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�I.	THE CHALLENGES OF PROMOTING HEALTHY BEHAVIORS: 

	PREVALANCE AND COST



A. Addictive Behaviors



Timely Data Resources (1993). Alcohol dependence syndrome. The IPD:  Incidence and prevalence database, 1; 304-305.



Description

of Context�Report of data previously compiled by other sources on disease prevalence, mortality, and cost due to alcohol dependence in the United States.��Topic/Scope�Alcoholism affects about 10% of Americans and accounts for 3 out of 10 US deaths.  Caucasians drink more than African-Americans.  Alcohol and substance abuse is the third leading health problem among Americans 55 years and older.  For the younger consumer, an estimated 4.6 million teenagers have experienced some alcohol problems.  Between 14% and 27% of teens drink and drive at least once every two weeks.  ��Conclusions/

Recommendations�Alcohol results in serious emotional, financial, medical, and social consequences.  Attention needs to be directed toward this preventable problem.��

Timely Data Resources (1993). Drug dependence. The IPD:  Incidence and prevalence database, 1;308-309.



Description

 of Context�Report of data previously compiled by other sources on the prevalence of use, mortality, and cost due to drug dependence in the United States.��Topic/Scope�Only about 10% of patients who meet research diagnostic criteria for substance abuse and mental health are recognized by primary care providers.  More than 20% of men in prison are there for drug violations. The proposed federal government budget allocated to combat drugs in 1995 was $13.2 billion.��Conclusions/

Recommendations�Drug abuse continues to have significant medical, economic, and social implications in the United States.��



Timely Data Resources (1993). Tobacco use disorders. The IPD:  Incidence and prevalence database. 1; 317-320.



Description 

of Context�Report of data previously compiled by other sources on disease prevalence, mortality, and cost due to cigarettes smoking in the United States.��Topic/Scope�It is estimated that approximately 25.7% of the adult population smoke cigarettes.  There are numerous economic and social costs of smoking.  Following are some examples: (1) Financial - the average lifetime medical costs for smokers exceeds those of nonsmokers by $6,000;  (2) Lost productivity - cigarette smokers are absent from work 6.5 days more per year; (3) Increase utilization of health care - smokers have 6 more visits per year to health care facilities; (4) Cost of premature death and disability - the cost of loss of productivity and forfeited earnings due to smoking was estimated to be at $47 billion for 1990; (5) Increased mortality - during 1990 nearly 419,000 deaths in the US were attributed to smoking   and (6) Cancer - cigarettes are the only consumer product legally sold in the U.S. that is unequivocally carcinogenic and is related to 90% of all lung cancers.��Conclusions/

Recommendations�The effects of cigarette smoking are widespread and have a profound impact on the health and well-being of the nation.  Adequate interventions and strategies for the prevention of morbidity and premature mortality due to smoking are necessary.��

B. Medication Nonadherence



Anonymous.  (1994). Noncompliance with medications  (Task Force Report ). Baltimore: The Task Force for Compliance.



Description of 

Context�Exploration of costs and reasons for the high rate of noncompliance with medication.��Topic/Scope�Patients failure to take prescribed medications correctly is pervasive and accounts for up to $100 billion in healthcare and productivity costs.  Medical problems due to medication noncompliance include failure to improve, worsened condition, and/or relapse.  Patterns of noncompliance include not filling prescriptions, discontinuing medication too soon, and not refilling prescriptions.  Reasons documented for noncompliance are patient concerns about cost, side effects, belief the medication will not work, and perceived improvement in condition.  Noncompliance has an economic impact on hospital and nursing home admissions, pharmacies and productivity at work.  Intervention by the phsyciain is extremely important. and can have an impact on noncompliance.  Specific strategies include: (1) Treating noncompliance as a behavioral disease helps the physician to develop effective interventions; (2) Assuming that patients will be noncompliant; (3) Using the  Health Belief Model to assess noncompliance; (4) Instuting reminder programs; (5) Utilizing compliance devices and (6) Maintaining high quality physician-patient relationship.��Conclusions/

Recommendations:�Treating noncompliance as a behavioral disease may help the physician develop effective interventions.��

Dunbar, J. (1990). Predictors of patient adherence:  Patient characteristics. The handbook of health behavior change.   New York: Springer.



Description

of Context�Review of the literature and discussion of patient characteristics that are likely to be predictors of adherence.��Topic/Scope�There are factors under the control of the providers (ie, prescribing regimens, lack of consistency in care providers, providers' behavior and attitudes, adequacy of instructions, and convenience) that are likely to lead to nonadherence in patients.  However, this paper discusses not factors of the providers but characteristics of the patients which are likely to influence adherence or nonadherence.  Four areas of patient characteristics have been found to predict adherence to medical regimen.  These include psychological characteristics, cognitive-motivational factors, behavior, and somatic factors.  Numerous studies have defined depression and anxiety as the two most important psychological characteristics of patients that would predict nonadherence to treatment.  It was noted that depression and anxiety were related to the element of motivation.  Henceforth, cognitive-motivational components were examined and found to be important.  Specifically, patients' intention and self-efficacy levels were successful predictors of adherence.  Patients' health beliefs showed inconsistency in predicting behavior and vary as a function of the population and setting studied as well as a function of the time of assessment.  In the area of patients' health behavior, many studies have shown that the initial behavior predicts adherence to the same behavior in the future but were inconsistent in terms of adherence to a specific behavior being predictors of a set of different behaviors in the future.  One study in the area of somatic factors concluded that beliefs about symptoms (ie, mood or physical discomfort) may be important predictors of nonadherence.  However, this area of somatic factors may have some overlap with health beliefs and perception of symptoms.��Conclusions/

Recommendations�With nonadherence rates ranging from 20% to 80% in medical and research settings, it is imperative to understand and identify characteristics of the patients that will aid in predicting nonadherence or adherence.  Psychological characteristics, cognitive-motivational factors, behavior, and somatic factors are the four areas of patient characteristics found to best predict adherence.��

Dunbar-Jacob J. Contributions to patient adherence:  Is it time to share the blame? Health Psycho. 1993; 12 (2): 91-92.



Description 

of Context�Review of the literature and discussion of  provider characteristics and their influences on patient adherence.��Topic/Scope�Poor adherence has contributed significantly to treatment failures in medical care.  This problem is not solely due to the patient, for physicians also play a part.  Studies conducted by DiMatteo et al regarding poor adherence produce the following findings: (1) a positive association between the number of patients seen in the practice each week and patient adherence, (2) practice setting was not a significant predictor of general self-reported adherence; (3) physician satisfaction was positively associated with actual patient behavior, and (4) past behavior may be the 



best predictor of future behavior.  These findings provide great insights into provider influences on adherence.��Conclusions/

Recommendations�Both the patient and provider factors can contribute to patient adherence.��



C. Health Behaviors



Ferrini R, Edelstein S, Barrett-Connor E.  The association between health beliefs and health behavior change in older adults. Pre. Me. 23, 1-5.  1994; 23:1-5.



Objective�To explore the relation between self-reported behavior change and health-related beliefs in the elderly population.��Design�Survey.��Setting�Southern California.��Subjects�One thousand thirty-two men with a mean age of 70.6 years and 1, 394 women with a mean age of 71.3 years.��Interventions�None.��Measures�Self-reported behavioral change on five behaviors were assessed via questionnaire that asked respondents to select from increase, decrease, no change or don't know answers.  Data on health beliefs were obtained using a modified version of a 1989 Gallup Poll survey asking respondents if they agreed or disagreed with a series of behavioral questions.��Results�Increasing age does not appear to diminish the relationship between health beliefs and health behaviors.  Older respondents were less likely to make health behavioral changes and more likely to report confusion about what to do to stay healthy.  The increased rate of agreement with motivational problems among women may reflect greater health-related knowledge as they set higher standards for themselves and are more likely to fail to meet their goals.  The majority agreed with statements about the importance of personal health practices and expressed willingness to spend money on things that were healthful.  There was a high level of reported confusion about which foods and personal habits promote health.��Conclusions�Educated older adults showed a high level of agreement about the value of diet and exercise in health promotion as well as a willingness to spend money on healthful items. Respondents with positive beliefs were more likely to report positive changes in health behavior.  Conversely, those who reported confusion or a motivational problems were less likely to report positive changes.��

�D. Leading Causes of  Death



McGinnis J. M, Foege W H.  Actual causes of death in the United States. JAMA, 270 (18), 2207-2212.  1993;270 (18):  2207-2212.



Description 

of Context�Literature search through MEDLINE searches, reference citations, and expert consultation to identify and quantify the major nongenetic factors that contribute to death in the United States.��Topic/Scope:�The largest contributors to mortality in 1990 were tobacco (an estimated 400,000 deaths), diet and activity patterns (300,000), alcohol (100,000), microbial agents (90,000), toxic agents (60,000), firearms (35,000), sexual behavior (30,000), motor vehicles (25,000), and illicit drug use (20,000).  Socioeconomic status and access to medical care are also important contributors, but difficult to quantify independent of other factors cited.��Conclusions/

Recommendations�Approximately half of all deaths in 1990 could be attributed to the factors identified above.  The most rapidly increasing causes of death are sexual behavior and illicit use of drugs.  A significant implication of the study is the link between the cause of death and behavioral choices associated with high rates of mortality.��

II. 	HEALTH PROFESSIONAL'S PERCEPTION OF UNHEALTHY 		BEHAVIORS

 

Chodorkoff B.  Alcoholism education in a psychiatric institute. Q J Stud Alcohol, 1969; 30; 657-664.



Objective�To evaluate the impact on attitudes and knowledge aquisition for nursing students taking a clinical psychiatric training intervention which placed a special emphasis on alcoholism. This study is the second part of a study that performed the same intervention on medical students.  A portion of the study compares the two student groups.��Design:�Quasi-experimental.��Setting�Detroit Psychiatric Institute which is part of Wayne State University School of Medicine.��Subjects�Thirty nursing students.  Demographic characteristics were not provided.��Interventions:�Nursing students were divided into 3 groups of 10.  Two groups spent 3 weeks at the Detroit Psychiatric Institute and the third group spent  2 weeks at the Institute. ��Measures�Nursing students' attitudes were assesed using: 1) The Alabama Commission on Alcoholism Scale (ACA) consisting of 5 related scales, each measuring attitudes in 5 different areas of alcoholism; 2) A modified F-Scale was designed to measure "authoritarianism" as a  personal characteristic and 3) a paper and pencil instrument measured specific information and knowledge about alcoholism and alcoholics (AI) consisting of 33 questions, each of which was in some way covered during the clinical experience at the Institute.  Subjects responded agree or disagree to ACA, true or false to F-scale test, and correctly to questions on AI.  ��Results�Nursing students (when compared to medical students) demonstrated more favorable attitudes toward alcoholism and alcoholics.  Nursing students were considered more authoritarian than medical students.  Medical school students had more knowledge regarding alcoholism prior to the intervention than did the nursing students.  Medical students improved their knowledge about alcoholism to a significantly greater degree than did the nursing students. The more authoritarian the nursing student, the less prior information she had about alcoholism and the less favorable were her attitudes toward alcoholism.  The clinical experience of the nursing student at the Institute did much to increase knowledge about alcoholism and the alcoholic, but in no demonstrable way modified attitudes toward the patient.  It also had no impact on "authoritarianism."��Conclusions�the nursing students and the medical students significantly improved their understanding of the psychological and sociological aspects of the problem of alcoholism.  Medical students knew more about the topic and learned significantly more than nurses after the intervention.  As a group, the medical and nursing students failed to change their attitudes significantly toward alcoholism and the alcoholic patient.  Nursing students were found to be significantly more authoritarian than medical students and this authoritarianism predicted the increment in knowledge they obtained from the clinical exposure at the Institute.��

Cunningham J A, Sobell L C, Freedman, J L,  Sobell, M B.  Beliefs about the causes of substance abuse:  A comparison of three drugs. J Sub Abuse, 6, 219-226.  1994;6: 219-226.



Objective�To compare and contrast individual beliefs about the causes of alcohol, nicotine, and cocaine substance abuse.��Design�Survey.��Setting�Toronto, Canada.��Subjects�Five hundred seventy-nine adults with a mean age of 29.1 years, over half were female.��Interventions�None.��Measures�Crawford and Heather's Attitudes and Beliefs about Alcoholism, an Alcoholics questionnaire, a humanitarian attitudes index, the CAGE questionnaire, and general questions on nicotine, alcohol and cocaine use.��Results�The respondents agreed that alcohol, tobacco and nicotine were addictive drugs.  Respondents perceived cocaine use as a form of wrong doing (sin conception). This did not hold true for alcohol and nicotine.  Alcohol abusers were viewed as being the most worthy of sympathy, with smokers being the least worthy.��



Conclusions�

Attitudes toward substance abuse contributes to the stigmas associated with the substances.��

Fisher J C, Mason R L, Keeley K A, Fisher, J V.  Physicians and alcoholics:  The effect of medical training on attitudes toward alcoholics. J Stud Alcohol, 36 (7), 949-955.  1975;36(7): 949-955.



Objective�To examine the effect of medical school experience on physicians' attitudes toward alcoholic patients. ��Design�Survey.��Setting�A Southeastern, United States medical school.��Subjects�One hundred one first-year medical school students, 49 second-year medical school students, and 73 housestaff.  Mean ages were 24.3, 24.8, and 29.1, respectively. The majority were male Caucasians.��Interventions�None.��Measures�Attitudes were measured by a 16-adjective pair semantic differential test (i.e., sick-healthy, foolish-wise, aimless-motivated, and strange-familiar).  Subjects rated alcoholics by marking one of seven spaces, with the higher space value resembling the second word of the pair.��Results�Overall, first-year medical students, second-year medical students, and housestaff differ significantly in their ratings of the alcoholics on the 16 adjective pairs.  On average, second-year students rated alcoholics significantly lower than first-year students. Scores on evaluative dimensions such as foolish-wise and weak-strong suggested that groups further along in their training consider alcoholism a product of weak will and foolishness.  Whenever the groups differed significantly on a particular adjective pair the housestaff on the average always rated the alcoholic significantly lower than the first-year students and, if not significantly, at least lower than the second-year students.��Conclusions�Medical school experience plays an important role in physicians' attitudinal development toward alcoholism. Attitude change in medical school is a continuous process that gets more negative over time.  One explanation may be the physician's loss of motivation is the legitimate outgrowth of frustration resulting from failed attempts to treat alcoholic patients.  The study recommends that medical schools develop a segment of their curricula structured to demonstrate a more optimistic prognosis of the disease that will preserve a motivation to treat alcoholic patients.��



Knox W J.  Attitudes of psychologists toward drug abusers. J  Clin  Psychol, 32 (1), 179-188.  1976; 32(1): 179-188.



Objective�To evaluate the attitudes of psychologists employed or being trained by the Veterans Administration toward drug abuse.  This study also compared responses from a similar study conducted previously on subject attitudes toward alcohol abuse.��Design�Survey.��Setting�Various VA work sites and universities.��Subjects�Eight Hundred twenty-seven completed questionnaires were received from 653 (67.9%) psychologists and 174 (66.4%) trainees.��Interventions�None.��Measures�A 23 question questionnaire was developed consisting of 6 questions to be answered by checking as many answers as the respondent agreed with and 17 items that permitted only one answer from a selection. ��Results�Psychologists agreed that: (1) high motivation on the part of drug abusers for hospital treatment is important for treatment success; (2) drug abusers temporarily decrease drug use after hospital treatment; (3) the prognosis for drug abusers remaining free of drug use is poor; (4) a drug abuser cannot return to occasional drug use without creating further problems, and (5) treatment should be considered successful when the hard narcotic user switches to a milder drug such as marijuana.  The following were areas of disagreement among the psychologists:  (1) drug abusers readily seek treatment when it is recommended; (2) it is unethical to treat users of hard narcotics with another addicting drug such as methadone; (3) drug abusers will stop drug use after hospital treatment and (4) drug abusers readily acknowledge their own personal need for treatment.  In addition, psychologists reported that they were willing to devote more time to treatment of drug abusers than alcoholics. ��Conclusions�In comparing attitudes between drug and alcohol abusers, respondents agree that an alcoholic or drug abuser cannot return to occasional use of the intoxicant without creating further problems.  Motivation for hospital treatment was considered highly important to treatment success for alcoholism and drug abuse.��

Moodley-Kunnie T. Attitudes and perceptions of health professionals toward substance use disorders and substance-dependent individuals. The International Journal of the Addictions.  1988; 23(5): 469-475.



Objective�To investigate the perceptions, beliefs, and attitudes of nursing professionals toward substance use disorders and abusers.��Design�Survey.��Setting�Not provided.��Subjects�A total of sixty-nine nursing personnel (17 psychiatric registered nurses, 10 psychiatric student nurses, 21 nonpsychiatric registered nurses, 21 nonpsychiatric student nurses).��Interventions�None.��Measures�The Attitude Measurement Questionnaire (AMQ) and semantic differential scale rated subjects’perceptions and attitudes toward drug abuse and the drug abusers.��



Results�

Level of training (psychiatric vs nonpsychiatric) and professional orientation (student vs nursing personnel) of the nurses had little influence on their beliefs and attitudes toward substance use disorders and substance abusers.  Hard-drug, soft-drug, and alcohol disorders were regarded as requiring therapeutic approaches; whereas, nicotine disorders were perceived as not needing treatment programs.  With regards to their attitudes toward the substance abusers, nurses viewed abusers negatively and sometimes attached negative personality traits to them.  Nicotine abusers were perceived more favorably in terms of  personality traits than drug abusers and alcoholics.��Conclusions�Nurses have the same set of mental attitudes and beliefs about substance disorders and abusers, regardless of their level of training and profession.  Nurses indicated a favorable attitude on the dimensions of "substance use disorder as an illness" and "disapproval of doctors spending time treating substance abusers" and an unfavorable view on the "belief that substance abusers are antisocial."  Positive attitudes were directed toward helping to overcome the disorders; however, negative attitudes were manifested toward the abusers. ��

Romney D,  Bynner J.  Drug addicts as perceived by hospital staff. Br J Soc Clin Psychol, II, 20-34.  1972; II:20-34



Objective�To explore attitudes and perception of hospital staffs regarding drug addicts and drug addiction.��Design�Survey.��Setting�Not provided.��Subjects�Two hundred nine hospital staff members  (64 nurses, 60 doctors, and 85 others).  Approximately 50% were older than 35 years old and 59% were female.��Interventions�None.��Measures�Questionnaire with 19 Likert-Scale  statements about drug addicts and addiction, 23 seven point semantic differential scales rating four types of patients and space for individual comments.��Results�Most participants did not feel that too much tolerance is shown towards drug addicts, nor do they regard addicts’ behavior as anti-social.  Differences were reported in perception of drug addicts in relation to other types of patients:  (1) soft-drug addicts were seen as assertive in contrast to the mentally ill patients who were seen as timid; (2) hard-drug addicts and alcoholics were seen as neither assertive or timid; (3) hard-drug addicts were seen as dangerous, whereas soft-drug addicts as harmless and mentally-ill patients as neutral; (4) drug addicts were perceived to be non-conformists and alcoholics as conformists and (5) soft-drug addicts were perceived as sexually attractive versus hard-drug addicts who were perceived as sexually unattractive.  Doctors perceived hard-drug addicts as timid while nurses saw them as assertive.  Doctors saw mentally ill patients as harmless while nurses regarded them as dangerous.  Nurses and doctors both agreed that hard-drug addicts are sexually unattractive.��Conclusions�Hospital staff in this study displayed a lenient attitude towards drug addiction, believing  it is an illness for which treatment should be provided and a doctor's time is not wasted when spent helping the addict.  However, there is evidence of hostility from the staff toward  the hard-drug addict in comparison with other types of patients.  The soft-drug addict is viewed sympathetically.  The discrepancy between physician and nurse perceptions on sexual attractiveness, assertiveness, and some personality traits suggests differences in training and the way patients act differently toward physicians and nurses.��

Schmid N J, Schmid D T. Nursing students' attitudes toward alcoholics. Nurs Res, 1973;22: 246-248.



Objective�To assess the attitude of nursing students toward alcoholics and physically disabled persons before and after their nursing education.��Design�Survey.��Setting�E.J. Meyer Memorial Hospital School of Nursing in Buffalo, N.Y.��Subjects�Forty-one freshman nursing students (of whom six were male) during the first year of education and 48 senior students (five male) after education.  Other demographic characteristics were not provided.��Interventions�None.��Measures�Form O of the Attitude Toward Disabled Persons (ATDP-O) scale was used to assess nursing students' attitudes toward disabled persons.  An alcoholic version (ATAP-O) was constructed to assess attitudes toward alcoholics.��Results�A comparison of the pretest given during Freshman year with a post-test administered during Senior year indicated that nursing students' attitudes remained stable over the course of their education.  Nursing students' attitudes toward disabled persons did not differ significantly to those of a comparison norm group.  Nurses have less accepting attitudes toward alcoholics than toward physically disabled persons.��Conclusions�Nursing students had less accepting attitudes toward alcoholics than toward the physically disabled and these attitudes did not change as a result of their exposure to a conventional program in nursing.��

Soverow G, Rosenberg C M,  Ferneau E.  Attitudes towards drug and alcohol addiction:  Patients and staff. Br. J. Addict, 1972; 67: 195-198.



Objective�To assess the attitudes heroin addicts hold of themselves in their addiction and to compare the addicts' responses with those of the professionals and paraprofessional staff who work with them.��Design�Survey. ��Setting�Boston City Hospital Methadone Clinic during June 1971.��Subjects�One hundred twenty heroin addicts and 37 staff workers who worked with the heroin addicts for at least six months.  Demographic characteristics were not provided.��Interventions�None.��Measures�Attitudes were measured by marking one of seven numbered boxes according to patients and staff opinion of the correctness of 40 statements.  The scale ranged from 1=complete disagreement to 7=complete agreement.��Results�When comparing  staff and  patient opinions, they agreed on: 1) amount of substance that is required for dependence 2) view of addiction as a character defect and social status of the patients and, 3) addictive potential of substances.  Disagreement between the groups was indicated when: (1) staff felt to a greater extent than did the patients that emotional differences are important in causing addictions; (2) staff felt the addict's prognosis for recovery is not as grim as patients considered it to be; (3) staff was more willing to accept the concepts of addiction as an illness than the addicts,  and, 4) staff were less willing to consider addiction as a harmless indulgence.��Conclusions�There are differences in perception between staff and addicts regarding etiology and prognosis of addiction.��	



III.	THEORIES OF ETIOLOGY AND CHANGE OF UNHEALTHY 		BEHAVIORS



A.   Attribution Theory Model



Miller L W, Norman W H. Learned helplessness in humans:  A review and attribution theory model. Psychol Bull 1979; 86: 93-118.



Description

of Context�Review of  theories of learned helplessness and presentation of a new model of learned helplessness that suggests that the individual's attributions of non-contingent failure experiences predict the degree and parameters of learned helplessness.��Topic/Scope�Studies have shown that cognitive, motivational, and emotional deficits contribute to the nature of learned helplessness in performance.  The major causal factor in the etiology of learned helplessness is the lack of belief or expectancy that the response will influence the probability of the desired outcome.  Four variables that affected the development of learned helplessness were determined as the amount of exposure, instruction regarding contingencies, importance of experimental task, and subject's attribution of task performance.  Unfortunately, deficiencies have been found in the theory of learned helplessness.  Hence, a revised model of human learned helplessness was presented.  This model is called the attribution-theory  and differs from the earlier theory in that it separates deficits resulting in learned helplessness into binary (affective and performance) components rather than into three (affective, motivational, and cognitive).  In addition, the model asserts that expectancy of response-outcome and expectancy of failure to obtain outcome are necessary for the development of learned helplessness.  Furthermore, learned helplessness will vary according to the individual's attributions (i.e. locus of control, level of stability, specificity, and importance).��Conclusions/

Recommendations�The attributional-theory  has received much more empirical support in explaining and predicting learned helplessness. The attribution-theory suggests that the individual's attributions of non contingent failure experiences predict the degree and parameters of learned helplessness.  It holds that interaction of situational cues, outcome cues, and individual differences result in an attribution to explain learned helplessness outcomes.��

B.  Brief Psychotherapy Models



Fisch R, Weakland, J H, Segal, L. The tactics of change:  Doing therapy briefly. San Francisco: Jossey-Bass; 1982.



Concept of Problem Development�Problems occur when ordinary life difficulties are mishandled and unresolved.  People persist in their behavior because "they logically pursue courses derived from incorrect or inapplicable premises."��Concept of Change�Behaviors do not take place in isolation and are influenced by context, sequences, and people.  Modification of these behaviors should interrupt the persistent act of the behavior and initiate resolution for the problem.��Interventions�(1) Enhance therapist maneuverability by (a) timing and pacing, (b) taking one's time (c) using qualifying language, (d) specifying the nonspecific, (e) one-downsmanship, and (f) conducting both individual/conjoint sessions.  (2) Set the stage for brief and effective treatment by (a) gathering information specifically on who, what, to whom,and how in the initial interview, (b) encourageing patient's responsibilities, and (c) formulating goals and evaluating outcomes.  (3) In the intervention, try to (a) avoid forcing something that can only occur spontaneously, (b) avoid mastering a feared event by postponing it, (c) avoid the attempt to reach accordance through opposition, (d) request adherence rather than attaining it through voluntarism, and (e) prevent accuser/defender games.��

Watzlawick P, Weakland, J, Fisch R.  Change: Principles of problem formation and problem resolution. New York: W.W. Norton & Company; 1974.



