTA intervention revealed that participants in the social

skills intervention, compared to the control condition, were twice as likely to prac-

tice consistent condom use, nearly twice as likely to have greater sexual self-

control, four times as likely to engage in sexual communication, nearly twice as

likely to be sexually assertive, and twice as likely to have a sex partner whose

norms were supportive of consistent condom use (DiClemente & Wingood, 1995).

Since 1999, the Centers for Disease Control and Prevention has included

the SISTA Program in its Compendium of HIV Prevention Interventions with Evidence of
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Effectiveness (Centers for Disease Control and Prevention, 1999). Nationally, com-

munity-based organizations interested in implementing HIV prevention programs

for African American women have adopted the SISTA program.

Strengths, Limitations, and Future Directions

Applying the Theory of Gender and Power to understand the influences that

affect women’s health can be challenging. Social structures are often abstract and

difficult to operationalize, and they do not take into account variations across dif-

ferent cultures. Moreover, when applying the Theory of Gender and Power, it can

be difficult to isolate and quantify the influence of a particular social structure on

women’s health. Furthermore, the social structures are so deeply rooted in our

culture and so routinely taken for granted that they often go unnoticed. In some

ways, these situations make it difficult to test the model empirically. This is the pri-

mary reason that it is difficult to construct a cogent empirical case that patriarchy

is damaging to women’s health.

Notwithstanding these caveats, using the Theory of Gender and Power to

understand women’s health specifies a range of gender-based exposures and risk

factors for examining women’s risk of disease. Employing the Theory of Gender

and Power marshals new kinds of data, asks

new and broader questions regarding women’s

health, and creates new options for prevention.

Focusing on the social construction of health

encourages designing, implementing, and eval-

uating larger social interventions. Women’s

social risk for disease can be addressed through

a variety of public health strategies, from education to policy. Interventions for

women are destined to be less than optimally effective if they ignore the social

environment. Similarly, strategies that lack practical programs for social change

seem equally shortsighted and, in the long run, futile. Social structural theories

such as Theory of Gender and Power can help to chart a course between the two

extremes (Chapman-Walsh, 1995).
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P
revention of morbidity and mortality in populations is a public health goal

that can be achieved by behavior change. Behavior change is dependent on

valid theory. We believe the Behavioral Ecological Model (BEM) is consistent with

natural sciences in its reliance on environmental and selectionist explanations of

behavior and that it is more likely to result in changes and maintenance of a pop-

ulation’s health-related behavior than cognitive models of behavior and in this

sense is face valid.

Philosophy of Science

A century ago, the primary cause of death was infectious disease, such as tuber-

culosis (Elder, Geller, Hovell & Mayer, 1994). Life expectancy increased with water

treatment, waste disposal, increased income, education, and development of

antibiotics and immunization. The primary cause of death in developed nations

is now chronic disease (Murphy, 2000). Although disease etiology is multifactor-

ial, chronic diseases are due largely to lifestyle. For example, increasing access to
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tobacco and access to the diet and labor-saving technology of developed nations

predicts increases in morbidity and mortality in these nations (Elder, 2001).

Infectious disease, attributed to a virus, bacteria, or a parasite, can also be

attributed to behavior. We transmit colds when we cough, transmit hepatitis and

enteric infections when we fail to wash our hands, spread sexually transmitted dis-

eases (STDs) by engaging in unprotected sexual intercourse, and increase malaria-

carrying mosquitoes and hantavirus-carrying mice in populated areas with

deforestation practices and rural development. Thus, all diseases are caused in

part by individual or community practices—and they are thus preventable by

changes in those same practices. As Kaplan (1990, 1994) asserted, behavior is the

central outcome of concern for health care. Change in lifestyle could save thou-

sands of lives per year.

Objectivity and Manipulable Variables

Following models provided by physics and natural sciences, it is important to apply

objective science to understanding behavior. We must assume a priori that behav-

ior is orderly and determined. People are part of nature, and so our behavior is

as lawful as the universe around us. To as-

sume otherwise limits objective science and

our ability to understand or influence behav-

ior, including health-related behavior. To

“control” behavior, we must focus on manip-

ulable influences of behavior. Manipulable

influences are found only in an individual’s environment. These mandates for

objectivity and examination of manipulable parts of the environment may be self-

evident for all science. However, not all models of behavior reflect these mandates.

Because all people are also observers of their own and others’ behavior, indi-

vidual and cultural explanations of behavior arise. Some of these are illogical.

Our approach is designed to avoid the most common logical errors made in

accounting for behavior:

• Reification. Concepts are reified when they are treated as equivalent to ob-

jective events. Reference to “minds” represents ontological errors that are reified

in our language and culture. Thus, some investigators observe behavior from

which inferences about a person’s mind are made. This is “mentalism,” that is,

treating a hypothetical entity as an objective physical event.

• Circular logic. Psychologists and laypeople have a tradition of using descrip-

tions as explanations for behavior. A child who fights with his sibling is labeled

“aggressive,” and the explanation often given for fighting is that he or she is
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“aggressive.” The circularity is obvious. Often this is combined with a reification

error: “He fights because he has an aggressive personality.” The transformation of

verbs into nouns extends this error. “Remembering” (which is behavior) may become

“memory” (a hypothetical structure). “Learning” (change in behavior) becomes

“information” stored somewhere in the hypothetical “memory.” These errors do a

disservice to science by halting investigation or causing endless creation of ever more

elaborate models of how these hypothetical mental structures interrelate.

• Errors of association. Psychology (and our general culture) has a longstand-

ing tradition of committing errors of association. The most common is the attri-

bution of cause to subjective feelings that occur close in time to behavior of

interest. Reaction to a snarling dog may include feelings of terror, fight or flight

syndrome, and running. Often the explanation for running is feeling fear. We could

equally conclude that the dog causes both the fear and running. Yet all too often

psychology attributes behavior to private feelings. This invents a higher-order vari-

able as the theoretically causal agent for behavior. Association error and the inabil-

ity to manipulate feelings directly make these explanations far from satisfactory.

We must ask how to elicit fear to cause running; the answer to this always returns

us to the environment. Many “cognitive” processes presumed to mediate behavior

share this liability. At best, their usefulness is limited to predictions, as environ-

mental determinants that can be manipulated in order to change behavior remain

to be identified. While physiological mediators must be involved in causal expla-

nations of behavior, the assignment of subjective emotions as mediating variables,

which are not directly manipulable, may delay identification of environmental

explanations of behavior.

• Teleological error. The last common error often made in explaining behavior

is teleological explanation, that is, putting the effect before the cause. Teleologi-

cal errors are usually found with terminology such as “in order to,” “trying to,”

“wanting to,” and “so she can.” The young man approaches a young lady because

he wants to meet her. The child climbs the counter to get a cookie. However, the

meeting and the cookie are future events; they have not yet happened and cannot

function as a cause. Modern evolutionary models no longer talk about giraffes

“wanting to or trying to” grow long necks “in order to” reach leaves (Guerin,

1994). The cause of long necks was the past selective environment that enabled

only giraffes with long necks to survive. The cause must be an antecedent.

A Selectionist Model

The behavioral sciences that avoid these errors are called “behavior analysis,” the

“experimental analysis of behavior” (basic science), or “applied behavior analysis”

(applied science). The philosophy of science underlying these specialties is referred

The Behavioral Ecological Model 349

ch13.DiClemente  4/10/02  1:31 PM  Page 349



to as functional contextualism (Biglan & Hayes, 1996) or radical behaviorism 

(Skinner, 1953). In these fields, behavior is the outcome, and the presumed expla-

nation is found in the environment. The study of environment-behavior inter-

actions parallels ecology and rests on a hierarchical selectionist model. Variation

and selection are the mechanism for change. At the first level, natural selection (that

is, evolution) accounts for biological structure and physiology and, to some extent,

behavior. However, this level prepares a species only for an environment that resem-

bles the past selecting environment. Environments change within an individual’s

lifetime. Fortunately, one trait that was selected for in most species was the ability

of behavior to be shaped by its current environment (that is, learning). Some vari-

ants of behavior tend to produce effective consequences, and these consequences

select for, or make more likely, those variants in behavior. The third and final level

of variation and selection is proposed to lie at the cultural level, in which practices

engaged in by groups of people may be selected by the consequences produced

and thereby alter (or sustain) the whole group’s behavior—that is, culture.

Basic Principles as a Foundation of the 
Behavioral Ecological Model

The foundation of the BEM consists of the basic principles of respondent and

operant conditioning.

Respondent Conditioning

Pavlov, a Russian physiologist, showed that certain types of physiological behav-

ior could be learned. Most people can recite his studies of dogs conditioned to

salivate in response to a bell (Pavlov, 1927). His work demonstrated that a neutral

stimulus (a conditional stimulus) paired with a stimulus that naturally elicits a

response (an unconditional stimulus) will acquire the eliciting properties, yielding

a new response (a conditioned response). The key relation is the contextual

antecedent pairings with food powder.

Following Pavlov’s classic research paradigm, more recent investigators have

shown that the immune system of mice can be taught to respond to neutral stim-

uli, thereby making it possible for trained mice with autoimmune disease to live

about 50 percent longer when treated with a lower dosage of medication than

untrained mice (Ader, Felten, & Cohen, 1991). Siegel (1975) demonstrated that

drug tolerance is learned in the same manner: drug-opposing effects are elicited

by environmental cues reliably paired with drug administration and may account
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for dependence. When Siegel (1982) showed that heroin-tolerant rats were more

likely to die of overdose when the narcotic was given in a novel environment, he

showed that an unknown but reliable physiological protective process kept

addicted rats alive when injected in familiar environments. This type of condi-

tioning may explain overdose among drug addicts.

These studies suggest that physiological responses can respond differentially

to specific external environments. The findings provide manipulable environ-

mental variables and basic principles that may serve as the foundation for design-

ing effective interventions (Poulos, Hinson, & Siegel, 1981). Also, the respondent

learning that accounted for changes in physiology and subsequent survival of rats

and people was identified without reference to inferred mentalistic functions.

Operant Conditioning

Skinner is credited with cogent descriptions of operant conditioning as a model

of gross motor and social behavior (Skinner, 1953). He defined an operant as

behavior that operates on the environment, or produces consequences. The con-

trolling relation was in the postcedent contingent consequence that a response

produces. However, the response is not caused by its consequence, as this would

be teleological. Rather, the class of similar future responses is “caused” by the con-

tingent reinforcement of past responses. Thus, the causal agent remains prior to

the behavior caused.

Avoiding a stubbed toe reinforces lifting one’s foot to avoid a curb when walk-

ing. Similarly, physiological and social reinforcers from a partner may reliably rein-

force sexual behavior. Thus, physical and social contingencies are responsible for

operant behavior.

Discriminative Stimuli

Aspects of the context for behavior may be reliably correlated with contingent

reinforcement, and responses previously reinforced are likely to increase in their

presence. These stimuli occasion (or “cue”) responses previously learned. Notic-

ing that it is time for lunch can cue “going to lunch.” The time serves as a dis-

criminative stimulus for going to lunch, based on past reinforcement for going to

lunch at the same time. Furthermore, a discriminative stimulus can serve as a rein-

forcer for other behavior. This happens in chained behavior in which the conse-

quence for one behavior (for example, walking to another room—behavior—and

seeing an interesting magazine there—reinforcing consequence) occasions another

behavior (sitting and flipping through the magazine). Thus, in the operant model,
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antecedent stimuli have evoking effects on the timing or topography of a behavior

but are dependent on the response-consequence contingency. Respondent behav-

ior, by contrast, is elicited as a function of previous pairings of antecedent events.

However, strongly established discriminative stimuli can evoke operants so reli-

ably as to appear reflexive in nature. They also can cause operant behavior to

appear falsely as if it were independent of consequence contingencies.

Operant-Respondent Interactions

Pairing a stimulus with an operant reinforcer can bring the stimulus to function

as conditioned reinforcer. Pavlov’s bell eventually elicited salivation; used as a con-

sequence, it might have been a reinforcer to teach dogs to sit. Use of a conditioned

stimulus as an antecedent can elicit a physiological response, such as salivation;

the same stimulus applied as a contingent consequence can increase the rate of

operant behavior. The timing and contingent history define the function or effect

of the environment on behavior. Thus, both cues and conditioned eliciting stim-

uli can function as reinforcers when provided contingent on a response. The same

stimulus can have multiple effects on different responses in sequence.

Pavlov and Skinner codified principles of two distinctly different kinds of

behavior: respondent and operant. However, it is most important to note that

these classes of behavior, although often topographically similar, are function-

ally defined. An eye-blink can be elicited by dust—that is, respondent behavior.

However, rewarding a child for blinking when asked may increase blinking-

operant behavior. Thus, the class of behavior can be determined only by its

functional relationship to contingent antecedent and consequent events, not by

its topography.

The Selectionist Model

The operant model draws on biology, especially evolution (Darwin, 1936). In both

the evolutionary and the operant model, variability and extinction are key con-

cepts. The evolution of complex species is a shaping process by which the envi-

ronment selects out ever more subtle or refined physical variants for which their

unique character provides survival advantages. Similarly, complex forms of behav-

ior can be shaped.

Operant conditioning relies on concepts of shaping in order to select differ-

entially ever more refined or complex behavior. An infant’s babbling produces

mother’s attention, feeding, and other desired behavior. With repeated bab-

bling, mother’s attention wanes, until the infant, perhaps at random, emits a

sound similar to a word in the community’s language. This might simply be

“mah.” To this response, the mother may shout with joy, reinforcing “mah.” The
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process of withholding reinforcing consequences (that is, extinguishing the earlier

and more rudimentary form of behavior) and then providing them only as the

behavior changes in subtle but important ways can shape “mah” to mother and

ultimately complex language (Skinner, 1957). However, shaping requires consid-

erable time. Learning complex skills can be speeded by learning imitative skills.

More Complex Principles

To understand some of the more interesting aspects of our behavior requires that

we move beyond the basic principles we have already introduced. Generalized

response classes, such as imitation, rule-governed behavior, and schedules of inter-

mittent reinforcement add to the basic foundations of the BEM.

Generalized Response Classes

Response classes are defined by common contingencies of reinforcement. “Door

opening” as a class may include twisting and pulling a knob, depressing thumb-

lever and pushing, and knocking and waiting, all of which can lead to opening

doors. Thus, these behaviors are topographically different but functionally simi-

lar, if not equivalent.

Parents shape imitation as a generalized response class (Baer, Peterson, &

Sherman, 1967; Gewirtz & Stingle, 1968). When imitation occurs, it is likely to

be reinforced. When a baby imitates, parents and others react, reinforcing the imi-

tative response. Imitation also can yield natural reinforcers. Imitating a sibling

who asks for candy is likely to result in obtaining candy as well as attention. These

processes establish a generalized imitative response class.

Once an imitative response class is established, some types of behavior never

before reinforced may be imitated. Thus, a child might hear a parent curse and

imitate the behavior. These generalizations may be sustained without explicit rein-

forcement, possibly in the context of criticism. Ongoing reinforcement of some

types of imitation may sustain the imitation of other members (cursing) of the

same behavior class. Thus, reinforcers for some imitative responses can sustain

never-reinforced imitations.

The value of a generalized imitative repertoire is that many behaviors are

likely to be imitated, and many of these will subsequently come under the influ-

ence of other contingencies of reinforcement. If a child imitates a teacher’s sim-

ple addition, it speeds the development of computation skills that will lead to other

practical outcomes (that is, “natural reinforcers”). Thus, imitation may be an espe-

cially efficient means of learning complex behavior.
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Imitation and Mentalistic Explanations

Social Learning Theory was closely related to operant conditioning (Bandura,

1965; Bandura & Walters, 1963). The early research was strong science, with

direct observations of children and systematic manipulations of models and rein-

forcing contingencies. These experiments showed that children were more likely to

be aggressive after seeing a peer’s aggression. Bandura attributed the effects of

modeling to cognitive or “vicarious” reinforcement. His view is that children (and

adults) imagine similar consequences for their own future behavior. This was to

explain why children who had seen models were more likely to imitate them,

hours later and in the absence of apparent reinforcement. However, the verifiable

explanation resides in a generalized imitation response class and ongoing rein-

forcement for some members of the class. The former presumes unverifiable

events; the latter has been verified empirically.

Bandura’s Social Cognitive Theory (1986) and his recent Moral Disengage-

ment Model (Bandura, Barbaranelli, Caprara, & Pastorelli, 1996) presume that

the individual “selectively (cognitively) disengage(s) from detrimental conduct by

converting harmful acts to moral ones . . . obscuring personal causal agency 

by diffusion and displacement of responsibility . . . and vilifying the recipients of

maltreatment” (Bandura et al., 1996, p. 364). This view emphasizes cognitions

and inner self-controllers as causal agents. It begs the question of what determines

the actions of the inner controllers. Although this model has been supported by

correlational evidence (Orpinas, Parcel, McAlister, & Frankowski, 1995), the one

controlled trial of violence prevention based on it resulted in null outcomes

(Orpinas et al., 2000). This might be because the intervention did not change stu-

dents’ social contingencies.

Reinforcement Schedules

Reinforcement contingencies need not be continuous to sustain behavior (Ferster

& Skinner, 1957). Behavior that has been reinforced episodically but contingently

will continue for extended periods of time in the absence of reinforcement and

will be more resistant to extinction (that is, non-reinforcement) than when con-

tinuously reinforced. Gamblers may persist for hours and after cumulative finan-

cial loss before another small win may take place, sustaining the gambling

behavior and guaranteeing financial loss in the long run. An observer unaware of

the intermittent schedule would see consistent gambling seemingly independent

of reinforcement. Gamblers may insist that they can stop when they want to,

implying internal control. However, high rates of gambling behavior may be best

explained empirically by intermittent reinforcement.
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Rule-Governed Behavior

The development of language leads to rule-governed behavior. Individuals come

under the influence of rules—instructions, advice, commands, and so forth. With

experience, individuals acquire a generalized rule-governed response class. This

means that we respond to verbal instructions given by a wide variety of people,

instructions that often stipulate (or imply) specific contingencies (see Hayes, 1989,

for details of three distinct types of rule following). Usually, these take the form

of, “If you do X, consequence Y will follow.” If you follow the instructions and

put the nut on the correct bolt, the training wheels will support the child’s bicy-

cle. Thus, rule-governed behavior provides a chain of cues that, when responded

to correctly, often will be followed by reinforcing consequences. Health education

and counseling can also be viewed as attempting to modify patients’ rule-governed

behavior.

Rules and Competitive Contingencies

The problem that arises with rule-governed behavior is that promised reinforcers

are often not true, are delayed, or are unreliable (that is, not contingent). Telling

youth that sex will cause pregnancy loses credibility when few get pregnant. Advis-

ing youth to use seat belts to avoid injury results in no apparent change in injury

experience for the majority of youth. The injury protection consequences are both

delayed and too infrequent to be reinforcing for most youth. Rules also suffer from

competition with more immediate reinforcement. The immediate relief from tak-

ing another puff sustains smoking, even if the smoker has been warned of can-

cer. Most smokers will not quit as a function of information about delayed health

effects. However, instructions may provide another class of more immediate social

reinforcement for health-protective practices.

Clinicians as Sources of Social Reinforcement

Following instructions may result in praise or other reinforcers from the clinician.

Patients who return to the physician and are praised for having taken medication

as prescribed may be reinforced by the contingent attention. However, it is quite

likely that the rule-following behavior (for example, taking medication as pre-

scribed) will falter as soon as treatment is completed and the reinforcers from the

physician are discontinued. Maintenance requires at least intermittent and on-

going contingent reinforcement. This principle contrasts with cultural views of

behavior as under the control of the patient and leads to repeated study of short-

term education or counseling and little study of systems of sustaining reinforcing
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contingencies. For certain health problems, such as diabetes, it has been accepted

that patients must have ongoing support. Clinicians provide attention for adher-

ence, and this might be sufficient to help most diabetic patients adhere to their

insulin regimen.

However, similar support for adhering to their diet, even if they can regulate

their insulin as instructed, may not be effective. To alter their diet involves greater

compromise in reinforcing consequences, and adherence to diet advice results in

delayed improvements in health at best. Thus, rule-governed behavior or follow-

ing instructions works just well enough to sustain the entire culture in the practice

of providing advice and instructions. This works often enough to be highly rein-

forcing to the person giving advice. However, it does not work well for changing

many health-related behaviors. Although it can sustain behavior, there are few

health care delivery systems available to provide ongoing social reinforcement.

Overgeneralizations

The logical errors inherent in cognitive models of behavior are culturally based.

Most societies use a language and logic system that implicitly, if not explicitly,

places the explanation of behavior within the behaving person. The community

reinforces explanations of why one is studying math when the student indicates

that he or she “wants” to become a scientist. The community, however, rarely asks

what causes one to want to become a scientist. Both types of behavior may be bet-

ter explained by community contingencies of reinforcement than by the internal

explanations. However, verbal explanations are consistent with cultural standards

for cognitive models and are socially reinforced. This pattern tends to delay empir-

ical investigations.

Extension of the Operant Model to Culture and Populations

Public health differs from clinical medicine in a variety of ways, the most obvious

of which is the focus of the former on groups of people, or populations, as opposed

to the clinical model of treating individuals. Therefore, to study behavior as it applies

in public health requires that the operant model be extended to large groups.

Public Health and Clinical Models

The purpose of the public health profession is to improve the population’s health.

This contrasts with the clinical model, which focuses on improving the health of

individuals. Behaviorally, it is easy to see how clinical services evolved. Individu-
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als who are in pain or cannot function seek assistance. This can result in consola-

tion and possibly relief or restoration of function. However, clinical services to

individuals do not normally provide attention to the prevention of the problem,

let alone prevention for whole communities. With few exceptions, people rarely

seek out preventive services.

The advent of clinical services is an important development within a larger

societal response to the control of morbidity and mortality. With effective med-

ical care, key individuals in the society can be assisted in recovering from other-

wise permanently disabling disease or injury, and their death may be postponed.

Restoring the function of leaders, hunters, and others in a primitive society may

contribute to the society’s survival. Since delivery of medical services is expensive,

services have always been rationed. Most societies limit services to the privileged

among the small portion (5 to 10 percent) of the population who may be ill or

injured at any one time. For instance, fewer than 5 percent of the U.S. population

as a whole is infected with tuberculosis and fewer still have active disease. Yet med-

ical care for tuberculosis is well established and routinely directed to the acutely

ill. Alternatively, relatively few resources have been directed to prevention of tuber-

culosis, guaranteeing the recurrence of epidemics that demand expensive med-

ical care. In fact, the U.S. investment in tuberculosis control has usually increased

in times of epidemic and then dropped after relative control has been achieved.

This cycle of funding is a function of contingencies derived first from the rates of

disease and then from the competing demands for resources in the society—cul-

turally based contingencies that emphasize short-term over long-term costs.

Medical and other clinical services require highly sophisticated training of

specialists and technicians who can deliver intensive treatments. For many ills, it

is impossible to train sufficient numbers of clinicians to repair the flood of the ill

and injured. This is true for classic diseases such as tuberculosis and newer epi-

demics, such as acquired immunodeficiency syndrome (AIDS) (Rugg, Hovell, &

Franzini, 1989) and type II diabetes in Western societies. The recognition that

clinical services must be rationed and the recognition that increasing the size of

the clinical fields is both expensive and cannot ultimately return all ill and injured

to reasonable function leads to a search for prevention. This has led to the public

health model, which focuses on the attention of population-wide effects and inher-

ently emphasizes preventive interventions relatively more than does a clinical

approach. The public health model directs attention to precursors of illness and

injury. Public health professionals are concerned with providing screening of high-

risk subpopulations in order to identify those infected with tuberculosis but not

yet ill and then provide them with medications that prevent subsequent active dis-

ease. This relies on medical services to effect prevention and in the process pre-

vents infection in the many individuals who would come in contact with a person
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with active tuberculosis. Screenings and prevention interventions move society

resources from other uses, such as acute care, to treating well individuals who are

at risk of becoming ill or injured.

When the public health model is extended to completely nonclinical inter-

ventions, it usually affects larger groups of people for less cost per person than

clinical services. This is seen in chlorination of water systems, water fluoridation,

sewage treatment systems, and air quality control. Even the provision of public

education, making it possible for most people to obtain employment from which

all other resources are derived, including medical care, will improve the popula-

tion’s health. Thus, public health interventions tend to be structural, such as invest-

ing in sewage systems, or in large-scale systems of social change, such as public

education. These systems of communitywide intervention require change in cul-

ture based on recognition of short- and long-term risks and means of protecting

the population from risks. Public health interventions also require establishing

unique cultural contingencies designed to change these structural or social 

systems to protect whole populations. Because all forms of morbidity and pre-

mature mortality involve behavioral risk factors, the public health model neces-

sarily requires intervention to change whole populations’ behavior (Hovell, Elder,

Blanchard, & Sallis, 1986).

Glenn and others (Skinner, 1953, 1987; Malagodi, 1986; Glenn, 1988, 1991;

Malagodi & Jackson, 1989; Glenn & Malagodi, 1991; Lamal, 1991, 1997; Guerin,

1994; Biglan, 1995) proposed cultural contingencies of reinforcement as critical

for understanding behavior. This advance in the operant model approximates eco-

logical models of behavior that stem from biology. In both, the causal factors

responsible for behavior are found in the environment.

Cultural Practices

A cultural practice is defined as a repetition of operant behavior across individu-

als, within and across generations (Glenn, 1988; Malagodi & Jackson, 1989). The

practice involves two or more people whose interactions produce consequences

for each and whose joint behavior produces an outcome that is reinforcing (Glenn,

1991). Glenn draws on anthropological concepts of the idioclone (a “scene,” or in-

teraction, between people at one place and time), the nomoclone (the event

repeated over time with the same people), and the permaclone (the event repeated

over time with some of the participants replaced with new people). She illustrates

this with a birthday party that repeats year after year but with different participants.

In addition, the participants attend other people’s birthday parties at other times.

The key feature of the permaclone is the “interlocking reinforcement con-

tingencies” for the behavior of the participants. The behavior of each participant
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in a permaclone is “maintained by contingencies provided by the behavior of oth-

ers and the products of that behavior” (Glenn & Malagodi, 1991, p. 8). Thus, the

cultural practice includes the social processes that maintain the practice. For exam-

ple, attendees at a birthday party may bring gifts for the person whose birthday is

being celebrated, thus reinforcing “throwing a birthday party for oneself.” The

guest of honor provides fun activities that reinforce attendance by guests. The guest

of honor may be more likely to have another party the following year and invite

more or different guests; the guests may be more likely to attend other people’s

birthday parties, expanding the permaclone.

Glenn suggests a hierarchy of contingencies of reinforcement, where an indi-

vidual’s behavior is under the influence of many proximal to distal contingencies

simultaneously. Glenn’s theoretical model suggests that cultural contingencies in-

clude such things as likely reinforcement from members of a culture, without col-

lusion. Bowing instead of shaking hands in Japanese culture is acquired almost

immediately by immigrants. Yet no one insists that newcomers bow. Rather, the

density of models and subtle reinforcement provided in social settings quickly

shape bowing when greeting another individual.

One of the many features of cultural contingencies is that they are wide-

spread throughout a culture, and therefore the administration of models, instruc-

tions, and social consequences is not dependent on collusion, planning, or a

professional service provider. These contingencies are not limited to short periods

of time, but tend to be ongoing over long periods and over wide geographical

areas. Thus, whether one visited northern or southern Japan, ten years ago or

now, the promotion of bowing as a means of greeting would be about the same.

In their consistency over time and wide geographical distribution, cultural con-

tingencies may also approximate physical contingencies, such as moving from sun-

light to shade to avoid heat.

Metacontingent Functional Relations

Glenn (1988) defined metacontingency as a contingent relation between a cultural

practice and its aggregate outcomes to the group. Just as operant contingencies

select adaptive responses within an individual, metacontingencies and their aggre-

gate outcomes select for adaptive interlocking contingencies in groups of people:

“Cultural outcomes . . . do not select the behavior of individuals; they select the

interlocking contingencies comprising the cultural practice. Likewise, the behav-

ior of any specific individual has little effect on cultural outcomes” (Glenn, 1988,

p. 169). This defines a separate level of analysis, as distinct from that of the behav-

ior of the individual (shaped by selection by reinforcement) and behavior and

structure of the species (natural selection). Behavioral phenomena are built on
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physiological phenomena but cannot be explained well by physiological princi-

ples. In the same way, cultural phenomena are built on behavioral phenomena

but cannot be explained well by reduction to individuals’ contingencies (Glenn &

Malagodi, 1991).

The focus on the group as the unit of analysis follows research in applied

behavior analysis that focuses on group contingencies of reinforcement. If the

majority of the group performs in concert with the contingency, the reinforcer

will be obtained for the whole group. This requires only that a proportion of the

group be responsive to the contingency, while others may fail or thwart the group’s

practices.

Metacontingencies beget social reinforcement contingencies. Legislative rules

and laws work this way. When legislators taxed cigarette sales in California,

tobacco control efforts supported by taxes resulted in antitobacco education,

restrictions on smoking in public, restrictions on points of sale to minors, and

restrictions for advertising. These contingencies changed social reactions to smok-

ing. It is common now for a smoker to be asked by a complete stranger not to

smoke or not smoke around others. Thus, a law or regulation will yield a cascade

of other contingencies and represents a metacontingency. Again, these tend to be

cultural contingencies insofar as they are widely distributed throughout the com-

munity and operate over long periods of time.

Group and Cooperative Contingencies

As a more discrete example of interlocking social contingencies, studies have

shown that teacher-initiated group contingencies of reinforcement can be used

effectively to reduce disruptive behavior and promote study and attending prac-

tices (Wilson & Williams, 1973). These studies illustrate a simple form of meta-

contingencies in the class population. Figure 13.1 shows a simplified or limited

metacontingency model.

In this model, students in a classroom are told that they will get an extra ten

minutes of recess if the class remains quiet and attentive to the assignment. This

promised reinforcer is contingent on the whole group’s behavior of remaining

quiet and looking attentive, which is likely to generate social reinforcement con-

tingencies among many of the students. If one child speaks to another, the re-

maining students—possibly including the one spoken to—will frown, look away,

hold their finger over their lips, and hush the speaker. These consequences sup-

press talking. These practices take place without the class’s discussing the means

by which they will influence one another to be quiet. This is a simple model where

a positive reinforcing group contingency may establish negatively reinforcing social

contingencies by the class members.
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When the same students move to a different class, where the teacher has no

group contingency, their behavior may be different. Over time, one teacher may

have a quiet and attentive class, and the other may have a disruptive class, even

though both classes consist of the same students. It would be possible to describe

these differences as different cultures, generated by the interaction of normal

youth socializing in the context of different metacontingencies.

Group contingencies have also proved valuable for promoting cooperative

learning among youth. Reinforcement made contingent on average group per-

formance (typically, academic performance) sustains supportive helping and

within-group teaching and positively reinforces interactions among individuals in

the group (Lloyd, Eberhardt, & Drake, 1996; Slavin, 1987). Natural group con-

tingencies work the same way. When an individual is unable to move his or her

vehicle to the side of the road, cooperation among multiple individuals working

as a team will successfully move the vehicle. Cooperation among individuals, who

jointly obtain reinforcing consequences as a result of cooperation, describes a sim-

ple metacontingency.

Population Change, Density of Encounters with Contingencies, 
and Inescapable Contact

The degree to which one or a set of interlocking contingencies is established

throughout a given population will determine the probability of all members of the

population coming in direct contact with the contingencies. It also will determine

the probability of most individuals coming into contact with the contingencies
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repeatedly. In principle, for metacontingencies to be effective for changing or sus-

taining behavior in the majority of the population, the interlocking reinforcement

contingencies between individuals must be densely distributed throughout the

population. If almost everyone you meet bows, the likelihood of your bowing is

almost 100 percent. Conversely, the degree 

to which the density of the contingency is 

limited in time, space, and across members of

the society, the more attenuated its likely

effects population wide.

Intermittent penalties for speeding set up

a gambling schedule. It is virtually certain that

most drivers will exceed the posted speed fre-

quently, especially when late, when police are

absent, when others are observed successfully speeding (thus modeling the behav-

ior), and when traffic and other conditions permit. If speed were automatically

recorded and relayed to the police, fines could be guaranteed for each instance of

speeding. Timed traffic lights that turn green just before a driver approaches only

when he or she has been traveling the correct speed will reinforce driving the cor-

rect speed. This type of contingency is easily engineered and can yield very reli-

able speeds for the majority of drivers. Yet most communities do not install timed

street signals; most collect fines from traffic citations and pay the costs of trauma

that might have been prevented from more precise behavioral engineering. These

examples fit the definition of metacontingencies because they involve physical

interlocking contingencies that produce group behavior that yields aggregate out-

comes, such as decreased morbidity.

Redistributing the contingencies such that the density of reinforcement is high

for driving slowly would guarantee lower speeds. In turn, this would increase the

density of models driving within the speed limit. Indeed, once the density of mod-

els is sufficient, most drivers would adopt similar speeds, even if electronic sens-

ing devices were not operating at the time. The theoretical extension of operant

conditioning to populations and concepts of hierarchical contingencies has led to

the Behavioral Ecological Model of health behavior.

The Behavioral Ecological Model

The BEM assumes an interaction among both physical and social contingencies

to explain and ultimately control behavior (see Figure 13.2). Sallis and coworkers

(Sallis & Owen, 1996, 1999; Sallis, Bauman, & Pratt, 1998) have described these

interactions for physical activity. In one study, we showed that persons who lived
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near fee-for-service exercise facilities, such as fitness centers, were more likely to

engage in physical activity (Sallis et al., 1990). We hypothesized that these facili-

ties served as cues—that people entering, leaving, and exercising in and around

fitness centers serve as models for exercising and that the incidental interaction

with individuals who exercise in the fitness center or nearby might provide social

reinforcement for physical activity. Thus, the density of models and social con-

tingencies may account for the relationship between activity and exercise centers.

These types of associations raise questions about the chicken or the egg. It is

difficult to know whether fitness centers cause people to be more active or whether

already active people are more likely to live where fitness centers are located. Both

are likely. Experiments can disentangle these relationships by introducing seden-

tary individuals to a neighborhood with fitness centers, or vice versa. The BEM

calls for these types of interventions.

Cohen and colleagues used this ecological approach to health promotion,

based partially on the operant model (Cohen, Scribner, & Farley, 2000). They have

shown that change in the physical environment can be associated with change 

in health risks, presumably mediated by changes in the interlocking social con-

tingencies promoted by physical environments. As with the BEM, she notes 

this approach does not rely on cognitive processes but emphasizes physical, social,
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policy, and legal contingencies applicable to whole populations. Cohen’s work is

consistent with metacontingencies and supports the BEM (Cohen et al., 2000).

This environmental perspective was demonstrated in distribution of condoms

and decrease in sexually transmitted diseases (STDs) and human immunodefi-

ciency virus (HIV) risks (Hanenberg, Ronanapithayakorn, Kunasol, & Sokal, 1994;

Cohen et al., 1999). The distribution of condoms was interpreted as reducing bar-

riers, such as price and convenience, as well as altering the social acceptability

(that is, praise or criticism) of carrying condoms, and it may have increased social

support for condom use. The wide distribution of condoms may have rearranged

the hierarchical series of contingencies (that is, metacontingencies) operating

cumulatively to effect change in condom use for important subgroups of the larger

community. It is important to note that change in the environment—in the exam-

ple, condom distribution—resulted in change in risk behavior and disease out-

comes (Cohen et al. 1999). This has not been true for many clinical or educational

models of condom use. These demonstrations are far from proof of a theory, but

they support the BEM. We believe it provides sufficient support to warrant formal

experimental analyses across different cultures and health behaviors and for

manipulation of more varied and powerful contingencies.

Social Institutions

The community can be divided into many units, such as church, business, govern-

ment, clinical service providers, and educational institutions. These institutions rep-

resent unique metacontingencies or separate cultures. In these various institutions,

the same person behaves differently under significantly different contingencies, and

often very different groups of people are involved. The pattern of behavior is a

function of experience unique to the individual, as well as a function of the vari-

ous cultural units to which the individual belongs. Since individuals move from one

institution to another, their behavior changes as a function of immersion in new

cultural contingencies (subgroups or institutions within a given society).

Three institutions are aimed at systematically changing people’s behavior.

These are schools, media, and clinical services, and they provide unique contin-

gencies that define the behavior of groups of teachers, principals, students, adver-

tisers, actors, audiences, physicians, nurses, and patients. These institutions can

be examined for how they can increase health-related behavior.

Engineering Limited Metacontingencies in Schools and Families

The daily or weekly report card system is an example of a behavioral interven-

tion that involves the establishment of interlocking contingencies among parents,

their children, and their children’s teachers. For predelinquent youth, the use of
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a report-card-based contingency system has been shown to increase academic per-

formance and reduce disruptive and delinquent behavior (Schumaker, Hovell, &

Sherman, 1977). The system works by enabling teachers to assess a student’s aca-

demic and disruptive practices. The teacher ranks the frequency of disruption

and appropriate study behavior or the degree to which performance meets stan-

dards, such as passing an exam. This report is then relayed to the parents. Parents

must be trained to provide positive feedback for improvement in performance

based on the report card. They also must provide or restrict their child’s access to

privileges, such as watching television or visiting friends. This system ties the mon-

itoring and praise contingencies from the teacher to the more powerful privilege

contingencies managed by the parents in order to promote higher rates of home-

work completion, attendance, and attentiveness in school and to decrease disrup-

tive behavior. Parents are also tied to the incidental notes from teachers about

homework and how to assist the child in completing academic exercises. This

interlocking process reinforces teacher participation when it decreases disruption

in class. It also enables the teacher to contribute to the student’s learning. It is rein-

forcing to parents for many of the same reasons, and it enables parents to provide

positive reinforcers as the behavior improves instead of delivering threats or puni-

tive consequences.

Although most adolescents are not initially happy with having to earn privi-

leges that normally were not contingent on academic performance, they too like

the report card system once they obtain privileges and begin achieving academic

success. As math, reading, and other academic skills increase, the student can

obtain other social reinforcers. Use of a report card contingency system with its

use of external reinforcement may be able to improve a student’s performance to

the point that natural contingencies of reinforcement may sustain academic per-

formance without the use of special privileges. Thus, the daily report card system

represents a metacontingency insofar as it generates a cascade of interlocking con-

tingencies for parents, teachers, and students.

This system requires cultural acceptance of the use of contingent reinforce-

ment to shape academic practices and professional counselors who can organize

and train parents, teachers, and students to employ the system. Many school pro-

fessionals reject the use of external rewards, assuming that the motivation for aca-

demic achievement should come from within the child. Despite philosophy to the

contrary, evidence supports the efficacy of reinforcement contingencies without

compromise to intrinsic motivation (Eisenberger & Cameron, 1996; Cameron,

Banko, & Pierce, 2001). Most schools, however, do not provide the funds needed

to establish such a system, relying on suspensions and expulsion as a means of

controlling delinquent youth. Thus, a valid, engineered metacontingency remains

underused, primarily due to a larger set of cultural contingencies. Attention to
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the larger metacontingencies is required to effect change in educational systems,

even when a valid technology is available for adoption.

Media

Media, ranging from interpersonal communication to mass media, are among the

most important institutions that set and reflect cultural norms. They provide mod-

els, prompts, and instructions and rules, and sometimes reinforcing consequences

that change behavior.

Unidirectional Media. Entertainment programs, advertisements, and most pub-

lic relations campaigns are designed to evoke behavior, elicit emotions, and ulti-

mately to pay for the entertainment or product sold. These efforts present vignettes

that convey entertaining stories that can function as complex models and in-

structions to promote imitation and other action. Philip Morris, the top U.S. to-

bacco manufacturer, has created several television ads describing its charitable and

humanitarian acts, clearly with the goal of reducing public criticism for causing

so much death and disease through its tobacco products.