Concept of Problem Development�Problems arise as the result of inappropriate solutions at changing an existing difficulty.  To illustrate this, most insomniacs make the mistake of forcing themselves somehow to achieve sleep only to find that they stay wide awake.  Following are additional examples of inappropriate solutions to problems:  (1) action is necessary, but is not taken; (2) action is taken when it should not be; (3) action is taken at the wrong level. ��Concept of Change�There are two types of change discussed by the authors:  first-order change (a change that occur within a system)  and second-order change (a change that transcends a given system or frame of reference).  In order for change to be long lasting, second order change is required and involves decisive action being applied (wittingly or unwittingly) to the attempted solution (specifically to that which is being done to deal with the difficulty) and not the difficulty itself.��Interventions�A four-step procedure was suggested: (1) Obtain a clear definition of the problem in concrete terms; (2) Conduct an investigation of the solutions attempted so far; (3) Obtain a clear definition of the concrete change to be achieved, and (4)Agree on the formulation and implementation of a plan to produce this change.��

C.  Decisional Balance



Edwards W.  The theory of decision making. Psychol Bull,  1954; 51 (4): 380-417.



Description of Context�Review of the theoretical literature regarding decision making.��Topic/Scope�Economists and a few psychologists have formulated mathematical theories about individual decision making.  They assume that people behave rationally and put subjective value, utility, and worth among an array of alternatives.  One theory that was challenged by economists is that of the traditional theory of riskless choices.  This theory posits that choices are made so as to maximize expected value (utility maximization).  However, indifference curves demonstrated that people could decide whether they prefer to be in state A or state B, but that the utility value of one over the other is the same.  Since then, much attention has been directed toward the theory of risky choices.  This theory relates to the notion that expected utility and subjective probability should predict choices in a wide variety of different situations.  Intransitive patterns of choice do occur and mathematical models have been formulated.  There is also a mathematical analysis that explains the theory of games.  This theory deals with the problem of choosing from among alternative strategies in games.��Conclusions/

Recommendations�Many theories exist to explain how people predict and/or make decisions.  Their theoretical constructs are given and available for empirical field work.��

�Janis I L, Mann L. Decision making:  A psychological analysis of conflict, choice, and commitment. New York: The Free Press:  A Division of Macmillan Publishing Co., Inc; 1977.



Concept 

of Problem Development�Internal conflicts are likely to arise whenever an important decision (whether it be marriage, business, or health) has to be made.  These decisional conflicts usually serve as sources of psychological stress.��Concept

of  Change:�There are five stages involved in arriving at a stable decision: (1) appraising the challenge; (2) surveying alternatives; (3) weighing alternatives; (4) deliberating about commitment, and (5) adhering despite negative feedback.  The first stage involves confronting the problem.  It asks "are the risks serious if I don't change?"  The second stage involves being aware that there are alternatives and searching for them.  The question to ask in this stage is "Is this (salient) alternative an acceptable means for dealing with the challenge?  Have I sufficiently surveyed the available alternatives?"  The third stage of decision making involves being cognitive about the pros and cons of the alternatives so that subjective utility can be used to determine decision.  "Which alternative is best?  Could the best alternative meet the essential requirement?"  The fourth stage asks "shall I implement the best alternative and allow others to know?"  Lastly, the fifth stage is concerned with "are the risks serious if I don't change?  Are the risks serious if I do change?"  A Conflict Model of Decision Making initially describes behaviors and decisions that occur in emergency situations.  The model assumes that there are five basic coping patterns that affect the quality of decision-making:  (1) unconflicted adherence--when one judges the magnitude of the threat to be negligible, he or she will most likely continue with the behavior; (2) unconflicted change--even when the threat is perceived as minimal, the individual may want to change due to a myriad of reasons; (3) defensive avoidance--when the individual perceived the risks to take a particular action is potentially serious, he/she may feel the need to find a better escape; (4) hypervigilance--feeling of panic when there is the perception that entrapment will follow and time is limited, and (5) vigilance.��Intervention�The use of a balance sheet is one technique for facilitating cognitive and motivational aspects of decision-making and planning for future actions.  This technique should be used to supplement the Conflict Model of Decision-Making.  Unfortunately, there is no dependable way to objectively assess the success of a decision.  However, to best determine the quality of decision-making, one should examine the quality of the procedures used by the decision maker in selecting a course of action.  Seven criteria are given for the decision maker which will help in directing decision making to the desired outcome:  (1) consider a wide range of alternative courses of action; (2) survey the full range of objectives to be fulfilled and the values implicated by the choice; (3) carefully weigh the cost and risks of consequences; (4) search for new information regarding alternatives; (5) consider new information or expert judgment; (6) re-examine the pros and cons of all alternatives, and (7) make detailed provisions for implementing or executing the chosen course of action.��



D. Empowering Potential Theory



Fleury J D.  Empowering potential:  A theory of wellness motivation. Nur Re, 1991; 40(5): 286-291.



Objective�To identify, describe, and provide an analysis of the psychological and social processes used by individuals to initiate and sustain cardiovascular health behavior over time.��Design�Qualitative.��Setting�Outpatient cardiac rehabilitation program.��Subjects�Twenty-nine individuals 18 male who were attempting to initiate and sustain programs of cardiac risk factor modifications, 11 female (mean age of 56).��Measures�A comparison group and a negative case analysis were used.  Structured interviews were transcribed line by line and coded into categories which were integrated into the substantive theory of empowering potential.��Results�Empowering potential, the basic social process identified from the data, explains individual motivation to initiate and sustain cardiovascular health behavior.  Two categories occurred throughout the process of empowering potential imaging and social support systems.  Subjects visualized various plans of action in relation to perceived ability, potential barriers, and past experience to determine a plan of action they thought to be both effective and feasible in leading to desired goals.   Support systems serve as sources of health enhancement and as barriers to achieving lifestyle change. In appraising readiness to change, subjects experienced a period of reevaluation, an examination of the worth or risk-producing behaviors in relation to valued ways of living.  Subjects noted that change cannot occur during unstable situations. Subjects accepted responsibility for desired changes and created intentions to act in ways that would lead to their goals. Subjects viewed setbacks in change as a natural consequence of taking a risk.��Conclusions�The theory of empowering potential provides a framework for  understanding the process through which motivated action is initiated and reinitiated over time.��

�E.  Fishbein/Ajzen's Theory of Reasoned Action



Ajzen I, Fishbein, M. Understanding attitudes and predicting social behavior. Englewood Cliffs, NJ: Prentice-Hall; 1980.



Concept of Problem Development�A person's intention is a function of his/her attitude toward the behavior and the perception of the social pressures put on him/her to perform or not to perform the behavior (also known as the "subjective norm").  In order to define and measure behavior, one should determine whether the interest is in the behaviors or the outcomes of those behaviors.��Concept of 

change�Any behavior is described as having the following four elements:  the action, the target at which the action is directed, the context in which it occurs, and the time at which it is performed.  Behaviors have been found to be predictable from the intentions of individuals.  However, unlike behaviors, outcomes are not completely under a person's volitional control.  To be able to predict outcome, intentions should be measured, behaviors should be identified, and other factors that can potentially control the outcome must be addressed. The theory of reasoned action offers a conceptual understanding of attitudes and provides theoretical measures for predicting behaviors and outcomes of those behaviors.  It has shown to be applicable to understanding and predicting areas of weight loss, women's occupational orientations, family planning behaviors, consumer behavior, voting in American and British elections, and the behavior of alcoholics.��Interventions�Not specifically defined.��

Fishbein M, Ajzen, I. Belief, attitude, intention, and behavior. Reading, MA: Addison-Welsey; 1975.



Concept of Problem Development�Not provided.��Concept of

Change�Beliefs about consequences of a particular behavior will influence one's attitude towards that behavior which in turn influences the intention to perform the behavior.  With this assumption in mind, behavioral change can be achieved by targeting one's beliefs, attitudes, and intentions.  The first principle of change asserts that "the effects of an influence attempt on change in a dependent variable depend on its effects on the primary beliefs underlying that variable."  The second principle of change states "the effects of an influence attempt on change in a dependent variable are ultimately the result of changes in proximal beliefs and of impact effects."  The third principle posits "the effects of an influence attempt on change in beliefs, attitudes, intentions, and behaviors depend, in that order, on an increasing number of intervening processes.”  Lastly, the fourth principle of change describes the effect of experimental manipulations.  An experimental manipulation can affect the amount of change in a dependent variable only to the extent that it influences amount of change in proximal and external beliefs."��Intervention�One strategy of change is that of active participation (as opposed to passive exposure).  This strategy includes interpersonal contact, role playing, counter-attitudinal behavior, and choice between alternatives.  A second strategy of behavioral change involves the use of persuasive communication to induce changes in beliefs, attitudes, and intentions.  Specific techniques were not provided.��

F.  Health Belief Model



Becker M. H.  The Health belief model and personal health behavior. Thorofare, New Jersey: Charles B. Slack, Inc; 1974.



Concept of Problem Development�Not provided.

��Concept of

Change�An individual's perception and beliefs of health will affect his/her decision about the health behaviors.  This assumes that cognition is necessary for attitude change and motivation is necessary for action.  Central to this model are four beliefs:  (1) perceived susceptibility--subjective risks of contracting a condition; (2) perceived seriousness--perception of the severity of a condition; (3) perceived benefits--subjective utility of taking an action, and (4) perceived barriers--impediments that individual beliefs will affect his/her decision to pursue a behavior change.  In addition to the four beliefs, there are factors (both internal and external) that serve as cues to action.  Some examples of these factors are the environment, family, friends, mood, and feelings.  ��Intervention�Present in the model is the assumption that direct persuasion is one tactic to modify beliefs.  Having said this, the model does not imply a strategy for change.  Instead the model invites eliciting views of belief change from different aspects of the biopsychosocial realm.  For one, people are social beings, always in contact with other people and actively engaging in their environment.  Because of this, there are social and structural factors that affect behavior through the mediation of beliefs.��

Janz N K, Becker M H. The health belief model:  A decade later. Health Educ Q 1984; 11(1): 1-47.



Description of Context�Review of  46 studies that investigated dimensions of the Health Belief Model (HBM) and summary of general findings that resulted from these studies.��Topic/Scope�The dimensions of HBM (perceived susceptibility, severity, benefits, and barriers) were categorized into three types of study designs:  preventive health behaviors, sick-role behaviors, and clinic utilization.  Twenty-four studies have been conducted to examine preventive health behaviors, specifically those that involve influenza, screening behaviors, and risk factor behaviors.  Nineteen studies were conducted to understand sick role behaviors, such as antihypertensive regimens, end-stage renal disease regimen, mother's compliance with regimen for child's condition, and physician visits for symptoms.  Three studies have been undertaken to examine clinic utilization.  HBM studies prior to 1974 demonstrated that "susceptibility" was the most powerful dimension of the HBM.  Studies from 1974-1984 supported HBM as a useful framework for understanding the health-related decision-making of individuals.  ��Conclusions/

Recommendations�Summary results provide substantial empirical support for the HBM with findings from prospective studies at least as favorable as those obtained from retrospective research.  "Perceived Barriers" proved to be the most powerful of the HBM dimensions across the various study designs and behaviors.  In summary, all of the HBM studies demonstrated a significant association between HBM dimensions and the health-related behaviors under study.  They showed that in terms of preventive health behaviors, susceptibility, benefits, and barriers were consistently associated with behavioral outcomes.  Perceived severity showed greater significance in study designs that emphasized sick-role behaviors.  For clinic utilization, the findings were that each of the HBM dimensions was correlated with the number of visits to clinic.  For example, perceived severity was a significant predictor of acute visits.��



Rosenstock I M.  The health belief model and preventive health behavior. Health Education Monographs 1974; 2(4): 354-386.



Description

 of Context�Review of prospective and retrospective studies that support and attempt to weaken the Health Belief Model by concentrating on studies that identify factors that help to explain why people use health services.��Topic/ Scope�Studies on patterns of use of health services allow for generalization about association of patient demographics and use of services.  These studies indicate that health services are used most often by younger or middle-aged persons, who are female, White, better educated, and of higher socioeconomic status.  In addition, the perception of symptoms held by patients can serve as an intermediate variable in utilization.  Many retrospective and prospective studies have been undertaken as evidence for or against the Health Belief Model, and they are discussed more thoroughly in this literature.  There is, however, the possibility that concepts of the health belief model being measured (ie, perceived susceptibility, severity, benefits, and motivation) may vary from study-to- study as each study generally deals with one component of the HBM.  The studies demonstrate health decision making as a process in which an individual moves through stages.

���Conclusions/

Recommendations�Although the model has been shown in some studies to play a significant role in health decision-making process, additional research is still needed particularly to determine the causal role of the relevant health belief.��



G.  Learned Helplessness



Elder G H. Historical experiences in the later years. In G. Press (Ed.), Aging and life course transitions. New York: Guilford Press; 1982:75-107.



Description of Context�Examination of the impact of loss during the Great Depression on women's health in later years.��Topic/Scope�The analysis suggested that the health of women in old age is partially a function of how they dealt with the problem of human and material loss during the 1930s.  Learning to manage or cope with loss and transition assumes primary significance as a developmental task in future encounters and in adapting positive and healthy lifestyles.  Socioeconomic class status before 1930 reflects women's Depression and later life experience.  The education, economic, and status advantage of middle class women allowed them the ability to deal with family hardship more effectively than the lower status women; hence, increasing the chances that adaptation to loss would strengthen their life prospects in old age.��Conclusions/

Recommendations�A trend was observed in that the greater the social and personal resources available to the women during the Great Depression period, the better the physical and psychological health of the women during their later years.  However, it is important to note that early and later adaptation to loss were contingent on both the severity of the deprivation and on the resources brought to the situations.  Though Great Depression hardship was linked to financial strain and early widowhood in the middle class, these women of deprivation ranked well above the non-deprived on physical health, psychological well-being, and life satisfaction.��

Seligman M E P. G, Elder J. Learned helplessness and life-span development, Human development and the life course. NJ: Lawrence Earlbaum; 1986: 377-428.



Description

of Context�Description of  the relationship between the theory of learned helplessness and life-span development in the context of helplessness and cancer. A review of  existing and new research.��Topic/Scope�Learned helplessness theory is a general-process theory meaning the same processes will occur no matter what event engenders helplessness.  As long as an event produces the expectation that no action will control future outcomes, symptoms such as passivity, cognitive, emotional and neurochemical deficits, a lowering of aggression and appetite, increased susceptibility to disease, and decreased self-esteem will occur.  Learned helplessness theory claims three ongoing systems produce bad life events which are perceived as uncontrollable:  (1) the age-graded system (eg, prevalent child rearing practices); (2) the history-graded system (e.g. war, famine), (3) non-normative systems (eg, unemployment, death of spouse).  The attribution process influences the expectation that no action will control future outcomes.  If one has a depressive attributional style, one tends to make internal, stable, and global attributions for bad events.  Regarding physical illness, two findings emerged about how helplessness early in life may change susceptibility to illness later in life.  The first is that one's attitude toward traumatic events, not the event itself, can change susceptibility to cancer.   The second finding is that what is learned while young about the controllability of trauma determines how one acts towards trauma when older, which in turn influences cancer.   Men who were found to have depressive attributional styles tended to be unhealthy 35 years later.  People who acquire an internal, global, and stable way of construing the cause of bad events while young are at risk for depression later in life when they encounter loss.��Conclusions/

Recommendations�Childhood and early  experiences in life affect our perceptions which in turn affect our attributional style toward physical health later in life.  There is a correlation between depressive symptoms and an insidious attributional style.��



H.  Neurolinguistic Programming



Dilts G, Bandler & DeLozier.  Neurolinguistic programming:  Vol. I The study of the structure of subjective experience. Cupertino, CA: Meta Publications; 1980.



Concept of Problem Development�Not provided.

��Concept 

of Change�Neurolinguistic Programming (NLP) is a model that incorporates linguistics, neurology, and psychology to describe the structure of subjectivity or personal human experiences.  It addresses the basic process used by all human beings to encode, transfer, guide, and modify behavior.  Neurolinguistic programming has three characteristics:  (1) humans are the active participant/agent in behavior and communication patterns; (2) patterns are represented in a sensory context and (3) there are events and vocabulary that are not directly observable to the other person.  Crucial to this model is the utilization of representational systems which are the building blocks of behavior.  These systems include elements such as vision (sight), audition (hear), kinesthesis (body sensations), and olfaction/gestation (smell/taste).  They represent the essential tools that human beings use to make distinctions concerning behavior and behavioral change.��Intervention�The process of reframing is the most fundamental technique used in NLP.  The goal of reframing is to "create a framework in which all parts of the system become aligned toward achieving the same meta-outcomes.”  The senses of sight, smell, touch, hear, and taste should all be used consciously or unconsciously to create programs or techniques which are useful to the individual in the ongoing change process.��



I.  Psychological Reversal



Apter M J. The experience of motivation:  The theory of psychological reversals. London, England: Academic Press; 1982.



Description 

of Context�A theory that describes the reversals between meta-motivational states and how they apply to human experience and behavior.��Topic/Scope�The theory of psychological reversals (or reversal theory) has many characteristics:  (1) regards experience as well as behavior; (2) considers the complex relationship between mental states and behavior; (3) assumes that personality is inherently inconsistent in that it fluctuates in various ways; (4) treats the problem of human behavior as unrelated to biological need; and (5) focuses on the different ways in which the contents of experience are interpreted by the individual ("structural phenomenological approach").  Rather than implying the "homeostasis" state of many psychological systems, the reversal theory considers psychological processes to be more appropriate as having many areas of stability ("multi-stable or bi-stable") that are involved in homeostasis.  To illustrate, the simplest example is any flat thin object like a playing card or coin.  When disturbed, it tends to return to one or the other of the two stable states.  Likewise, human beings switch between two stable metamotivational states:  telic and paratelic.  The telic state is defined as a state in which the individual is primarily oriented towards some essential goal(s).  The paratelic state is defined as a state in which the individual is primarily oriented towards some aspect of his/her coming behavior and its related sensations.��Conclusions/

Recommendations�The reversal theory offers new and different insights into understanding motivation and human behaviors.��



Miller W R. Addictive behavior and the theory of psychological reversals. Addic Behav; 1985; 10: 177-180.



Description 

of Context�Application of  the theory of psychological reversals to understanding addictive behaviors.��Topic/Scope�The theory of reversals posits the existence of two or more states between which a person alternates. The states are mutually exclusive, opposite, and equally stable within themselves.  In treating individuals with addictive behaviors, we tend to identify them as either motivated or unmotivated, ready to change or not ready to change, and ambivalent or insightful.  For a change (or a reversal) to occur, threshold conditions (specific to the individual) must be met.  Following are factors that can lead to a reversal:  (a) biological needs, environmental cues, or pharmacological effects; (b) frustration with the present state, or (c) satiation with present state.  By manipulating one of the above three factors, self-control can be exerted to achieve a reversal.  Possible types of reversal pathology include: (a) a very low threshold for reversal, at least in one direction, such as the loss of control; (b) a very high threshold for reversal in one or both directions; (c) imbalance of one state over the other, or (d) psychological dependence of an addictive behavior to accomplish a reversal.��Conclusions/

Recommendations�The Theory of Psychological Reversals is one of many approaches and explanations that holds promise in accounting for certain aspects of addictive behavior, relapse, and loss of control.��



J.  Reciprocal Determinism



Baranowski T. Reciprocal determinism at the stages of  behavioral change:  An integration of community, personal and behavioral perspectives. Int'l Quarterly of Community Health Education; 1990; 10(4): 297-327.



Description 

of Context�A review of  several common theories of human behavior as they apply to health behaviors noting that each model captures only limited aspects of health behavior. ��Topic/Scope�Social Learning Theory proposed the principle of reciprocal determinism which indicates there is a constant dynamic interaction among a person's behavior, the environment within which the behavior occurs, and the characteristics of the person performing the behavior.  Environment includes a person's social, institutional, and physical environment.  Families, health professionals, schools, businesses, labor, communities and government influence behavior change.  People behave in ways consistent with their representation or understanding of their illness. Motivations, emotions, intention, self efficacy, behavior and control systems, and the ability or skill to perform a behavior are concepts that help us to understand a person's ability to alter their behavior.  Behavior change generally occurs in four stages: precontemplation, contemplation, action, and maintenance.  Health professionals can facilitate change through these stages provided they are aware of the current stage the patient is in.  The Transtheoretical approach to behavior change proposes that all the methods or techniques of promoting change can be reduced to 12 general "processes" or "categories" called: consciousness raising, self reevaluation, self-liberation, social liberation, environmental reevaluation, 





counter conditioning, stimulus control, reinforcement management, dramatic relief, helping relationship, using substances, and interpersonal systems control.��Conclusions/

Recommendations�Behavior change involves many interacting factors and processes.  Change agents (health professionals) must analyze the relationship of the many levels of the environment and the person to the old and new behaviors.  A change agent must first assess the person's stage of change and their position on the diffusion curve before facilitating behavior change.��

K.  Relapse Prevention



Marlatt G A, Gordon J R.  Relapse prevention:  Maintenance strategies in the treatment of addictive behaviors. New York: Guilford Press; 1985.



Concept of 

Problem Development�Statistics show that approximately 80% of patients who quit smoking eventually relapse at 1 year.  The cost-benefit perspective, in which the reward of instant gratification outweighs cost of potential negative effects, justifies why people plan their own relapse.��Concept 

of Change�Relapse prevention focuses on the maintenance stage of addictive behavior cessation.  Its goal is to help patients to anticipate and cope with problems of relapse.  This model has two applications:  (1) maintenance strategy to prevent relapse, or (2) facilitate change in personal habits and lifestyle so as to reduce the risk of physical disease or psychological stress.  The purpose is to achieve a balanced lifestyle and to prevent the formation of unhealthy habit patterns.��Intervention�Two intervention strategies have been proposed:  specific strategies and global self-control strategies.  Specific strategies help patients to anticipate, and identify high-risk situations by self-monitoring and self-assessment procedures.  Global strategies emphasize skill training, cognitive reframing, and healthy lifestyle maintenance.  If one is able to execute effective coping response, the probability of relapse will decrease.  If unable to cope with high risk situations, the probability of relapse will increase.  Patients are also trained to become their own therapist and carry on the thrust of the maintenance techniques after termination of the formal therapeutic relationship.��



L.   Self-Determination Theory



Deci E L.  Intrinsic motivation. New York and London: Plenum Press; 1975.



Concept of Problem Development�Not provided.







��Concept 

of Change�The operational definition for intrinsic motivation is that activities are performed not so they may lead to an extrinsic reward, but rather, for internal consequences which the individual experiences as rewarding.  The concept of competence is a motivational one.  Competence is defined as "one's ability or capacity to deal effectively with his or her surroundings."  According to this definition, in order to develop competence one is motivated by the intrinsic need to explore, communicate, and deal effectively with the environment.  Furthermore, people increase autonomy through acquiring great levels of competency in dealing with the environment.  Hence, intrinsically motivated behaviors may be innate behaviors in which a person engages to feel competent and self-determining in relation to the environment.  This is usually by choosing behaviors that will lead to desired goals.  ��Intervention�No techniques were explicitly given.  However, the author discussed a variety of theories, models, and studies from a cognitive perspective that may contribute to developing intrinsic motivation, competence, self-determination, and decision-making.  One theory, The Cognitive Evaluation Theory, posits that rewards can affect intrinsic motivation by two processes:  (1) change in perceived locus of causality, and (2) change in feeling of competence and self-determination.  Cognitive Dissonance Theory explains the effects of insufficient justification on intrinsic motivation.  In particular, studies have shown that cognitive dissonance reduction can affect one's inner biological drive (ie, hunger and thirst) as well as motivation for success.  Furthermore, external rewards can motivate a person extrinsically but at the same time decrease the person's intrinsic motivation.��

Deci E L, Ryan R M.  Intrinsic motivation and self-determination in human behavior. New York: Plenum; 1985.



Description

of Context�Conceptualization of  the theories of intrinsic motivation and self-determination in understanding human behaviors.��Topic/Scope�Central to the psychology of behavior is the concept of motivation.  The study of motivation is the exploration of the energization and direction of behavior.  Building on the concept of motivation are four theories:  (1) drive theories, (2) intrinsic motivation, (3) self-determination, and (4) alternative (nonmotivational) approaches.  The drive theory formulates that individual behavior is said to be motivated when it is being pushed by some kind of driving force.  According to Freud, there are two important drives (sex and aggression), whereas there are four (hunger, thirst, sex, and avoidance of pain) according to Hull.  Complementing the theory of drive is intrinsic motivation, which suggests that there is an energy that comes from within the individual to motivate behavior.  Adding on to the theory of intrinsic motivation is the theory of self-determination.  This theory posits that behaviors are influenced by elements of volition, autonomy, choice, competence, and perceived locus of causality.  Along the same line in the psychology of motivation and behavior is the notion of alternative approaches, or also known as the nonmotivational approach of operant psychology.  Most clearly represented by cognitive-behaviorism and social learning theory, the theory of alternative approaches asserts that behavior is influenced by an individual's self-efficacy, efficacy expectations, and future reinforcements.��Conclusions/

Recommendations�The concept of intrinsic motivation in concomitant with self-determination is useful in explaining human behaviors.  Researchers have adopted this concept to understand behaviors in many areas, including learning and education, psychotherapy, employment, organizations and sports.��

Williams G, Deci E, Ryan, R. Building partnerships by supporting autonomy:  Promoting maintained behavior change and positive health outcomes.  University of Rochester; 1995.