Media influence the initial and repeat purchase of products by promising

reinforcers for purchase. They can promote repeat purchase by targeting an audi-

ence predisposed to buy and use the product, in effect tapping a unique subset of

the community for whom reinforcing contingencies for using the product or ser-

vice are already in place. For instance, selling ice cream is more likely to be suc-

cessful in a warm and humid climate than in a cold climate. Thus, media are not

solely responsible for selling ice cream. The most important variable is the on-

going reinforcement contingency: the context (heat) establishes cold foods as effec-

tive reinforcers. Media can promote specific brands and products, but it is the

reinforcement contingency that sustains the behavior.

The most powerful media are likely to be the entertainment industry and

feature-length television and movies and certain magazines with recurring stories.

These provide models of seemingly real life with attractive characters that engage

in behavior and experience consequences for their acted behavior. When violence,

cigarette smoking, alcohol use, and other health-risk practices are illustrated in

such media, some observers will imitate it. Inherent reinforcement may be forth-

coming immediately, as in drinking a beer on a warm day or from social reactions

from peer audiences. The television and other media can assist industries in the

promotion of repeat purchases. However, sustained changes in lifestyle practices

are much more likely for actions that are inherently reinforcing. When studies have

examined movies and television, they often find that cigarettes, alcohol, and vio-

lence are displayed far more often than is true in real life. They also are displayed
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as resulting in reinforcing consequences and rarely with any evidence of illness or

other untoward consequences. Thus, these models promote inaccurate estimates

of the population’s true practices and imply social reactions that support risk

behavior. This constitutes an inaccurate depiction of metacontingencies (for exam-

ple, a higher density of models engaging in the behavior and receiving reinforce-

ment for doing so) and may function similarly to having actually been exposed to

such a high density of contingencies in person.

Social Marketing. Social marketing includes media directed to changing be-

havior in socially important directions (Maiback & Parrot, 1995), for example,

to promote lifestyles that protect health or the environment. Although the use of

media affects health-related behavior every day, it is not a guaranteed means of

changing or maintaining behavior.

Media can be employed to instruct communities to change, such as current

efforts aimed at reducing power consumption in California. It can do this by an-

nouncing the problem, asking all consumers to conserve, and explaining how to

conserve. Media also can increase their power to change practices by alerting the

audience to probable reinforcing consequences. This may be to alert the public

to rolling blackouts that will disrupt the community. They also can add references

to fines. Media can promise rewards for those who conserve. These contingencies

were operating in the northern California drought in 1976–1978 (Agras, Jacob,

& Lebedeck, 1980).

Media may include reinforcing features directly. For example, when the news-

paper prints an article showing that the funds raised for a local charity have

reached the target, that feedback may be reinforcing. If the names and pictures

of men who frequent sex workers are published, avoiding publicity may reinforce

avoiding sex workers. If a picture is included in an article about how a business-

person has contributed civic services to the community, the attention may rein-

force charitable services for all who seek to obtain such recognition.

These uses of media are most powerful when directed to behavior already

reinforced in population subgroups. We conducted a demonstration experiment

to show the possible effects of tailored print media on businesses’ social and polit-

ical action directed toward ensuring clean ocean waters off the California coast.

Businesses that made money by selling services or products to tourists and others

who used the beaches were recruited. Half the businesses were provided with a

weekly newsletter that contained articles about ocean ecology and its likely impact

on business income. It also included suggestions about how to contact friends, civic

leaders, and elected officials to promote cleaner water and thereby protect their

businesses. Businesses that received this newsletter significantly increased their

political action directed to cleaning the California coast, as compared to controls
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that did not receive the newsletter (Schroeder, 1999). This study is important be-

cause it targeted social activism or practices that might influence policies and laws

about ecology. Thus, this was designed as a simple experimental test of how to

promote metacontingencies. To do so, we relied on market segmentation, select-

ing businesses likely to be reinforced by protecting water quality.

It is easy to imagine the use of media in a more interactive fashion. With

more individualized information available for members of the community, it will

be possible to tailor messages to individuals, and it will be possible to tailor the

selection of subsets of the population, perhaps down to single individuals, in order

to present messages that capitalize on or set new contingencies of reinforcement.

For instance, grocery stores now promote purchases by club cards. This provides

them with identifying information and purchasing history of the buyer. Personal-

ized coupons, based on this history, are printed and included with the purchase

receipt. With ongoing purchases from the same store or chain, it should be possi-

ble to track performance and institute contingencies and shaping procedures for

sustained or increased buying practices. Thus, technology and media may be com-

bined, following principles of behavior to establish interlocking contingencies for

all individuals in a population simultaneously.

If mass media are employed and sustained alongside individualized media

programs and if these begin to effect change in a critical proportion of the pop-

ulation, the density of the population who change become another important

source of change for the rest of the population. Thus, if grocery stores promoted

the sustained purchase of fruits and vegetables and a sufficient number of people

began doing so, their interactions with other shoppers, family members, friends,

and casual acquaintances would be a source of additional possible influence for

more of the population to adhere to what may be a growing norm for the culture.

This defines a hierarchical set of interlocking contingencies aimed at the same

behavioral practices. However, can economic contingencies direct store managers

to engineer change that promotes health?

Risks and Economic Contingencies. Unfortunately, the use of media to set norms

and establish social contingencies that promote healthy behavior competes with

reinforcing contingencies for risk practices. Consumption of alcohol, cigarettes,

sweets, and high-fat foods involves inherent reinforcement. For addictive cigarette

use, media may be directed to promoting initial use in order to establish the ad-

diction or to promote brand loyalty. Countermedia are not likely to be as successful

without investing in more powerful media programs that include competing re-

inforcing consequences. Similarly, for media to promote lifestyles such as physical

activity, the reinforcing context in the community must be considered. The use of

media to promote physical activity, a behavior that can be aversive to those who
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are ill, injured, or unfit, may lead some to try physical activity, only to experi-

ence aversive consequences. It can be socially aversive if physical activity results

in perspiration under conditions that are not acceptable to others, such as at work.

This suggests that context, such as access to showers at work, must be consid-

ered in addition to messages promoting activity. Understanding the interlocking

metacontingencies is required to engineer efficacious media and other interven-

tions that promote healthy lifestyles.

Reinforcing Contingencies for Medical Services

Hovell and coauthors have examined the probable metacontingencies influenc-

ing clinical medical care and delivery of preventive medicine services (Hovell,

Kaplan, & Hovell, 1991; Hovell, Wahlgren, & Russos, 1997). The evidence

reviewed suggests that physicians provide clinical services when compensated and

not primarily due to their beliefs about helping people. When managed care insur-

ance systems changed the capitation model for compensation, reducing the

amount paid for knee surgery, most surgeons scheduled more operations to sus-

tain their income despite increasing risks to patients. Russos et al. (1997, 1999)

also showed that patient feedback to clinicians influenced the clinicians’ smoking

prevention counseling. Thus, the contingencies instituted by formal payment

processes as well as the social contingencies define the type and quality of care

delivered.

Instituting Metacontingencies for Injury Prevention

We had an opportunity to increase the use of child safety seats in Colorado

(Lavelle, Hovell, West, & Wahlgren, 1992). Police were reluctant to ticket young

mothers for failing to transport their child in a safety seat. We established a free

training and loaner program that taught mothers how to use a seat and provided

a free seat if needed. Attendance to training by ticketed mothers was reinforced

by avoiding financial penalties and by obtaining a loaner seat. We explained to

the police that they were making it possible for mothers to be educated and to obtain

a car seat by issuing tickets. This enabled the police to provide a helping service

instead of punishing mothers who failed to use a car seat and made the provision

of tickets a less aversive, if not reinforcing, event for police officers. The established

interlocking metacontingencies significantly increased the rate of ticketing.

These examples are limited in scope to fit the practical constraints of exper-

imental tests. However, the BEM suggests that interlocking contingencies from the

greatest number of institutions in society and from the greatest number of indi-

viduals within each institution (that is, high-density contingencies) would provide

The Behavioral Ecological Model 369

ch13.DiClemente  4/10/02  1:31 PM  Page 369



the strongest means of ensuring performance from almost all members of a pop-

ulation. If tax accountants, stockbrokers, bankers, pharmaceutical businesses,

waste disposal businesses, and all other institutions in the community directed

attention to the promotion of car safety seats, academic achievement of adoles-

cents, delivery of preventive medicine services, and so forth, far more powerful

effects should be achieved. This has been approximated in the California Tobacco

Control Program.

Case Applications of the Behavioral Ecological Model

The California Tobacco Control Program provides a natural experiment that can

be interpreted within the framework of the BEM and for which the BEM provides

direction for further refinements. The BEM also provides a relatively novel and

informative approach to increasing rates of physical activity and decreasing rates

of behavior that places individuals at risk of sexually transmitted diseases.

California Tobacco Control Program

Tobacco smoking and environmental tobacco smoke (ETS) exposure are the first

and third most preventable causes of premature death in the United States (U.S.

Department of Health and Human Services [USDHHS], 1989; Glantz & Parm-

ley, 1991). Several U.S. surgeon general reports and interventions, including health

warnings on cigarette packs, have been ineffective against the momentum gained

by over five hundred years of tobacco use in the New World (Breed, 2001) and a

multibillion-dollar industry. As a consequence, smoking rates have declined only

slowly. Given tobacco’s impact on health and the inadequate reduction in tobacco

use to about 25 percent prevalence, states have started aggressive approaches to

increase smoking cessation, prevent new smokers, and prevent passive smoking.

Perhaps the best example of real-life metacontingencies for health behavior

is the California Tobacco Control Program, based on the Standards for Com-

prehensive Smoking Prevention and Control of the National Cancer Institute

(NCI) through “policy, media, and program interventions using community coali-

tions . . . to push tobacco use out of the charmed circle of normal, desirable prac-

tice to being an abnormal practice; in short, to de-normalize smoking” (Tobacco

Control Section, 1998, p. 3). This objective emphasized changing the public’s reac-

tions from support to criticism for tobacco use, consistent with metacontingencies.

The California program includes media campaigns, laws restricting adver-

tising by the industry, laws restricting sales to minors, and laws restricting ETS

exposure in public buildings, and promotion of clinical services for smoking ces-
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sation. The program advocates policy and legislative restrictions. California led

the way in 1988 with a voter initiative (Proposition 99) that added a pack tax of

twenty-five cents, of which five cents was allocated to antitobacco education activ-

ities. This created the largest antitobacco program ever (Fichtenberg & Glantz,

2000). Of the $90 million spent annually for antitobacco activities, one-third was

allocated for school programs and two-thirds to statewide media, local programs,

and evaluations. Multiple initiatives now tax cigarettes. The funds generated by

these have been directed to tobacco control efforts, restrictions of sales to minors,

restrictions on advertising, and other social services. The most recent initiative,

Proposition 10, added a pack tax of fifty cents, which will generate about $700

million per year in the first few years, with the funds to enhance child develop-

ment and promote smoking cessation in pregnant mothers (Children and Fami-

lies First, 2001). Thus, multiple interlocking contingencies have been initiated.

The tobacco control program is hierarchical and consistent with metacon-

tingencies. Taxes increased the price of cigarettes, and for every 10 percent in-

crease in price, consumption decreases by about 4 to 8 percent, while state

revenues increase from both the tax revenue and decreased costs to Medicaid and

other health entitlement programs (National Cancer Policy Board, 2000).

California’s media campaign was designed to attack the tobacco industry as

cold, manipulative, and deceptive and eschewed the reliance on health-risk scare

tactics that were less effective among youth (Goldman & Glantz, 1998; USDHHS,

2000). The media campaign focused on denormalizing tobacco use by empha-

sizing consequences such as bad breath, yellow teeth, and bad-smelling clothes.

These consequences are more powerful than health risks because they are imme-

diate and because adults and youth have experienced them. They have exposed

industry manipulation by explaining clearly the intent of the industry’s public rela-

tions media, such as television ads that show charitable acts by the Phillip Morris

companies. If autonomy and rebellion are important reinforcers for youth, these

illustrations may decrease tobacco use because they indicate that youth are being

manipulated and can “rebel” by choosing not to smoke.

The program contributed to the Synar amendment that prohibited sale of

tobacco to minors and set the stage for the program to add to the media campaign

support for enforcement of this amendment. Operation Storefront collected data

on industry marketing to youth and point-of-sale tactics and exposed these through

the media (Tobacco Control Section, 1998). This presumably reduced public and

political support for the industry, increasing the public’s voting support for addi-

tional taxes and other restrictions on the industry. Reduced public support proba-

bly changed social encounters between smokers and nonsmokers, including youth.

The program also includes infrastructure components to facilitate and encour-

age tobacco control activities at the local level, such as establishing tobacco control
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programs in local health departments, providing grants for local programs, estab-

lishing a clearinghouse for educational materials, and instituting a smoking ces-

sation help line that links smokers to clinical services.

The program includes ongoing surveillance and science. Surveillance has

been extended to tracking the tobacco industry’s promotion of tobacco sales and

its attempt to reverse tobacco control laws. These data will be used to counter

these efforts. Counter-efforts will be based on the latest public health policies and

science. The Tobacco Related Disease Research Program (TRDRP) is part of Cal-

ifornia’s tobacco control program, funded by 5 percent of the twenty-five-cent

tax. It funds basic and applied science that informs tobacco control efforts, includ-

ing policies. The addition of surveillance and formal research efforts provides an

ongoing feedback system that enables the statewide program to adjust to changes

in the society and in industry promotional efforts. This represents a reciprocal,

and self-correcting, metacontingency system.

The program is designed to change the culture of California with respect to

tobacco use, ETS exposure, and sentiments toward the industry. The goal is 

to change not only the behavior of smokers and would-be (or susceptible) smok-

ers, but to change the behavior of the nonsmoking community with respect to

smokers and the industry. This goes beyond increasing the rates at which medical

and public health professionals advise the public not to smoke. The California

program is innovative by explicitly targeting the whole population in the attempt

to create a social climate in which social reinforcers are shifted away from smok-

ing and toward nonsmoking and away from the industry completely.

The ETS issue has been particularly effective; it clearly countered the indus-

try assertion that smoking is a choice. The program has increased interlocking

social contingencies such as asking smokers to refrain from smoking indoors where

it is prohibited, such as bars, asking bar and restaurant staff to enforce indoor

smoking regulations, and asking others to refrain from smoking around children.

In some instances, this avoided a penalty (for example, being asked to leave a pub-

lic establishment). In others, compliance on the part of the smoker caused the ask-

ing party to express gratitude. Similar negative and positive reinforcers may be

produced among onlookers in such scenes too; disapproving frowns on the part

of others nearby may become brief nods of acknowledgment or even “thank

yous.” This begins the culture change.

The sentiments against the industry and against tobacco use in California are

remarkable and increasing nationwide. Several other states, including Massachu-

setts, Arizona, Oregon, and Florida, have followed California’s model. This rep-

resents the development of a national metacontingency and the potential for

establishing an efficacious antitobacco culture throughout the country. Moreover,

there is evidence that the California program is working. The California program
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reduced smoking rates three times faster than the national average, reducing per

capita consumption, and recently demonstrated greater reductions in tobacco-

related disease than in other states (Traynor & Glantz, 1996; Tobacco Control

Section, 2000; Fichtenberg & Glantz, 2000). These are particularly impressive

results given that the program was outspent by the industry by tenfold (Tobacco

Control Section, 2000) and in the light of political maneuvers that crippled the

program during the Pete Wilson administration (Balbach, Traynor, & Glantz,

2000). However, the story is not yet complete.

The program is theoretically strong; however, complete eradication of

tobacco may be dependent on change in critical contingencies supporting the

foundation of the program. The first problem is that the program is operating

with less financial support than the industry (Tobacco Control Section, 2000).

Since the industry is promoting an addicting product, it has to get a small pro-

portion of the youth and young adults to try it in order to establish new smokers

and in order for these smokers to become agents for promoting acceptance of

tobacco use. These countercontingencies are supported by media and by legisla-

tive efforts, as certainly as has been the case for the California Tobacco Control

Program. If the industry directs more resources to this end, they may overwhelm

the California program.

The second and more serious problem is the program’s dependence on

tobacco sales, which inherently weakens the program. As it is successful in reduc-

ing sales in California, the resources diminish, and interventions must be curtailed.

Because controlling an ongoing business requires ongoing vigilance, the loss of

financial support just as the program begins to produce beneficial effects is likely

to severely undercut its ability to eliminate tobacco use in California. This is espe-

cially likely as the industry enjoys resources from sales in other states and coun-

tries. Future legislation may need to establish tax support that is not contingent

on tobacco sales.

Because reductions in smoking can increase savings due to lower disease rates,

perhaps general tax revenue should be employed to support the program based

on estimated savings as the smoking rates drop. This would enable the program

to be financed well past the last smoker’s cessation and enable a system by which to

prevent tobacco use indefinitely.

To make matters more worrisome, the financial contingencies supporting the

California Tobacco Control Program might cause the program to support the in-

dustry inadvertently. Because the program’s survival and effectiveness are depen-

dent on income and the income is dependent on tobacco sales, the effort to control

sales might be diverted (by emphasizing basic science instead of prevention and

cessation policies) to activities that are not likely to eliminate tobacco use in the

state. Use of funds to support basic science aimed at finding cures for lung can-
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cer or medical care for low-income families, for instance, would obtain the sup-

port of the California Medical Association and most of the public. Thus, meta-

contingencies are available to support the divergence of the program to a system

that might sustain smoking and disease, tobacco sales, and tax revenue. This risk

is due to misunderstanding the correct use of contingencies.

The California Tobacco Control Program, similar tax-based programs in

other states, and the recent Master Settlement Agreement (MSA) between forty-six

states and the tobacco industry provide millions of dollars per year for tobacco

control and related medical and other clinical services. With over $1 billion in new

funds to California from the MSA award, in addition to tax revenues already avail-

able, the resources to establish effective countercontingencies to those promoting

smoking would seem to be available. However, less than 4 percent of these funds

have been directed to tobacco control. As Givel, Dearlove, and Glantz (2001) have

asserted, it appears that the efforts to control tobacco use and the industry in Cal-

ifornia have stalled. Even the relatively protected research program in California,

TRDRP, suffered the transfer of millions of dollars of potential antitobacco re-

search funds from the research account to the general fund and the state health

department. This severely limited the number of studies that met standards for

support from obtaining awards. This type of damage to the tobacco control effort

prevents the discovery of practical and effective means of changing tobacco use

or countering industry promotional tactics. The diversion of funding from tobacco

control to other public services costs the state thousands of lives each year to

tobacco-related disease.

The majority of funds from tobacco taxes or settlement funds have been

directed to services other than tobacco control in California and all other states,

which magnifies the risk of inadvertently supporting the industry. This type of

financial contingency, codified by legislation and court order, runs the risk of hav-

ing to sustain tobacco sales in order to sustain support for education, medical care,

city infrastructure and roadway maintenance, and other services. Cumulative state

and national programs that generate revenue from tobacco sales for the purpose

of supporting antitobacco programs and those that also fund other critical com-

munity services represent complex financial contingencies that effect change in

legislators’ and voters’ behavior. These might reduce tobacco sales and use in the

short term but not eliminate them. These types of contingencies may preclude

the elimination of tobacco-related disease. Understanding metacontingencies

might contribute to refinements in these systems. If the existing financial system

can change a sufficient proportion of the public sentiments against tobacco and

the industry, it might be possible to obtain public support for financing the war

on tobacco from sources independent of tobacco sales. It might also be possible

to obtain public support for avoiding the use of tobacco taxes to fund any critical
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social or health services. In a social evolutionary sense, the existing system may

be a precursor to a more refined version that can stop tobacco use and the indus-

try supporting it.

Physicians Changed Teams

As early as the 1930s, science indicated that smoking was harmful to health, and

by the 1960s, ever-increasing disease and death became unavoidably attributed

to smoking (Borio, 2001). The surgeon general’s reports (USDHHS, 2001) sum-

marized the best evidence, which has been accumulating exponentially since 1964

(USDHHS, 1964). Incidental observations among the public that friends and fam-

ily who smoke are dying of tobacco-related disease and that smoking is highly

addictive have slowly changed the public’s behavior with respect to smoking. Early

in the process, not surprisingly, physicians, who saw the morbidity and mortality

most clearly, were among the first organized group to quit smoking. Ironically, this

was after serving for years as spokespersons for the tobacco industry (National

Cancer Institute, 1994). Most recently, medical associations have denounced all

association of members with the tobacco industry (Martin, 2001). Medical sur-

veillance of lung disease and related tobacco research probably set in motion con-

tingencies that led to the development of the California Tobacco Control Program.

Cognitive Versus Ecological Models

Lawsuits asserted that the tobacco industry was responsible for disease and death

of smokers. The industry argued successfully that smokers knew the risk, chose to

smoke, and decided to continue smoking. This placed the responsibility on the

individual and implied that the individual decided (that is, used a cognitive process)

to smoke. This logic freed the industry from moral and fiscal responsibility in

another example of the cognitive model of human behavior serving to divert

attention from ecological models.

The California Tobacco Control Program established an alternate concep-

tual model that we believe is consistent with the BEM and is implicitly an eco-

logical model. This represents a huge shift in the theoretical underpinnings for

human behavior, in this case for tobacco use, and sets in motion an alternative

conceptual model to that of individual responsibility and cognitive processes.

Although it is not yet clear whether California and other states will be successful,

they have contributed to the change in culture with respect to theoretical models

of health behavior. It remains to be seen whether the public and government insti-

tutions can engineer strong enough metacontingencies to counter the competitive

engineering from the industry.
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The tobacco industry has not been curtailed in its ability to make profits. The

industry enjoyed one of its most profitable years in 2000–2001, even as it recov-

ered from the largest litigation charges in history. Clearly, the industry has not been

stopped; it continues to market tobacco nationally and even more so internation-

ally and continues to lobby for policy changes and reversal of existing laws. For

example, the recently passed Proposition 10 in California was fought with Propo-

sition 28, which called for the abolition of Proposition 10. The California voters

passed Proposition 10 and defeated Proposition 28, but this may not be so likely as

increasing public resources are directed to outlets other than tobacco control. This

process shows that the industry remains active in setting contingencies that support

tobacco sales and weaken community control efforts. With increasing profits, the

industry’s ability to wage a counterattack on the public is almost limitless.

Directions for Refining the Antitobacco Program

To counter this, state and federal governments as well as nongovernment organi-

zations may need to invest nearly the same amount in antitobacco efforts as the

industry does. These efforts also need to be supported by funds derived by taxes

independent of the sale of tobacco in order to ensure sufficient support to pre-

vent all tobacco use. We believe attention to metacontingencies and the BEM, as

a guide to these refinements in the war against tobacco, will increase efficacy. The

jury remains out.

Applications to Other Health-Risk and 
Health-Promoting Behavior

The BEM is the same for all behavior. However, the application will be unique to

the circumstances that apply for each type of behavior. For instance, physical activ-

ity is performed in direct proportion to the development of labor-saving technol-

ogy and sedentary recreational technology. It is easy to see the history of people

from hunter-gatherers to modern societies, where physical activity is no longer

required to obtain food, shelter, or protection from predators. To this shift in con-

tingencies can be added the development of television, movies, videotapes, and

Internet content that requires sedentary behavior, such as sitting and watching.

These shifts in contingencies have played a role in the epidemic of sedentary

behavior and the corollary increase in calories consumed relative to calories spent.

Sedentary lifestyles are responsible for over 300,000 premature deaths per year

(McGinnis & Foege, 1993) and account for one-third of deaths due to coronary

heart disease, colon cancer, and diabetes (Powell & Blair, 1994).
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These contingencies are not likely to be reversed, and calls for more educa-

tion for promotion of exercise and for promotion of healthy diets are not likely

to be sufficient to offset the march of technology. However, it might be possible

for the metacontingencies illustrated in the California Tobacco Control Program

to serve as models for the development of metacontingencies that reestablish phys-

ical activity among whole populations. This will require structural changes in the

way we engineer physical and social environments.

Environmental Contingencies for Physical Activity

A few examples illustrate environmental influence on physical activity. Three

observational studies found significant correlations (r = .74) between being out-

doors or in play spaces and activity level (Sallis et al., 1993; Klesges, Eck, Han-

son, Haddock, & Klesges, 1990). For example, Blamey, Mutrie, and Aitchison

(1995) and Brownell, Stunkard, and Albaum (1980) showed that low-cost signs in

public places increased stair use instead of escalators. Characteristics of commu-

nity environments were significantly related to walking (Replogle, 1995). Walking

has been shown to be higher for both work and nonwork trips in neighborhoods

that included mass transit versus those that were designed more for automobile

use (Cervero & Gorham, 1995). Traditional neighborhoods in the San Francisco

area were associated with 2.7 to 5.5 times as many walking trips to a store com-

pared to auto-oriented neighborhoods (Handy, 1995).

Vuori, Oja, and Paronen (1994) added showers and changing rooms, dis-

seminated information, included lotteries for physical activity, and lobbied the city

government to improve safety and increased the rate of walking and bicycling to

work. Consequently, rearranging the natural reinforcers, including the avoidance

of aversive consequences, increased physical activity. This is a promising direc-

tion for future research concerning the promotion of physical activity and departs

importantly from the more traditional education interventions. With the advance-

ment of ecological studies, it should be possible to engineer metacontingencies

that tie together multiple systems of reinforcement for supporting physical activ-

ity in whole populations. Affirmative investment in engineering solutions to reverse

the current epidemic of sedentary behavior will be critical to reverse the conse-

quential chronic disease burden now present and largely due to advancing tech-

nology that makes physical activity unnecessary and sometimes impossible.

Prevention of Sexually Transmitted Disease

Relative to physical activity, control of certain lifestyle risks may be especially dif-

ficult to alter. Among these, sexual practices figure prominently. The prevention of

AIDS, other STDs, and unplanned pregnancies requires modification of sexual
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behavior. For many reasons, it is fortunate that sexual behavior is highly reinforc-

ing; the survival of the species depends on it. However, the fact that it is inher-

ently reinforcing also complicates the community’s ability to alter sexual practices.

To complicate matters more, the social contingencies on sexual practices make

the behavior exceptionally private, even covert. Even talking about sex is socially

discouraged in most communities. Thus, communities’ ability to assess the fre-

quency and types of sexual practices actually performed by individuals or selected

groups are fraught with problems of reporting error. Cultural contingencies are

complex and often contradictory. Most communities do not approve of sexual

practices in public, with the very young, and with same-sex partners. These social

restrictions might result as much in false reporting and covert practices as they do

in suppression of the behavior. Thus, public health efforts to alter these risk prac-

tices are compromised by inaccurate and incomplete estimates of risk practices

and peoples’ willingness to participate in safer-sex programs.

Most AIDS prevention interventions have been educational or counseling ser-

vices provided to small groups or individuals, supplemented by limited media pro-

grams. Unfortunately, the evidence of efficacy for these approaches is equivocal.

Some have reported decreases in risk behavior or sexually transmitted infections

(Ickovics, Morrill, Beren, Walsh, & Rodin, 1994; Perry et al., 1994). Others have

found no effects or increased disease rates (Wenger, Greenberg, & Hillborne, 1992;

Otten, Zaidi, Wroten, Witte, & Peterman, 1993). The discrepancies among these

studies may be due to our relative inability to measure the behavior and thereby

provide precise contingencies. It also may be due to the many competing contin-

gencies for practicing the risk behavior versus use of condoms or avoiding certain

types of behavior (such as anal intercourse) or types of partners.

Ecological approaches to AIDS prevention may offer more, or at least make

an important addition, to individual counseling or small-group education (Hov-

ell et al., 1994). Distribution of condoms throughout a community might con-

tribute to change in condom use and the social contingencies that could support

such use. Changes in physical environments might include decreasing privacy in

public settings where casual sex is possible, such as adding lighting in public parks.

The means by which such a covert practice can be modified by use of meta-

contingencies will require creativity. Public health professionals might have to

emphasize group contingencies to alter the behavior, including reporting behavior,

of confidants who are observers of the private practices. This might be possible

by placing group contingencies on sexually transmitted infection rates, including

HIV. For defined communities, such as localized neighborhoods where a high pro-

portion of males who have sex with males reside, it might be possible to offer com-

munitywide economic incentives for decreased infection rates. This could be in

the form of tax relief, lottery or other payments, or free media exposure for local
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businesses, for example. These types of group incentives might generate commu-

nitywide change in interpersonal risk practices and social contingencies for

decreasing risk and increasing protective behavior, such as condom use. Infection

rates are potentially measurable and therefore could serve as a marker for risk

practices and for putting outcome contingencies in place. However, this will be

workable only with changes in policies to enable routine monitoring of sexually

transmitted infections. To employ such procedures will require considerable engi-

neering to ensure protection from undue aversive control and appropriate levels of

confidentiality. Given evidence that cohorts of young men repeatedly engage in sex-

ual risk practices, as seen in San Francisco, something more than individual coun-

seling or media instructions is needed to control the AIDS epidemic in the United

States. Applying the BEM to this problem appears justified by the evidence in other

applications and by the relatively limited effects of prevention efforts to date.

Conclusion

We have outlined the learning theory foundation for a Behavioral Ecological Model.

We have tried to show the parallels between the BEM and natural, biological sci-

ences, especially ecology. The BEM emphasizes environmental metacontingen-

cies of reinforcement. Many interventions to date based on this model have been

successful in changing contingencies for individual and group behavior. We believe

this model to be more logically sound, effica-

cious, and efficient than models that rely on

self-regulation and on unverifiable cognitive

mediators of behavior, some of which may

not be consistent with well-accepted scientific

method. The California Tobacco Control Program employs many procedures

that are consistent with the BEM, and results to date suggest efficacy. However,

the BEM causes us to predict that tax support from tobacco sales may lead to inad-

vertent support of the tobacco industry. We attribute this to an incomplete under-

standing of contingencies that do not require support from tobacco sales. This

example shows the potential for the BEM and that applications based on the BEM

would be different and possibly more effective.

Recent support by the Robert Wood Johnson Foundation for a major grants

program aimed at the study of environmental interventions for promotion of

physical activity in populations represents implicit recognition of the importance

of the BEM ( J. Sallis, personal communication, September 18, 2001). This also

sets the stage for additional empirical support, to be forthcoming, from which the

model might be verified and from which it will be refined. This can be expected to
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increase the understanding of physical activity among populations, as well as our

societal means of affecting higher rates of physical activity among populations,

with consequential health benefits.

The applications of an environmental model for the study of physical activ-

ity, if effective, may provide additional support for doing the same for behaviors

that are more difficult to study, such as sexual practices. No doubt, such applica-

tions will be more difficult for many reasons, including the inability to measure

sexual behavior objectively. However, one of the most important features of the

BEM is that it is not necessarily dependent on information about individuals’ sex-

ual practices. Group contingency systems offer possibilities, albeit not without risk

of side effects, but such side effects are not likely to be greater than existing ill

effects of AIDS.

We hope that others will direct their empirical investigations toward both indi-

vidual and cultural contingencies of reinforcement as key causal variables for

health-related behavior of populations. This is critical for the development of

large-scale prevention programs for numerous sources of morbidity and mortality.

It will be difficult, as it requires a paradigm shift. The BEM requires the study and

manipulation of variables normally so large as to be precluded from traditional

medical or behavioral science. The study of large-scale contingencies, especially

experiments, is difficult because of the magnitude of the independent variables.

It is difficult to alter legal or communitywide social contingencies for driving

behavior, for diet, exercise, and other important health-related behavior for

defined populations.

The process is made all the more difficult if attempts to study metacontin-

gencies are thwarted by alternative theoretical models and lay understandings of

human behavior. The current popularity of cognitive models of health behavior,

and preference for clinical, individual-based interventions for both treatment and

prevention of health risk practices, compromises support for interventions based

on BEM. The preference for clinical solutions to health-related behavior prob-

lems is driven both by the cognitive models that suggest individuals’ thinking must

be changed to change their behavior and also by the economic systems in place

to compensate clinicians for attempting to change individuals’ cognitions and

behavior.

This chapter, other publications (Cohen et al., 2000), and programs such as

the California Tobacco Control Program, provide support for, and maybe the crit-

ical mass, to establish a paradigm shift that will enable political and economic sup-

port of the BEM. We hope so; we believe this model is critical for making

substantive and lasting changes to the uncontrolled epidemics in obesity, diabetes,

AIDS, tuberculosis, and other diseases that are common worldwide.
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T
he chapters in this book provide a glimpse into the future of health promo-

tion and disease prevention. Increasingly, theories in health promotion prac-

tice acknowledge the complex nature of attempting to change population health.

Collectively, the emerging theories described in this book draw on a broad range

of disciplines and conceptual orientations: political science, economics, psychol-

ogy, ecology, and sociology. This diversity of new perspectives and insights con-

stitutes a significant advance in our use of theory. Clearly, this multidisciplinary

collection of theories can serve researchers and practitioners in their ongoing

efforts to understand and promote health behavior across a spectrum of popula-

tions. In this final chapter, we reflect on overarching concepts and issues that are

relevant to emerging theories in public health practice.

Development of Emerging Theories

The theories that dominate a field exert a powerful influence by shaping how

problems are perceived and defined and how potential solutions are framed. His-

torically, a handful of theories have accounted for the majority of theory-based

interventions in health promotion practice. Commonly applied theories include

the Health Belief Model, Social Cognitive Theory, Diffusion of Innovations, the
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Theory of Reasoned Action, the Theory of Planned Behavior, and the Trans-

theoretical Model of Behavior Change (Glanz, Lewis, & Rimer, 1997). As noted

in Chapter One, theory may become the lens used to understand and define the

range of possible solutions to public health challenges. If, for example, we under-

stand and define a problem using an individual-level theory, then we may develop

intervention programs that focus on the individual at the expense of focusing on

key contextual influences extrinsic to the individual. Thus, theory selection may

properly be viewed as an integral step in the process of health promotion prac-

tice. In turn, effective theory selection demands that an elaborate continuum of

theories is available, understandable, and logistically feasible to researchers and

practitioners alike. The trajectory of theory development captured in this book

reflects a common movement toward less reliance on individual-based ap-

proaches and greater use of theories that account for social and contextual influ-

ences. Thus, many of the chapters have provided a broad lens through which to

understand and define health promotion practice.

One potentially useful way of reflecting on the theories described here is to

consider four methods of theory development and application. One method adds

new constructs to existing theory. A second refines existing theory to create a new

and more parsimonious approach to public health practice. A related third

method is the application of existing theory from other disciplines to health pro-

motion practice. A final method is the development of theory based on ap-

proaches already accepted by practitioners. We discuss each method in turn in

the following sections.

As theories are developed, they are applied to an increasing number of health

issues, settings, and populations. Their robustness depends on the extent to which

they retain parsimonious explanatory power in a variety of situations. Over time,

new concepts may be designed to increase a theory’s explanatory power, such as

the refined stage model that Weinstein and Sandman describe in Chapter Two.

Most notably, their description of the Precaution Adoption Process Model care-

fully delineates the initial stages of behavior change and provides a separate stage

for those who decide not to act. This additional level of conceptual differentia-

tion improves our ability to craft messages and strategies that are particularly

meaningful to individuals and in turn may enhance the likelihood of individuals’

progressing to the next stage in the process of behavior change.

Several theories presented here can be viewed as evolutions of existing theories

through the addition or refinement of particular constructs. For example, Fisher

and Fisher (Chapter Three) described the Information-Motivation-Behavioral 

Skills Model, which can be viewed as a refinement and extension of other well-

known models, such as the Health Belief Model, the Theory of Reasoned Action,
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and the Theory of Planned Behavior. Fisher and Fisher reported empirical evi-

dence suggesting that the IMB model is robust, explaining a substantial and sig-

nificant proportion of the variance observed in HIV-associated risk behaviors.

The extension of this model to health promotion behaviors such as breast self-

examination and helmet use for those on motorcycles illustrates a potential tra-

jectory that may culminate in a broader application of the model across health

promotion practices. Similarly, Hobfall and Schumm (Chapter Eleven) built on

empirical and theoretical work in the field of stress and coping in their Conser-

vation of Resources Theory. The theory provides a model for preventing resource

loss, maintaining existing resources, and gaining resources necessary for engaging

in healthy behaviors.

Other theories presented in this book constitute new applications of theories

previously established in other disciplines. For example in Chapter Four, Petty,

Barden, and Wheeler provided examples of how the Elaboration Likelihood

Model, originating from the discipline of social psychology, can be used in health

promotion practice. In Chapter Five, Simons-Morton and Hartos built on theo-

retical work relevant to parenting styles and articulate how parenting goals, style,

and practices may influence health outcomes among adolescents. Another ex-

ample, the Theory of Gender and Power (Chapter Twelve), was originally devel-

oped to explain sexual inequality, gender, and power imbalance. Wingood and

DiClemente refined the original theory to expand its applicability to health pro-

motion practice, particularly in regard to reducing sexual risk behaviors among

potentially vulnerable populations of women. Finally, Hovell, Wahlgren, and

Gehrman (Chapter Thirteen) applied and extended basic propositions originally

found in the field of operant conditioning; they suggest that interlocking reinforce-

ment contingencies have significant potential to guide health promotion practices.

Although theories often emerge as a consequence of iterative cycles of empir-

ical investigation and subsequent refinement, new theories can also emerge from

the experience of practitioners. A recurring discussion in the academic literature

centers on how practitioners use theory in developing programs. Public health

practitioners design programs to achieve goals related to health outcomes, not to

test theory. Based on semistructured interviews with practicing health educators,

Burdine and McLeroy (1992) reported that practitioners did not describe them-

selves as using theories to develop interventions in any planned or explicit way.

Rather, the practitioners they interviewed felt that theory was in fact largely com-

mon sense and believed that they did use theory in developing interventions, but

not necessarily in a conscious way. For them, theories were often not sufficiently

comprehensive to be of practical use. They spoke of the need for multiple theories

in comprehensive projects, and much of their community-oriented practice was

based on principles rather than theory.
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In this book, several chapters advance theory by providing conceptual frame-

works for health promotion approaches that are already widely accepted in prac-

tice. For example, coalition-based and natural helper approaches have been widely

used in the field of health promotion but are

typically considered models with loose ties to

theory. In Chapter Six, Eng and Parker pre-

sented a natural helper intervention model

that illustrates how these types of interven-

tions lead to improved community compe-

tence, increased coordination of agency

services, and improved health practices. Similarly, in Chapter Seven, Butterfoss

and Kegler synthesized empirical findings with widely held assumptions about

community coalitions into the Community Coalition Action Theory, complete

with testable practice-proven propositions.

All theories are originally based on observation. Interest in community capac-

ity has grown out of the observation that communities vary significantly in their

ability to mobilize to address their problems successfully. In Chapter Eight, Norton,

McLeroy, Burdine, Felix, and Dorsey distilled several conceptualizations of com-

munity capacity into core dimensions of capacity. Similarly, interest in social cap-

ital as an important concept in community-based health promotion has grown

out of the same observation but is empirically more advanced, with a growing

body of evidence linking social capital to health outcomes. In Chapter Nine,

Kreuter and Lezin described two types of social capital and illustrated how bridg-

ing social capital may be useful in understanding community-based health pro-

motion processes and outcomes.

Challenges Countenanced by Emerging Theories

The theories described in this book span a tremendous range of approaches, health

behaviors, and potential priority populations. Some provide new insights into why

individuals behave as they do. Others elaborate on how interpersonal factors and

social relationships influence health. Still others focus on community-level influences

and provide models of community change. Several of these chapters deepen 

our understanding of models that have been used in health promotion practice for

some time, such as natural helper models and community coalitions. Others present

theoretical orientations that have recently emerged as important constructs in 

health promotion practice, such as social capital and community capacity.