Description

of Context�Application of self-determination theory and autonomy support in facilitating behavior change for health reasons. ��Topic/Scope�Most current theories of motivation focus on the direction of behavior toward desired outcomes and are not concerned with the energization of behavior (why certain outcomes are desired).  According to the self-determination theory, there are three psychological needs in human life (needs for competence, relatedness, and autonomy) that facilitate the direction and energization of motivation, behavior, and outcome.  The need for autonomy emanates from the self and thus implies choice and self-determination rather than control.  Behaviors become autonomous through the process of integration and internalization.  Internalization entails the patient transforming external regulatory processes into internal regulatory processes.  Through internalization, regulation that initially resides in the urgings of a health professional can be assumed by the patient.  Integration involves bringing an internalized regulation or value into harmony with other aspects of one's self. ��Conclusions

/Recommendations�When patients behave for autonomous reasons, (rather than controlled reasons) they will be more successful in long term maintenance of behavior change which, in turn, will have positive health consequences.  When patients are genuinely supported for making their own choices, they will be more likely to choose the behaviors that are in their best interest.��















M.   Social Cognitive Theory



Bandura A. Social foundations of thought & action:  A social cognitive theory. Englewood Cliffs: Prentice Hall; 1986.



Concept 

of Problem Development�High levels of depression and/or low self-esteem have been suggested to be helpful predictors of transition and maintenance of addictive behaviors.  One study  by Nathan inferred that individuals-at-risk exhibit excessive behaviors reflecting their lack of appropriate self-control and coping skills.��Concept 

of Change�Many studies have demonstrated that outcome expectancies and self-efficacy expectancies can produce desirable outcomes.  The process of learning goes something like this:  “monkey sees but monkey learns when monkey do.”  A principal assumption is that psychological procedures, whatever their form, serve as the means of creating and strengthening expectations of personal efficacy.  Personal efficacy then determines the initiation and persistence of coping behaviors.��Intervention�Cognitive events are induced and altered most readily by the experience of mastery arising from effective performances. Individuals can generate current motivators of behaviors through cognitive representation of future outcomes, positive reinforcement, goal setting, and self-evaluation.��



N.  Subjective Effective Utility 



Bauman K E, Fisher L A. Subjective expected utility, locus of control, and behavior. Journal of Applied Social Psychology; 1985; 15(7) 606-621.



Description

of Context�Review of  research that investigates whether internal or external locus of control influences the relationship between subjective expected utility (SEU) and behavior.��Topic/Scope�SEU is the extent to which an individual expects the consequences of a behavior to be more positive or negative.  Locus of control distinguishes people according to whether they believe that what happens to them is caused by their own actions and characteristics (internal) or by factors outside their personal control (external).  The hypothesis is that a positive relationship between SEU and initiation of smoking and drinking is stronger for individuals with internal locus of control than for those with external locus of control.  Data from two different longitudinal studies conducted by the authors surveyed smoking behavior among ninth graders and drinking behavior among seventh graders (see Bauman and Fisher 1984 and 1985 for research design and methods).  The findings indicated that the relationship between SEU and the initiation of smoking or drinking varied with locus of control.  Thus indicating locus of control is a variable to be considered when describing the SEU behavior relationship. 





��Conclusions/

Recommendations�Locus of control contributes to the proper specification of the SEU behavior relationship, but the influence on that relationship is less powerful and consistent than that suggested by major theoretical principles involving these variables.��

O.  Transtheoretical Model



DiClemente C, McConnaughy E, Norcross, J, Prochaska, J. Integrative dimensions for psychotherapy. International Journal of Eclectic Psychotherapy; 1986; 5(3): 256-274.



Description

 of Context�Discussion of three core dimensions of change that can occur across diverse theoretical approaches to psychotherapy:  processes of change (how people change), stages of change (when people change), and levels of change (what people change).��Topic/Scope:�Ten Processes of Change (consciousness raising, self-liberation, social liberation, counter conditioning, stimulus control, self-reevaluation, environmental reevaluation, contingency control, dramatic relief, helping relationship) were derived theoretically from major theoretical approaches to therapy.   The Stages of Change (precontemplation, contemplation, decision making, action, maintenance) were derived empirically from work with people intending to change.  The Levels of Change (situational difficulties, maladaptive cognitions, interpersonal conflicts, family systems conflicts, and intrapersonal or intrapsychic conflicts) were originally developed clinically but have also been enhanced empirically.  These three dimensions were integrated into a transtheoretical model of integrative therapy.  ��Conclusions/

Recommendations�The three dimensions (levels, stages, and processes of change),  were integrated into a Transtheoretical Model by the authors.  This integration provided a systematic approach to eclectic psychotherapy as well as improved understanding and knowledge of the self-change process and self-changers.��

DiClemente C C. Changing addictive behaviors:  A process perspective. American Psychological Society; 1993; 2(4): 101-106.



Description 

of Context�Discussion of the process and stages that successfully modify individual addictive  behavior through the use of the transtheoretical model.��Topic/Scope�The transtheoretical model focuses on intentional change in which multiple processes of change are specifically matched to the particular stage of readiness to change.  For individuals in the precontemplation stage practitioners would emphasize to them the processes of consciousness-raising and social-liberation.  For contemplators, consciousness-raising and social liberation continue to be emphasized in addition to the processes of emotional arousal and self-reevaluation.  



Individuals in the preparation stage will successfully progress toward behavior change if they employ the processes of social liberation, emotional arousal, self-reevaluation, and commitment.  Reward, countering, environment control, helping relationships, and commitment are all important processes in the action, maintenance, and termination stages.  Interventions should be stage-based with feedback that focuses on the specific processes of change.��Conclusions/

Recommendations�The transtheoretical model provides an integrative framework for understanding change in addictive behaviors.��



Prochaska J O.  Assessing how people change. Cancer; 1991; 67:805-807.



Description 

of Context�A challenge of the assumption that behavior change occurs quickly and without relapse as evidenced by an example of smoking cessation. ��Topic/Scope�Change is a dynamic process which involves movement through a series of stages:  precontemplation, contemplation, action, and maintenance.  With time, the majority of people change by learning from their relapse experience.  This implies that one stage does not discretely progress to the next.  ��Conclusions/

Recommendations�The Stages of Change concept allows for the identification of a specific pattern of change that people typically follow.  It is useful in helping those who are ready to take action but remain stuck on a stage for  their health behavior problems.  It also helps to assess treatments for those who become demoralized during the stages of change.��	

Prochaska J O, DiClemente C C, Norcross, J C. (1992). In search of how people change:  Applications to addictive behaviors. American Psychologist, 47 (9), 1102-1114.



Description

of Context�Summary of the research on self-initiated and professionally facilitated change of addictive behaviors using the transtheoretical constructs of stages and processes of change.��Topic/Scope�Change occurs in spiral movements through specific stages of change where relapse and recycling often occurs.  Progression through the Stages of Change (precontemplation, contemplation, preparation, action and maintenance) is not linear.  The second dimension of the transtheoretical model is the process of change which needs to be integrated with the stages of change.  The processes of change include: consciousness raising, self-re-evaluation, self-liberation, counter-conditioning, reinforcement management, helping relationships, dramatic relief, environmental reevaluation, and social liberation.��Conclusions/

Recommendations�A systematic integration of the stages and processes of change will result in successful self-change and/or psychotherapy.  This means doing the right thing (processes) at the right time (stages). The ability of a health professional to ascertain the process and stage of a person will greatly enhance a successful behavior change.��Prochaska, J O, Norcross, J C, DiClemente C C. Changing for good. New York: William Morrow and Company; 1994.



Concept of Problem Development�Not provided��Concept 

of Change�Change requires the application of different processes  (consciousness-raising, social liberation, emotional arousal, self-reevaluation, commitment, countering, environment control, rewards, helping relationships) at different stages (precontemplation, contemplation, preparation, action, maintenance, termination).  The goal of consciousness-raising is to increase information about self and the problem.  Social liberation is to increase social alternatives for behaviors that are not problematic.  Emotional arousal is to experience and express feelings about one's problems and solutions.  Self-reevaluation is to assess feelings and thoughts about self with respect to a problem.  Commitment is to choose and commit to act, or belief in one's ability to change.  Countering is to substitute alternatives for problem behaviors.  Environment control is to avoid stimuli that elicit problem behaviors.  Reward is to reward self or being rewarded by others for making changes.  Helping relationships is to enlist the help of someone who cares.  Experiential processes are processes related to cognition.  Behavioral processes are predominantly used during action and post-action stages.  The six stages of change describe one's readiness to change.  Individuals in the precontemplation stage have no intention of changing their behavior.  Contemplators acknowledge that they have a problem, struggle to understand it, and wonder about possible solutions.  Individuals in the action stage have overtly modified their behavior and their surroundings.  Individuals who have successfully maintained modifications made to their behavior would be in the maintenance stage of change.  In the termination stage, the former problem does not present any more temptation or threat.  Change works in a spiral pattern in which relapse is a rule not an exception to addictive behaviors.    ��Interventions�The key to successful change is to use the right strategy at the right time.   Processes, such as consciousness raising and self-reevaluation, are most important for individuals in the contemplation stage.  More behavioral processes, such as, countering and commitment, are emphasized as individuals progress into the action stage of change.  In the maintenance stage, behavioral processes continue to be emphasized.��

P.  Other Models



Jaber R, Steinhardt, S, Trilling J.  Explanatory models of illness:  A pilot study. Family Systems Medicine; 1991; 9(1):39-51.



Objective�To highlight the significance of the patient's explanation of his/her illness and examine this explanatory model of illness using descriptive research techniques.��Design�Survey.��Setting�Outpatient waiting room of the Family Medicine Center at the State University of New York at Stony Brook.��Subject�Twenty-six patients with 29 illnesses were interviewed over a three month period in addition to 15 patients from a pilot study.  Survey respondents were 86% Caucasian, 79% female, 21% male, 14% less than age 25, 47% between ages 25-65, 39% greater than 65, and 25% greater than 75 years of age.��Interventions�None��Measures�Survey of 33 questions, 20 of which were open-ended.  Questions  elicited interactional patterns related to the meaning of illness and behavior assumed around the illness.��Results�The patient's illness attribution model is influenced by the biomedical model.  Differences in opinion between patients and their families are common and add relevant complexity to illness and treatment behaviors.��Conclusions�The results are viewed as preliminary due to the small study sample; however, the authors strongly recommend that physicians ask open-ended questions about patient and family explanatory models of illness.  It is highly recommended to continue research initiatives to confirm the hypothesis that open-ended questions may be particularly useful in the context of chronic illness, somatization, noncompliance, and acute recurrent illness.��

Botelho, RJ, Skinner, H. Negotiating Health Behavior Change: Individual and Organizational Approaches Sage Publications, 1997 in press.



Description 

of content�A generic approach for training all practitioners in motivating patients to change their at-risk behaviors, working both at an individual and organizational level.��Topic/Scope�Brief education and advice programs for health behavior change (such as the NCI & AHCPR approaches to smoking cessation and the NIAAA approach to alcohol problems) work only with a minority of patients.  These evidence-based programs predominantly use the four A’s model that emphasizes advice-giving.  Such approaches are suitable for patients who are ready for action, but they do not adequately help practitioners deal with patients who do not respond to such advice.

Adapting Roles to Patients’ Needs  Practitioners need to learn how to change themselves before learning how to help resistant patients change.  They may work more effectively if they change from an action-oriented to a motivational role.  In assuming such a role, they attempt to understand why patients resist change before trying to motivate patients to change.  To work efficiently, they need to adapt their role to patients’ needs: educate and advise if appropriate, and if not, use a negotiated approach to motivate change.

Need to Train All Practitioners in a Generic Approach The authors have developed a negotiated approach for training practitioners (physicians, psychologists, nurse practitioners, nurses, health educators, social workers, and/or administrators) in how to motivate resistant patients to address their at-risk behaviors; for example, lack of self-management in chronic desease, drug and treatment adherence, smoking, excessive alcohol use and drug abuse, unsafe sex, unplanned pregnancies, inappropriate nutrition, and lack of exercise.  Practitioners can use this approach to develop individualized interventions for patients who do not respond to professional education and advice.  They may also use this approach to help family members work more effectively with patients in helping them change.

Enhance Practitioner Competence and Satisfaction This “psychomotivational” approach may help practitioners reduce their frustrations and risk of professional burnout when dealing with resistant patients and their families.  Furthermore, this approach may help practitioners come to regard resistant patients as interesting challenges rather than onerous burdens and thereby enhance their professional satisfaction.

Need for Organizational Change Practitioners often work in suboptimal conditions and are unable to fulfil the potential of healthe behavior change programs because the helath care team lacks information systems and/or managerial, administrative, and personnel support to systematically address at-risk behaviors.  Both top-down and bottom-up approaches are needed to transform the organizational culture to one that places a high priority on both prevention and quality improvement programs.  The task of these programs is to enhance the performance of the health care team in reducing the prevalence of at-risk behaviors.  Practitioners can use the Seven Critical Function Instruent to conduct an organizational assessment of their health care setting in advance.  They can use the cycle of quality improvement to develop strategies for organizational change.��Conclusions/

Recommendations�This book integrates advances in negotiating with patients and motivating them to change with the need to reorganize health care settings to support the health care team in behavior change programs.��



Peele S. The meaning of addiction:  Compulsive experience and its interpretation. Lexington, MA: Lexington Books; 1985.



Description 

of Context�Exploration of three theories that explain addiction:  the genetic theory, exposure theory, and adaptation theory.��Topic / Scope�There is no direct biological indicator for identifying addiction.  Instead, an addiction is usually associated with an individual's behavior such as tolerance, withdrawal, and craving.  In addition to biological/genetic factors, there are nonbiological factors that have been found to influence addiction.  These include social (ie, family, culture, friends), experiential (ie, situation, ritual, and experience), and psychological (ie personality and cognition). Much empirical data exist to support the Genetic Theory of Addiction.  A study by Goodwin and collegues demonstrated that the adopted children of alcoholic biological parents are 3 to 4 times at greater risk of becoming alcoholics than adopted children of non-alcoholic biological parents.   With respect to the Exposure Theory of Addiction, there are two models which support the theory's argument.  The first model, the biological model, posits that introduction of a particular substance into the body causes metabolic adjustments that require continued and increasing dosages of that substance in order to avoid withdrawal.  The second model, the conditioning model, holds that addiction is the accumulative result of the reinforcement of drug administration.  The third theory of addiction, The Adaptation Theory, relates the concept of social-psychological adaptation to the continued use of a substance or performance of undesired behavior.  In general, the addictive experience is continued due to the rewards that result from the behavior and the individual's motivation to pursue the behavior.  For therapists, health professionals, the patient, and anyone who is interested in helping the addict  overcome the problem behavior, there are four basic concepts that must be acknowledged and understood:  (1) awareness that the imperfection exists; (2) negative feelings will return; (3) slips will occur, and (4) insoluble problems with inadequate rewards will never disappear entirely.  It is also important to consider the fact that motivation is the primary element in the goal toward successful outcomes.��Conclusions/

Recommendations�Although addictions have traditionally been linked to biological factors, there are also many non-biological factors that have been known to affect addiction.  It is important that health professionals who are interested in facilitating behavior change in patients understand this multi-factorial problem.��



IV.	COMPARISONS OF MODELS AND THEORETICAL APPROACHES



Bandura A. Moving into forward gear in health promotion and disease prevention. Paper presented at the Annual Meeting of the Society of Behavioral Medicine, San Diego; 1995.



Core Argument�Social Cognitive Theory, Health-Belief Theory, Theory of Reasoned Action, Theory of Planned Behavior, Protective Motivation Theory, and the Transtheoretical Theory are reviewed and critiqued for their ability to explain behavioral change.  The Social Cognitive Theory of behavioral change is proposed as a more comprehensive model that successfully incorporates all aspects of the process of behavioral change.  Bandura raises several criticisms of the Transtheoretical Theory and the Stages of Change in particular.  He argues that:  (1) the stages of the model are arbitrary pseudo-stages rather than genuine stages; (2) people do not recycle through discrete stages; (3) the processes are regressive; (4) the model is atheoretical, and (5) linkage [linking intervention to stage] is rather loose and debatable.��Primary Evidence�In order to determine a model's ability to predict behavioral change, all psychosocial determinants of health behavior, such as self-efficacy, outcome expectations, goals, and other impediments, should be included.  The social cognitive theory of behavioral change, unlike the other models, employs all the psychosocial determinants of health behaviors in explaining successful behavioral change.  The transtheoretical model has been extensively researched although it contains many flaws:  (1) rather than transforming the characteristics at one stage into qualitatively different ones at the next, differences in degree are arbitrarily subdivided into categories called stages; (2) instead of recycling through stages, people fluctuate in their struggle to exercise control over their health behavior, and successes are a product of a triadic reciprocal interaction of personal factors, behavior, and environmental facilitators and impediments; (3) when integrating many behavioristic, psychodynamic, and existential theories into a single model to facilitate change, the model becomes atheoretical because it offers contradictory prescriptions on how to change human behavior, and (4) effective interventions must target the constellation of determinants governing health habits in given individuals not contrived stages.��Conclusions�Unlike other theories of behavioral change, Social Cognitive Theory effectively explains the process of change.  The author suggests that structural changes in our society are needed to enlist public support for policy changes that promote health.  The development of community organizing principles and implementation models will best enable people to work together to change their lives for the better.��



Bauman K E.  Predicting adolescent drug use:  The Utility Structure and marijuana. New York: Praeger; 1980.



Description

of Context�Presentation of the principle of pleasure and pain as a premise for understanding the behavior of marijuana use among teenagers.��Topic/Scope�The principle of pleasure and pain serves as the foundation for a theoretical framework called the Utility Structure.  Utility Structure posits that the positive and negative consequences of a behavior have an impact on whether a behavior will be initiated or not.  There are five five major components in this theory: (1) anticipated consequences (or attributes); (2) salience; (3) subjective probability; (4) delayed consequences, and (5) time orientation.  The theoretical framework posits that antecedent variables, such as anxiety, stress, rebelliousness, boredom, availability, curiosity, and peer usage, influence the five components of the Utility Structure which in return influence behavior with marijuana.  This scheme will help to answer questions such as “Why do adolescents use marijuana?  Why it is frequently used?  Why does it continues to be used over a certain (short or long) period of time?  Why does using it create problems for the self and for others?”��Conclusions/

Recommendations�The Utility Structure may be a useful tool in predicting adolescent marijuana use.��

Kelly R B, Zyzanski S J, Alemagno, S A. Prediction of motivation and behavior change following health promotion:  Role of health beliefs, social support, and self-efficacy. Soc Sci Med; 1991; 32(3): 311-320.



Objective�To examine health beliefs, social support, and self-efficacy theories in predicting motivation and behavior change for six lifestyle areas (smoking, stress, amount of food, exercise, type of food, and seat belts).��Design�Experimental.��Setting�An outpatient clinic of a family practice residency program in suburban Cleveland.��Subjects�Two-hundred fifteen patients were recruited to participate in the study of whom 70% were women, 97% were White, 90% had a high school education or higher, 12% had family incomes below $10,000 annually, 58% had used the practice for more than 2 years, and 45% had been seen by the physician they saw at study entry more than twice before.��Interventions�Three health promotion interventions were employed:  (1) a brief assessment of lifestyle risk factors by questionnaire;  physician prescription of lifestyle change.  The third intervention was patient self-help instructional material.  Participants were randomly assigned to one of the above three treatment groups and then asked to answer questionnaires.  An additional group served as the control group.  Individuals in the control group were participants outside of this treatment program.   ��Measures�No standardized methods were used to measure health beliefs, support for change, or self-efficacy.  Visual analog scales were used, and participant's marks were measured by ruler.��Results�There were two outcomes of interest:  predictors of motivation to change and predictors of actual behavioral change.  At the time of the initial assessment, 67, 113, 112, 132, 127, 142 individuals were at risk for the above lifestyle areas, respectively, and 75%, 72%, 63%, 50%, 46%, and 12% of the subjects were motivated to change for the above lifestyle areas, respectively.  Perceived benefits and risk (Health Belief Model) and efficacy (Self-Efficacy Model) were the strongest predictors of motivation.  For at-risk patients, the greater the perceived risk and benefits of change, the lower the self-efficacy (patients believe it more difficult to change the behavior).  From this study, motivation (not Health Belief, Social Support, and self-efficacy models) were able to predict behavior change.  The variable of social support was not able to predict motivation or change but was related to efficacy of expectations.��Conclusions�Health beliefs and self-efficacy are good predictors of motivation for change in most lifestyle areas. Motivation for change is clearly related to behavioral responses to the health promotion intervention.��

�Mullen P D, Hersey, J C,  Iverson D C. Health behavior models compared. Soc Sci Med; 1987; 24(11): 973-981.



Objective�To compare three health behavior models (Health Belief, Fishbein/Ajzen, PRECEDE) for predicting changes in smoking, exercise, and consumption of sweet and fried foods.��Design�Survey.��Setting�Two hour-long household interviews were conducted in Denver and Phoenix.��Subjects�Three-hundred twenty-six individuals (56% Caucasian, 23% Hispanic, 20% Black, 17-65 years old) participated in this study.   In the sample, 54% were female.  50% of the sample had an income between $10,000 and $25,000, and  38% had more than a high school education.   ��Interventions�None��Measures�Questions assessing smoking and exercising were taken from the National Health Practices and Consequences Survey and the Stanford Three Community Study.  Questions assessing dietary habits were taken from the National Health and Nutrition Examination Survey.  Measurements for these behaviors relied on self-report.  For each behavioral area, a seven-point response scale was used to assess components of the three models. The interval between the interviews was eight months, resulting in effects of seasonality that influenced components of the exercise questionnaire.  The first interview, conducted in the spring, reported more swimming and walking.  The second interview, held in the fall, reported more bicycling and gardening.��Results�Initial behavior was a good predictor of final behavior, reflecting stability of behavior.  Demographic characteristics proved to be important predictors of behavior. Older subjects exercised less and were less likely to attempt to quit smoking.  Younger subjects were most frequent consumers of sweet foods.  Women exercised less than men. Smoker’s concern about susceptibility to serious illness was associated with attempts to quit smoking.  Perceived benefits, confidence, and behavioral intention were all important in predicting behavior.  PRECEDE was the most effective model in predicting all the behaviors except for attempts to quit smoking.  Except for ability to predict smoking cessation attempts, the Fishbein/Ajzen model was the least effective.   ��Conclusions�Fishbein/Ajzen model was not as effective as PRECEDE and the  Health Belief Model in predicting behavior.  Self-efficacy was a key predictor of change in health behavior.��

�Sutton S.  Social-psychological approaches to understanding addictive behaviors:  attitude-behavior and decision-making models. Br J Addict, 1987; (4): 355:370.



Description 

of Context�Three theories of decision-making and attitude-behavior that have been or are potentially applicable to addictive behaviors were reviewed. The three theories are Subjective Expected Utility (SEU), Fishbein & Ajzen's theory of Reasoned Action, and the Health Belief Model.��Topic/Scope�SEU states that action depends on subjective values (utilities) attached to the probability that the action will lead to outcome.  Fishbein & Ajzen's theory of reasoned action states that intentional behavior change depends on one's attitude toward the behavior plus subjective norm.  According to the Health Belief model, the probability that a given preventive action will be undertaken depends on: (1) perceived severity of the threats; (2) perceived susceptibility to the threats; (3) perceived benefits of the recommended action in reducing the risk or the severity of the threats, and (4) perceived barriers or costs related to adopting the behavior.  The strengths and weaknesses of each model were discussed.  ��Conclusions/

Recommendations�The three models of attitude-behavior and decision-making privode a rich source of ideas that serve to further understanding of behaviors, especially addictive behaviors.��



Weiner B. Theories of motivation:  From mechanism to cognition. Chicago: Rand McNally; 1972.



Description 

of Context�Description of  the evolution and basis of the four theories of motivation.��Topic/Scope:�The most well known theory of motivation is the Drive Theory.  Although it has undergone considerable change and dispute, it has also made a significant contribution to the psychology of motivation.  It offers a model for the mechanistic or scientific understanding of motivation.  This raises the question, however, whether a mechanistic conception of motivation can adequately explain the complexity of human behaviors.  A second theory, Field Theory, offers a more conceptual approach to the study of human behaviors and motivation than Drive Theory.  According to the founder, Lewin, the Field Theory is "a method of analyzing causal relations and of building scientific constructs."  In this theory  the concept is one of tension which serves as a forceful field that acts on the individual to move toward the goal.  Tension is removed once the goal is attained.  Similarly, a third theory, Achievement Theory, is also a quasi-cognitive theory.  It asserts that motivation serves as the cue for individuals who feel the need to achieve.  In this theory, achievement-related behavior is a result of a conflict between a hope of success (approach motivation) and a fear of failure (avoidance motivation).  The fourth theory of motivation, Attribution Theory, provides a more cognitive approach of how motivation is perceived and how it influences interpersonal behavior.  It assumes that people want to understand their sources, states, and environment.  People are motivated to "attain a cognitive mastery of the causal structure of his environment."  The attribution theory has been shown to be applicable to achievement-oriented behaviors and moral behaviors.  ��Conclusions/

Recommendations�Motivation is an important aspect in the acquisition or cessation of any behavior.  Over the years, many theorists have formulated theories and models to understand the concept of motivation and relate it to human behaviors.  We see that concepts of motivation vary from mechanistic to a more systematic relationship between thoughts and action.��



V.	INTERVENTIONS FOR CHANGING BEHAVIORS



A.  Metaphors



Bandler R, Grinder, J. Reframing:  Neuro-Linguistic programming and the transformation of meaning. Moab, UT, Real People Press; 1982.



Description

 of Context�Outline of the strategies of reframing that can be used in the context of couples, families, and organizations.��Topic/Scope�Reframing is a method of changing the frame in which a person perceives events in order to change the meaning.  It involves changing the conceptual and or emotional setting or viewpoint in relation to which a situation is experienced and to place it in another frame which fits the “facts” of the same concrete situation equally well or even better, and thereby changes the entire meaning.  The goal is to change the meaning attributed to the situation, and therefore its consequences.��Conclusions/

Recommendations�There are many strategies of reframing that can be employed in problem areas for couples, families, organizations, alcoholism, drug abuse, and behavior.  In general, the technique of reframing representational systems is to detach behavior from the outcome.��

Kopps S. Guru:  Metaphors from a psychotherapist. Palo Alto: Science and Behavior Books; 1971.



Description of Context�A series of metaphors for use in contemporary psychotherapy.��Topic/Scope�A "guru" may be a magic healer, spiritual guide, teacher, sage, prophet, therapist, or anyone who helps and guides others to make their passage from one stage of their lives to another.  All gurus (despite their differences in advice, dress, techniques, and strategies) share a commonalty, and that is to help, heal, teach, and guide.  Today's guru can be trained to become a better spiritual healer or guide through the use of metaphors, myths, and dreams (rather than the empirical and structural conventions of psychotherapy) to facilitate positive behavioral change.  Metaphors are defined as ways of speaking in which one thing is expressed in terms of another, therby shedding new light on the character of what is being described.  The use of metaphors dates back application from primitive religion, Christianity, the Orient, Ancient Greece and Rome, and the Renaissance.  It has also been employed in fables or tales for young children and science fiction.��Conclusions/

Recommendations�Although the effectiveness of metaphors may be difficult to measure, we must not ignore its useful intention.  Metaphors, whether they be images, allegories, or figures, can be used to illuminate individual perceptions and sensations in the process of guiding, motivating, and/or facilitating behavioral change.��

Lankton S R, Lankton, C H.  The answer within:  A clinical framework of Ericksonian Hypnotherapy. New York: Brunner/Mazel; 1983..



Description of Context�The Ericsonian clinical approach of using metaphors and hypnosis in helping people change.��Topic/Scope�During the early 1930s, Milton E. Erickson (1901-1980), who founded The American Society of Clinical Hypnosis, developed a style of hypnosis which came to be known as utilization and indirect suggestion (as opposed to the traditional hypnotic technique of progressive relaxation and direct suggestion).  According to Ericksonian hypnotherapy, there are eleven principles for the therapist to consider which will most likely maximize the probability of reaching a particular goal or outcome.  These include:  (1) people operate out of their internal maps and not out of sensory experience; (2) people make the best choice for themselves at any given moment; (3) the explanation, theory, or metaphor used to relate facts about a person is not the person; (4) respect all messages from the client; (5) teach choice and never attempt to take choice away; (6) the resources the client needs lie within his or her own personal history; (7) meet the client at his or her model of the world; (8) the person with the most flexibility or choice will be the controlling element in the system; (9) a person must communicate; (10) if it's hard work, reduce it down and (11) outcomes are determined at the psychological level.  The Ericksonian diagnostic framework involves finding social and experiential maps for the individual to guide his/her behavior and  identificationof the parameters of the client-system (ie, structure of social network and availability of resources).  Central to the diagnostic application are effective techniques such as the use of paradox, indirect suggestion, trance phenomena, and multiple embedded metaphors.��Conclusions/

Recommendations�Ericksonian hypnotherapy offers a comprehensive understanding of the internal psyche of patients and how it can be induced to guide them toward positive behavioral change without encountering resistance.��

Marlatt G A,  Fromme K.  Metaphors for addiction. Journal of Drug Issues; Winter, 1987;  9-28.



Description of Context�An overview of the use of metaphors in describing the addictive process and as a treatment device for practitioners.��Topic/Scope�Various forms of metaphor have been used throughout history to transmit important cultural, sociological, and moral information.  Metaphor can be helpful in establishing rapport and in defining or explaining the nature of a patient's problem.  In addiction, the authors suggest that the use of metaphors is a critical piece in the change process during relapse prevention.  Examples of metaphorical stories used during the Stages of Change process is the "journey" metaphor where patients are told there are three important stages to any journey--preparation, departure, and the trip itself.  The metaphor is linked to the series of stages that occur as an ongoing process of behavior change.  The advantage of choosing metaphorical prose is its palatability and potential for capturing the patient's attention and imagination and decreasing resistance.��Conclusions/

Recommendations�Metaphors can be useful in the understanding and treatment of addictive behaviors and relapse prevention.��

B.  Miscellaneous



Medical Information Services.  September 1994. Focus on changing patient behavior. Paper presented at the Annual Scientific Assembly of the American Academy of Family Physicians, Boston, Massachusetts; 1994.



Description

of Context�Highlights from a round table discussion on changing patient behavior at the 1994 Annual Scientific Assembly of the American Academy of Family Physicians.��Topic/Scope�Stephen Brunton, MD, Director of Family Medicine at Long Beach Memorial Medical Center provided the following strategies  for improving long-term compliance and therapeutic outcomes: (1) Simplify treatment regimes; (2) Provide simple written information on dosing and side effects;  (3) At each visit, review patient's progress toward a therapeutic goal; (4) Express willingness to change medications if necessary; (5) Telephone patients who miss appointments; (6) Keep waiting-room time to a minimum and finally; (7) Form a therapeutic alliance with the patient. Victor J. Strecher, PhD,  Director, Health Communication Research Laboratory, University of North Carolina, presented early study results showing how tailored messages to individual patients can have a significant impact on the outcome of smoking cessation and dietary habits.  Using information from the Health Belief Model, Dr. Strecher and his associates created thousands of computer generated, tailored smoking-cessation and dietary intake messages.  The smoking cessation rate at four to six months was 21% among patients who received the tailored messages, compared with only 7% among those who received the untailored messages.  After four to six months, those who recalled receiving a dietary message totaled 73% in the tailored-message group, 33% in the untailored-message group, and 15% in the group that did not receive a message.  Daily fat intake had decreased by greater than 10 grams in the group that received the tailored message and by 3.6 grams in the group that received the untailored message.��Conclusions/

Recommendations�The use of tailored messages can be effective in influencing behavior.  There are strategies and techniques that physicians can employ to improve therapeutic outcomes.��

Brown R. Early identification of alcohol and drug problems. In: A R Hott ed., Substance Abuse: Ross Roundtables Report.  Columbus, Ohio: Ross Products Division, Abbott Laboratories; 1994: 27-39.



Description of Context�Two interview processes for identifying early signs of alcohol and drug problems.��Topic/Scope�Many biomedical, social, psychological, financial, and legal consequences arise as a result of substance use.  Therefore, it is imperative to make early diagnosis of these problems so that interventions can be implemented.  The interview process plays a crucial role in the diagnosis for individuals with early alcohol and drug problems.  Two interview approaches are described:  a direct, more efficient approach and an indirect, more effective approach.  The direct, more efficient approach asks questions relating to quantity and frequency of alcohol and drug usage; whereas, the indirect, more effective approach targets the social and environmental aspect in which negative consequences (ie, stresses) commonly occur.  A continuum model of substance abuse (based on the work supported by the World Health Organization) is suggested.  With its utilization, clinicians can categorize patients' substance use in a manner that enhances the therapeutic relationship and guides management.  The model includes five categories of substance abuse:  abstinence,  very rare to no use; nonproblematic use light to moderate usage without producing any ill effects; misuse, the use of substance plus isolated, sporadic negative consequences of use; abuse, use, negative consequences, and repetition; and dependence, loss of control, compulsion, or preoccupation with substance abuse.  An individual who twice a year drinks to intoxication and suffers from hangovers and minor social embarrassment would be placed under the category "misuse."  An individual who continues to use the drug despite recurrent adverse consequences would be placed under the category of "abuse."  An individual who cannot perform the basic daily tasks without the use of the substance would be placed under "dependence."  Movement along the continuum can occur over time in either direction.

��Conclusions/

Recommendations�Early identification of alcohol and drug problems is crucial.  It has implications for the prevention of medical, financial, legal, and psychosocial consequences.��

Currie C E, Amos A, Hunt S M. The dynamics and processes of behavioural change in five classes of health-related behaviour--findings from qualitative research. Health Education Research, 6 (4), 443-453; 1991.

Objective�To examine the dynamics of change in health-related behaviors: diet, weight control, smoking, drinking and exercise.��Design�Qualitative.��Setting�Scotland.��Subjects�Three-hundred eighty-six adults of whom more than 50% female.��Interventions�None.��Measures�Semi-structured tape-recorded interviews designed to elucidate the process and dynamics of health-related behavior changes.  Seven classes of behavioral change ranging from positive dietary, smoking, or drinking changes to thinking about change were devised.  Factors involved in each stage of the change process were classified as predisposing, triggers, facilitating factors, and inhibiting factors.��Results�Concerns about health disease were among the most commonly reported factors acting as primers or triggers to behavioral change.  The process of change was highly influenced by non-health related factors and the types of inhibiting and facilitating factors which most affected them varied between behaviors.  Multiple changes in behavior were not common and only certain combinations were reported.��Conclusions�Behaviors change singly, although sometimes multiple changes do occur in particular sets of behavior.  Suggesting that people embrace a consistently healthy lifestyle in one grand effort may be an unacceptable and unrealistic challenge especially if the individual is unsupported by favorable personal, environmental, and socio-structural resources.��



Glasser W. Positive addiction. New York: Harper & Row, Publishers, Inc.; 1976.



Concept of Problem Development�In life, we seek happiness through the love we give, the love we receive, and performances that we believe are worthwhile.  In our quest for happiness, we are faced with many questions:  what to do, how to do it, and where to get the strength to get it done.  It is our strength that drives us to the act of commitments and the cycle of persistence.  Problems arise when the individual replaces the pain of not being able to find happiness through love and worth with a negative addiction.  "The addict, through his addiction, is able to live with little love or worth, without having to suffer the pain of failing to get it."  Positive addiction is any repetative behavior acquired for healthy reasons.  Contrary to this concept is the 



notion that negative addiction has negative consequences resulting from the behavior.��Concept 

of Change�There are two types of positive addiction:  physical (ie, running) and mental (ie, meditating).  In order to reach the positive addiction state of mind, the following criteria must be satisfied: (1) the activity  is noncompetitive and  the individual chooses and can devote an hour a day to doing it, (2) the activity is easily done and doesn't take a lot of mental effort; (3) the activity does not depend upon the involvement of others  and must be performed entirely by oneself; (4) the activity has some value (physical, mental, spiritual) for the individual; (5) the individual believes that if s/he is persist with the activity, improvement (which is measured subjectively by the individual) will follow, and (6) the individual is not self-critical about the act.��Interventions�Not provided.��

Rollnick S, Kinnersley P, Scott N. Methods of helping patients with behaviour change. British Med Journal, 307, 188-190; 1993.



Description of Context�Interventions to motivate patients to change addictive behaviors were suggested.��Topic/Scope�A commonly used, but ineffective strategy to change behavior in the medical interview is direct advice-giving.  Research showed that this method is not very convincing to patients. Recommended effective strategies were: (1) tailor interventions to the readiness to change of the patients by categorizing patients into groups (not ready, unsure, ready to change), and (2) train practitioners to respond in a more flexible way about the patient's readiness to change.��Conclusions/

Recommendation�Negotiating behavior change through Motivational Interviewing can be a particularly effective strategy.  A patient's motivation to change can be enhanced by using a negotiation method in which the patient, not the practitioner, articulates the concerns and arguments for change.��

Sperry L. The ingredients of effective health counseling:  Health Beliefs, Compliance, and Relapse Prevention. Individual Psychology:  J Adlerian Theory, Research & Practice, 42  (2), 279-287; 1986.



Description

 of Context�A description of the process and important concepts in effective health counseling.��Topic/Scope�Health counseling is a process that uses the concepts of compliance, health beliefs, and relapse prevention.  There are three phases in the health counseling process: (1) The relationship between the counselor and patient requires the patient to be engaged in the change process by establishing a cooperative relationship with the counselor while negotiating a mutually acceptable change program; (2) The assessment phase attempts to understand the person's present health behavior in terms of personal and contextual factors, and  (3) Reorientation includes two main levels of intervention.  First, the patient can be prepared in advance to deal with relapse through behavioral procedures.  Secondly, intervention at the family level can increase compliance and minimize relapse.��Conclusions/

Recommendations�The ingredients of effective health counseling are health beliefs, compliance, and relapse prevention.  A phased approach to counseling will maximize and sustain behavior change.��



C.  Motivational Interviewing



Botelho R J,  Skinner, H. Motivating change in health behavior: Implications for health promotion and disease promotion. Prim Care,   (4), 565-589; 1995.



Core Argument�Practitioners can motivate patients to reduce the risks and harms associated with unhealthy behaviors by utilizing effective motivational agents and a motivational approach to behavior change.  Examples relate to smoking and excessive alcohol use but can be applied to a broad range of behavior modifications.��Primary Evidence�Practitioner approaches to health behavior change include Traditional Advice Giving ("Don't Drink!"), Patient-Centered Advice-Giving ("What really concerns me is that you don't seem to be bothered by your drinking.") and the Cognitive Behavioral Approach which assumes the patient lacks the skills to initiate and maintain change.  The Motivational Approach to change assumes that most patients know how to change and  have the skills to change but may lack the motivation to change.   Practitioners are encouraged to utilize Motivational Interviewing techniques and apply the principles of Self-Determination Theory  as patients move through the stages of change which consist of precontemplation, contemplation, preparation, action, and maintenance.  These stages of change within the Transtheoretical Model give the practitioner a clear picture of the patient's progression toward behavior change. Practitioners are encouraged to assist patients in initiating change from within rather than being imposed from external or internal sources.  Effective motivational agents to ensure that practitioners encourage movement through the stages of change include an empathic relationship, support of the patient's autonomy, provide information in a nonthreatening manner, work with rather than against patient resistance, and an  understanding of personal assumptions about behavior that will affect the practitioner-patient relationship.  The Motivational Approach is extensively outlined with numerous  narrative examples that apply to the medical interview.  Direct and indirect interventions initiated by the practitioner that help patients enhance their priorities for change and diminish their priorities against change are clearly outlined.

��Conclusions/

Recommendations�Practitioners are more likely to help patients initiate and maintain behavior change for health promotion and disease prevention if they use a Motivational Approach to behavior change rather than a controlling approach.��



Miller W R, Rollnick S. Motivational interviewing:  Preparing people to change addictive behavior. New York: The Guilford Press; 1991.



Description of Context�An intervention for facilitating behavior change in the area of addiction.��Topic/Scope�In preparing people to change addictive behaviors, there are two phases with specific tasks which individual progress through.  Phase I focuses on building the patient’s motivation to change.  This can be accomplished by: (1) asking open-ended questions; (2) listening reflectively; (3) directly affirming and supporting the patient; (4) summarizing statements, and (5) eliciting self-motivational statements from the patient who presents the argument for change.  Phase II focuses on strengthening patients' commitment to change.  This can be accomplished by: (1) summarizing the patient’s current situation; (2) asking open-ended questions; (3) offering a cluster of the best information/advice upon request, but being careful not to fall into the "yes, but...." trap and (4) negotiating a plan and arriving at the plan.  When helping patients go through Phase I and Phase II, five principles of motivational interviewing must be considered:  (1) express empathy; (2) develop discrepancy; (3) avoid argumentation; (4) roll with resistance, and, (5) support self-efficacy.��Conclusions/

Recommendations�Motivational interviewing has been empirically tested and shown to be an effective intervention in preparing people to change addictive behaviors.��

Rollnick S, Heather N, Bell A. Negotiating behaviour change in medical settings:  The development of brief motivational interviewing. Journal of Mental Health, 1, 25-37; 1992.



Description of 

Context�A brief intervention for medical settings using a  form of motivational interviewing.  The intervention is patient-centered and developed for patients with varying degrees of readiness to change.��Topic/Scope�The interviewer (or clinician) selects a strategy from a menu of the following to match the patient’s degree of readiness to change:  (1) address issues of lifestyle, stresses, and substance use; (2) address health and substance use; (3) discuss a typical day; (4) discuss the pros and cons of engaging in the behavior; (5) provide information; (6) discuss the future and the present; (7) explore concerns, or (8) help with decision-making.  Implications and criticism of the approach are provided as well as suggestions for further research.��Conclusions/

Recommendations�Motivational interviewing can be an effective strategy to help patients articulate their reasons and arguments for and against a behavior change.  The goal of motivational interviewing is to work with the patient's need for autonomy through the encouragement of an exploration of his/her ambivalence towards behavior change.��



D.  Self-Efficacy



Bandura A. Self-efficacy: Toward a unifying theory of behavioral change. Psychol Rev, 84 (2), 191-215; 1977.



Description 

of Context�An integrative approach to explaining the divergence of theory and practice in the field of behavioral change. The author suggests that cognitive processes mediate change and cognitive events are induced and altered most readily by the experience of mastery which arises from effective performance.��Topic/Scope�Through experience of mastery and effective performance, cognitive processes can play a role in the acquisition and cessation of behavior.  Partly rooted in cognitive activities lies the state of motivation, which is concerned primarily with activation and persistence of a particular behavior.   Motivation comes in two forms:  cognitive representation and intervening influences of goal setting and self-evaluation.  With this in mind, a conceptual theoretical framework for the analysis of behavioral change is presented.  The theory is referred to as Self-efficacy.  Self-efficacy is defined as one's perception, attitude, and beliefs about his/her ability to cognitively represent future outcomes, set goals, and to successfully execute a particular task.  Expectations of personal efficacy (as opposed to expectations of outcome) can determine the length and amount of coping behavior that will be sustained in the face of obstacles to reach an outcome.  Efficacy expectations can vary on three dimensions (magnitude, generality, and strength) and come from four sources  (performance accomplishments, vicarious experience, verbal persuasion, and emotional arousal).  One source, performance accomplishments, is based on personal experiences of mastering the specific behavior.  Another source, vicarious experience, refers to the concept of witnessing someone else perform the threatening activity without adverse consequences.  A third source of self-efficacy expectations, verbal persuasion, accounts for the idea that people are led, through suggestion or another form of verbal communication, into believing that they can cope successfully with problems.  A fourth source, emotional arousal, provides 



anxiety or vulnerability to stress as examples that affect self-efficacy expectations.��Conclusions/

Recommendations�People process, weigh, and integrate diverse sources of information concerning their capability, while regulating choice behavior and effort expenditure accordingly.��Bandura A, Adams N E, Hardy A B,  Howells G N.  Tests of the generality of self-efficacy theory. Cognitive Therapy and Research, 4 (1), 39-66; 1980.



Core Argument�Perceived self-efficacy mediates changes in coping behavior and fear arousal.��Primary Evidence

�Two studies which tested the explanatory and predictive generality of the self-efficacy theory across additional treatment modalities and behavioral domains.  Subjects who were adversely affected by snake phobias comprised one study and participants who were agoraphobics comprised the second study.  Both groups were pre- and post-tested for self-efficacy scales on fear arousal.  Cognitive modeling and field mastery experiences were administered.  The finding in both cases indicated that self-efficacy can be increased by efficacy information being conveyed through several different treatment modalities.  Perceived self-efficacy can operate as a cognitive mechanism by which controlability reduces fear arousal.��Recommendations�Further tests of this theory must examine how perceived coping efficacy affects level of arousal as measured physiologically.��

DiClemente C C.  Self-efficacy and the addictive behaviors. Journal of Social and Clinical Psychology, 4  (3), 302-315; 1986.



Description

 of Context�Review of the application of self-efficacy theory to a variety of addictive-behavior problems.��Topic/Scope�The construct of self-efficacy has been found to be useful in the process of smoking cessation.  The challenges, however, are to define the target behavior for which self-efficacy is to be assessed, and to apply self-efficacy to the abstinence of the addictive behaviors.  Currently, many self-efficacy scales exist  that can accurately and reliably measure the three levels of self-efficacy expectations (generality, strength, and magnitude).  Among them are smoking cessation scales, alcohol abstinence scales, and obesity and bulimic control scales.  In addition to its relevance and usefulness for addictive behavioral change, the construct of self-efficacy has also been examined with other demographic, historical, habit, and personality variables.  This relationship will further enhance our understanding of self-efficacy and addictive behaviors.��Conclusions/

Recommendations�The function of self-efficacy has been explored in understanding the etiology and treatment of addictive behaviors.  It can be applied to smoking cessation, excessive alcohol consumption, and eating disorders.  

It can also be used to assess demographic and personal predictors of the problem behaviors.��

�DiClemente C C, Prochaska J O,  Gibertini M.  Self-efficacy and the stages of self-change of smoking. Cognitive Therapy and Research, 1985; 9 (2), 181-200.



Objective�To examine how self-efficacy is related to the stages of change in  smoking cessation.��Design�Survey.��Setting�Subjects were from Rhode Island and Texas��Subjects�Nine-hundred fifty-seven  subjects selected  were either currently smokers or exsmokers.  They were not involved in any formal treatment program.  Mean age was 40.  They were divided into one of five groups according to their status on smoking:  long term quitters, recent quitters, relapsers, contemplators, and immotives (smokers who have no intention to quit).   ��Interventions�None.��Measures�A 5-point Likert scale was used to measure the frequency of occurrence of the 10 processes of change, the level of confidence to avoid smoking and the degree of temptation to smoke.  A Life Experiences survey, a self-efficacy scale, a decisional balance measure, and an endurance subscale of the Jackson Personality Inventory were also used.  A saliva specimen was collected to verify self-reported levels of cigarette smoking.��Results�Self-efficacy demonstrated significant but relatively small correlations with smoking history variables, especially for current smokers.  Strength of habit was related to lower efficacy evaluations.  Length of abstinence during the last attempt to quit smoking corresponded with higher efficacy  ratings.  The more subjects valued positive statements about smoking, the lower were their efficacy evaluations. Greater confidence or efficacy corresponded with less change activity for quitters and increased activity for smokers. Efficacy expectations were shown to be related to self-evaluation relatively independent of other cognitive, behavioral, and trait dimensions.  For contemplators and recent quitters, efficacy expectations  were highly related to the subject’s movement through the stages of change over time.��Conclusions�Self-efficacy is a relevant variable for smoking behavior change and maintenance for contemplators and recent quitters.  Efficacy expectations were highly related to subjects' ability to maintain smoking cessation and their movement through the stages of change.��



Rakowski W, Wells B L, Lasater,T M, Carleton R A. Correlates of expected success at health habit change and its role as a predictor in health behavior research. Am J Prev Med

1991; 7(2): 89-94



Objective�To investigate the individual's perceived ability to succeed at future attempts to change health related habits.��Design�Survey.��Setting�Rhode Island��Subjects�One-thousand three hundred sixty-seven adults, with an average age of 43.53 years of whom  41.5% were male.��Interventions�None.��Measures�Demographics, self report, interview, blood pressure, height/weight, body mass index, fitness assessment and cholesterol test. Questions regarding five health-related behavior and knowledge indices were included.��Results�Reported past success at health habit change was the strongest predictor of success expected in the future.  Optimism about future success was also associated with variables that already placed individuals at an advantage to change behavior.  When used as a predictor variable, expected future success was not associated with five health-related, self-report, indices of behavior, knowledge and perceived risk.  Extreme optimism may be a belief characteristic that deserves further investigation, one that will present a challenge to research and practice.  Men tended to report greater expected future success than women, although women had favorable reports on three of the five health-related  behavior/knowledge indices.��Conclusions�Gender differences needs to be explored further.  The personal qualities of optimism and pessimism influence health behavior.��



E.  Stages of Change



DiClemente C C. Changing addictive behaviors:  A process perspective. American Psychological Society. 1993; 2)4):101-106.