Although the collective assets of emerging theories are appealing, these theo-

ries are not devoid of corresponding challenges. Here, we discuss three potential
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challenges countenanced by emerging theories. Issues presented relate to research

design and analysis, necessary levels of empirical support, and theory selection.

Because many emerging theories focus on broad social and contextual influ-

ences, the constructs under examination can be complex. Thus, it will be difficult

for these theories to evolve to the stage where interlocking propositions can be

empirically tested. One important observation about emerging theories is that

they tend to address multiple determinants of health behavior through a variety of

strategies. Although this book has described a few theories that represent refine-

ments of individual-level approaches to health promotion (Chapters Two, Three,

and Four), the majority of theories have described focal points that go beyond the

traditional reliance on individual cognition and skills as the sole mechanism of

behavior change. A clear advantage of the traditional individual-level approach

to health promotion is that existing research

design and analytic techniques are highly

compatible with evaluation of these theories;

the same does not hold true for theories that

depart from this approach. Thus, a central

challenge to emerging theories that address

change produced through broader contextual

approaches is to craft research design and

analysis methods that are capable of determining program efficacy. For exam-

ple, the randomized controlled clinical trial is a problematic evaluation strategy

for the testing of theories that target communities, focus on ecological strategies

to health promotion practice, and include hypothesized outcomes that are often

not amenable to evaluation at the individual level. For broad-level emerging the-

ories to become firmly established among practitioners, researchers will need to

define their objectives carefully and subsequently identify and create corre-

sponding evaluation methodologies. These methods are likely to include multi-

method designs that combine new types of quasi-experimental and observational

research techniques.

With increasing theoretical complexity and the associated crossing of levels

of analysis, empirical testing of theory becomes increasingly complex. For exam-

ple, in Chapter Ten, Kennedy and Crosby described an emerging integrative

framework consistent with the way practitioners use theory. The prevention mar-

keting framework grew out of efforts of the Centers for Disease Control and Pre-

vention to guide several human immunodeficiency virus prevention activities

targeting youth. The approach integrates principles from three disciplines in an

effort to provide an integrated, multilevel intervention framework. By building on

behavioral science, community development, and social marketing, the model is
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comprehensive and has the potential to have a significant impact on health out-

comes. However, because of its complexity, empirical testing of the framework

presents a formidable challenge. Indeed, many of the complex and comprehen-

sive theories presented in this book, such as the Theory of Gender and Power and

the nascent theory of community capacity, face similar challenges.

Another challenge involves using appropriate methodologies for evaluating

many of the emerging theories described here. In the absence of accepted eval-

uation strategies, one issue becomes whether these theories will become widely

used. Thus, an important question for further evolution of these theories is how

much and what level of empirical support is necessary before a theory is ready for

widespread application. The current gold standard for testing theory effectiveness

is the randomized controlled trial. Yet as we acknowledge the complexity of pub-

lic health problems and the role of social networks, community capacity, gender

and power relationships, and public policy in resolving them, the ease and, per-

haps the applicability, appropriateness, and capacity to design or construct ran-

domized controlled trials, diminishes. Qualitative methods are gaining respect,

but their strengths lie in providing deep understandings of phenomena in specific

settings and contexts. The usual definition of theory in public health practice is

that of generalized propositions that parsimoniously explain and predict human

behavior. Quite possibly, this current view may require further examination in

light of emerging approaches that address systems rather than individuals and

relational changes rather than propositions designed to change specific antecedents

of health behaviors.

One apparent solution to the desire for evidence-based health promotion pro-

grams is adoption of a best practices approach to selecting programs for imple-

mentation. This approach involves presenting practitioners with a menu of

programs considered as best or most promising. The literature discusses possible

criteria for identifying best practices. One such system, developed by Cameron

and colleagues (2001), includes three categories of criteria: effectiveness, plausi-

bility, and practicality (Cameron, Jolin, Walker, McDermott, & Gough, 2001).

The Task Force on Community Preventive Services engaged in a similar process

and made recommendations based on evidence of effectiveness (Centers for Dis-

ease Control and Prevention, 2000). Consideration was given to the number of

studies available, the suitability of the study designs, the quality of the execution

of the studies, consistency of the results across studies, and the observed effect sizes.

Although the call for evidence-based programs and the accompanying

reliance on programmatic activities identified as best may improve the practice of

health promotion, the implications for theory development are less clear. Few of

the proposed sets of criteria give significant weight to the use of theory. Theory
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is absent from some lists of criteria and grouped with beliefs in other sets of

criteria (Cameron et al., 2001; Centers for Disease Control and Prevention, 2000;

Kahan & Goodstadt, 2001). Although the need for evidence-based programs is

obvious, we urge caution in adopting a best practices approach at the expense of

interventions grounded in theory. As evidenced by many of the chapters in this

book, we are still at an early stage in developing and understanding complex, eco-

logical, theory-based approaches to influencing population health. Although our

evaluation methods have not kept pace with these theoretical advances, method-

ological strategies and statistical techniques are being developed to test these

newer, contextually broader theories.

Another key challenge involves theory selection. The discipline of health pro-

motion practice began to embrace a social ecological perspective in the late 1980s

and the early 1990s (McLeroy, Bibeau, Steckler, & Glanz, 1988; Stokols, 1992).

By conceptualizing multiple levels of influence such as organizational, commu-

nity, and public policy, in addition to individual and interpersonal, the potential

for understanding why people behave as they do is greatly expanded. However,

with this broader perspective, we are confronted with a much more complex view

of public health problems and how best to address them. Similarly, our interven-

tion options are increasingly rich and diverse. The contents of this book make the

richness and diversity of health promotion practices more salient than ever before.

Clearly, no single theory can adequately explain all the variables and contexts that

influence human behavior. Indeed, numerous theories exist at each of the levels

of the social ecological framework. So how do we make decisions about which

theories to use?

Published descriptions of interventions rarely provide adequate detail on how

theory was used to inform and guide the design and implementation of inter-

ventions. Usually there is a brief paragraph noting that the intervention was based

on a particular model or theory. Similarly, advice on using theory in intervention

design has typically been superficial. Fortunately, the situation has improved

recently with intervention mapping, a new approach for engaging in theory-based

program planning developed by Bartholomew, Parcel, Kok, and Gottlieb (2001).

This approach is grounded in a problem-driven perspective. Problems are

addressed by defining them carefully through iterative application of theory and

empirical evidence, with the goal of solving the problem, not testing the theory.

This problem-driven perspective often uses multiple theories, an approach incon-

sistent with the traditional paradigm of theory testing. Finding the best theory or

combination of theoretical constructs to solve a problem is described as one of

the key challenges in intervention mapping, and the authors caution that reliance

on any single theory may lead to a suboptimal solution.
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Application Issues Relevant to Emerging Theories

Theories can be useful to researchers and practitioners by providing insights into

the factors that influence behavior. By applying a particular theoretical frame-

work, we can understand the genesis of long-term adoption of health-related

behaviors among members of a given population. When this process begins with

the goal of understanding a problem or behavior from various perspectives, it is

sometimes referred to as the theory of the problem (Burdine & McLeroy, 1992).

Regardless of the goal, the application of theory in health promotion is widely

accepted as an important practice. As new theories emerge, one important ques-

tion becomes whether new application issues will arise. We anticipate several.

One important application issue centers on measurement. A central challenge

to the researcher or practitioner who applies emerging theory to health promo-

tion practice is identifying and operationalizing the theory constructs. Clearly, mea-

surement is inextricably linked to the operationalization and use of theory. Thus,

the development of reliable and valid assessment measures designed to capture the

desired theoretical constructs can be viewed as an important step in the use of the

emerging theories described in this book. In addition, the availability of these mea-

sures can greatly facilitate the correct application of emerging theories. In turn,

this fidelity to the intended application of theory sets the stage for more mean-

ingful evaluation strategies that can subsequently inform researchers about the

strengths and weaknesses of any given set of theoretical propositions. The eventual

adoption of emerging theory by researchers and practitioners may be a function

of how easily the theory can be understood and applied. This is not to say that

implementation should necessarily be an easy process; health promotion practice

is often a long, protracted, and labor-intensive process. Rather, the theory and the

specific details for its application should be intuitively clear to provide practition-

ers and researchers with the vision necessary to plan and implement the desired

theory-driven program.

Another important application issue involves the influence of cultural differ-

ences among people within the United States and the ability to apply these emerg-

ing theories in cultures outside the United States. For example the Theory of

Gender and Power (see Chapter Twelve) posits that redressing inequalities between

men and women can be an important strategy for promoting women’s health. In

highly paternalistic cultures and societies, interventions based on this theory may

be difficult to implement or may not be feasible. Yet without addressing the

broader entrenched societal norms that disenfranchise women and create power

imbalances that favor men, it would be difficult to improve women’s health sta-
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tus. Thus, understanding the cultural contexts and nuances allows practitioners

and researchers to determine how best to translate and adapt a theory for their

particular set of cultural constraints, thus maximizing the potential for achieving

desired changes.

It is important to obtain empirical evidence of a theory’s cross-cultural util-

ity before proceeding with program design and implementation. Theories can and

should be modified to be suitable for a particular cultural context (Airhihenbuwa,

DiClemente, Wingood, & Lowe, 1992; Burdine & McLeroy, 1992). For instance,

some constructs may differ in their meaning across cultures, and some cultures

may not possess a particular theoretical construct. It is therefore important to

determine the cultural equivalence and relevance of constructs across groups

(Berry, 1996). Thus, theories should not constrain interventions through stan-

dardized application; rather, they should provide a foundation on which particu-

lar cultural elements and social-environmental constructs can be examined in a

specific sociocultural context and appropriately integrated into the theoretical

framework. It is this broad definition of theory, one that is capable of being tai-

lored for different contexts, that is most appropriate for designing health promo-

tion interventions.

Conclusion

Using broader-based contextual theories to understand and promote public health

requires specification of a range of exposures and risk factors, a multilevel

approach to intervention and prevention, and a broader conceptualization of the

diversity and types of environmental and social contextual influences that could

adversely or positively affect health. Employing these emerging theories marshals

new kinds of data, asks new and broader questions regarding the factors that influ-

ence health, and creates new options for prevention.

References

Airhihenbuwa, C. O., DiClemente, R. J., Wingood, G. M., & Lowe, A. (1992). HIV/AIDS

education and prevention among African-Americans: A focus on culture. AIDS Education

and Prevention, 4, 251–260.

Bartholomew, L., Parcel, G., Kok, G., & Gottlieb, N. (2001) Intervention mapping: Designing 

theory- and evidence-based health promotion programs. Mountain View, CA: Mayfield.

Berry, J. (1996). On cross-cultural comparability. International Journal of Psychology, 4, 207–229.

Burdine, J. N., & McLeroy, K. (1992). Practitioners’ use of theory: Examples from a work-

group. Health Education Quarterly, 19, 331–340.

394 Emerging Theories in Health Promotion Practice and Research

ch14.DiClemente  4/10/02  1:31 PM  Page 394



Cameron, R., Jolin, M., Walker, R., McDermott, N., & Gough, M. (2001) Linking science

and practice: Toward a system for enabling communities to adopt best practices for

chronic disease prevention. Health Promotion Practice, 2, 35–42.

Centers for Disease Control and Prevention. (2000). Strategies for reducing exposure to 

environmental tobacco smoke, increasing tobacco-use cessation, and reducing initiation 

in communities and health-care systems. A report on recommendations of the Task Force

on Community Preventive Services. MMWR, 49, 1–11.

Glanz, K., Lewis, F., & Rimer, B. (1997). Health behavior and health education: Theory, research, and

practice (2nd ed.). San Francisco: Jossey-Bass.

Kahan, B., & Goodstadt, M. (2001) The interactive domain model of best practices in health

promotion: Developing and implementing a best practices approach to health promotion.

Health Promotion Practice, 2, 43–67.

McLeroy, K., Bibeau, D., Steckler, A., & Glanz, K. (1988). An ecological perspective on

health promotion programs. Health Education Quarterly, 15, 351–377.

Stokols, D. (1992) Establishing and maintaining healthy environments: Toward a social 

ecology of health promotion. American Psychologist, 47, 6–22.