Description

 of Context�Discussion of the process and stages that successfully modify individual addictive behavior.��Topic /Scope�The transtheoretical model focuses on intentional change in which multiple processes of change are specifically matched to the individual’s particular stage of readiness to change.  For individuals in the precontemplation stage, practitioners would emphasize to them the processes of consciousness raising and social liberation.  For contemplators, consciousness raising and social liberation continue to be emphasized in addition to the processes of emotional arousal and self-reevaluation.  Individuals in the preparation stage will successfully progress toward behavior change if they employ the processes of social liberation, emotional arousal, self-reevaluation, and commitment.  Reward, countering, environment control, helping relationships, and commitment are all important processes in the action, maintenance, and termination stages.  Interventions should be stage-based with feedback that focuses on the specific processes of change.��Conclusions/

Recommendations�The transtheoretical model provides an integrative framework for understanding the process of change and appropriate interventions.��



McConnaughy E A, DiClemente C C, Prochaska J O, Velicer W F. Stages of change in psychotherapy:  A follow-up report. Psychotherapy.  1989; 26:494-503.



Objective�To replicate findings from a previous study on the stages of change model for use in psychotherapy.��Design�Instrument validation.��Setting�A state psychiatric facility (Texas Research Institute for Mental Sciences).��Subjects�327 (166 women, 155 men, and 6 unknown) adult outpatients seeking treatment for psychiatric disturbances were recruited as subjects for the study.  Mean age for women was 35 and mean age for men was 31, and ages ranged from 18 to 62.��Interventions�None.��Measures�A Stages of Change scale that was produced and used by an earlier study of 155 subjects.  The scale measured the subject’s readiness to change according to the four theoretical stages of change (Precontemplation, Contemplation, Action, and Maintenance).��Results�This study, which consisted of a different clinical sample, reproduced results that were close to the means and standard deviation of the original study.  They confirmed the original findings that Stages of Change scales were useful in measuring stages of change in psychotherapy.  ��Conclusions�Stages of Change Scales are reliable methods of measuring stages of change in different settings.��

Prochaska J O. Strong and weak principles for progressing from precontemplation to action on the basis of twelve problem behaviors.  Health Psych. 1994; 13(1): 47-51.



Objective�To explore the methods and principles people use to move from the precontemplation to action stage in their cessation of high risk health behaviors. ��Design�Retrospective analysis of data from two previous studies.��Setting�Subjects were recruited from Texas and Rhode Island.��Subjects�3,858 individuals were taken from a previous study to participate as subjects in the first part of this present study and 1,466 smokers participated in the second part of the study.  Of this sample, 166 were in the precontemplation stage, 794 smokers were in the contemplation stage.  and 506 smokers were in the preparation stage.  All smokers averaged 29 cigarettes per day.  The majority was female.��Interventions�None.��Measures�A 5-item scale and a 4-to-5 item algorithm  was used for staging subjects and assessing decision-making.  In the second study, ie, a 20-item version of the Decisional Balance scale assessed the subjects' pros and cons of smoking at each stage.��Results�The results supported the hypothesis that in relation to the cons of a healthy behavior change, the pros increased considerably more in groups representing progress from precontemplation to action. Two principles that explain the progression from precontemplation to action were formulated.  The strong principle posited that progression from precontemplation to action is a function of about 1 standard deviation increase in the pros of a healthy behavior change.  The weak principle posited that progression from precontemplation to action is a function of about 1/2 standard deviation decrease in the cons of a healthy behavior change.  Results from the second study showed that the  strong principle was able to successfully predict progression from precontemplation to action.  The weak principle was also able to predict progression from precontemplation to action, but its predictions were not as great as the strong principle.��Conclusions�The results of this study provide the ability to predict progress from precontemplation to action as a function of a large difference in the pros of behavior change.  These principles can predict the relative magnitude of the difference.��

Prochaska J O, & Goldstein M G. Process of smoking cessation: implications for clinicians. Clin in Chest Med.  1991; 12(4): 727-735.



Core Argument�Physicians can potentially help the majority of their patients who smoke by identifying the stage of change (precontemplation, contemplation, preparation, action and maintenance) the patient is in regarding their addiction to smoking.  Once the stage is identified, specific  physician- generated strategies can be initiated that are designed to move the patient toward the action stage which will greatly enhance the patient's ability to quit smoking.  People do not change chronic behavior such as smoking by following a linear pattern.  More often than not, relapse is the rule, not the exception.  Most smoking cessation programs have been designed for individuals who are ready to take action on their smoking. At any point in time, 60% of smokers are in the precontemplation stage and 30% are in the contemplation stage.  The amount of progress patients make after intervention is directly related to what stage they were in prior to intervention.��Primary Evidence�By following 1,000 self-changes for two years and studying 1,444 smokers in the first three stages of change, the authors research indicates that helping patients progress one stage in one month doubles the chance 



that they will not be smoking in six months.  Since each smoker has an average of 4.3 visits annually to their physician, the opportunity for intervention during the office visit is high.��Recommendations�By integrating the stages of change model with a patient-centered model of patient education, the physician can move patients from precontemplation to action.  Identification of the patient's stage of change can be ascertained quickly through a series of three questions.  Setting realistic goals at each stage is essential to the patient’s progression to the next stage.  The physician can facilitate movement to the action phase by clarification, legitimization, expression of support, respect, identification of other supports, assist in self-evaluation, teach self-monitoring of smoking behavior, coping skills, relaxation, goal setting, stimulus controls, reinforcements and rewards.��

Prochaska J O, Wayne F. Velicer, J S R, et al. Stages of change and decisional balance for 12 problem behaviors. Health Psychol. 1994 ; 13(1), 39-46.



Objectives�To test the generalizability of transtheoretical model across twelve- problem behaviors.  The 12 problem behaviors were smoking cessation, cocaine quitting, weight control, high-fat diet, adolescent delinquency, safe sex, condom-use, sunscreen-use, radon-gas exposure, exercise acquisition, mammography screening, and physicians assisting smokers.��Design�Survey.��Setting�Individuals were recruited in Rhode Island, Massachusetts, Texas, and California.��Subjects�3,858 subjects were divided into one of the above 12 problem behavior samples.��Interventions�None.��Measures�A 5-item algorithm was used for determining the stages of change and the decisional balance (pros and cons of the behavior), ranging from 1=not important to 5=extremely important.��Results�The pros of changing behavior outweigh the cons before participants take action to modify behavior. For all twelve behaviors, precontemplators reported more cons of changing than pros of changing.  In contrast, individuals in the action stage reported more pros than cons of changing their behavior.��Conclusions�The Stages of Change and the decisional balance were found to be generalizable across the twelve behaviors.  The results suggest that progress from precontemplation to contemplation involves an increase in the evaluation of the pros of changing.  Progressing from contemplation to action involves a decrease in the cons of changing.��



F.  Relapse Prevention



Brownell K, Marlatt A, Lichtenstein E, Wilson T. Understanding and preventing relapse. Am Psycho.  1986;  41 (7): 765-782.



Description 

of Context�Examination of  the concept of relapse by integrating knowledge from addictive disorders of alcoholism, smoking, and obesity.��Topic/Scope�Commonalities are observed across many addictive behaviors. The term, lapse, refers to a single slip or mistake which may or may lead to the state of relapse.  This term does not imply loss of control, but merely that corrective action can be taken so that a full blown relapse will not occur.  Individual's responses to lapse will vary from person to person.  So far, there have been no reliable measure to assess individual responses to lapse.  However, findings from research have generated predictors of lapse and relapse.  Predictors of lapse and relapse involve an interaction of  the following:  (1) individual and intrapersonal factors such as negative emotional states, inadequate motivation, response to treatment, and coping skills; (2) physiological factors (ie genetic factors, craving, and urges); and (3) environmental and social factors.  From common findings across addictive behaviors, prevention of lapse and relapse were targeted to the stages of change model.��Conclusions/

Recommendations�The concept of lapse (the process of slips or mistakes) and relapse (the outcome that resulted from slips and/or mistakes) has important implications for conceptualizing, preventing, and treating relapse.��

Marlatt, G A, George, W H.  Relapse prevention:  introduction and overview of the model. British Journal of Addiction.  1984;  79: 261-273.



Description 

of Context�Description of the conceptual and clinical features of the Relapse Prevention approach to altering excessive or addictive behaviors.��Topic/Scope�Relapse Prevention is a psychoeducational program that combines behavioral skills and training procedures with cognitive intervention techniques.  The model to facilitate changes can be applied to personal habits and lifestyle to reduce the risk of physical disease or addiction.  A relapse in addiction is viewed as a transitional process, not a dead end.  Relapse Prevention attempts to provide the individual with the necessary skills and cognitive strategies to prevent a single lapse from generating a total relapse.  Change will be maintained if the individual can anticipate obstacles and develop coping skills to utilize in high-risk relapse situations.  High-risk relapse situations are: (1) negative emotional states (anxiety, depression);  (2) interpersonal conflict; and (3) social pressure.��Conclusions/

Recommendations�There is emerging empirical support of the Relapse Prevention approach in treating addictive behaviors that is encouraging.��

Shattuck D K. Mindfulness and metaphor in relapse prevention: An interview with G. Alan Marlatt. J Am Diet Assoc.  1994;  94 (8):  846-848.



Description

 of Context�Interview with G. Alan Marlatt, PhD, professor of Psychology and Director of the Addictive Behavior Research Center at the University of Washington, Seattle.��Topic/Scope�Highlights the four models of addictive behavior (moral, disease, compensatory, and enlightenment) and how metaphors are used to prevent relapse in addiction.  The genesis of addictive behavior is discussed as well as self-efficacy in the relapse prevention process.



��Conclusions/

Recommendations�The treatment and identification of addictive behavior requires an understanding of coping skills, cognitive interventions and lifestyle change procedures.��

Velicer W F, DiClemente C C, Rossi J S. Prochaska J. O.  Relapse situations and self-efficacy:  An integrative model. Addic Behav.  1990; 15:  271-283.



Objective�To examine two approaches applied to the area of relapse: the relapse model and the self-efficacy model.  A general model that integrates the two approaches is provided.��Design  �Quasi-experimental.��Setting�Subjects in Study 1 were recruited for a naturalistic study of the course of self-change of smoking behavior, without intervention, over a two-year period.  Subjects in Study 2 were recruited to participate in a self-help manual-based smoking cessation program.  In Study 1, a questionnaire and a personal interview were used.  In Study 2, only a questionnaire was used.   ��Subjects�Subjects in Study 1 were 960 adults from Rhode Island and Texas who volunteered in response to newspaper ads.  Subjects in Study 2 were 421 smokers (ages ranged from 17-73) from Rhode Island who responded to newspaper ads for a self-help manual intervention program designed to aid smokers' cessation attempts. ��Interventions�Subjects in Study 1 did not receive any interventions.  Subjects in Study 2 received self-help manuals designed to aid their self-quit cessation attempts.��Measures�In Study 1, 18-item inventories came from a Confidence Inventory (which measured confidence level in avoiding smoking in a particular situation) and Temptation Inventory (which measured degree of temptation to smoke in a particular situation).  A 20-item inventory questionnaire which resulted from Study 1 was modified to be used in study ��Results�(1) Subjects in Study 2 who received the self-help manuals demonstrated more motivation to take action and dynamic patterns of smoking than subjects in Study 1 who received no self-help manuals and exhibited 

stable patterns of smoking. (2) The development of a short 17-item Self-efficacy and/or Temptation measurement which was applicable to two different subject samples indicated a high degree of stability.��Conclusions�A hierarchical model which integrated the relapse model with the self-efficacy model will provide guidance for developing versions for addictive behavior including smoking cessation.��

�VI.	CLINICIAN'S THERAPEUTIC STYLE AND IMPACT OF �BEHAVIOR CHANGE



A.  Empathic Witnessing



Luborsky L, McLellan T, Woody G, O'Brien C, Auerbach A. Therapist success and its determinants. Arch Gen Psychiatry.  1985; 42: 602-611.



Objective�To investigate the impact of therapists' personalities and therapeutic style on psychotherapy outcomes.��Design�Quasi-experimental.��Setting�Not provided.��Subjects�Eighteen drug counselors and 9 psychotherapists.  All psychotherapists except two had an MD or PhD degree and all had at least two years of clinical experience since completing training.  All drug counselors had worked in the treatment program for an average of five years and were familiar with counseling techniques and clinic procedures.  All patients were male veterans, between 18-55 years of age, beginning a new drug abuse treatment, and nonpsychotic.  43% of patients showed depressive disorder, 9% anxiety disorders, and 15% antisocial personality.��Interventions�There were three different therapies:  supportive-expressive psychotherapy (SE); cognitive-behavioral psychotherapy (CB); and a treatment that focuses on identifying specific needs and delivering concrete services rather than dealing with intrapsychic processes (DC).    The supportive-expressive psychotherapy focused on helping patients to identify and work through the symptoms and their associated relationships.  The cognitive-behavioral therapy focused on identifying and changing false beliefs, unhealthy moods, and problematic behaviors.��Measures�Patients were administered self-report tests at the start of treatment and at 7-month follow-up.  Two measures were used to determine effectiveness of psychotherapists:  (1) percentage of patient improvement from admission to 7-month follow-up, and (2) adjusted posttreatment outcome at 7-months after intake.   ��Results�Therapists' personal adjustment, their interest in helping patients, and the helping alliance formed with their patients were all related to therapeutic 

effectiveness.  In terms of the three therapies, SE demonstrated greatest patient improvement; CB second greatest patient improvement; and DC was not shown to be related to patient improvement.��Conclusions�This study showed that therapists' personality and the quality of the therapy can affect the outcome of patients with drug abuse problems.��

�Rogers C R. A theory of therapy, personality, and interpersonal relationships, as developed in the client-centered framework, Psychology:  The study of a science.   Formulation of the person and the social context. New York: McGraw-Hill.  1959; 3: 184-256.



Description of Context�Description of three psychological theories:  the theory of therapy, the theory of personality, and the theory of interpersonal relationships.��Topic/Scope�In order for therapy to occur, it is necessary that the following conditions exist:  (1) two persons are in contact; (2) the client is in a state of incongruence, vulnerable, or anxious; (3) the therapist is congruent in the relationship; (4) the therapist is experiencing unconditional positive regard toward the client; (5) the therapist is experiencing an empathic understanding of the client's internal frame of reference, and (6) the client perceives conditions (4) and (5), the unconditional positive regard of the therapist for him, and the empathic understanding of the therapist.  When the preceding conditions exist and continue, a process of therapy is set in motion which flows with the following characteristics:  (1) the client is free in expressing feelings; (2) the expressed feelings are about him/herself; (3) client increasingly differentiates and discriminates the objects of his/her feelings, perceptions, environment, others, his/her experience, and the interrelationships of these; (4) client's expressed feelings have reference to the incongruity between certain of his/her experiences and concept of self; (5) client comes to experience in awareness the threat of such incongruence; (6) client experiences feelings that once were denied or distorted; (7) client's concept of self becomes reorganized to assimilate and include the previously distorted or denied experiences; (8) the self now includes experiences which previously would have been too threatening to be in awareness; (9) client becomes able to experience the therapist's unconditional positive regard; (10) client feels an unconditional positive self-regard; (11) client experience himself/herself as the locus of evaluation, and (12) client reacts to experience less in terms of his conditions of worth and more in terms of an organismic valuing process.  There are ten postulated dimensions that explain the theory of personality.  They include:  (1) characteristics of the human infant; (2) development of self; (3) the need for positive regard; (4) the development of the need for self-regard; (5) the development of conditions of worth; (6) development of incongruence between self and experience; (7) development of discrepancies in behavior; (8) experience of threat and the process of defense; (9) process of breakdown and disorganization, and (10) process of reintegration.  There are many conditions and processes that together contribute to explaining the theory of interpersonal relationship.  For communication to be reduced and a relationship to deteriorate, the following conditions are necessary:  (1) two persons agree to be in contact and communicate with each other, but (2) marked incongruence exists in one of the person.  When these conditions exist and continue, a process is initiated which tends to have the following characteristics:  (1) communication is contradictory and/or ambiguous; (2) one person experiences the contradictions and ambiguities; (3) one person is vulnerable and perceives the other person's responses as potentially threatening; (4) one person, who experiences a selection of positive regard but a lack of empathy, becomes less free to express his/her feelings; (5) this causes inaccuracy/distortion of perception in the other person; and (6) defensive behaviors are exhibited.  For communication to increase and relationship to improve, the following conditions are necessary:  (1) two persons agree to communicate and come in contact with each other; and (2) there is a high degree of congruence.  The process of an improving relationship is that: (1) two persons are in congruence; (2) the communication between them is clear; (3) one person perceives the other person's response with empathy for his/her internal frame of reference, and (4) both are satisfied and feel that they made a positive difference in the experience of the other.��Conclusions/

Recommendations�A theoretical framework that provides a basis for successful interpersonal relationships can be essential to the understanding of a successful clinician-patient interaction.��

Valle S K. Interpersonal functioning of alcoholism counselors and treatment outcome. J Stud Alcohol.  1981;  42(9): 783-790.





Objective�To determine whether the quality of counseling affects the treatment of alcoholism.��Design�Correlational.��Setting�An inpatient hospital-based alcoholism treatment facility.��Subjects�Two-hundred forty-seven patients admitted for the first time to an inpatient hospital-based alcoholism treatment facility were randomly assigned to eight alcoholism counselors (6 male, and 2 female).  Most of the patients were male and all were Caucasian.  Mean age was 44 years.  Mean education level was 12 years. One half reported a family history of alcoholism.  Of the counselors, 3 had no formal educational credentials beyond high school, 2 had associate degrees, 2 had bachelor's degree, and 1 had a master's degree.  Age or counselors ranged from 37-58 years.  All had been in counseling for at least two years.��Interventions�None.��Measures�A 9-point Likert scale was used to assess counselor's interpersonal dimensions of empathy, genuineness, concreteness and respect.  Ratings were then categorized into three levels:  (1) Level 1 indicated low functioning (counselors did not respond to the content or affect of the patient); (2) level 2 indicated medium functioning, and (3) level 3 indicated high functioning (counselor picked up the content and affect of the patient's expression and responded to it accurately).  Hospital records and patient survey were used to determine whether counselor level of functioning was related to treatment outcome.��Results�Two counselors were rated as functioning below level 3, four at level 3, and two above level 3.  The higher the level of interpersonal functioning of the counselor, the less likely was relapse and the fewer  times a patient did relapse 6, 12, 18, or 24 months after treatment.  The higher the level of interpersonal functioning of the counselor, the less likely a patient was to use alcohol during the 2 years following initial treatment.  The higher the level of interpersonal functioning of the counselor during treatment, the fewer relapse days a patient had at 6, 12, 18, and 24 months after treatment.��Conclusions�The level of interpersonal functioning that counselors have with their clients has an important and significant impact on various indices of alcoholism treatment outcome.��

B. Neurolinguistic Programming



Dilts R. Applications of neurolinguistic programming. Cupertino, CA: Meta Publications; 1983.



Description 

of Context�A review of Neuro-Linguistic Programming (NLP) and the areas where it has been applied.��Topic/Scope�Neuro-Linguistic programming (NLP) is a model of communication that focuses on the sensory processes or "representational systems" to influence interpersonal communication and behavior.  It holds the principles that "map is not the territory"; people behave in different ways; and the presentation of one's communication style can greatly affect how it is perceived by another person.  The techniques that it uses are pacing, translating, and reframing.  This model has been applied effectively in areas where verbal or non-verbal communication is of utmost importance.  Such areas that are described in greater detail include business communication, sales/retailing, family therapy, interpersonal negotiation, education, creative writing, and health.��Conclusions/

Recommendations�In a world that spins on the interaction of human beings, communication is of paramount significance.  The NLP model is an effective approach toward strengthening communication, rapport, and sensory experiences.��



C.  Terror Tactics



Leventhal, H. Fear appeals and persuasion:  The differentiation of a motivational construct. Am J Public Health,  1971;  61 (6): 1208-1224.



Description

of Context�Two theoretical approaches to explain the effect of fear in health communications.��Topic/Scope�The traditional drive paradigm describes a serial sequence in which fear serves as an important cue for starting and stopping motivation to act.  There were many inconsistent findings for this model; hence, it has not received much support in the empirical realm.  The second theoretical model is the parallel response model, which is defended as more acceptable.  It shares many properties with models of information processing.  In this model, when a person receives a warning communication or confronts a danger situation, his/her appraisal of the threat gives rise to two independent processes: Danger Control and Fear Control.  Some features of these two processes may appear simultaneously, other times these processes may appear sequentially.��Conclusions/

Recommendations�Health behavior adoption does not occur at one point in time.  Instead it is a process that occurs over time.  Danger and fear control are two types of motivational constructs that may follow a danger situation.  Aspects of these could be concomitant or consequences of each other.  At any given time, different people will be at different places in terms of their commitment to a behavior change.  It is essential for the health practitioner to be sensitive to the different informational needs of each person.��

Miller W, Benefield G, Tonigan J S. Enhancing motivation for change in problem drinking: A controlled comparison of two therapist style. J Consul Clin Psychol, 1993; 61(3): 455-461.



Objective�To compare two therapist styles of motivational interviewing for change in problem drinking.  The two styles were direct-confrontational counseling and client-centered counseling.��Design�Quasi-experimental.��Setting�Subjects were recruited through the news media in the Albuquerque, New Mexico metropolitan area.��Subjects�Forty-two (18 women) individuals served as subjects for the study.  Nineteen were married and 30 were employed.  Mean age was 40 years.  They had mean of 15 years of education, and have  been experiencing alcohol-related problems for 7.2 years.  For 62% of the sample, this was the first time they had sought help or consultation of any kind with regard to their drinking.��Interventions:�Subjects were randomly assigned to 3 groups:  (a) immediate checkup with directive-confrontational counseling; (b) immediate checkup with client-centered counseling; (c) delayed checkup (wait-list control).��Measures�Pre- and post-alcohol consumption were measured by the Drinker Profile structured interview.��Results:�Subjects receiving immediate checkup showed significant reduction in drinking relative to the delayed controls.  In terms of the counseling style,



 

the directive-confrontational style yielded significantly more resistance from subjects and predicted poorer outcomes at 1 year for problem drinkers when compared to the client-centered counseling.��Conclusions:�The client-centered counseling was more effective than the direct-confrontational counseling in enhancing motivation for change in problem drinking.��

Rogers R W, Mewborn C R. Fear Appeals and attitude change:  Effects of a threat's noxiousness, probability of occurrence, and the efficacy of coping responses. J Pers So Psychol, 1976; 34(1): 54-61.



Objective�To examine the persuasive effects of the noxiousness of a threatened event, its probability of occurrence and the efficacy of recommended protective measures.��Design�Exploratory.��Setting�University.��Subjects�One-hundred seventy-six students enrolled in an elementary psychology course.  Of these students, 64 were in the venereal disease study, 72 in driving study, and 40 in the smoking study.  To be eligible, students in smoking study had to have been smoking an average of 10 cigarettes per day for a year.  Students in driving study must have a valid drivers license.  Students in venereal disease study must not be penicillin-allergic.��Interventions�Different movies (ranging from low- to high-noxiousness) were used in all three studies.  For smoking study, low-noxiousness movie showed the case history of a man with lung cancer and high-noxiousness movie showed an additional 5-minute presentation of the operation for removing the lung.  In the driving study, low-noxiousness movie showed the collisions of cars with anthropometric dummies seated in them and high-noxiousness movie displayed the gory after math of fatal collisions.  In the venereal disease study, low-noxiousness movie illustrated laboratory procedures for performing a serum test for venereal disease and high-noxiousness movie demonstrated surgical procedures performed on reproductive organs that had been destroyed by a venereal disease.��Measures�Three items were used to assess perceived severity of the depicted event.  Three items measured expectancy of exposure.  Two items measured perceived efficacy of the recommended coping response.  Four items assessed intentions to comply to recommendation.  All items were rated on a ten-point scale.��Results�In terms of fear arousal, high-noxiousness movies produced higher levels of fear arousal than low-noxiousness films.  The mean fear score for driving study (5.6) was higher than smoking study (4.7), which was in turn higher than venereal study (3.3).  The probability of occurrence was significantly associated with expectancies of being exposed to threatening 





events.  Groups with higher efficacy in their coping responses held higher intention to comply with recommended practices as compared to groups who received low-efficacy communication.  ��Conclusions�Threat noxiousness, probability of occurrence, and efficacy of coping responses all have significant impact on attitude change.  The belief in one's ability to ward off a danger strengthened intentions to adopt recommended preventive measures.��



D.  Clinician Characteristics



DiMatteo M R, Sherbourne C D, Hays, R D,  et al. Physicians' characteristics influence patients' adherence to medical treatment:  Results from the medical outcomes study. Health Psychology, 1993; 12(2):  93-102.