Reflections on Emerging Theories 395

ch14.DiClemente  4/10/02  1:31 PM  Page 395



ch14.DiClemente  4/10/02  1:31 PM  Page 396



NAME INDEX

397

A

Aaultman-Hall, L., 113

Acree, M., 295

Ader, R., 350

Adkins, L., 323

Agras, W. S., 367

Aitchison, T., 377

Ajzen, I., 17, 24, 43, 46, 72, 74,

257, 258, 265

Albarracin, D., 53

Albaum, J. M., 377

Albert, R. D., 85

Alcalay, R., 82

Alderman, J., 160

Alexander, J., 159

Al-Gallaf, K., 334

Alinsky, S., 200, 260

Allen, J. C., 202

Allen, N., 167

Allen, S. G., 104

Alter, C., 160, 161

Altice, F., 328

Altpeter, M., 127, 130, 150

Amaro, H., 327, 332

Ambroson, D. L. 79, 82

Amick, B. C., 214

Amico, K. R., 61

Ammerman, A. S., 86

Anderson, C. A., 23, 173

Anderson, E. S., 50

Anderson, J. E., 324

Andreason, A., 258

Andrey, J. C., 112, 113

Antonovsky, A., 319, 320

Aral, S. O., 333

Armstrong, K., 5, 258

Aronson, R., 179

Ary, D. V., 109

Ascherio, A., 237

Ascuncion, A. G., 85

Aunola, K., 105

Austin, D., 167

Austin, J., 174, 176

B

Babbie, E., 3

Bader, B. C., 137

Baer, D. M., 353

Bagby, M., 174

Baglioni, A. J., 137

Baker, D., 322

Baker, E., 171

Baker, S. P., 71, 111

Bakker, A. B., 82, 88, 89, 91, 93

Bakker, S. M., 92

Balbach, E. D., 373

Banaszak, J., 42

Bandura, A., 19, 42, 43, 46, 72,

257, 293, 294, 300, 329, 354

Banko, K. M., 365

Bansal, A., 305

Baranowski, T. 258

Barbaranelli, C., 354

Barbarin, O., 137

Barden, J., xi, 71

Barer, M. L., 229

Barnett, W., 159

Barth, R. P., 263

Bartholomae, S., 106

Bartzokas, C., 82

Basch, C., 161

Basen-Engquist, K., 54

Bass, M., 105

Baume, C., 255

Baumrind, D., 101, 102, 103, 104,

106, 107, 119

Bazzoli, G., 159

Beck, K. H., 113

Becker, A. B., 214

backmatter.DiClemente  4/10/02  1:28 PM  Page 397



Becker, M. H., 17, 42, 274

Beeghley, L., 199

Beery, W. B., 130

Beigel, D. E., 131, 133

Bellah, R., N., 197

Benziger, T. J., 50

Beren, S. E., 297

Berger, P. L., 197, 201

Berkley-Patton, J., 127

Berkman, L. F., 228, 246

Berkowitz, B., 179, 187

Berkowitz, S., 167

Berlin, M., 5, 258

Berlin, X., 159

Bernstein, E., 230

Bianchi, C., 260

Bibeau, D., 6, 7, 150, 178, 195, 204,

255

Biddle, L. J., 200

Biddle, W. W., 200

Biesanz, J. C., 54

Biggar, R. J, 261

Biglan, A., 108, 109, 350, 358

Billings, D. W., 295

Billy, J., 332

Bishop, C., 150

Bizer, G. Y., 75, 85, 91

Blair, J., 259

Blalock, S. J., 21, 25

Blamey, A., 377

Blanchard, J., 358

Blanchard, L., 129, 150

Bloom, B. L., 1131

Blum, H. L., 214

Blumenthal, C, 140, 150

Blythe, M. J., 5

Boer, H., 82

Bolan, M., 326

Boogaard, D., 209

Booker, V. K., 127

Booth, E. M., 263

Borio, G., 375

Bourdieu, P., 231, 232

Boveja, M. E., 105

Bowen, D. J., 230

Bowser, B. P., 321, 329

Boyes, M. C., 104

Bracht, N., 161, 162

Brackbill, R., 341

Bracken, B. A., 105

Brady, H., 235

Brager, G. A., 157, 172

398 Name Index

Braithwaite, R., 174, 176, 260

Brandt, T. S., 105, 106

Brannon, L. A., 87, 89

Brasfield, T. L., 53

Braver, E. R., 111

Breed, L., 370

Brehm, J. W., 85

Brennan, L., 84, 92

Bressler, M., 144

Bridgewater, C., 82, 87, 89

Briggs, J., P., 4

Briñol, P., 78, 81

Britton, P. J., 296, 299, 300

Brock, T. C., 74, 82, 86, 87, 89, 92

Brockner, J., 23

Bronfenbrenner, U., 201

Brookmeyer, R., 261

Brooks-Gunn, J., 107

Brown, B. B., 104, 105

Brown, E. J., 335

Brown, E. R., 212

Brown, J. D., 86

Brown, L. K., 258

Brown, P., 200, 204, 208, 209, 211

Brownell, K. D., 377

Browne-Sperling, F., 53

Brug, J., 86

Brunswick, A. F., 42

Bryan, A. D., 40, 42, 50, 58

Bryant, C., 279

Buchanan, D. R., 4

Bull, F. C., 84, 85, 87, 89, 90

Burdine, J., 162, 170, 175, 195, 203

Burwell, L., 335

Butler, W. T., 328

Butterfoss, F., xi, 157, 166, 170,

171, 175, 176, 177, 181, 183,

185, 187, 200, 278

Byrne, D. K., 40, 44

C

Cabral, H., 327, 332

Caccioppo, J. T., 71, 74, 75, 76, 77,

78, 79, 81, 86, 89, 90, 92, 290

Callan, A., 130

Cameron, J., 365

Cameron, R., 177

Campbell, D. T., 72

Campbell, M. K., 86

Cantor, M. H., 132

Caplan, G., 132

Caprara, G. V., 354

Carey, K. B., 40, 53

Carey, M. P., 40, 51, 53

Carlaw, R., 161

Carleton, A. A., 6

Carleton, R., 161

Carlson, C., 105

Carol, L., 265

Carter, W. B., 5

Carton, J. S., 105

Carver, C. S., 291, 294

Cashman, S., 157, 187

Caskin, R. J., 200, 204, 208, 209,

211

Cassel, J. C., 127, 131, 132

Catalano, R. F., 109, 110

Catania, J. A., 42, 257, 323, 329,

334

Catapano, N., 40

Cates, W., 324

Celentano, D. D., 335

Cervero, R., 377

Chaiken, S., 71, 72, 75, 81, 92

Chan, S.S.W., 82

Chapman, N. J., 133, 135, 136, 140

Chapman-Walsh, D., 314, 331, 340

Chavis, C., 159, 160, 173

Chavis, D. M., 162, 176, 194, 197,

213, 215

Chawla, A., 171

Checkoway, B., 159, 162, 197, 198,

201, 210

Chen, L., 111

Cherry, C., 53

Chinman, M., 173, 178, 278

Chitwood, D. D., 42

Cialdini, R. B., 23

Clark, E. M., 84, 85, 87, 89, 90

Clark, M., 140

Clark, N., 171, 230

Clarke, F., 61

Claydon, E., 326

Clemetson, D. B., 336

Clemow, L., 21

Cline, R. J., 33

Coates, T. J., 5, 42, 43, 257, 297

Cobb, B. K., 331

Cochran, S. D., 324

Cohen, D., 363, 364, 380

Cohen, D. A., 106, 118

Cohen, J., 58, 323

Cohen, N., 350

backmatter.DiClemente  4/10/02  1:28 PM  Page 398



Name Index 399

Cohen, S., 294

Colditz, G., 237

Coleman, J. S., 231, 232, 234

Collins, B. E., 42, 71, 82, 93, 332

Collins, C., 323

Connell, R. W., 298, 305, 313, 314,

315, 316, 317, 319

Connor, M., 24

Conrad, D., 159

Cottrell, L. S., 137, 139, 198, 208

Cox, E., 230

Cox, F. M., 260

Coyle, D., 54

Crano, W. D., 78

Crawford, D. W., 105

Crisp, B., 179

Crocker, J. P., 209,

Cronkite, R. C., 291

Crosby, G. M., 331

Crosby, R. A., xi, 1, 255

Crump, A. D., 108

Csikszentmihalyi, M., 107

Cuite, C. L., 21, 258

Curran, J. W., 3,41

D

Darling, N., 101, 104, 105, 106,

108, 109, 110

Darrow, W., 279

Darwin, C., 352

Davis, A. Y., 332

Dawson, L., 128, 195

Dawson, N. E., 112

de Beauvoir, S., 314

de Bruyn, M., 324

De Vincenzi, I., 336

Dearlove, J., 374

DeBono, K. G., 85, 89

D’Emilio, J., 327

Denham, A., 137

DeNinno, J. A., 44

Dervatis, K. A., 58

DesJarlais, D. C., 7

DeVellis, B. M., 86

DeVillis, R. F., 86

deVries, H., 86

DeVroome, E.M.M., 40, 50

deWit, J.B.F., 40, 43

deZoysa, I., 1

Dickerson, A., 174

DiClemente, C., 8, 22, 84, 248, 257

DiClemente, R. J., 1, 4, 42, 43, 44,

54, 258, 298, 313, 317, 319,

320, 321, 325, 326, 328, 329,

331, 334, 335, 337

DiIorio, C., 335

Dill, A., 171

Dillman, D. A., 202

Dinh-Zarr, T., 171, 174

Dinoff, B. L., 82

Dishion, T. J., 108, 109

Dishman, R. K., 25

Doherty, S. T., 112, 113

Doll, L., 326

Dominguez, M. M., 105

Dornbusch, S. M., 104, 105, 106

Dowling, J., 158, 170

Doyle, J. K., 27

Doyle, W. J., 294

Dracup, K. D., 319, 320

Drisko, J., 195, 208

Drossaert, C.H.C., 82

Drucker, E., 326

Druley, J. A., 297

Dubois-Arber, G., 263

Duckett, S., 179

Dunkel-Schetter, C., 293

Durbin, D. L., 105

E

Eagly, A. H., 71, 72, 91, 92

Earls, F., 238, 242, 248

Earp, J. A., 127, 130, 140, 143, 150

Easterling, D., 195, 208

Edwards, K., 85

Edwards, W., 17

Ehrhardt, A. A., 42, 329

Eisenberger, R., 365

Eitel, P., 100, 103, 108

Elder, J. P., 358

Elkin, R. A., 79

Elliott, T. R., 82, 93

Elmore-Yalch, R., 92

Elshtain, J. B., 199, 213

Eng, E., 126, 127, 128, 129, 130,

137, 139, 140, 142, 143, 144,

145, 150, 195, 198, 230

Eng, T. R., 328

Ensel, W., 132, 133

Eric, K., 326

Ericksen, K. P., 328

Erlich, J. R., 260

Esman, M. J., 211

Evans, R. G., 214, 229

Exner, T. M., 42, 44, 329

F

Fabrigar, L. R., 81, 85

Fairbank, J. A., 292, 293, 303

Farley, T. A., 363, 364, 480

Farquhar, J. W., 6

Farrell, D., 84, 92

Farrow, J. A., 112

Fawcett, S. B., 127, 167, 170, 179

Fazio, R. H., 23

Feighery, E., 157

Felten, D. L., 350

Ferguson, S. A., 112, 113

Ferreros, C., 329

Ferster, C. B., 354

Feshback, S., 77

Fetro, J. V., 263

Fischer, J. L., 105

Fischoff, B., 306

Fishbein, M., 17, 42, 43, 45, 46, 53,

72, 74, 229, 260

Fisher, J., 5, 40, 41, 42, 43, 44, 45,

46, 47, 48, 49, 50, 54, 57, 58,

59, 61, 63, 64, 257, 297

Fisher, W. A., 5, 40, 41, 42, 43, 44,

47, 48, 49, 50, 54, 57, 61, 63,

64, 297

Fitzgerald, P., 45

Flax, V., 127, 130

Flay, B., 198

Fleisher, J. M., 324

Fleming, M. A., 85

Fleming, P. L., 336

Fletcher, A. C., 106

Florin, P., 159, 160, 170, 173, 174,

176, 177, 194

Foege, W. H., 4, 376

Folkman, S., 286, 295

Fong, G., 263, 328

Forster, J., 172

Forsyth, A. D., 51

Fortenberry, J. D., 5

Fortmann, S. P., 6

Foshee, V. A., 104, 105, 106

Foster-Fishman, P, 157, 167, 187

Foy, D. W., 292, 293, 303

Fraleigh, M. J., 104, 106

Francis, D. P., 3

backmatter.DiClemente  4/10/02  1:28 PM  Page 399



Francisco, V., 170

Frankl, V. E., 295

Freedman, E. B., 327

Freedy, J. R., 303

Freire, P., 213

Freudenberg, N., 198

Friedland, L., 215

Friedman, R., 173

Friedman, S. R., 7

Froland, C., 134

Fuchs, R., 24

Fukuyama, F., 199, 231, 232, 236

Fullerton, D., 44

Fullilove, M. T., 321, 328, 329

Fullilove, R., 321, 329

G

Galaskiewicz, J., 159

Gallagher, K., 195, 208

Gamble, D., 137

Gans, H., 133

Gardner, K., 127

Gardner, W. L., 290

Garkovich, L. E., 199, 210, 211

Garrett, L., 4

Gebers, M. A., 112

Geiger, H. J., 130

Gerstein, R., 229

Gewirtz, J. L., 353

Ghee, A., 82

Giamartino, G., 159

Gibson, D. R., 42

Gibson, J. O., 198

Gilman, C. P., 314

Gilmore, J., 61

Giovanucci, E., 237

Givel, M. S., 374

Glantz, S. A., 370, 371, 373, 374

Glanz, K., 3, 6, 7, 8, 150, 178, 195,

203, 255

Glasgow, K. L., 105

Glass, R., 215

Glass, T., 228, 246

Gleicher, F., 71

Glenn, S. S., 358, 359, 360

Glidewell, J., 174

Gluck, M., 41, 42, 43, 44

Goeppinger, J., 137

Goldman, L. K., 371

Goldman, R., 76

Gollwitzer, P., 24

400 Name Index

Gomez, C. A., 326, 333

Goodman, R., 160, 166, 170, 171,

173, 174, 175, 176, 177, 178,

181, 200, 246, 278

Goodstadt, M., 230

Gordon, J. R., 25

Gore, S., 127

Gorham, R., 377

Gottleib, B. H., 132

Gough, M., 177

Gourash, N., 133

Granovetter, M., 201

Gray, B., 159, 160, 161, 171

Gray, M. R., 104

Green, L., 150, 161, 177, 187, 194,

229, 251

Greenberg, J., 378

Greenwald, A. G., 85

Griffiths, W., ix

Grigorenko, E. L., 297

Gross, S. A., 321, 329

Grosskurth, H., 324

Guadagnoli, E., 22

Guinan, M. E., 41

Gulati, R., 159

Gussow, Z., 133

Guttentag, M., 333

Guttmacher, S., 7

Guttman, D., 132

Guydish, J., 7

Gwaltney, J. M., 294

H

Habicht, J. P., 1

Hafer, C. L., 92

Hage, J., 160, 161

Hagen, H., 7

Haggerty, K., 109, 110

Hall, E., 322

Hall, J. A., 258

Hall, W. N., 105

Hamburg, B., 133

Hammer, G. P., 21

Hammer, J. C., 45, 46

Hancock, T., 204

Hanenberg, R., 325

Hanenberg, S., 364

Hanifan, J. S., 235, 236

Hanlon, E., 268, 270, 274, 277

Hannan, P. J., 297

Hansen, W. B., 4, 260

Hardcastle, D. M., 258

Hare, M. L., 265, 278

Harkins, S. G., 90, 92

Harlan, C., 127, 136

Harlow, L. L., 42

Harman, J. J., 43, 61

Harrington, K., 331

Harris, Y. R., 104

Hartos, J. L., 100, 103, 117, 118

Harwood Group, 207, 208, 211

Hatch, J. W., 127, 130, 131

Haugtvedt, C. P., 77, 79

Hawe, P., 194, 197, 231, 244

Hawkins, J. D., 109, 110

Hayes, C. D., 258

Hayes, S. C., 350, 355

Haynes, K., 321, 325

Haynie, D. L., 100, 103

Hays, R. B., 297

Heaney, C. A., 3, 127, 140, 319

Heckman, T. G., 50

Hedeker, D., 20

Heesacker, M., 81

Heimer, R., 328

Hein, C., 105, 106

Heller, K., 137, 194

Helweg-Larsen, M., 42, 71, 82, 93,

334

Henriksen, L., 104, 105, 106

Herman, K., 172

Hickman, G. P., 106

Higgins, D. L., 238

Hill, A., 229

Hill, N. E., 105

Hillborne, L., 378

Hillery, G. A., 197, 200

Hillier, L., 105

Himmelman, A. T., 270

Himmler, M., 113

Hinton, I. D., 106

Hitchcock, P. J., 42

Hobfoll, I., 305

Hobfoll, S. E., 186, 285, 287, 291,

292, 294, 295, 296, 298, 299,

301, 304, 305

Hochbaum, G. M., ix, 1

Hoffer, T., 231, 232

Hofferth, S. L., 258

Hoffman, R., 255

Hogg, R. S., 61

Holahan, C. J., 291

Holahan, C. K., 291

backmatter.DiClemente  4/10/02  1:28 PM  Page 400



Name Index 401

Holbert, D., 137

Holden, D., 167

Hollis, R., 130

Holmbeck, G .N., 107

Holst, E., ix

Holtgrave, D. R., 41, 42, 297

Hopkins, R., 172, 174, 177, 197

Hospers, H. J., 86

House, J., 127, 294, 237

Houseman, C., 183

Hovell, M. F., 347, 358, 369, 378,

384

Hovland, C. I., 72, 73

Howard, M., 335

Howard-Pitney, B., 229

Hunter, F., 213

Hurley, D., 137

I

Ickovics, J., 297, 378

Imm, P., 173, 178, 278

Ironson, G., 303

Irvine, A. B., 109

Iscoe, I., 197

Isen, A. M., 81

Israel, B. A., 126, 127, 128, 130,

140, 150, 162, 195, 197, 198,

201, 210, 214

Ito, T. A., 290

J

Jaccard, J., 324

Jackson, A. E., 296, 299, 300, 301

Jackson, A. P., 296

Jackson, C., 104, 105, 106

Jackson, E. J., 130

Jacob, R. G., 367

Jacobson, A., 326

Jacobson, D., 167

Jakobson, J., 82

James, T. C., 296

Janis, I. L., 73, 77, 80

Janz, N. K., 17

Jarrell, M., 303

Jarvis, W.B.G., 74

Jazwinski, C., 44

Jefferies, B. C., 106

Jefferson, K. W., 53

Jelalian, E., 23

Jemmott, J., 263, 271, 328, 335

Jemmott, L. S., 263, 271, 328, 335

Jenson, P. S., 2

Jessor, R., 131

Jessor, S., 131

Jimerson, A., 268, 270, 274, 277

Johns, L., 127

Johnson, B. T., 51, 53, 91

Johnson, C., 171

Johnson, H. H., 137

Johnson, R. W., 44

Johnson, T., 195, 208

Jolin, M., 177

Jonah, B. A., 111, 112

Joseph, J. G., 44

K

Kaftarian, S. J., 260

Kahn, M. M., 131

Kahneman, D., 290

Kalichman, S. C., 40, 41, 51, 53,

258, 326

Kamenga, M., 335

Kanellis, M. J., 82

Kang, S. Y., 265

Kaniasty, K., 303

Kaplan, B. H., 127, 132

Kaplan, E. H., 328

Kaplan, R. M., 348

Karasek, R., 322

Kark, S. L., 128, 129

Kasprzyk, D., 5

Kastner, L., 255

Katz, A., ix

Kawachi, I., 215, 237, 248

Kay, B. J., 127

Kaye, G., 170, 181

Keane, T. M., 292, 293, 303

Keannin, A., 263

Kegeles, S., 257, 297, 326, 333

Kegler, M., xi, 1, 157, 162, 170,

171, 173, 174, 175, 176, 178,

179, 187

Kelley, H. H., 73

Kelley, K., 40, 44

Kelly, J. A., 41, 42, 43, 45, 46, 51,

297

Kennedy, B. P., 215, 248

Kennedy, C. A., 335

Kennedy, M., xi, 255, 265, 268,

270, 278

Kent, L. A., 110

Kerlinger, F. N., 3

Kerman, B., 174

Kerssens, J. J., 82

Ketterer, R. F., 137

Khoshnood, K., 328

Killilea, M., 131, 132, 133

Kilpatrick, D. G., 303

Kimble, D. L., 40, 297

King, B. T., 80

King, D. W., 292, 293, 303

King, L. A., 292, 293, 303

Kingsbury, L., 261

Kingsley, G. T., 198

Kinne, S., 161, 195, 197, 230

Kintsfather, D., 82

Kirby, D., 42, 54, 263

Kirscht, J. P., 17

Klayman, J., 24

Klein, D. J., 81

Klepp, K. I., 297

Klotz, M. L., 23

Knetsch, J., 85

Knight, E., 137

Knutsen, A. L., ix

Ko, M., 113

Kohn, H., 58

Kok, G., 258

Konings, E., 263

Kosterman, R., 109, 110

Kotler, P., 258

Kowalski, R. M., 82

Kretzman, K.L., 197

Kreuter, M., xi, 84, 85, 87, 89, 90,

150, 161, 170, 177, 178, 179,

228, 229, 237, 240, 251, 260

Krosnik, J. A., 72, 77, 79, 91, 93

Kugler, J. P., 5

Kumpfer, K., 172, 174, 177

Kunasol, P., 325, 364

Kuo, W., 132, 133

L

Labelle, J., 229

Labonte, R., 137, 162, 200

Laga, M., 263

Lamal, P. A., 358

Lamborn, S. D., 104, 105

Landis, K., 237, 294

Lando, H. A., 229

Lane, C., 291, 294

Larsen, J. T., 290

backmatter.DiClemente  4/10/02  1:28 PM  Page 401



Larson, R., 107

Lasater, T., 161

Lasker, R., 167, 170, 175, 176

Lavelle, J. M., 369

Lavin, J., 291, 292, 295, 296, 299,

300, 301

Lavine, H., 89

Lazarus, R. S., 286

Leaf, W. A., 112, 113

Lebedeck, M., 367

Lee, T., 133

Lefebre, C., 258

Lefebvre, R., 161

Legio, V., 127

Leiderman, H., 104, 106

Leigh, B. C., 329

Leippe, M. R., 79

Leland, N., 263

Lemann, N., 235

Leshabari, M. T., 297

Lett, J., 203

Leupker, R. V., 6, 161

Levin, L. S., ix

Levine, O. H., 296

Levine, S., 214

Leviton, L. C., 44

Levy, M. R., 137

Lewis, F. M., 2

Lewko, J. H., 105, 106

Lezin, N., xi, 170, 177, 178, 179,

228, 237, 240, 260

Li, G., 111

Liao, J., 258, 261

Liau, A., 5

Librett, J., 172, 174, 177, 197

Lieberman, J., 294

Lilly, R. S., 291, 294

Lin, N., 133

Lingafelter, T., 144

Litwak, E. 133

Lloyd, J. W., 361

Lochner, K., 248

Lockhart, L. K., 82

Logan, L. L., 82

Loken, B., 229

Look, V., 178

Lopez, A. D., 4

Lorig, K., 1

Lounsbury, D., 167

Love, M. B., 127

Lovelace, K., 130

Lowry, D. T., 327

402 Name Index

Lumsdaine, A. A., 72

Lund, A. K., 113

Lyimo, B. A., 297

Lyon, J. E., 21, 27, 258

M

MacArthur Foundation, 205

Macaskill, P., 229

Maccoby, E. E., 101, 103, 104

MacGregor, C., 112, 113

MacKenzie, J. E., 296

Mackie, D. M., 85

MacLeod, S., 229

MacNair, R. R., 82, 93

Madden, T. J., 17, 24

Madsen, R., 197

Magura, S., 265

Maheswaran, D., 81

Maiback, E., 367

Maisto, S. A., 51

Malagodi, E. F., 358, 359, 360

Malek, S., 157, 162, 171, 173, 174,

175, 176

Mallory, C., 131

Malloy, T. E., 40, 41, 50, 297

Mann, P., 133

Mansergh, G., 171

Mantzicopoulos, P. Y., 105, 119

Marin, B. V., 326, 333, 334

Marlatt, G. A., 25

Marsh, K. L., 53

Martin, D., 171, 174

Martin, J. A., 101, 103, 104

Martin, W., 375

Martines, J., 1

Martinez, T., 40

Masters, C., 303

Mattessich, P., 198

Mauro, C. F., 104

Mayne, L., 127, 130

Mays, V. M., 324

McCaffree, K. A., 271

McCaul, K. D., 82, 84

McClelland, G. H., 27

McClusky, J. J., 105

McCoy, J. K., 332

McDermott, N., 177

McElroy, K. R., 3, 6

McGinnis, J. M., 4, 376

McGrath, J. E., 285

McKenry, P. C., 106

McKenzie-Mohr, D., 263

McKinlay, J. B., 4

McKinlay, S. M., 4

McKnight, J., 137

McLeroy, K., 4, 7, 150, 157, 162,

170, 171, 173, 174, 175, 176,

178, 195, 203, 214, 205, 230,

255

McMillan, B., 174

McMillan, D. W., 197

McNeely, J. B., 198

Meichenbaum, D., 25

Meier, R., 173

Mermelstein, R. J., 20

Metzler, C. W., 109

Michels, T. C., 5

Middlestadt, S. E., 17, 42, 45

Milio, N., 161

Miller, B. C., 332

Miller, K., 331

Miller, M., 23

Miller, R., 167, 170, 175, 176

Milward, H., 159

Minkler, M., 162, 194, 258, 259

Minkoff, H., 324

Mischke, G., 159

Misovich, S. J., 40, 41, 42, 44, 45,

297

Mitchell, R., 137, 170, 174, 177

Mittelmark, M., 161, 179

Mizrahi, T., 173

Mizruchi, M., 159

Mizuno, Y., 255, 268, 272

Monnier, J., 304

Monsey, B., 198

Montaner, S. G., 61

Montano, D. E., 5, 258

Montgomery, S., 171

Moore, S. M., 333

Moos, R., 173, 278, 291

Morone, J. A., 229

Morrill, A. C., 297

Morris, K. J., 74

Morrisey, E., 178, 278

Morrongiello, B. A., 105

Morrow, A. L., 183, 185

Moser, D. K., 319, 320

Moses, L. E., 328

Mosher, W. D., 341

Moss, G. B., 336

Moss, N., 131

Mosskowitz, J. T., 295

backmatter.DiClemente  4/10/02  1:28 PM  Page 402



Name Index 403

Mounts, N. S., 104, 105, 106

Muellerleile, P. A., 53

Mulvey, E. P., 255

Mulvihill, C., 82

Murphy, D. A., 41

Murray, C.J.L., 4

Murray, D. M., 40, 41, 58, 59

Mustard, F., 229

Mutrie, N., 377

Myllyluoma, J., 268

Myrtle, R. C., 261

N

Nadler, A., 294

Najera, L. G., 127

Naparstek, A. J., 131, 133

National Civic League, 198, 208

National Research Council, 262

Ndeki, S. S., 297

Nelson, G., 171

Neuhaus, R. J., 197, 201

Newcomb, M. D., 334

Newcomer, S., 332

Nisbett, R., 23

Norcross, J. C., 8, 84

Norman, P., 24

Norman, R. V., 196, 199

Normand, J., 328

Norris, F. H., 303

Norton, B., 179

Nowak, G., 265, 278

Nuckolls, K. B., 127, 132

Nurmi, J., 105

Nuttin, J. M., 86

O

Oakley, A., 44

Obertynski, M. A., 92

Ocasio, W., 159

O’Connell, B., 202

O’Donnell, H. J., 158, 170

Offir, J. T., 45, 46

Ogden, L., 256, 262, 274

Oh-Hwang, Y., 105, 119

Oja, P., 377

O’Keefe, E., 328

Oldenberg, B., 258

Olevitch, L. 84, 92

Olson, T. D., 332

O’Malley, M. S., 143

Onatsu-Arvilomi, T., 105

O’Reilly, K. R., 324

Orpinas, P., 354

Orr, S. T., 335

Orshansky, M., 322

O’Shaughnessy, M. V., 61

Ostrow, D. G., 44

Oswald, D. L., 84, 85, 87, 89, 90

Otten, M., 378

Outlaw, F. H., 335

Owen, N., 6, 7, 255

P

Paccaud, F., 263

Padian, N., 336

Paikoff, R. L., 107

Paine, A., 170

Paine-Andrews, A., 127

Pancoast, D. L., 133, 135, 136, 140

Parcel, G. S., 198, 258

Parish, T. S., 105

Park, B. A., 258

Parker, E. A., 126, 127, 130, 136,

137, 139, 144, 145, 150, 230

Parker, E. L., 214

Parks, C. P., 130

Parmley, W. W., 370

Paronen, O., 377

Parra, W. C., 41

Passik, R. J., 258

Pastorelli, C., 354

Patrick, D. L., 214

Patterson, G. R., 108, 109

Paulson, S. E., 106, 118

Peat, F. D., 4

Pechacek, T., 229

Pelto, G., 1

Penner, S., 160

Pentz, M., 171

Perdergast, K., 167

Perkins, D., 159, 162

Perloff, R. M., 86

Perry, C. L., 258

Peterson, G., 161

Peterson, J. L., 322, 329, 334

Peterson, R. F., 353

Petty, R. A., 77

Petty, R. E., xi, 71, 73, 74, 75, 76,

77, 79, 81, 85, 86, 89, 90, 91,

92, 93, 98

Petty, R. G., 78, 90

Picciano, J. F., 326

Pierce, C. A., 305

Pierce, G., 294

Pierce, J. P., 229

Pierce, W. D., 365

Pitts, S. C., 54

Pivnik, A., 326

Plaut, T., 132, 137

Ponton, L. E., 4

Poole, D. L., 198

Popachuk, W. R., 209

Popp, D., 43

Portes, A., 231, 232, 233, 236

Potvin, L., 201, 230

Powers, C. H., 199

Prentice-Dunn, S., 17, 24

Presby, J. E., 212

Presley-Cantrell, L. 131

Prestby, J., 159, 160, 173, 176, 183

Preusser, D. F., 111, 112, 113

Prochaska, J., 8, 22, 42, 84, 248,

257

Propert, K., 5, 258

Prosser, E. C., 105

Prothrow-Smith, D., 215, 248

Provan, K., 159

Putnam, R. D., 172, 197, 209, 215,

231, 232, 233, 234, 235, 236,

240

Q

Qualls, N. L., 41

Quinlan, K. B., 82, 84

Quinn, S. C., 137, 332

R

Rabin, B. S., 294

Rabkin, J. G., 307

Raisinski, K. A., 242

Raj, A., 315, 319

Raleigh, R., 113

Ramirez-Valles, J., 334

Rappaport, J., 162, 197

Raudenbush, S. W., 238, 242, 248

Rauscher, G., 143

Redding, C. A., 42

Reid, J. R., 108

Reininger, B., 171, 174

Reissman, F., 132

Replogle, M., 384

backmatter.DiClemente  4/10/02  1:28 PM  Page 403



Reppucci, N. D., 255

Resnick, H. S., 303

Resnick, I., 194

Reynolds, C. H., 196, 199

Reynolds, K. L., 92

Rice, J., 106, 118

Rich, R., 159, 160, 173, 176

Richman, S. A., 77

Ricketts, T., 196, 219

Rimer, B. K., 2

Rimm, E., 237

Rini, C. K., 293

Ritter, P. L., 104, 105, 106

Roberts, D. F., 104, 106

Roberts, N. E., 27

Roberts-DeGennaro, M., 160, 177

Robertson, A., 162

Robinson, B. K., 127

Robinson, J., 140

Rochlin, L., 258

Rodin, J., 297

Roffman, R. A., 326

Rogers, E. M., 6, 257, 262

Rogers, R. W., 17, 24

Rogers, T., 157, 198

Rohe, W., 239, 243, 248

Rohrbach, L., 171

Romanowicz, P. A., 112

Ronanapithayakorn, W., 325, 364

Ronis, D. L., 17

Rootman, I., 230

Rose, G., 214

Rose, R., 247

Rosen, C. S., 82, 91

Rosen, G., 214

Rosenbaum, J., 268, 270, 274, 277

Rosenberg, M., 294

Rosenberg, P. S., 261

Rosenstock, I. M., 17, 42, 46, 258

Rosenthal, B., 173

Rosenthal, D. A., 333

Rosenthal, E., 41, 42, 43, 44

Rosenthal, J., 183, 185

Rosenthal, L. H., 42

Ross, L., 23

Rossi, J. S., 22, 42

Rothman, A., 19, 20

Rothman, A. J., 77

Rothman, J., 260

Rounds, K. A., 128

Roussos, S., 167, 179

Roter, D. L., 258

404 Name Index

Rubin, J. Z., 23

Rugg, D., 357

Russos, S., 369

Rutten, A., 6, 7

S

Saladin, M. E., 303

Salber, E. J., 128, 130, 140

Sallis, J. F., 6, 7, 255, 258

Sampson, R. J., 238, 242, 248

Sanchez, V., 174

Sandler, R. S., 86

Sandman, C. A., 293

Sandman, P. M., 8, 9, 16, 21, 23,

25, 27, 84, 258

Sanford, T.G.M., 40

Santelli, J., 335

Saran, A., 131

Sarason, B., 294

Sarason, I., 294

Sarason, S. B., 197

Saunders, B. E., 303

Saylor, K., 108

Scaffa, M., 113

Schechter, C., 265, 278

Schechter, W. H., 209

Scheier, M. F., 291, 294

Schlozman, K.L., 235

Schröder, K.E.E., 296, 301

Schroeder, S. T., 368

Schultz, A., 162, 214

Schulz, A. J., 150

Schulze, W. D., 27

Schumaker, J., 365

Schumann, D. W., 77, 79

Schumm, J., 285

Schurg, R., 305

Schuster, J., 140

Schwab, M., 230

Schwartz, A., 324

Schwartz, J., 5

Schwartz, N., 77

Schwarzer, R., 24

Scott, C. G., 79, 82, 91

Scribner, R., 363, 364, 480

Scrimshaw, S., 82

Seal, D. W., 42, 329

Seals, B., 265, 268, 278

Secord, P. F., 333

Senge, P., 213

Senie, R., 324

Service, C., 128, 130, 140

Seydel, E. R., 82

Shanas, E., 132

Shapiro, J. L., 265

Sharfman, M., 159

Shattuck, T., 113

Shavitt, S., 85

Shaw, D., 303

Shea, S., 161

Shearin, E., 294

Sheer, V. C., 331

Shepherd, J. B., 299, 300

Shepherd, M., 256, 262, 274

Sherman, J. A., 353, 365

Shervington, D. O., 328

Shidler, J. A., 327

Shiell, A., 231, 244

Shortell, S., 159

Sidera, J., 89

Siegel, S., 350, 351

Sikkema, K. L., 41, 50

Silcox, J., 58

Simeone, R., 132, 133

Simmonds, S. F., 81

Simons-Morton, B. G., 100, 108,

117, 118

Sinicrope, P., 171, 174

Sionean, C., 331

Sirianni, C., 215

Sivacek, J., 78

Skinner, B. F., 350, 351, 353, 354,

358

Skinner, C. S., 86

Skoner, D. P., 294

Skumanich, S., 82

Slade, P., 82

Slavin, R. E., 361

Slicker, E. K., 106, 119

Smedley, B. D., 2, 4, 6, 7, 209

Smith, B., 259, 276

Smith, G., 197

Smith, J., 127, 140, 142, 143

Smith, N. K., 290

Smith, S. M., 77

Smith, W. A., 256, 262, 274

Smolkowski, K., 109

Snyder, M., 85, 89

Sofaer, S., 159, 261, 270

Sokal, D., 325, 364

Sorensen, G., 322

Sorensen, J. R., 1

Spasoff, T., 229

backmatter.DiClemente  4/10/02  1:28 PM  Page 404



Name Index 405

Speer, P. W., 194

Spellerberg, A., 247

Spoth, R., 109, 110

Sprecht, H., 157, 172

Springett, J., 230

St. Lawrence, J. S., 45, 46, 53, 330

Stall, R., 329

Stamatiadis, N., 113

Stanley, J. C., 72

Stattin, H., 105

Steckler, A., 6, 7, 150, 157, 162,

171, 173, 174, 175, 176, 178,

194, 195, 203, 255

Steckler, A. B., 128

Steenhaus, I., 86

Stein, R., 159

Steinberg, L., 101, 104, 105, 106,

107, 108, 109, 110

Steuart, G. W., ix, 128, 129, 144,

150

Stevenson, J., 170, 174, 177

Stewart, G., 127

Stingle, K. G., 353

Stoddart, G. L., 214

Stokols, D., 150, 161

Stone, W., 248

Stover, D. L., 270

Strage, A., 105, 106

Strand, J., 255, 265, 268, 270, 274,

277, 278

Strathman, A. J., 77

Strecher, V. J., 42, 86, 258

Streuning, E. L., 307

Stunkard, A. J., 377

Sullivan, W. M., 197

Sumartojo, E., 263

Sutton, S. R., 17, 19, 84

Swartz, J., 258

Swenson, R. M., 322

Swerissen, H., 179

Swidler, A., 197

Swift, R., 113

Syme, S. L., 2, 4, 6, 7, 209, 230

Szelenyi, I., 133

T

Taplin, S. H., 258

Taplin, S. M., 5

Tarlov, A. R., 214

Taylor, L. C., 106

Taylor, M., 232

Taylor, S., 86, 174, 176, 260

Taylor, T. K., 108, 109

Tempkin, K., 239, 243, 248

Terrell, F., 330

Terrell, S. L., 330

Tesh, S., 161

Tessaro, I., 142, 143

Tetlock, P. E., 92

Thaler, R., 85

Theorell, T., 322

Thoits, P. A., 288

Thomas, J. C., 127, 140, 150

Thomas, S. B., 332

Thompson, B., 161, 195, 197

Thurman, S. L., 53

Tipton, S. M., 197

Tocqueville, A., 196

Torczyner, J. L., 157, 172

Tormala, Z. L., 74, 81, 92, 270

Tourangeau, R., 242

Tracy, G. S., 133

Traynor, M. P., 373

Triandis, H. C., 72

Trocki, K. F., 328

Tropman, J. E., 260

Trostle, J., 130

Troyer, L., 105

Tschann, J. M., 326, 333

Turk, D. C., 25

Turner, C., 172, 174, 177, 197

Turner, J. H., 199

Tversky, A., 290

Twiss, J., 178

U

Ubel, P. A., 5

Udry, J. R., 332

Ulmer, R. G., 111

Umberson, D., 237, 294

Upchurch, D. M., 324

Uphoff, N. T., 203, 211

Uppal, S., 105

Urban, N., 230

V

Valdiserri, R. O., 41, 44

van der Kolk, B. A., 291

Van Assema, P. 86

van Ryn, M., 3, 319

van Yperen, E. M., 82

Vaughn, R. D., 54

Vaux, A., 294

Velicer, W. F., 22, 42

Venkatesh, S., 200, 204, 208, 209,

211

Verba, S., 235

Verbrugge, L. M., 322

Viadro, C., 127, 130

Vidal, A., 200, 204, 208, 209, 211

Vlahov, D., 328

Vliet, M., 170

Vuori, I. M., 377

W

Wadhwa, P. D., 293

Wagstaff, D. A., 50

Waldo, R., 5

Walker, R., 177

Wallace, C. M., 332

Wallace, R. A., 3

Wallander, J. L., 2, 4

Wallerstein, N., 14, 164, 194, 198,

230, 258, 259

Walsh, D. C., 214

Walter, H., 54

Wandersman, A., 159, 160, 166,

170, 171, 173, 174, 175, 176,

177, 178, 181, 183, 200, 212,

260, 270, 278

Warner, K. E., 7

Warren, D. I., 132, 133

Warren, R. L., 132, 133

Warren, R., 213

Wasserheit, J., 324, 333

Watkins, E. L., 130, 140

Watson, J., 229

Webster, J. D., 185

Wecchsler, H., 238

Weeks, K. A., 20

Wegener, D. T., 74, 76, 81, 98

Weinhardt, L. S., 40, 53

Weinstein, B., 40

Weinstein, N. D., 8, 9, 16, 17, 19,

20, 21, 23, 24, 25, 27, 84, 258

Weisman, C. S., 326

Weiss, E., 167, 170, 175, 176

Weisskotten, D. R., 82

Weissman, M., 334

Weitzman, E. R., 238

Wells, G. L. 74, 92

Wells, J., 291, 292, 295

backmatter.DiClemente  4/10/02  1:28 PM  Page 405



Wenger, N., 378

West, S. G., 54

Wheeler, S. C., xi, 71, 75, 85, 91,

92

Whetten, D., 160

White, L. A., 44

Whitt, M., 160, 166

Wickizer, T. M., 214

Wilber, K., 251

Wilkinson, D. Y., 127

Willerford, D. M., 336

Williams, A. F., 111, 112, 113

Williams, D. R., 323

Williams, K. D., 92

Williams, R. L., 360

Williams, S. S., 41, 44, 45, 46

Williams, W. F., 112, 113

Wills, T. A., 294

Wilson, M. N., 106

Wilson, S.H., 360

Wilson, T., 61

Winett, E. A., 50

406 Name Index

Wingood, G. M., 43, 44, 258, 298,

313, 317, 319, 320, 321, 325,

326, 329, 334, 337

Wingood, R. J., 331, 335, 339

Witsotzky, M., 162, 170, 175, 195,

203

Wolf, A., 3

Wolff, T., 157, 170, 171, 181

Wolfson, M., 172

Wølner-Hanssen, P., 333

Wolpe, J., 300

Wood, D., 159, 160

Worth, L. T., 85

Wortley, P. M., 336

Wright, E. M., 51

Wyatt, G. E., 326

Y

Yalch, R. F., 92

Yin, R. K., 274

Yip, B., 61

Yoder, B., 82, 93

Young, L., 170, 177, 178, 179, 228,

237, 240

Young, R., 128, 130, 140

Young, S., 305

Yu, K., 108

Z

Zador, P. L., 112

Zaidi, A., 378

Zaltman, Z., 258

Zanna, M. P., 23

Zaza, S., 269

Zhu, K., 110

Zimet, G. D., 5, 258

Zimmerman, M., 162, 197, 334

Zippay, A., 194

Zucker, D., 273

Zuckerman, B., 327, 332

backmatter.DiClemente  4/10/02  1:28 PM  Page 406



SUBJECT INDEX

407

A

Academy for Education Develop-

ment (AED): BEHAVE logic

model of, 274; and Prevention

Marketing Initiative, 263, 264,

269, 271

Adolescent delinquency, and report

card contingency system,

364–365

Adolescent health behavior: and 

alcohol/tobacco use, 108,

238–239; and Authoritative

Parenting Model, 107–110;

and driving risks, 110–120;

HIV risk-reduction interven-

tions, 263, 264–273

African American communities:

case study of SISTA project in,

337–340; public health system

and, 130–131, 332–333; and

women’s HIV risk exposures,

327, 323, 331, 332–333

AIDS (acquired immunodeficiency

syndrome), 16–17, 338; and

poverty, 322. See also HIV (hu-

man immunodeficiency virus)

Alcohol abuse interventions: and

community coalitions, 185; and

social capital, 238–239; for

teens, 108

American Lung Association (ALA),

28

Applied behavioral analysis, and

functional contextualism,

349–350

Attitudes: measurement of, 72; as

theoretical construct of behav-

ior, 71–72

Authoritative parenting, 101–106;

and achievement orientation or

motivation, 105; and adoles-

cent outcomes, 109; and

health-risk behaviors, 106; and

instrumental competence,

104–106; measures for, 107;

and school performance, 106;

and teen driving risks, 113

Authoritative Parenting Model,

100–120; applied to adolescent

health behavior, 107–110; ap-

plied to extensions of, 118–120;

overview of, 9; and strategies

for authoritative parenting,

115–118; and Young Drivers

Intervention Study, 119, 120

Authoritative teaching concept,

119–120

B

Behavior analysis, and functional

contextualism, 349–350

Behavior change: central and pe-

ripheral route cognitive pro-

cessing in, 9, 73–75, 77–78,

79–80; and community change

approach, 161–162; focused on

general patterns versus specific

acts, 43; and general model for

health behavior change, 40;

individual-focused, 161; tradi-

tional approach to 17–18.