Objective�To investigate the effect physicians' characteristics (behavior and communication style) and their practice have on patient adherence.��Design�Correlational.��Setting�Data were obtained from patients visiting providers in internal medicine, family practice, endocrinology, diabetology, and cardiology practices in Boston, Chicago, and Los Angeles. ��Subjects�One-hundred eighty-six physicians and 1,828 patients. Patients’ mean age was 60.1 years, 46% were female. Average education was 13.2 years, average family income was $23,154.  34% had diabetes, 18% heart disease, 72% hypertension, and 16% depressive symptoms.  Of the providers, the majority was male (82%) and the mean age was 40.1 years.  55% practiced internal medicine, 25% family practice, 3% endocrinology, 4% diabetology, and 12% cardiology.��Interventions�None.��Measures�Patient adherence was measured via self-report, questionnaires, telephone interview, and subscales derived from investigators.  A Likert scale was used to assess physician's style of practice and job satisfaction.  The data tool used was from Medical Outcomes Study (MOS), an observational study of variation in physician practice style and patient outcome.��Result�In general, patients' adherence improved slightly but significantly over the two years of the study.  Baseline adherence was a significantly positive predictor of follow-up adherence for the patients and job satisfaction for the physicians.  Patient health distress had a negative effect on adherence to medication and exercise.  Contrastly, severity of the illness positively affected adherence to diet.  Physician specialty was shown to affect patient adherence, with highest medication adherence in cardiology and highest dietary adherence in endocrinology.     Physicians who follow-up on appointments achieved better patient adherence.  Physicians in solo 





practice reported that they were more likely to answer all of their patient's questions.  Physicians' job satisfaction had a positive effect on patients' adherence.��Conclusions�The study demonstrated that physicians' personal characteristics and the characteristics of their practices can greatly influence patient adherence.��

Sherin, K.  Motivating lifestyle change. J Fam Prac, 1983;  16(1):  183-191.



Description of Context�Describes physician qualities and attributes that can influence patient lifestyle changes.��Topic/Scope�Some of the influences physicians have to motivate their patients to change behavior include attitude toward risk factors, personal role modeling, discussion of risks, awareness of patient's disease and personalization of information.��Conclusions/

Recommendations�Physicians are in unique positions to be effective change agents for patient behavior.��



VII.	NONVERBAL COMMUNICATION AND RAPPORT



Davis F.  The rhythms of the human encounter, Inside intuition:  What we know about nonverbal communication.  New York:  McGraw; 1971.



Description 

of Context�Application of  the concept of rhythm to explain human behaviors.��Topic/Scope�The pattern of behaviors or facial expression can have great impact on human interaction.  For this reason, rhythms have been explored in interpreting human behaviors.  One kind of rhythm is conversation rhythms.  This is a pattern of listening and speaking that takes place between two or more individuals.  How much a person talks and the pattern of his/her speech will determine the way people react toward him/her.  For example, the person who does the most talking in a group usually has the highest status and is most apt to become the chosen leader.  Another rhythms of the human encounter are biological rhythms, such as the monthly menstrual cycle, heart and respiratory rates, and circadian rhythms.  These are periods of activity and inactivity.  A third type of rhythm is the interaction rhythm.  This explains the influence that early events have on the development of any individual.��Conclusions/

Recommendations�There are numerous sets of rhythms that can help to explain and predict human behaviors.��



�Larsen K M, Smith, C K. Assessment of nonverbal communication in the patient-physician interview. J Fam Prac, 1981; 12(3):  481-488.



Objective�To ascertain the impact of nonverbal behavior of the physician in the physician-patient interview  on patient satisfaction.��Setting�University of Washington Family Medical Center at the University of Washington, Seattle, Washington��Subjects�Thirty-four patients (25 female and 9 male, average age 36.2) who were either first time patients to the medical center or new to a particular physician.  Fifteen physicians (10 male and 5 female).��Interventions�None��Measures�Physicians gave blanket written consents to be videotaped at any time without immediate prior knowledge.  Following the visit, patients were asked to complete a questionnaire designed to evaluate patient satisfaction and understanding.  These questions were rated by the patient on a one-to- five scale, five being most positive. The six understanding questions required a short answer response.  The responses were later compared with information from the patient's chart. Each videotape was screened according to a nonverbal coding scheme (eg, touching, distance from patient, body orientation, arm asymmetry, leg position, chin supported in hands, etc.)  All tapes were scored in the 11 nonverbal categories at 40-second intervals.  No interview, regardless of length, was coded for greater than 20 minutes.  Nonverbal scores were tallied in each of the 11 categories, as well as in the two major areas.  Scores were then adjusted for length of interview. The coding system was designed so that the higher tally indicates greater immediacy or greater relaxation.��Results�For the physician, a higher nonverbal score in overall immediacy was shown to be associated with a higher patient satisfaction. Higher satisfaction was demonstrated to be associated with physician immediacy, forward lean, and body orientation. The physician touch category was associated with lower satisfaction.  Physician backward lean was associated with lower satisfaction. Hand relaxation and high physician neck relaxation was associated with lower satisfaction.  In the understanding scores, a higher score in overall physician immediacy was shown to be associated with higher understanding.  The individual immediacy categories of forward lean and body orientation were  especially correlated with higher understanding. ��Conclusions�Certain nonverbal communication behavior on the part of the physician may be associated with patient satisfaction and understanding.��

Milmoe S, Rosenthal R, Blane H, Chafetz M. The doctor's voice:  Predictor of successful referral of alcoholic patients. J Abnorm Psychol, 1967; 72(1): 78-84.



Objective�To evaluate the effect that doctors' voice will have on the referral and continued treatment of alcoholics.��Design�Experimental.��Setting�Massachusetts General Hospital.��Subjects�Nine physician residents and 20 alcoholic patients.  Demographic characteristics not provided.  ��Interventions�Patients who were diagnosed as alcoholics at the Emergency Service were randomly assigned to a special care experimental group and a control group who received  standard Emergency Service treatment.  The experimental group was immediately seen by a psychiatric resident.��Measures�A year after completion of the program, the physicians were asked to participate in an open-ended tape-recorded interview about their experiences during the residency with the alcoholic patients.  There were three stimulus conditions: unfiltered tapes (normal), filtered tapes (tone-only), and transcripts (content-only).  The three stimulus conditions were rated along a 6-point scale.��Results�Doctor's speech and tone were related to success in referring alcoholic patients for additional treatment.  In particular, doctors whose voice were less angry and more anxious were more successful in referring alcoholics for treatment.��Conclusions�Doctors' voice can have an impact on treatment referrals for people with alcoholic problems.��



VIII.	EFFICACY OF MODELS/INTERVENTIONS IN SPECIFIC 			PROBLEM AREAS



A.  Adherence to Medication Treatment Regimens



Bond C A,  Monson R. Sustained improvement in drug documentation, compliance, and disease control. Arch Intern Med, 1984; 144:  1159-1162.



Objective�To evaluate the effectiveness of an intervention program in improving drug documentation in medical records, patient compliance, and disease control.��Design�Quasi-experimental.��Setting�An outpatient clinic at the William S. Middleton Veterans Administration Medical Center, Madison, Wisconsin.��Subjects�Three-hundred seventeen subjects with 81 patients in control group, 133 in study group 1, and 103 in study group 2.  Demographic information was not provided.��Interventions�A pharmacist and nurse instructed patients on how to take their medications, advise patients about potential drug effects, and provide in-service programs.��Measures�Data sheets were used for determining the agreement between drug documentation in medical records and in the prescriptions.  Patient compliance was estimated from prescription files (ie, whether a patient had refilled a prescription).  Disease control was determined by assessing the level of blood pressure.��Results�Fifty-nine percent of patients in study group 1, 75% in study group 2, and 9% in control group had all  prescriptions in the pharmacy files agreeing with medical records as to name of drug, strength, dose, and directions.  Thirty percent of refillable prescriptions in study group 1, 18% in study group 2, and 13% in control group were accurately documented in the medical records.  In terms of duplication of prescription, study group 1 had 28%, study group 2 13%, and control group had 37% of their prescription duplicated.  Compliance was shown to be significantly better in study group 1 and study group 2 than in the control group.  Lastly, a correlation coefficient between blood pressure and antihypertensive medication compliance demonstrated .65 for control, .67 for study group 1, and .89 for study group 2.��Conclusions�The intervention program involving a pharmacist and nurse improved the documentation of drugs  in medical records, patient compliance, and disease control over a four year period.��



B.  Diet and Exercise



Ewart C K, Fitzgerald S T. Changing behaviour and promoting well-being after heart attack: A social action theory approach. Irish Journal of Psychology, 1994 15(1):  219-241.



Core Argument�A social action theory of health behavior change suggests specific techniques for enhancing well-being and altering behavioral risk factors in people with heart disease.  Clinical assessment and intervention methods developed for psychiatric populations are ill-suited to problems experienced by the vast majority of cardiac patients.��Primary Evidence�In the social action theory framework, intervention strives to help patients establish health-promoting routines (habits) that can be viewed as action-outcome feedback loops.  Habit change occurs only to the extent that motivational appraisal processes lead to effective problem solving; motivation and problem solving both depend on the availability of personal generative capabilities and supportive social changes.  Self-efficacy enhancement is a central feature of behavioral intervention to enhance emotional well-being and promote health habit change.  For cardiac patients it is important to be specific and realistic about the benefits patients are likely to experience with diet and exercise in the early stages of recovery.��Conclusions/

Recommendations�Persons with cardiac disease face stressful psychological and behavioral challenges that too frequently are ignored or poorly dealt with in routine 





medical care.  Social action theory provides a framework for intervention to increase patient confidence in psychological well-being, physical capabilities and promote the establishment of health protective habits that reduce risk.��

Greene G, Rossi S, Reed G R, Willey C, Prochaska J. Stages of change for reducing dietary fat to 30% of energy or less. J Am Die Associ, 1994;  94: 1105-1110.



Objective�To develop a stage of change algorithm that defines a person's Stage of Change  for determining dietary fat intake less than or equal to 30% of energy; and to test the algorithm for validation. ��Design�Survey��Setting�Subjects in Study 1 were a random sample of adult nonsmokers in Rhode Island.  Sample 2 was a university-based sample.��Subjects�614 (53% female) non-institutionalized, nonsmoker adults were recruited as subjects for Study 1.  Mean age was 44.7 years.  Mean education was 15.1 years.  Sixty-four percent were married, 90% Caucasian, and 75% of the sample had a mean annual income of greater or equal to $25,000.  This sample, which is representative of the fat intake of US norm, had a higher dietary fat intake than sample 2.  Sample 2 was a random sample of 130 faculty, staff, and graduate students of whom 70% were women.  mean age was 44.5 years,  mean education was 15.5 years,  64% were married, 93% Caucasian, and 65% of the sample 2 had a mean annual income of greater or equal to $25,000.  This sample had generally lower dietary fat intake.  ��Interventions�None.��Measures�For the action stage, fat intake was determined for sample 1 using the food frequency instrument  and for sample 2 using the food frequency questionnaire.  Examples of some of the questions asked would be "Do you consistently avoid eating high-fat foods? or "Have you limited the fat in you diet?"  According to their response, subjects were assigned to the appropriate stage.��Results�An algorithm that classified the action stage was developed from study 1.  This algorithm was called the Behavioral algorithm.  A test of the sensitivity (defined as proportion of those with fat intake less than or equal to 30% of energy who screened positive for low fat diet), specificity (defined as proportion of those with fat intake greater than 30% of energy who screened negative for low-fat diet), and predictive value (proportion of those who screened positive for low fat diet whose actual fat intake was less than or equal to 30% of energy) of the Behavioral algorithm yielded 

44%, 93%, and 64%, respectively, for sample 1 and 27%, 87%, 58%, respectively, for sample 2.





��Conclusions�When compared to a pre-existing algorithm, the Behavioral algorithm proved to be a better measurement of dietary fat intake.  The algorithm could be used in dietary counseling to tailor interventions to a patient's stage of change.��

Laforge R G, Greene G W,  Prochaska J O. Psychosocial factors influencing low fruit and vegetable consumption. J Behav Med, 1994; 17(4), 361-374.



Objective�To investigate psychosocial factors related to fruit and vegetable consumption to understand better who might be receptive and who might resist the national 5-A-Day campaign.��Design�Survey.��Setting�Telephone interview in Providence, Rhode Island.��Subjects�Four-hundred five adult (63% female) respondents to a random digit dial telephone survey.��Intervention�None.��Measures�Food Behavior Checklist (FBC) and several other questions on dietary consumption. Based on responses participants were assigned to Stages of Change categories.��Results�Education was directly related to fruit and vegetable intake and indirectly related to being in the precontemplation stage.  Males were twice as likely as females to be in the precontemplation stage and eat fewer than two servings a day.  Respondents with children at home were at greater risk of eating two or fewer servings a day than those without children at home.��Conclusions�Stage of readiness to change should be considered as well as other factors in planning interventions for increasing fruit and vegetable consumption.��

Patrick K, Long B, Wooten W,  Pratt, M.  A new tool for encouraging activity:  Project Pace. The Physician and Sports Medicine,  1994; 22( 11): 45-55.



Description 

of Context�Project Pace (Physician Based Assessment and Counseling for Exercise) is a program that matches physician counseling with patient readiness to change.��Topic/Scope�The entire PACE process requires 2 to 5 minutes of interaction between physician and patient.  Before seeing the physician the patient completes a brief PACE assessment form that determines the stage of change the patient is in regarding his/her current level of interest in physical activity. The form also contains the physical readiness questionnaire (PAR-Q) when combined with the stages of change information produces a PACE score that generates one of three counseling protocols which the patient completes in 2-to-3 minutes before seeing the physician.  Based on the 

information, the physician counsels the patient with the appropriate protocol.  The physician and patient retain a copy of the protocol and the discussion.



��Conclusions/

Recommendations�The PACE  instrument can be a valuable tool to assist the physician in effective counseling as determined by the patient's stage of change.��

Prochaska J O, Norcross J C, Fowler J L, Follick M J,  Abrams D B. Attendance and outcome in a work site weight control program:  Processes and stages of change as process and predictor variables. Addic Behav, 1992; 17: 35-45.



Objective�To assess changes during weight control treatment and identify predictors of therapy attendance and outcome.��Design�Experimental.��Setting�Two Rhode Island general hospitals.��Subjects�184 hospital staff members enrolled in a behavioral treatment program for weight control of whom 91% were female, 63% were married, and 19% were never married.  Mean age was 40 years and average years of formal education was 14.7.��Interventions�One group was assigned to a behavioral treatment which included 10 behavioral change sessions and 4 maintenance sessions.  The other group was assigned to participate in the same treatment protocol excepts that intra and inter-group competition were employed with a monetary prize at the completion of treatment. ��Measures�A 5-point Likert scale was used to assess the processes of change, coping strategies, stages of change, self-efficacy, and social support during the weight loss program.��Results�Processes of change and stages of change assessed before treatment were able to significantly predict attendance and weight loss outcome, with processes being better predictors of attendance and stages being better predictors of outcome.  Social support and self-efficacy were not found to be significant in predicting attendance or outcome.��Conclusions�The processes and stages of change are significant predictors of attendance and outcome for weight control programs.��

Rossi S, Rossi J, Rossi-DelPrete L, Prochaska J, Banspach S, Carleton R.  A processes of change model for weight control for participants in community-based weight loss programs. The International Journal of the Addictions, 1994; 29 (2): 161-177.



Objective�To test the application of the processes of change model to weight control.��Design�Correlational.��Setting�Three Pawtucket Heart Health weight loss programs with the goal to lose 5 to 10 pounds.��Subjects�Two-hundred eighty-five participants of whom  85% were women.  The age ranged from 18-79 years old with a mean of 48 years old.  Mean education level was 12 years.  70% were employed; 1% of the sample was African-American, 59% Caucasian, 29% French Canadian, and 11% Portuguese.  Mean body-mass index was 28.��Interventions�None.��Measures�The Processes of Change Questionnaire (PCQ) was a 32-item inventory designed to measure self-change processes used by individuals to cope with the problem of weight control.��Results�Two hierarchical general processes emerged to explain the processes of change for weight control.  The experiential processes include processes like consciousness raising and self-reevaluation.  Behavioral processes include processes such as countering, helping relationship, commitment, and rewards.��Conclusions�Experiential and behavioral processes are useful for describing the processes of change for weight control.  Experiential processes emphasize pre-action processes.  Behavioral processes emphasize action and post-action processes.��



C.  Disease States



Bandura A.  Perceived self-efficacy in the exercise of control over AIDS infection. Paper presented at the In the National Institutes of Mental health and Drug Abuse Research Conference on  "Women and AIDS:  Promoting Health Behaviors," Stanford University; 1987.



Core Argument�The theory of perceived self-efficacy can be applied to the control and prevention of HIV and AIDS.��Primary Evidence�Health messages should be framed in such a way to empower people with tools for exercising personal control over their behaviors.  This includes accurate information on the transmission of AIDS, knowledge regarding self-regulation of behaviors, and firm beliefs in their personal efficacy to take preventive measures.  Four major components exist to facilitate self-directed change:  (1) information; (2) development of self-protective skills and controlling self-efficacy; (3) enhancement of social proficiency and resilience of self-efficacy and (4) social support for personal change.  Hence, effective self-regulation of behavior requires social and self-regulatory efficacy.  Much evidence points to the observation that psychosocial factors can trigger a variety of physiological processes on the immune system.  The mediation of stress, depression, and central modulation are three pathways by which perceived self efficacy can affect individuals with HIV/AIDS.��Conclusions/

Recommendations�The concept of perceived self-efficacy can effectively be applied to the control and prevention of HIV/AIDS.��











D.  Drug and Alcohol Use



Babor T F, Korner P, Wilber C, Good S P. Screening and early intervention strategies for harmful drinkers: Initial lessons from the amethyst project. Australian Drug and Alcohol Review, 1987; 6: 325-339.



Description

 of Context�Review of recent advances in the secondary prevention of alcohol-related problems.  A special emphasis was put on theoretical assumptions, intervention strategies, and barriers to implementation in  primary care setting.��Topic/Scope�A review of research in the controlled drinking, abstinence goals, and behavioral self-control training indicates that while the concept of secondary prevention is attracting widespread interest (perhaps due to reasons of low cost, the modest investment of time and resources required), the development of effective early interventions is still in its early stages.  The problem in designing and evaluating early intervention programs may be due to (1) participation of patients (not all heavy drinkers who are interested in controlling their drinking are willing to follow the advice of a well-designed manual, or at least participate in a brief follow-up evaluation of their drinking); and (2) not all general practitioners will use this procedure when it is made available.  Early interventions should incorporate behavior change strategies into their goal.  The behavioral change strategies are decision-making, action, and maintenance, where each strategy is based on a psychological principle.  The World Health Organization's Alcohol Misuse Early Treatment Intervention Study (Amethyst) project is a multinational field trial of low cost strategies suitable for use with problem drinkers in the primary health care setting.  The project illustrates an early intervention of counseling, coupled with a problem solving self-help manual that is administered to patients with early drinking problems.  The project concluded that due to this type of intervention, early drinkers decreased their alcohol consumption. ��Conclusions/

Recommendations�Secondary interventions in primary care settings can be effective in initiating behavior change.��

Bauman K, Fisher L A, Bryan E S, & Chenoweth R L. Relationship between subjective expected utility and behavior:  A longitudinal study of adolescent drinking behavior. J Stud  Alcohol, 1985; 46 (1): 32-38.



Objective�To determine if subjective expected utility (SEU) influences, and is influenced by, drinking behavior.��Design�Survey.��Setting�Guilford County, North Carolina.��Subjects�One thousand four-hundred thirty-two seventh grade students  (seventh graders were selected because studies have shown that a sufficient number would drink alcohol for the first time during this grade.) of whom 83% of the sample were Caucasian.  No other demographic information were provided.  47.5% had sipped beer, 6.2% were beer nonabstainers, 27.4% had sipped distilled spirits, and 4.3% were distilled spirits nonabstainers.��Intervention�None.��Measures�Self-administered questionnaires assessed aspects of SEU (desirability of a consequence and perceived probability that a consequence will result from a behavior), social and psychological variables, and drinking behavior for beer and distilled spirits.  Subjects responded to items on the questionnaires using a Likert-type measurement.��Results�SEU influenced behavior as the drinking of beer and distilled spirits increased as SEU became more positive.  Drinking behavior influenced SEU:  SEU values increased as drinking level increased.  No conclusion could be drawn as to whether behavior influences SEU more or SEU influences behavior more.��Conclusions/

Recommendations�Subjective expected utility influences behavior and behavior influences subjective expected utility.  SEU should be considered when attempting to understand adolescent drinking behavior.��

Bien T, Miller W, Boroughs J. Motivational interviewing with alcohol outpatients. Behavioral and Cognitive Psychotherapy, 1993; 21: 347-356.



Objective�To investigate the impact of brief motivational interviewing on alcohol outpatients.��Design�Experimental with randomized control.��Setting�Albuquerque, New Mexico Veterans Administration Medical Center substance abuse treatment program.��Subjects�Thirty-two outpatients.  Participation criteria excluded subjects under the age of 21, who reported no drinking in the past three months, and who had indications of psychosis.  Weekly consumption of alcohol was estimated to be 46 ounces.��Interventions�Experimental group received brief motivational interviewing.  Control group received an attention-placebo interview in place of motivational interview.��Measures�Standard ethanol content (SECs), peak weekly blood alcohol concentration level (peak BAL), and percent days abstinent were used as measurements of outcome. ��Results�Compared to the control group, the group receiving motivational interviews demonstrated superior clinical outcome at 3-month follow-up and modest outcome at 6-month follow-up.  The experimental group had lower SECs and peak BAL, and showed higher percentage of days abstinent from alcohol after the motivational interviewing. ��Conclusions�This study supports the use of motivational interviewing with clinically severe alcohol populations.��

Bien T, Miller W, Tonigan S.  Brief interventions for alcohol problems:  A review. Addiction, 1993; 88: 315-336.



Description

of Context�Review of  the research on the efficacy of brief interventions with drinking behavior.��Topic/Scope�Raising problem awareness and advising change were the focus of brief intervention.  Brief interventions were found to: (1) be more effective than no counseling; (2) be as effective as more extensive treatment,  and (3) enhance the effectiveness of subsequent treatment.��Conclusions/

Recommendations�Well-designed intervention strategies can effectively alter excessive alcohol use with relatively brief contact in contexts such as general health care settings, self-referred assistance programs, and in specialist treatment contexts.��

Brown J,  Miller W.  Impact of motivational interviewing on participation and outcome in residential alcoholism treatment. Psychology of Addictive Behaviors, 1993; 7 (4): 211-218.



Objective�To test the strategy of motivational interviewing in predicting  participation and outcome for  residential alcoholism treatment.��Design�Experimental with randomized control group.��Setting�Inpatients of a private psychiatric hospital from April to June 1991.��Subjects�Twenty-eight patients (21 men and 7 women) who reported alcohol as their primary drug dependence.  Mean age was 36.7 years and mean education was 12.9 years, 82% were married, and 68% were employed.  Racial distribution was 12 Hispanics, 11 Caucasian, 3 American Indians, and 2 African-Americans.  Forty-three percent of the subject sample had been treated for alcohol and 61% had attended at least one AA meeting.    ��Interventions�Subjects were alternatively assigned to receive or not to receive a 2-session motivational assessment and interview, in addition to standard treatment offered to all subjects through the hospital program.��Measures�A 5-point Likert scale was used for all subjects to assess: (1) the helpfulness of individual components of the hospital treatment program; (2) the amount of their participation in specific treatments, and (3) the extent to which they had received items from the expectation questionnaire that was administered at intake.  In addition, a 5-point Likert scale was employed for therapists to rate subjects' adherence, participation, and goal attainment. ��Results�Patients who received the motivational interview participated more in treatment and showed significantly lower alcohol consumption at a 3-month follow-up interview.��Conclusions�Motivational interviewing had a remarkable impact on participation and outcome in the residential alcoholism program.��

Chapman P L H, Huygens I. An evaluation of three treatment programmes for alcoholism:  an experimental study with 6- and 18-month follow-ups. British Journal of Addiction, 1988; 83: 67-81.



Objective�To evaluate the efficacy of three treatment programs for alcoholism.��Design�Experimental.��Setting�Public psychiatric hospital in New Zealand.��Subjects�Subjects 113 alcoholics:  (90 men and 23 women).  Average age was 42.4 years.  Mean years of heavy drinking was 13.6 years, with 50% reporting previous treatment for drinking were recruited from inpatient alcoholic unit over a 6-month period in 1980.��Interventions�Group one:  treatment was a 6-week inpatient program that offered individual counseling, medical care, psychotherapy, social skills, educational lectures and films, recreational programs, and family therapy.  Group two:  treatment was a 6-week outpatient program in which subjects were asked to attend, with their spouse or friend, a twice-weekly outpatient evening program.  Group three:  treatment was a 6-week confrontational interview with community services in which the client was evaluated by a psychologist or social worker in front of the spouse or friend.  Group four served as a control and were subjects who refused or dropped out from their designated treatment.  ��Measures�Standardized questionnaires to assess drinking and personal history at beginning of the study and at 6 months and 18 months after intake.  In addition, a full physiological and neurological examination was performed  at initial intake.��Results�There was no significant difference in the percentages of abstinence across the three treatment groups at 6-month or 18-month follow-up, although the percentage varied:  24% of subjects had been abstinent since admission at 6 months and 28% at 18 month follow-up.  At 6 months, outpatient treatment was significant in discouraging drinking; and at 18 months, confrontational interviewing was significant in discouraging drinking.  Those who felt coerced to have treatment, drank significantly less.  Those who were absolutely sure they were going to drink again, drank most.  Women in this study drank less than men.��Conclusions�Among the three treatment programs, there were no consistent findings that showed that one program was more effective than the other.  Although, at 6 months after intake, the outpatient treatment was more effective in reducing alcohol consumption than the no treatment (control group).  At 18 months after intake, the confrontational interview proved to be better than no treatment in reducing alcohol consumption.���Chick J, Lloyd G, Crombie E.  Counselling problem drinkers in medical wards: A controlled study. British Medical Journal, 1985; 290: 965-967.