See also specific interventions

Behavior Decision Theory, 306

Behavioral and social science the-

ory: and biomedical technol-

ogy, 3; community-level

approaches in, 6–7; develop-

ment trajectory of, 5–8; expan-

sion and refinement of, 4;
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Behavioral and social science 

theory, continued

individual–level approaches in,

5–6, 8; generalizability and

testability of, 3; health promo-

tion role of, 2–4; and health-

protective behaviors, 1–2;

multidisciplinary approach in,

11; and policy- and social-level

determinants of health, 7; and

researcher bias, 4; traditional

approach to health behavior

change in, 17–18. See also specific

theories; Emerging theories in

health promotion

Behavioral Ecological Model, 362–

380; applied to schools and fam-

ilies, 364–366; applied to to-

bacco control program, 370–

376; and behavioral science, 12,

348–349; and classroom group

and cooperative contingencies,

350–361; and cultural contin-

gencies, 358–359, 364; empiri-

cal investigations of, 362–364,

370–379, 380; environmental

metacontingencies in, 362–364,

379; foundation and basic prin-

ciples of, 350–353; generalized

response classes in, 353–356;

and high-density contingencies,

369–370; imitation and mental-

ist explanations in, 353–354;

and manipulable environmental

variables, 351; and media 

reinforcement, 366–369; and

medical services, 369; metacon-

tingencies in, 359–362, 369–

370; and natural sciences, 347–

350; overgeneralizations in, 356;

overview of, 12; physical activity

applications of, 12, 376–377,

380; population and density of

encounters in, 361–362, 368;

reinforcing contingencies in,

354, 358–362; respondent and

operant conditioning in, 350–

353; rule-governed behavior

and competitive contingencies

in, 12, 355–356; selectionist ex-

planations of behavior in, 352–

353; single prediction equation

in, 17–18

408 Subject Index

Behavioral science: association er-

rors in, 349; and behavior

analysis, 349–350; circular logic

in, 348–349; and common logi-

cal errors, 348–349; hierarchical

selection in, 349–350; objectiv-

ity and manipulable variables

in, 348; reification and mental-

ism in, 348; teleological error in,

349

Best practices: and community

coalitions, 177–178; in health

promotion program selection,

391–392

Biomedical technology, and theory-

guided interventions, 3

Black church, natural helping inter-

ventions in, 130–131

Block Booster Project (New York

City), 159

Bowling Alone: The Collapse and Revival

of the American Community,

233–234

Breast cancer screening interven-

tions, 127; and natural helper

model, 142–143; and Precau-

tion Adoption Process Model,

25–26

Breast self-examination, and Infor-

mation-Motivation-Behavioral

Skills Model, 58, 59fig

C

California Tobacco Control Pro-

gram, 370–376; and counter-

contingencies, 373; ecological

model of, 375; efficacy of, 372–

373; and environmental tobacco

smoke exposure, 370, 372; and

financial contingencies, 373–

375; local–level activities of,

371–372; media campaign 

of, 371; objective and initiatives

of, 370–371; and Propositions

10 and 28, 376

California Tobacco Related Disease

Research Program, 371, 374

Cardiovascular disease prevention

coalitions, 161

Cathexis, defined, 12

Centers for Disease Control and

Prevention, 42, 127, 196;

Division of Adolescent School

Health, 268; and HIV threat,

261–262; National Immuniza-

tion Program, 180; Planned 

Approach to Community

Health, 161; REACH initiative,

172. See also Prevention Market-

ing Initiative

Chronic disease, lifestyle factors in,

347–348

Civic Index, 208

Clinical models: and culturally

based contingencies, 357; and

public health model, 356–358

Communicable disease, and behav-

ioral interventions, 4

Community, concept of, 196–197

Community Benchmark Survey,

209

Community capacity: as commu-

nity health improvement means,

195; and consensual politics,

200–201; definition of commu-

nity boundaries in, 201–202;

definitions of, 204–205; insider

versus outsider point of view in,

203–204; issue focus in, 204; as

outcome of public health inter-

ventions, 195, 198; social system

stability in, 202–203; value-free

conceptualization of, 198–199

Community capacity theory,

194–222; civic capital in, 208,

212–213; collaborative interor-

ganizational structures in, 210–

211, 219; and community ca-

pacity health improvement

model, 214–218fig; and commu-

nity coalitions, 79, 203; commu-

nity composition in, 202;

community concept in, 196–

197; community resources in,

209–210; concept of social rela-

tionships in, 210; construct di-

mensions of, 205–213, 219;

ethical issues in, 221; funda-

mental assumptions in, 198–

204; and future research, 218–

221; leadership quality and de-

velopment in, 211–212; learn-

ing culture in, 213; level of

analysis in, 199–200, 219;

measurement issues in, 196,
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218–220, 222; and mobilization

of resources, 195, 204; and 

nature of community capacity,

197–205; overview of, 10; and

population health improvement

case study, 214–218; public 

capital in, 208; and ranking of

communities, 221; and research

framework development, 222–

223; skill and knowledge levels

in, 209; social capital in, 208–

209; and social networks, 200,

210–211, 219; and social orga-

nization theory, 200; value 

system in, 213; voluntary associ-

ational life in, 211, 219

Community Coalition Action 

Theory, 163–179; applied to

children’s immunization pro-

gram, 180–185; and case study

methodology, 186; construct

complexity in, 186; contextual

factors of community in, 166;

empirical support for, 167–170;

and future critical health issues,

162; and institutional theory,

159; and interorganizational 

relations research, 159–161;

and network development

model, 161; origins and roots of,

158–161; and partnership syn-

ergy, 187; and political science

theory, 159; practice-proven

propositions in, 167, 170–179;

propositions and rationale, 164–

165tab; and resource depen-

dence theory, 159; and social

ecological model, 162; strengths

and limitations of, 185–186

Community coalition(s), 10, 79,

203; as agency or foundation re-

quirement, 162; assessment and

planning process, 177; and best

practices or evidence-based in-

terventions, 177–178; and block

organizations, 159; characteris-

tics of, 166; and community 

capacity, 179; and community

change, 178; community em-

powerment as basis of, 162;

conflict management in, 173;

defined, 157; diversity in, 172;

environment impact on, 170–

171; focus on quick wins and

easier interventions in, 178,

179; formal structure of, 175;

formation and growth of,

160–161; health and social 

outcomes in, 178–179; imple-

mentation, 176, 177–178; insti-

tutionalization of, 167; lead

agency or convener group in,

171–172; leadership and staff-

ing, 174–175, 176; members,

159, 166, 172, 176–177; and

membership costs and benefits,

160–161, 173; operations and

processes, 172–174; organiza-

tional climate of, 173–174; out-

comes, 167, 178, 187; resource

mobilization or pooling in, 175–

176; stages of collaboration in,

161, 166–167, 179; tasks, 170

Community development concept,

158–159

Community health and compe-

tence: and action-oriented com-

munity diagnosis procedure,

129–130; and community coali-

tions, 162; concept, 137; dimen-

sions of, 138–139tab; empirical

studies of, 137–140; and lay

health adviser interventions,

127–128; natural helper model

applied to, 126–151

Community in America, 99

Community Intervention Trial for

Smoking Cessation, 6

Community participation, defined,

159

Community support system, de-

fined, 131

Community-based health promo-

tion and interventions, 6–7;

community change approach in,

161–162; and community coali-

tions, 10, 157–187; effectiveness

and effectiveness evaluation of,

229–231; growth in, 161; in-

creased emphasis on, 194; indi-

vidual–focused behavior change

efforts in, 161; and local com-

munity or local control notions,

229; measurement complexity

in, 230; and natural helper

models, 10, 126–151; and 

nature of community relation-

ships, 194–195; principles of

collaboration and participation

in, 229; and social capital 

theory, 11

Condom use and promotion, 7,

127, 298, 300–301, 325, 364,

378; adolescent, 265; and cul-

tural norms, 333–334; family

influences on, 331–332; and 

female condom, 328, 329–330;

among prostitutes, 323; women

and, 322–325, 326, 327, 328,

331, 333, 334. See also Preven-

tion Marketing Initiative

Confirmation bias, 23–24

Conservation of Resources Theory,

285–308; and cognitive-

evolutionary evidence, 289–291;

and decision-making theories,

306–307; definitions of stress

and coping in, 286, 187; devel-

opment and rationale, 285–289;

differential effects of positive

versus negative changes in, 288;

empirical evidence for, 289–

295; empowerment and self-

efficacy in, 298; and future 

research directions, 302–308;

and Gender and Power theory,

298, 305; HIV prevention and,

295–302; and homeostatic or

transactional models of stress,

285–286; and Information-

Motivation-Behavioral Skills

Model, 306; integration with

other emerging theories, 305–

307; loss spirals in, 288, 292–

293; objective and perceived 

environment in, 285–287; and

personal resources as buffers 

to loss, 293–294; principles of

resource loss and resource gain

in, 289–295; and psychosocial

outcomes research, 291; and

public health promotion, 288–

289, 291–293; resource-driven

behavior change in, 296–299;

resources defined in, 287–288;

stress and coping in, 287; theo-

retical overlap and limitations

of, 307–308; and trauma events

or interventions, 303–305; and 
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Conservation of Resources Theory,

continued

traumatic or posttraumatic

stress disorders, 291, 292, 303

Consortium for the Immunization

of Norfolk’s Children (CINCH):

extensions of, 184–185; funding

of, 180, 183; implementation

and outcomes of, 184; lead

agency or convener group of,

181; leadership and staffing of,

182; membership and structure

of, 181, 182–183; needs assess-

ment and plan development in,

183–184; operations and pro-

cesses of, 181

Continuum theories, single predic-

tion equation in, 17–18

Contraception. See Condom use

and promotion

Coronary vascular disease: and

community-level intervention

trials, 6; and theory-guided 

interventions, 3

Cross-cultural utility, empirical 

evidence of, 394

Cultural difference, and theory 

application, 393–394

D

Decision-making theories, and 

Conservation of Resources 

theory, 306–307

Department of Health and Human

Services, goals and objectives of,

1

Diffusion of innovations theory,

262, 386

Drug use interventions, 7–8; and

community coalitions, 185

E

Ecological models, 162, 195, 375.

See also Behavioral Ecological

Model

Elaboration Likelihood Model of

Persuasion, 9, 71–94, 306–307,

388; and argument-quality ma-

nipulations, 91; assessment of

intervention in, 93; and 

attitude-behavior consistency,

410 Subject Index

78; central route cognitive pro-

cessing in, 9, 73–74, 77–78,

79–80; conditions for effortful

processing in, 74; empirical 

support for central-peripheral

distinction in, 76; health com-

munication utility of, 82–91;

hybrid strategy in, 80; and mes-

sage elaboration, 91–92; and

message tailoring, 84–91; mood

and persuasion in, 80–81; multi-

ple roles of variables in, 80–81;

and need for cognition, 78–79;

overview of, 9, 73; peripheral

route cognitive processing in, 9,

73, 74–75, 79–80; and practi-

tioner implications, 91–93;

schematic depiction of, 82, 83fig;

scientific research background

of, 72–73; utility of, 84; vari-

ables influencing motivation

and ability in, 76–81

Emerging theories in health promo-

tion, 386–394; application issues

of, 393–394; based on widely-

accepted practices, 389; and

best practices criteria, 391–392;

challenges to, 389–392; cultural

context in, 393–394; develop-

ment of, 386–389; empirical

support for, 390, 391, 394; eval-

uation of, 391–392, 393; and

evaluation methodology, 391; as

evolutions of existing theories,

387–388; and existing theory

from other disciplines, 388; and

individual-level approaches,

390; measurement issues in,

393; methods in, 387, 391; as

new applications of established

theories, 388; overview of, 8–12;

and parsimonious explanatory

power, 387; potential challenges

of, 389–392; and practitioners’

experiences, 388; and qualita-

tive methods, 391; reflections

on, 386–394; and research de-

sign and analysis methods, 390;

and theory selection, 392. See

also specific theories

Environmental change. See Behav-

ioral Ecological Model; Conser-

vation of Resources Theory

Evidence-based programs, best

practices approach to selection

of, 391–392

Experimental analysis of behavior,

and functional contextualism,

349–350

F

Food and Drug Administration, and

vaccine approval, 3

Framington study, 3

Functional contextualism, 349–350

Funding and grant-making institu-

tions, and community capacity,

195

G

Gender. See Theory of Gender and

Power

H

Health Action Process Approach,

24

Health behavior(s): change, general

model for, 40; cost-benefit 

theories of, 24; and perceived

susceptibility, 24; and stage 

theories, 17, 18–20

Health Behavior and Health Education:

Theory, Research, and Practice, 8

Health Belief Model, 5, 9, 17, 24,

42

Health promotion curricula, 9

Health promotion practice and re-

search: attitude and behavioral

determinants in, 71–72; attitude

targeting and measurement in,

72; and behavioral and social

science theory, 1–4; and Con-

servation of Resources Theory,

11; and development of

emerging theories, 386–389;

dominance of individual-level

behavioral theories in, 5–6; eco-

logical approaches to, 10; and

evidence-based programs and

best practices, 391–392; and 

lay health adviser interventions,

127–128; media and direct 

interventions in, 71; multi-
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disciplinary approaches to, 11;

natural helper intervention

model in, 144–150; and resis-

tant health behaviors, 37; social

ecological perspective in, 392;

and social norms, 72; social 

support exchange in, 127; and

sustained behavior change, 71;

theory selection in, 387; utility

and application of, 12. See also

Community-based health 

promotion and interventions

Health Psychology journal, 71

Health risk behaviors, and theory-

guided interventions, 3, 9.

See also specific risk behaviors

Health service delivery systems, in

African American communities,

130–131

Healthy People (surgeon general’s re-

port), 131

Hispanic and Latina women, HIV

exposure, 323, 332, 333, 334

HIV (human immunodeficiency

virus), 3, 4, 5; and adherence to

antiretroviral therapy (ART),

61–63; epidemiology of, 41.

See also Women’s risk of HIV

HIV risk–reduction interventions:

abstinence-only programs, 328;

for adolescents, 263, 264–273;

for at–risk women, 337; Behav-

ioral Ecological Model and,

364; condom promotion in,

299, 300–301, 364; and Conser-

vation of Resources Theory,

11, 295–302; ecological ap-

proaches to, 378–379; educator

approaches to, 16–17; empow-

erment and self–efficacy in, 298;

evaluation of, 43–44; for HIV-

infected people, 43; and Infor-

mation-Motivation-Behavioral

Skills Model, 9; and inner-city

women trials, 299–302; limita-

tions of, 41–44; multilevel, 337;

and multimodal prevention

plans, 264, 266–267tab; multiple

sessions in, 299; and outcomes,

297tab; negotiation skills train-

ing in, 301–302; and Prevention

Marketing Initiative, 11, 390–

391; in public schools, 42,

53–57, 327–328; and sexual 

division of labor, 324–325; and

social attachments, 298; tailored

to target group needs, 43; tech-

niques in, 300–301; and Theory

of Gender and Power, 313–314,

321–340; videotape facet of,

300; for women, 324–325,

329–330, 335, 336–340

HIV Risk Reduction Model, 42

Hypothesis preservation, defined, 23

I

Immunization coalitions, 180–185

Individual-level behavioral theories,

10, 387; in community-level in-

terventions, 6–7; and interven-

tion venue, 8; popularity of,

5–6; and research design and

analytic techniques, 390

Infectious disease: and behavior,

348; and life expectancy, 347

Information-Motivation-Behavioral

Skills Model, 40–64, 388; ap-

plied to antiretroviral therapy

adherence, 61–63; applied to

breast self-examination, 58; and

behavioral skills, 46–48, 57; in

case study of inner-city minority

adolescents, 53–57; critique of,

63–64; efficacy of, 51–53; em-

pirical tests of, 49–53; funda-

mental constructs in, 45–49,

57; as general health behavior

change approach, 57–63; gener-

alizability of, 47, 48, 57–58; of

HIV preventive behavior, 44–

57; measures and statistical pro-

cedures in, 40–41, 48; method-

ology, 48–49; and motorcycle

safety study, 58–60; origins and

influences on, 44; overview of,

9, 44–45; and prevention infor-

mation, 45–46, 47–48, 57, 63–

64; and prevention motivation,

45, 46, 47–48, 57, 64; school-

based application of, 53–57;

standardized measures of, 40–

41; uses of, 40–41; and voli-

tional health behaviors, 9

Institute of Medicine, The Future of

Public Health report of, 195, 216

Institutional theory, and interorga-

nizational relations, 159

Instrumental competence, and au-

thoritative parenting, 104–106

Intervention mapping, 392

Intervention videos, 28–29, 36, 300

J

Juvenile crime study, and collective

efficacy, 238

Juvenile delinquency, and school–

based interventions, 364–365

L

Lay health adviser interventions,

127–128; and rural black

church congregations, 130–131.

See also Natural helper model

M

Mammography testing. See Breast

cancer screening interventions

Managed care capitation model,

and reinforcing contingencies,

369

Media: inaccurate depiction of

metacontingencies in, 366–367;

and reinforcing contingencies

for risk practices, 368–369; and

social marketing, 367–368

Metacontingency, defined, 359

Migrant farmworker family inter-

ventions, 141–142

Minnesota Heart Health Program, 6

Moral Disengagement Model (Ban-

dura), 354

Morbidity or mortality: and advent

of clinical services, 357; in de-

veloped nations, 347–348; social

support as predictor of, 237;

and tobacco smoking/tobacco

smoke exposure, 370

Motorcycle safety, and Information-

Motivation-Behavioral Skills

Model, 58–60

N

National Cancer Institute (NIC),

smoking prevention and control

standards of, 370
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National Heart, Lung and Blood

Institutes, community demon-

stration projects of, 161

Natural helper model, 126–151,

389; and action-oriented com-

munity diagnosis procedure,

129–130, 144, 150; and agency

service coordination, 142; and

agency-created helping relation-

ships, 134–137; applications of,

140–143, 144–150; and com-

munities’ sociocultural back-

grounds, 133; and community

advisory groups, 143; and com-

munity competence outcome,

137–140; community outreach

coordinator in, 143; and com-

munity political dynamics, 137;

and community support sys-

tems, 131–132, 144–150; and

concepts of community as social

system, 132; emergence of, 128–

131; and future research and

practice, 150–151; and health

practice improvement, 140–

142; informal helping networks

in, 133–137; lay health adviser

interventions in, 127–128; and

natural helpers’ characteristics,

134; and neighborhood attach-

ment, 132–133, 137; outcomes,

137, 140–143; overview of, 10;

in public health interventions,

131–140; in rural Mississippi

nutrition and health project,

144–150; and social groupings,

133; typology of informal help-

ing network interventions in,

134–136; volunteers in, 136. See

also Partners for Improved Nu-

trition and Health (PINAH)

Project

Neighborhood Participation Project

(Nashville, Tennessee), 159

Network development model, 161

Noncommunicable disease, and be-

havioral and social interven-

tions, 4

O

Operant conditioning, 351–353;

and discriminative stimuli,

412 Subject Index

351–352; large–group public

health model of, 356–362; and

operant-respondent interac-

tions, 352; and physical envi-

ronment change, 363–364;

selectionist model of, 352–353;

Skinner’s model of, 351; and

Social Learning Theory, 354

P

Parent intervention programs,

109–110

Parenting: adolescence and, 107;

and instrumental behaviors,

104–106, 108; and parental

monitoring effects, 331–332;

and socialization practices and

goals, 101–102, 108; and teen

driving risk research, 112–118

Parenting styles, 108–109; authori-

tarian, 102, 103; conceptualiza-

tions of, 102–104; demanding-

ness and responsiveness in, 103;

indifferent-neglectful, 103; in-

dulgent-permissive, 103; and

parental control, 102–103; per-

missive, 102–103; quantitative

versus qualitative difference in,

104; and teen alcohol and to-

bacco use, 108. See also Authori-

tative parenting

Partners for Improved Nutrition

and Health (PINAH) Project,

144–150; and agency collabora-

tion, 146; agenda of, 144, 145;

and community competence ef-

fects, 148–149, 151; and race

relations improvement, 149; ser-

vice availability and quality im-

provements in, 147; unpaid

community health advisers in,

145–146, 149, 150; youth proj-

ects of, 147

Pawtucket Heart Health Program,

6

Perceived personal likelihood, 24

Permaclone, anthropological con-

cept of, 358–359

Perseverance of beliefs, defined, 23

Phillip Morris companies, 366, 371

Physical activity: Behavioral 

Ecological Model applied to,

376–377; environmental contin-

gencies for, 377; media and,

368–369; and sedentary behav-

ior epidemic, 376; and shifts in

contingencies, 376–377

Political science theory, 159, 263

Posttraumatic stress disorders, 291,

292, 303

Precaution Adoption Process

Model, 20–37, 307, 387; appli-

cations of, 21; confirmation bias

in, 23–24; and detailed proce-

dural information, 33–34; and

delivery of targeted messages,

35, 36; and difficulty of behav-

ior change, 35–36; identification

of stage–related attributes in,

26; individual’s psychological

processes in, 21; intervention 

sequencing in, 20, 24; mam-

mography testing application 

of, 25–26; overview of, 8–9; and

perceived susceptibility, 24, 27;

stage approach in, 8–9, 21;

stage assessment criterion in,

34; stage rationale of, 21–25

Pregnancy prevention, stage theory

of, 18

President’s Commission on Mental

Health, 131

Prevention Marketing Initiative, 9,

11, 264–273, 274; behavioral

science concepts and techniques

in, 265–269, 276; case study in-

formation in, 272–273; commu-

nity action in, 270; community

survey findings in, 272; data 

collection and analysis in, 265–

268; effectiveness of prevention

marketing in, 270–273; elicita-

tion survey in, 265; evaluation

of, 268–269, 278; evidence-

based curriculum in, 271; limi-

tations of, 274–277, 278–279;

and logic models, 274, 275fig;

multimodal HIV prevention

plans in, 264, 266–267tab;

overview of, 266–267tab; social

marketing in, 269–270, 276–

277; technical assistance to, 264;

technical requirements in, 274;

workshop evaluations in, 271–

272
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Prevention marketing model, 255–

280; behavioral science disci-

pline in, 262–263; community

action interventions in, 263; and

future research, 277–280; and

HIV threat, 261–262; and large

community accessibility, 11;

limitations and strengths of, 11,

273–277; origins of, 261–263;

and relevant theory, 262; social

marketing discipline in, 263,

273; and streamlining strategies,

277–278; and sustainability, 273

Protection Motivation Theory, 17,

24

Public health models and interven-

tions, 7, 356–358; and clinical

models, 356–358; ecological

framework for, 195; extended to

nonclinical interventions, 358;

and operant model, 356–362

R

Radical behaviorism, 49–350

Radon testing study: combination

treatment in, 28, 29, 31–32, 34;
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