Objective�To determine the effectiveness of brief intervention in problem drinkers who had not received previous treatment and had at least some social support.��Design�Quasi-experimental.��Setting�Not provided.��Subjects�One-hundred fifty-six men between 18-65 years, admitted for at least 48 hours to a medical ward.  Subjects had to be currently employed or employed for six months in the last 12 months, married and have a confidant or close friend.��Intervention�The treatment group received a 60-minute counseling session from nurse with a booklet engaging the patient in discussions about lifestyle and health.  The control goup received no advice or booklet. Patients were reinterviewed after 1 year.���Measures�Measurement instruments not reported although laboratory tests were administered to verify self-reported drinking status.��Results�Both groups reported a reduction in alcohol consumption when interviewed 12 months later, but the counseled group had a significantly better outcome that the control group.��Conclusion�Systematic screening for alcohol consumption and related problems should become a routine part of medical assessment.  Advice on drinking habits is effective if given before irreversible physical or psychosocial problems have developed.��

DiClemente C,  Hughes S. Stages of change profiles in outpatient alcoholism treatment. J Subst Abuse, 1990; 2: 217-235.



Objective�To evaluate the applicability of the Stages of Change model in outpatient alcoholism treatment.��Design�Survey.��Setting�Outpatient alcoholism treatment program at the Texas Research Institute of Mental Sciences over an 18-month period.��Subjects�Two-hundred twenty-four adults with serious drinking problems but who did not currently need medical treatment as assessed by clinical staff.  Sixty-five percent were males and the mean age was 33 years old, ranging from 18 to 60 years old.  Seventy-nine percent were Caucasian, 12% Black, 4% Mexican American.  23% had less than high school degree,  40% were employed.��Interventions�None.��Measures�Four measures were used: Demographic Information sheet, University of Rhode Island Change Assessment Scale (URICA), Alcohol Use Inventory (AUI), and Alcohol Abstinence Self Efficacy Scale (SE).



��Results�The results yielded five distinct profiles which were related to the stages of change: (1) Uninvolved (indifferent or uninvolved about change as a consequence of feeling overwhelmed by their dependence on alcohol);   (2) Precontemplation (affirmed no problem); (3) Ambivalent (affirmed little problems but seem more ready to be involved in the change process); (4) Contemplation (felt commited to change but have not sought much help), and (5) Participation (appeared committed to change and have sought help).��Conclusions�Related to the Stages of Change model, the five distinct profiles created in this study were consistent with theoretical considerations.��

DiClemente C C, Carbonari J P,  Montgomery, R P G.  The alcohol abstinence self-efficacy scale. J Stud  Alcohol, 1994; 55: 141-148.



Objective�To describe the development and the initial psychometric properties of a 20-item self-report measure to assess Bandura's construct of self-efficacy applied to alcohol abstinence.��Design�Survey.��Setting�Texas Research Institute of Mental Science outpatient clinic.��Subjects�One-hundred seventy-four male and 92 females who came to an outpatient alcoholic treatment center over a 2-year period.  All had serious drinking problems but did not need medical detoxification.��Interventions�None.��Measures�Abstinence efficacy was assessed with subject ratings on a 5-point Likert scale of confidence to abstain from alcohol across 20 different high risk situations. A parallel set of items assessed temptation to drink in each situation.  The Alcohol Use Inventory and the Alcohol Abstinence Self-efficacy scale were used.��Results�The Alcohol Abstinence Self-Efficacy scale demonstrated a solid subscale structure and strong indices of reliability and validity. The four 5-item subscales measured types of relapse, participants labeled negative affect, social positive physical and other concerns, and withdrawal and urges.  Neither test demonstrated substantive gender differences.��Conclusions�The Alcohol Abstinence Self-Efficacy scale represents a brief, easily usable and psychometrically sound measure of an individual's self efficacy to abstain from drinking.��

Donovan D, Marlatt G A. Behavioral Treatment. In: M. Galanter ed.:  Recent developments in alcoholism:  Ten years of progress. New York: Plenum Press; 1993; II: 397-411.



Description

of Context�An overview of the changes that have occurred regarding our understanding of etiology and treatment of alcohol dependence.��Topic/Scope�Uderstanding of the problems with diagnosis and treatment of alcoholism has increased enormously over the past decade.  At a theoretical level, significant changes have moved toward cognitive-behavioral models of etiology and maintenance, integrative multivariate models, and empirical, developmental models based on history of alcoholism.  Specific changes in clinical practice include: an expanded role of assessment within the context of a biopsychosocial model of alcoholism, an increased focus on secondary prevention, brief intervention, relapse prevention, and self-help programs were a few of the significant changes that were mentioned by the authors.��Conclusions/

Recommendations�Theoretical and clinical approaches have evolved and matured with our understanding of alcohol problems to more empirically based treatments.��

Elvy G A, Wells J E, Baird, K A.  Attempted referral as intervention for problem drinking in the general hospital. British Journal of Addiction, 1988; 83: 83-89.



Objective�To examine the process of referral as an intervention for problem drinking.��Design�Experimental with randomized control group.��Setting�Three orthopeadic and two surgical wards in Christ Church Hospital in New Zealand between June 1982 and June 1983.��Subjects�One-hundred ninety-eight problem drinkers, of whom  84% were male,  the mean age was 29-30 years, 75% were employed, and10% were unemployed.  Mean alcohol consumption was around 200 ml of ethanol per week.  Approximately 80 to 90% drank regularly, 7% sought help for drinking problem, and 30% had family members with alcohol problems.��Interventions�Experimental group were referred for treatment and the control group had no action.��Measures�Measurements were based on self-reported data of: (1) absolute alcohol consumed each week; (2) personal happiness/attitudes toward life; (3) quality of relationships and work; (4) average weekly expenditure on drinking, (5) and general ill-health.  Measurements were based on self-reported data.  The Canterbury Alcohol Screening Test (CAST) was used to assess drinking problem attitudes.��Results�Compared to the control group, the referred group improved significantly in terms of time since last drinking, desire to drink less, happiness with the amount drunk, alcohol problem score, positive attitudes, relationship with people, lower expenditure on alcohol, and happiness with work and personal happiness.  ��Conclusions�Referrals for treatment have shown to be effective in improving the lifestyle of individuals who have drinking problems.��

Graber R, Miller W. Abstinence or controlled drinking goals for problem drinkers:  A randomized clinical trial. Psychology of Addictive Behaviors, 1988; 2 (1): 20-33.



Objective�To compare two alcohol treatments for problem drinkers (abstinence and controlled drinking).��Design�Randomized clinical trial.��Setting�A low-cost treatment clinic for problem drinkers.��Subjects�Twenty-four problem drinkers (7 women and 17 men).  The mean age was 42.8 years, with 15.7 mean years of education and a median annual family income of $20,100.  Clients reported an average of 12.9 years of alcohol problems and a mean weekly consumption of 25.9 oz. of absolute alcohol during the three months prior to treatment. ��Interventions�Subjects were randomly assigned to either a controlled drinking (CD) or abstinence (AB) treatment goal.  Both treatment approaches were based on principles of behavioral self-control training (BSCT) described by Miller and Munoz in 1982.  This training included principles of self-monitoring, functional analysis, drink refusal, self-reinforcement, and learning alternatives to drinking.��Measures�A structured protocol devised by Marlatt and Miller in 1987 was adopted to obtain self-reports and collateral interviews on drinking quantity.��Results�AB and CD groups did not differ significantly from each other on outcome variables at any point before or after treatment.��Conclusions�No conclusions were drawn from the study due to the absence of a wholly untreated control group.��

Harris K B,  Miller W R. Behavioral self-control training for problem drinkers:  components of efficacy. Psychology of Addictive Behavior, 1990; 4 (2): 82-90.



Objective�  To investigate the efficacy component of behavioral self-control training

 ( (BSCT) on problem drinkers.��Design�Experimental.��Setting�Albuquerque, New Mexico.��Subjects�Thirty-four  problem drinkers (17 men and 17 female).  Mean age was 37.7 years.  Mean total family income was $21,698.  Average education was 15 years. Mean score on Michigan Alcoholism Screening Test was 17.2.  Clients reported having had alcohol-related problems for an average of 7.8 years prior to entering the program.��Interventions�Subjects were randomly assigned to one of the four groups:  self-directed or therapist-directed BSCT (intervention groups); an untreated waiting list control, or a self-monitoring group who are required to keep a drinking diary (controls).  Individuals assigned to therapist-directed BSCT received a copy of the self-help manual, a supply of self-monitoring cards, and six sessions with a counselor who followed a detailed procedural outline for BSCT.  Clients assigned to self-directed BSCT received the self-help manual and self-monitoring cards, but no treatment sessions.  Those assigned to self-monitoring group were asked to record self-monitoring cards and told they would begin counseling after six weeks of self-monitoring.  Individuals in the untreated waiting list were told they would begin treatment after ten weeks, but neither the self-help manual nor self-monitoring instructions were given.

��Measures�Interviews were conducted and questionnaires were used to assess drinking practices and related behaviors.��Results�Treatment compliance rates were higher for self-directed BSCT group, second highest for therapy-directed BSCT, and third highest for self-monitoring groups.  Self-directed and therapist-directed groups showed steady reduced consumption during the first week of monitoring, then stable maintenance of gains during the subsequent ten weeks.  Self-monitoring group showed a transitory suppression while awaiting counseling, followed by stabilization after receiving group BSCT.��Conclusions�Different trends were observed for the four different groups. The self-directed BSCT group showed the greatest improvement in weekly consumption, estimated blood alcohol consumption peaks, mood states, and compliance rate with self-monitoring.  This suggests that behavioral self-control training is an effective tool in facilitating behavioral change for problem drinkers.��

Heather N, Rollnick S,  Bell A. Predictive validity of the readiness to change questionnaire. Addiction, 1993; 88: 1667-1677.



Objective�To test the predictive validity of the Readiness to Change Questionnaire for excessive alcohol consumption.��Design�Quasi-experimental.��Setting�Teaching wards of hospitals in the Sydney metropolitan area during January, 1990 to December, 1991.��Subjects�Subjects (174 male drinkers between the age of 17-74 years old (mean age was 34.4 years) all showed predominantly low level of alcohol dependence and had never sought treatment for their alcohol problems.  Fifty-three percent were single, 33% married, and 14% separated, divorced, or widowed; 71% were employed full-time were identified by screening on the wards:  45% were identified on the orthopaedic ward, 39% on the surgical ward, 4% on the gastrointestinal ward, 7% on the cardiac ward, and 4% on the medical ward.��Interventions�One-hundred twenty-six  subjects completed the 6-month follow-up received a brief intervention which consisted of 30-40 minute counseling.��Measures�Confidential Health Questionnaire assessed the quantity and frequency of alcohol consumption.  Readiness to Change Questionnaire (a 12-item questionnaire representing the precontemplation, contemplation, and action stages of change).  The assessment interview utilized a 9-item scale of alcohol-related problems.  Eight week and six month follow-up interviews were conducted which measured quantity and frequency of drinking after discharge from the hospital.��Results�The ability to predict changes in drinking behavior over time was statistically significant for the Readiness to Change questionnaire.



��Conclusions�The questionnaire can be used to accurately and consistently predict individual's readiness to change towards the reduction of alcohol consumption.��

Kristenson H, Ohlin H, Hulten-Nosslin M B, Trell E, Hood B. Identification and intervention of heavy drinking in middle-aged men:  Results and follow-up of 24-60 months of long-term study with randomized controls. Alcoho Clin Exp Res, 1983; 7 (2): 203-209.



Objective�To trace and identify men with incipient drinking problems.��Design�Longitudinal.��Setting�Not provided.��Subjects�Five-hundred eighty-five men who had elevated serum-y-glutamyltransferase (GGT) values.  Subjects were 46-49 years old at the start of the study.  Twenty percent reported having high blood pressure.  9% reported using antihypertensive drugs.  51% reported symptoms of back pain, 19% reported exhibiting nervous symptoms, 6% reported hospitalization for psychiatric disorders, 30% were presently under a doctor's care, 27% had previously been married.  60% were smokers and  22% of the smokers smoked more than 20 cigarettes per day.��Interventions�Subjects were randomly assigned to receive frequent counseling (intervention group) regarding living habits and moderate drinking goals or a standardized letter (control group) regarding restriction in alcohol consumption.��Measures�Drinking habits, weight, height, pulse, and blood pressure, oral glucose tolerance, and laboratory analyses.��Results�Serum-y-glutamyltransferase (GGT) is used in screening for alcoholism and in monitoring heavy drinkers over short observational periods.  In both control and intervention groups, GGT levels were reduced four years after initial screening; however, no significant difference in reduced GGT levels were observed between groups.  A remarkable difference was noted in which the mean sick days for men in intervention groups was less than the control group (5.3 days vs. 27.2 days).  Individuals in intervention group had less hospital days compared to control.  Control group had twice as many deaths.��Conclusions�The results of five years of follow-up showed reduced alcohol consumption for middle-aged men who were heavy drinkers in this study.  In addition, men who received regular counseling were shown to have less absenteeism due to illness, shorter hospitalization stays, and fewer alcohol-related deaths.��

�Larimer M E,  Marlatt G A.  Applications of relapse prevention with moderation goals. J Psychoactive Drugs, 1990; 22( 2): 189-195.



Description

of Context�Discussion of the utility and appropriateness of offering goal choices to less dependent problem drinkers to avoid relapse.��Topic/Scope�The debate of whether and under what circumstances, a goal of moderation may be appropriate for individuals with addictive problems has been around for three decades.  According to behavior-oriented practitioners and researchers, the goal of abstinence in the treatment of addictive behaviors is not necessarily a must.  Depending on the behavior, the goal of abstinence or moderation can be prescribed to the individuals under certain circumstances. For example, abstinence would be the most appropriate goal for the treatment of illicit substance abuse.  In terms of drinking, eating, and sexual behaviors, however, moderation goals would appear to be the more appropriate first step in treatment.   Relapse prevention can be applied to either abstinence or moderation goals.  For moderation goals, however, the challenge is to adequately define the goals with regards to drinking quantity and drinking frequency.  Once goals have been understood and mutually agreed on between the client and the therapist, relapse prevention techniques can effectively facilitate the initiation and maintenance of change.  Relapse prevention studies have shown significant reduction in average weekly consumption from pre to post treatment of college students drinkers. ��Conclusions/

Recommendations�Depending on the individual and the circumstances, moderation goals can increase utilization of treatment services and offer acceptable ways of reducing risky behaviors as a secondary prevention.  The cognitive-behavioral and social learning principles of relapse prevention are well suited for use with moderation goals.��

Miller W. Motivation for treatment: A review with special emphasis on alcoholism. Psychol Bull, 1985; 98 (1): 84-107.



Description of Context�Review of research and theory on motivation for treatment entry, adherence, and outcome for alcoholism. ��Topic/Scope�Many treatment programs failed because of client's lack of motivation and therapist's negative perception of client.  Studies have shown that therapists  tend to view alcoholics as "poorly motivated, resistant, denying, and having poor prognosis," more so than alcoholics view themselves.  Clients were viewed as motivated if they accept the  therapist's view of the problem,  are distressed, and comply with treatment prescriptions.  Studies have shown that characteristics of the client, environment, and therapist also influence the probability of treatment outcome, adherence, and motivation.  To be effective in achieving adherence and treatment outcomes, motivational interventions must emphasize the following techniques:  give advice, provide feedback, set goals, role play, maintain contact, manipulate external contingencies, provide choice, continue care, and modify attractiveness of the behavior.��Conclusions/

Recommendations�Trait models viewing motivation as a client attribute (individuals could overcome the problem if they really wanted to and tried hard enough) have not been shown to successfully predict adherence and treatment outcomes.  When motivation is viewed as a dynamic interpersonal process involving the client, therapist, and environment, adherence and treatment outcomes improve.  Because therapist's perception and attitudes highly influence adherence, therapists are encouraged to use motivational interventions.��

Miller W. Behavioral alcohol treatment research advances:  Barriers to utilization. Adv Behav Res Ther, 1987; (9): 145-164.



Description of Context�Discussion of  the failure of treatment research in the field of alcoholism.��Topic/Scope�Alcoholism treatment programming in the U.S. does not reflect advances in knowledge with regard to the effectiveness of specific approaches, treatment length and setting, or matching of clients with treatments.  Four characteristics of decision-making are considered as possible causes:  inertia, ignorance, selective inattention, and incentives.  Four corresponding characteristics of the behavior of researchers are also discussed:  (1) failure to use effective attitude change procedures, (2) failure to disseminate research findings, (3) intolerance for disconfirming data and, (4)  failure to address the needs of decision-makers. Six strategies for increasing utilization are suggested: Setting clear goals, choosing optimal dissemination routes, tailoring communications to the audience, providing implementation support, following up on initial communications and teaching utilization skills.��Conclusions/

Recommendations�Researchers need to concentrate on the question of what methods succeed in inculcating the application of research findings on the prevention and treatment of alcoholism.��

Miller W.  The effectiveness of treatment for substance abuse:  Reasons for optimism. J Subs Abuse Treat, 1992; (9): 93-102.



Description of Context�Discussion and list of reasons for optimism about the future of substance abuse treatment.��Topic/Scope�Reasons for optimism regarding the modern treatment of substance abuse were listed as:  (1) treatment strategies which have yielded promising specific approaches; (2) mechanisms of efficacy are being clarified in research; (3) approaches that produce short-term improvement which can promote rapid recovery; (4) brief treatment can be substantially more effective than no treatment at all, and (5) the importance of matching interventions to individuals.��Conclusions/

Recommendations�Although additional progress needs to be made, there are reasons for optimism in the effectiveness of future treatment for substance abuse.��

Miller W. Introduction to special section:  Motivation and Addictive Behaviors. Experimental and Clinical Psychopharmacology, 1993; 1: 5-6.



Description of Context�Motivational theories and research regarding substance abuse.��Topic/Scope�Psychopharmacology of drug abuse may have implications for the treatment and prevention of addictive behaviors.  Furthermore, causal models have been used to evaluate variance in adolescent substance use accounted for by impulsivity, coping, stress, delay of gratification, and peer influence.  Central to addictive behaviors are the roles of cognitive processes.  These processes include expectancies and restraint of the behavior and can serve as potentially useful motivational variables.��Conclusions/

Recommendations�Collaborative efforts from the fields of sociology, psychology, epidemiology, psychopharmacology, and family medicine have contributed to the goal of finding more effective strategies to motivate people to reduce drug abuse.  This article serves as a background for future work on motivation and addictive behaviors.��

Miller W, Hedrick K, Taylor C.  Addictive behaviors and life problems before and after behavioral treatment of problem drinkers. Addic Behav, 1983; 8: 403-412.

Objective�To assess life problems and addictive behaviors before and after treatment of problem drinkers.��Design�Correlational.��Setting�Not provided.��Subjects�Eighty-two individuals (55 males) with problem drinking served as subjects for the study.  Over half of the subject sample were married.  Average education was 15.3 years;  9.3 years was reported as the average time during which drinking behavior was problematic.��Interventions�None.   ��Measures�Alcohol consumption, life problems, and personal data were quantified using a goal attainment scale and revised comprehensive drinker profile.  A life problems card sort consisting of 18 cards describing categories of problems in living that are often encountered by alcohol abusers was administered.��Results�For men and women, negative emotional states and interpersonal conflict represent the most common precipitants of relapse among alcoholics:  tension/anxiety (most frequently reported), family problems (second most frequently reported), boredom in men and depression in women (third most frequently reported life problem).  Remission of life problems was associated with decreased alcohol consumption.  Smoking cessation was associated with successful control or cessation of alcohol use.  Relapse to smoking coincided with unremitted drinking.  ��Conclusions�Individual life problems and behaviors have important implications for intervention and prevention strategies.��



Miller W R, Sovereign R G, Krege, B. Motivational interviewing with problem drinkers:  II. The drinker's check-up as a preventive intervention. Behavioural Psychotherapy, 1988; 16: 251-268.



Objective�To test the Drinker's Check Up (DCU) tool, which is a means of discovering what negative effects alcohol has on an individual, as a means for motivating change in alcohol consumption.��Design�Quasi-experimental.��Setting�Albuquerque, New Mexico.��Subjects�Twelve women and 30 men who responded to advertisement in Albuquerque, New Mexico. Eleven chose the label, 'problem drinker' or 'alcoholic' as applying to themselves. The remainder considered themselves to be social drinkers.��Interventions�Each person was assigned to one of three groups:  (1) Group A were immediately given an appointment for the DCU, which was conducted within one week of the initial session, (2) Group B received treatment identical to Group A, except that at the end of the feedback session each was given a comprehensive list of potential sources of additional help and treatment for alcohol problems within the Albuquerque area, and (3)  Group C were placed on a waiting list, and were given an appointment six weeks hence for their check-up session.  All pretreatment assessment for Group C was delayed until the time of the check-up.��Measures�The Brief Drinker Profile, blood test, a battery of eight neuropsychological tests sensitive to the effect of alcohol on the brain, the Alcohol Use Inventory, interviews with three individuals to confirm the subject's self-report status and a structured interview comprise the DCU.��Results�All groups showed reductions in alcohol consumption at 6-week and 18-month follow up.  Fourteen percent of subjects sought help for their alcohol problems within 6 weeks after feedback, and 33% had done so within 18 months of the checkup.��Conclusions�The Drinker's Check Up may have a significant impact both in prompting less 'motivated' problem drinkers to seek help, and in modestly suppressing drinking behavior.  In most cases the DCU was not a sufficient intervention in itself but it may provide a suitable motivational boost and head start on behavior change.��

�Miller W R, Taylor C A.  Relative effectiveness of bibliotherapy, individual and group self-control training in the treatment of problem drinkers. Addictive Behavior, 1980; 5: 13-24.



Objective�To evaluate the effectiveness of four types of behavioral self-control training in the treatment of problem drinkers.��Design�Quasi -experimental.��Setting�Participants were recruited through advertisement for the study  in the media and ads in the Albuquerque, New Mexico metropolitan area.  The assessment of the study was done at the University of New Mexico.��Subjects�Forty-one  (25 male, 16 female) problem drinkers with a mean age of 45.4 years, mean years of education of  15.8, and mean annual family income of $23,732 were studied.  Seventy-six percent were married and 39% had received prior treatment for problem drinking.  All the clients reported having a drinking problem for 10.1 years prior to treatment.  Mean score on the Michigan Alcoholism Screening (MAST) was 18.5.  Clients consumed an average of 27.2 oz of absolute ethanol weekly over the 6 months prior to intake.��Interventions�Subjects were randomly assigned to one of the following four treatment groups:  (1) bibliotherapy; (2) manual plus 10 individual behavioral self-control therapy sessions; (3)  7 individual behavioral self-control therapy sessions, and (4) 7 group behavioral self-control sessisons.  The bibliotherapy treatment group was seen by a therapist only once and then given a copy of the behavioral self-control/self-help manual and monitoring cards.  Group 2 was given a self-help manual, monitoring cards, and 10 individual sessions focusing on behavioral self-control therapy.  Group 3 received treatment identical to group 2 except that the last three sessions focused on muscle relaxation.  Group 4 received treatment identical to group 3 except that the sessions were done in groups rather than individually.��Measures�Data were gathered from the self-monitoring cards, interviews, and psychometric measures.  Alcohol consumption was measured in Standard Ethanol Content (SEC).  1SEC=0.5 oz of absolute alcohol.��Results�Alcohol consumption was significantly reduced for all four treatment groups from intake to 3- and 12-month follow-up.  However, no significant differences were found among the four treatment groups.��Conclusions�Although the amount of alcohol consumed was reduced, no conclusion could be drawn about the effectiveness of one behavioral self-control treatment therapy over another.��

�Miller W R, Taylor C A, West J C.  Focused versus broad-spectrum behavior therapy for problem drinkers. J Consul Clin Psychol,  1980; 48 (5): 590-601.



Objective�To evaluate the effectiveness of focused versus broad-spectrum behavior therapy for problem drinkers.��Design�Experimental.��Setting�Not provided.��Subjects�Forty-one alcoholic patients (21 males and 20 females), with a mean age of 41.6 years, mean education of 15 years, and median family income, $21,900 of whom 30 subjects were Caucasian, 8 Hispanic, 2 American Indian, and 1 Black were studied.  Mean score on Michigan Alcoholism Screening Test (MAST) was 17.5.  Thirty-seven percent of  subjects drank alcohol in the morning, and 83% reported they were unable to stop drinking.  Forty-four percent  preferred beer, 44% preferred hard liquor,  12% preferred wine.  Eighty-one percent reported this as their first time they sought help for problem drinking, and 19% reported they had previously attended at least one Alcoholic Anonymous meeting. ��Interventions�Group 1 (bibliotherapy) were provided with a copy of self-help manual, and self-monitoring cards.  Group 2 (behavior self-control therapy) received six sessions with a therapist in addition to the materials given to group 1.  Group 3 (standard modules) and group 4 (individualized broad spectrum) received 18 sessions of individual treatment with a therapist in addition to the self-help and monitoring materials.  Group 3 differed from group 4 in which they received standardized modular package, whereas group 4 received individually tailored modules.��Measures�Weekly data cards, follow-up questionnaires, and breath samples were used as assessments.  Specific measurements were not provided.��Results:�In all four groups, alcohol consumption decreased significantly over the course of treatment and at follow-up.  No significance was found between the effectiveness of minimal behavioral self-control therapy to a more extensive intervention for problem drinker.    ��Conclusions/

Recommendations�In comparing focused versus broad-spectrum behavior therapy, this study demonstrated that offering additional modules did not increase treatment efficacy.  The findings replicate previous research findings indicating no significant differences in effectiveness between minimal training and more extensive training.��

Robins L N, Helzer J E, Davis D H.  Narcotic use in Southeast Asia and afterward. Arch Gen Psychiatry, 1995; 32: 955-961.



Objective�To evaluate the drug use of military men before, during, and after the Vietnam War.  Also, to study the antecedents and consequences of serious drug use in Vietnam.��Design�Survey.��Setting�Not Provided.��Subjects�Nine-hundred forty three Army men who returned from Vietnam in September of 1971 of whom 470 ("general" group) were randomly selected from the cohort of returnees and 495 ("drug-positive group")had urine sample positive for illicit drugs at the time of departure.  Twenty-two men were in both groups.  Upon arrival in Vietnam, 50% of the sample were under 21 years old, 13% African-American, 5% Hispanics, 1% Asian, and 80% White.  68% had at least a high school diploma, and 68% were single.  ��Interventions�None.��Measures�Subjects were interviewed.  Urine specimen were collected for drug testing and necessary information was sought from military records and Veterans Administration claims files.  Measurements were not provided. ��Results�In general, 7% of the sample considered the use of drug acceptable in Vietnam and 3% acceptable in the United States.  Fifty percent of the sample had casually tried some illicit drug before arrival in Vietnam.  In Vietnam, 92% of the sample used alcohol at least once, 46% used an illicit drug once, 5%-18% combined the usage of drugs, and 20% used drugs more than weekly for at least six months.  One-fifth of the sample began using drug within the first week of arrival in Vietnam and three-fifth began within the first two months.  Reasons for using drugs in Vietnam were the drug's euphoria-producing effects, improved tolerance of Army regulations, ease of homesickness, boredom, depression, and fear.  Pre-service predictors of drug use in Vietnam were preservice drug use, heavy drinking, arrests, failure to complete high school, growing up in a large city, and being of less than 20 years of age at arrival in Vietnam.  The best predictor of avoidance of drugs in Vietnam was being 24 years of age or older at the time of arrival in Vietnam.  After returning from Vietnam, the overall rate of drugs use, combination of drug use, and susceptibility to addiction among those who continued to use drugs declined to near-to-below preservice levels.  Most frequently cited deterrents from usage were expense, fear of addiction, and fear of arrest.  The most common method of drug used changed from smoking in Vietnam to injection in the United States.  Predictors of continued drug use after Vietnam were noted to be injection of drugs while in Vietnam, and the frequency and duration of the dependence.  A comparison of preservice predictors of drug use after Vietnam to inservice predictors of drug use indicated that service experience did not contribute directly to drug use after Vietnam.               ��Conclusions�Before arrival in Vietnam, drugs were used more casually by men and predictors of drug use were mainly due to deviance in behavior.  Frequency, duration, and susceptibility of drug use were higher for men in Vietnam.  After return from Vietnam, usage and addiction decreased to pre-Vietnam levels.��

Rollnick S, Heather N.  The application of Bandura's self-efficacy theory to abstinence-oriented alcoholism treatment. Addic Behav, 1982; 7: 243-250.



Description of Context�Exploration of the relevance of self-efficacy theory to the process of abstinence treatment and relapse.��Topic/Scope�Contributing to failure in treatment programs is the false notion that both outcome and efficacy expectations are dealt with simultaneously as part of a single therapeutic approach.  This includes the goal of the therapist to convince the patient of the need for lifelong abstinence and enhance self-efficacy expectations.  Consequently, resistance to treatment and lack of motivation among the patients arise as a result of this simultaneous approach.  In the application of self-efficacy for abstinence treatment, a distinction must first be made between self-efficacy expectations and outcome expectations.  Expectations of self-efficacy will determine whether a behavior will be initiated or sustained in high-risk situations, while expectations of outcome endorse the end-result of that behavior.  Outcome expectations must first be assessed and a suitable treatment goal formulated before attempting to enhance efficacy expectations.  Furthermore, it is crucial to distinguish between events that take place before and after the first drink for developing predictions based on the concepts of efficacy and outcome expectations, and for understanding relapse and relapse prevention for alcoholism.��Conclusions/

Recommendations�It is possible to identify and define efficacy and outcome expectations as they apply to abstinence treatment.  The failure of clinicians to distinguish between these two forms of expectation could account for the resistance and apparent lack of motivation encountered among alcoholics in treatment.��

Rollnick S, Heather N, Gold R, Hall W.  Development of a short readiness to change questionnaire for use in brief, opportunistic interventions among excessive drinkers. British Journal of Addiction, 1992; 87: 743-754.



Objective�To develop a short Readiness to Change questionnaire which could be used in brief interventions with excessive drinkers.��Design�Instrument validation.��Setting�Subjects were identified on wards of general hospitals and general practice settings in Cardiff, Wales, and Syndey, Australia.��Subjects�One-hundred forty-one excessive drinkers who were not seeking help for an alcohol problem of whom 93.6% were males with a mean age of 35.4. ��Interventions�None. ��Measures�Twelve-item Readiness to Change Questionnaire.  ��Results�The 20-item Readiness to Change Questionnaire was reduced to 12-item questionnaire with satisfactory psychometric properties, good internal consistency, and test-rate reliability.��Conclusions�The 12-item Readiness to Change questionnaire provides a short and convenient measure of readiness to change which may be used with brief, opportunistic interventions with excessive drinkers.��

Saunders J B. The WHO Project on early detection and treatment of harmful alcohol consumption. Australian Drug and Alcohol Review, 1987; 6: 303-308.



Description of Context�Description of an international study conducted by World Health Organization (WHO) which developed methods of detection and intervention for people with harmful alcohol consumption before dependency or other impairments.��Topic/Scope�The objective of the WHO on alcoholism was to shift the focus away from treatment and more towards early intervention.  This shift was based on three pieces of evidence:  (1) little difference in outcome for persons with advanced alcoholism; (2) unfavorable prognosis for people with advanced alcohol-related problems, and (3) more people suffered from alcohol-related harm with drinking at pre-dependent stage than dependent stage.  In 1979, the WHO established a committee to review drinking problems.  From collaborative research in developed and less developed countries, the committee concluded that there was an urgent need to implement methods for early detection and treatment of alcohol-related problems. The  WHO Collaborative Project was piloted in 1982 and expanded to involve six centers in Australia, Bulgaria, Kenya, Mexico, Norway, and the USA.  The first phase of the WHO project was to develop a  screening instrument to detect people with alcohol problems or who are at risk of such problems because of their drinking habits.  The second phase was concerned with the development and evaluation of brief intervention that can be employed in primary health care settings.��Conclusions/

Recommendations�WHO Collaborative project hoped to identify effective methods of detection and intervention in which health care professionals from various health care centers can utilize to prevent  alcohol dependency.��

Skutle A, Berg G. Training in controlled drinking for early-stage problem drinkers. British Journal of Addiction, 1987; 82: 493-502.



Objective�To evaluate the effectiveness of a controlled drinking training program.��Design�Quasi-experimental study.��Setting�Not provided.��Subjects�Forty-three adults (34 male and 9 female) who are at the early stages of problem drinking.  Ages ranged from 29-72, with mean age of 43 years.  ��Interventions�Subjects were assigned to one of the following four treatment groups:  (1) Bibliotherapy--a behavioral self-control training; (2) a therapist directed behavioral self-control; (3) training in coping skills and (4) behavioral self-control training plus training in coping skills.��Measures�Four instruments were used:  (1) Comprehensive Drinker Profile; (2) Severity of Alcohol Dependence questionnaire; (3) Symptom CheckList 90, and (4) a medical examination.��Results�A drop in alcohol consumption was observed during the first week of monitoring after the treatments had been administered.  However, no significant differences were observed among the four treatment groups with respect to reduction in alcohol consumption from the time of intake to follow-ups at 3, 6, 13 months.  In addition, alcohol was shown to affect family problems, boredom, and depression for the subjects in this study.��Conclusions�Alcohol consumption and life problems decreased significantly for subjects in this study.  However, there were not enough data to suggest that one treatment was more effective than others.��

Snow M, Prochaska J, Rossi J.  Processes of change in alcoholics anonymous:  Maintenance factors in long-term sobriety. J Stud Alcohol, 1994; 55: 362-371.



Objective�To determine factors that contribute to long-term sobriety in Alcoholics Anonymous (AA)��Design�Correlational.��Setting�Rhode Island.��Subjects�One-hundred ninety-one adults who self-identified as once having had a drinking problem, were no longer drinking by self-report, and expressed a goal of abstinence.  97.8% were Caucasian, 61% male, and 53% were married.  Mean education level was 12 years.  Mean length of continuous sobriety was less than 6 years.  Age of  subjects ranged from 19 to 75 years. ��Interventions�None.��Measures�A 5-point Likert scale measured the processes of change and the level of self efficacy.  Binary scale ("yes" vs. "no") measured Subjects' level of involvement (low, medium, or high), level of affiliation (low, medium, or high), and exposure to AA group (current, past, or never).��Results�Current AA group used significantly more action-oriented processes than an AA group in the past, and a group that has never been exposed to AA.  Groups that have medium and high attendance (or involvement) with AA reported more action/behavior-oriented processes than the low-involved AA group.  High, medium, and low involvement AA groups reported similar use of cognitive processes.  The group with a high level of affiliation (or integration) with AA reported greater use of behavioral processes.��Conclusions�The importance of a lifelong commitment to behavior-oriented change processes in the maintenance of sobriety was stressed whether that commitment is affiliation with AA or a self-change approach.��



E.  Phobias



Bandura A, Adams N, Beyer J. Cognitive processes mediating behavioral change. J Pers Soc Psycho, 1977; 35 (3): 125-139.



Objective�To test the theory that behavioral changes can be achieved by using direct and vicarious experiences to alter the level, strength, and generality of self-efficacy expectations.��Design�Experimental.��Setting�Not provided.��Subjects�Thirty-three subjects (7 males, 26 females) whose lives were affected by chronic snake phobias.  Ages ranged from 18 to 50 years with a mean age of 33 years.��Interventions�Subjects were matched according to results from a pretreatment assessment and randomly assigned to one of three treatments:  (1) participant modeling (observe and perform); (2) modeling (observe only) and (3) control condition (no observation, no performance).��Measures�Subjects were asked to  perform tasks that required interactions with a snake.  Their performances were recorded subjectively according to the level and strength of their expectations in coping successfully with the snake.

Self-efficacy expectations were measured after the behavioral pretest, a week after treatment, and after the behavioral posttest.��Results�The participant modeling treatment produced higher, stronger, and more generalized expectations of personal efficacy than the treatment relying solely upon observations.    ��Conclusions/

Recommendations�Self-efficacy is an accurate predictor of behavioral change.  The level and strength of self-efficacy can be increased to favor behavioral change by using both direct and vicarious experiences.��

Bandura A, Adams N E. Analysis of self-efficacy theory of behavioral change. Cognitive Therapy and Research, 1977; 1 (4): 287-310.



Objective�To test the practical application of the self-efficacy theory of behavioral change to two separate modes of treatment.  The systematic desensitization treatment attempts to completely extinguish emotions such as fear or anxiety in order to increase expectations of self-efficacy.  The participant modeling treatment promotes the use of direct and vicarious experiences to enhance expectations of self-efficacy. ��Design�Quasi-experimental.��Setting�Not provided. ��Subjects�In both studies, subjects were  chronic snake phobics.  For study 1, all but one of the subjects were females.  Ages ranged from 19 to 57 with a mean age of 31 years.  For study 2, six severe snake phobics were taken from the sample in Study 1.  ��Interventions�For study 1, the systematic desensitization treatment consisted of deep muscular relaxation successively paired with representations of snake scenes.  For Study 2, participant modeling consisted of a series of 29 tasks requiring increasingly threatening actions with a boa constrictor was administered.��Measures�Approach behaviors and efficacy expectations were measured before and after treatment.  The level and strength of expectations in coping successfully with the snake were measured subjectively.��Results�Desensitization treatment produced substantial reduction in fear arousal by enhancing the strength (but not the level) of self-efficacy.  Furthermore, changes in efficacy expectations produced by the participant modeling treatment predicted the level of subsequent behavior change with accuracy.  ��Conclusions�Efficacy expectations predict with considerable accuracy the level of performance regardless of whether self-efficacy is changed through enactive mastery, vicarious experience, or extinction of anxiety arousal by systematic desensitization.��



Prochaska J. Prescribing to the stage and level of phobic patients. Psychotherapy, 1991; 28: 463-468.



Description of Context�Review of the author's work on utilizing the Transtheoretical (Stages of Change Model) in the treatment of phobic patients with high therapy dropout rates.��Topic/Scope�The author's research on people entering treatment at different stages of change and the utilization of the pros and cons scales were able to correctly predict therapy drop out rates of phobic patients��Conclusions/

Recommendations�Phobic patients should be referred to psychoanalytical therapy when they are in the early contemplation stage of change and the phobia is occurring in the context of intrapersonal or intrapsychic conflicts.��



F.  Preventive Health



1.	General Health



Fries J F, Fries S T, Parcell C L, Harrington H. Health risk changes with a low-cost individualized health promotion program:  Effects at up to 30 months. American Journal of Health Promotion, 1992; 6 (5): 364-371.



Objective�To explore the effects of a low-cost individualized health promotion program.��Design�Longitudinal, observational study.��Setting�California.��Subjects�One-hundred three thousand nine-hundred thirty-seven adult subjects enrolled in Healthtrac and Senior Healthtrac programs provided through Blue Shield of California and other Blue Cross/Blue Shield Plans.��Interventions�Health Habit questionnaires administered at six month intervals, computer-based personal health risk reports, individualized self management and health promotion books and other program materials.  The program was provided at a cost of about $30 per subject per year.��Measures�The study endpoint was a health risk score based on a variable computed from health habits using algorithms which approximate the Framingham Multiple Risk Logistic for cardiovascular disease.��Results�After one year, participants over 65 and those under 65  noted improvement in all target parameters except for pounds over ideal weight.  Individual changes were similar between older and younger groups.  The most substantial change in each group was reported reduction in dietary fat intake.  The overall health risk score improved by 14%.��Conclusions�The program showed strong overall positive effects and effects were progressive over time.  Results held over age groups from young adult to senior citizen, over education levels and over all risk behaviors analyzed.��

2.  Safe Sex



Grimley D, Riley G, Bellis J, Prochaska J. Assessing the stages of change and decision-making for contraceptive use for the prevention of pregnancy, sexually transmitted diseases, and AIDS. Health Education Quarterly, 1993; 20 (4): 455-470.



Objective�To determine individual's stage of change and the cognitive pros and cons associated with both target behaviors for pregnancy and STD prevention.��Design�Survey.��Setting�Northeastern University in 1992.��Subjects�One-hundred twenty-three college students who were  enrolled in a freshman level psychology course served as subjects in both phases of the study.  Mean age for the sample was 19.87 years, and ranged from 18 to 25 years old.  Sixty-two percent were female and 95% were Caucasian.  All participants were single and 99% reported being heterosexual.  Eighty-seven percent reported being sexually active (had engaged in vaginal intercourse), 14% reported in engaging in anal intercourse, 59% reported using a condom during sexual intercourse, 37% claimed to use "no method" or "withdrawal" as means of birth control,  10% had been diagnosed with having STD at one time and 14% reported the occurrence of one or more pregnancies.��Interventions�None.��Measures�A 5-point Likert scale was used to measure response on the questionnaires.  Two phases were conducted. In phase 1, two reliable decisional balance measures were developed:  one 20-item  scale for pregnancy prevention and one 20-item scale for STD prevention.  In phase 2, two algorithms were developed to classify individuals into appropriate stages of change:  one for pregnancy prevention and one for disease prevention. ��Results�Of the subject population 71.6% were using birth control every time they engaged in sex  and 63.6% were not using a condom every time they had vaginal intercourse.  This implied that college students were taking more precautions to prevent pregnancy than sexually transmitted diseases.   A correlation of decisional balance and stages of change demonstrated that the cons of adopting contraceptive use outweighed the pros for individuals in the preaction stages (precontemplation, contemplation, and preparation) and the pros of adopting contraceptive use outweighed the cons for individuals in the postaction stages (action, maintenance, and termination).��Conclusions�Contraceptive use for pregnancy prevention are very different from contraceptive use to prevent the spread of STD.��



Prochaska J O, Redding C A, Harlow L L, Rossi J S, Velicer W F.  The transtheoretical model of change and HIV prevention:  A review. Health Education Quarterly, 1994; 21 (4): 471-486.



Description of Context�An example of  how the transtheoretical model of change can improve  understanding of how people change sexual behavior in response to human immunodeficiency virus (HIV) exposure and acquired immune deficiency syndrome (AIDS).��Topic/Scope�The transtheoretical model of change describes the developmental sequence of motivational readiness to modify problem behaviors through precontemplation, contemplation, preparation, action, and maintenance. The ten processes of change catalog the catalysts for moving through the stages such as helping relationships, consciousness raising, and stimulus control to name a few.  General constructs such as decisional balance, self-efficacy, and temptation, and target behaviors are  outcome variables  related to behavior.  In the area of HIV prevention, a group of precontemplators would include both people who don't know about the potential risks and those who do know about AIDS risks yet minimize danger to themselves or who for other reasons do not intend to change their behavior.  Contemplators for HIV prevention would be those individuals who know about risky behaviors and are considering how they might practice some safer sexual of injection behaviors in the future, but are not currently doing so.  Possible behavioral criteria for the action stage of HIV prevention could include: using condoms during all of the past 6-10 sexual encounters, or having a monogamous relationship for a year or more after obtaining two negative HIV antibody tests.  For HIV prevention, maintenance could be defined as consistently maintaining safer sex practices for more than 6 months.  Part of the decision to move towards action is based on the relative weight given to the pros and cons of changing behavior so as to reduce risk.  The functional relationship of pros and cons across the stages of change has been replicated in separate studies of contraceptive behaviors and AIDS risk reduction among college students.  The concept of self-efficacy has been demonstrated to be an important mediator between knowledge and action.  Independent investigations have found self-efficacy ratings to predict HIV risk reduction behaviors. Several reviews identify perceived risk, substance use, self-efficacy, perceived norms, health locus of control, and peer support as key psychosocial variables for HIV risk reduction studies. These variables can be used in addition to key transtheoretical variables to increase the variance accounted for in safer sex outcome behaviors.��Conclusions/

Recommendations�Current cross-sectional data support both the generalizability of the transtheoretical model to HIV prevention and AIDS as well as the utility of the stages of change, processes of change, decisional balance, and self-efficacy for differentiating those who are effectively reducing risk for HIV exposure from those who are not.��

3.  Mammography



Calnan M W, Moss S. The health belief model and compliance with education given at a class in breast self examination. Journal of Health and Social Behavior, 1984; 25: 198-210.



Objective�To examine how far the Health Belief Model predicts attendance at a class in Breast Self Exams (BSE) and compliance with the education given at the class.��Design�Survey.��Setting�A health district in a large provincial city in Great Britain.  Interviews were conducted in participants homes.��Subjects�A random sample of women between 45 and 64 years of age where 678 were interviewed prior to attending BSE class and 540 were interviewed several months after class.��Intervention�BSE class.��Measures�An index of personal health beliefs and behaviors and an index of  four items of the BSE technique were administered in a question format.��Results�Four of the six variables that best discriminated between attendance and nonattendance at the class were elements from the three major Health Belief dimensions.  Previous positive health activities and beliefs about personal vulnerability to breast cancer were important in explaining decisions to attend BSE class.  The best predictor of changes in the satisfactory practice of BSE was beliefs about the costs and benefits of BSE.



��Conclusions�Some dimensions of health beliefs are good predictors of attendance in BSE classes.  The Health Belief Model has limited value for explaining compliance with a class in BSE.��



Hallal J C. The relationship of health beliefs, health locus of control, and self concept to the practice of breast self-examination in adult women. Nurs Res, 1982; 31: 137-142.



Objective�To compare health beliefs, health locus of control, and self-concept of women who practiced breast self-exam to women who did not.��Design�Correlational.��Setting�Not provided.��Subjects�Two-hundred seven women who were 18 years of age or older of whom  165 (80%) practiced breast self-exam and 42 (20%) never practiced breast self-exam.  Demographic characteristics were not provided.��Intervention�None.��Measures�Questionnaires were used to assessed women's perceived susceptibility and perceived benefits of breast self exams (health beliefs), internal health locus of control, self-perception, and the practice of breast self-examination.  An agree-disagree continuum was used.

��Results�Women who practiced breast self-exam (as opposed to women who did not) perceived the benefits of breast self-exam and susceptibility to breast cancer higher.  They also possessed higher self-esteem.  ��Conclusions/

Recommendations�The act of performing a breast self-exam was associated with health beliefs and self concept, but was not significantly linked to health locus of control.��

Rakowski W, Dube C E, Marcus B H, Prochaska J O, Velicer W F,  Abrams D B. Assessing elements of women's decisions about mammography. Health Psychology, 1982; 11 (2): 111-118.



Objective�To assess women's cognitive and motivational processes of behavioral change with regards to mammography screening.��Design�Survey.��Setting�Three worksites enrolled in a separate study emphasizing health risk appraisal and smoking cessation.��Subjects�One-hundred forty-two women,  ranging from 40-75 years old (mean age=52.58 years) of whom 14.8% worked in professional, technical, and skilled jobs, 38.5% were in sales and clerical positions and 46.7% worked in semi-skilled areas.  ��Interventions�None.��Measures�A Likert-scale survey consisting of 41 items were based on the Transtheoretical model was used to assess women's decision and stages of adoption for mammography.  The survey was constructed to represent perceived positive aspects of obtaining a mammogram (pros), perceived negative aspects of obtaining a mammogram (cons), situation factors that might decrease the likelihood of obtaining a mammogram (barriers), and situational factors that might increase the likelihood of obtaining a mammogram (facilitators).  Women in the action stage have had one mammogram performed.  Women were categorized in maintenance stage if they have more than one mammogram done.��Results�Women in the maintenance stage (compared to action, contemplation, and precontemplation), action stage (compared to contemplation and precontemplation), and contemplation stage (compared to precontemplation) had the most positive (higher pros) and less negative (lower cons) perception of obtaining a mammogram.  Women who have had a mammogram (compared to those who never had a mammogram) perceived the adoption of mammogram more positively.  For women who had at least one mammogram, the intention to have another was related to a more positive outlook (higher pro scores) and a less negative outlook (lower con scores).  Women who stated the intention not to have another mammogram reflected the risk of relapse.��Conclusions�Women with a  positive perception of mammography and who had exposure to mammograms were more likely to produce a behavioral change toward regular mammography screening.  The study supports the application of the Transtheoretical Model of change to mammography screening.��



G.  Smoking



Bauman K E, Fisher L A, Bryan E S,  Chenoweth R L.  Antecedents, subjective expected utility, and behavior:  A panel study of adolescent cigarette smoking. Addic Behav, 1984; 9: 121-136.



Objective�To determine whether subjective expected utility (SEU) influences, and is influenced by, smoking behavior.��Design�Survey.��Setting�Guilford County (North Carolina) school system during the year 1980-1981.��Subjects�One-thousand three-hundred thirty-four ninth graders of whom 51.8% were male and 82.7% were Caucasian in which 62.2% of the sample puffed on a cigarette at least once and 16.1% were current smokers at the time.    ��Intervention�None.��Measures�Questionnaires contained items on attitudes toward cigarette smoking, subjective expected utility variables, antecedent variables and smoking behavior.  A Likert-type scale was used to measure subjects’ responses. ��Results�SEU influenced the initiation and maintenance of smoking.  Conversely, smoking behavior influenced SEU.  However, no dominant direction could be determined as to whether SEU influenced behavior more or behavior influenced SEU more.  SEU significantly explained the relationship between behavior and some antecedent variables, but not all antecedent variables.            ��Conclusions:�SEU and smoking behavior are related.  This relationship reflects both the influence of SEU on behavior and the influence of behavior on SEU.  SEU should be considered when explaining behavior as it contributes to the understanding of cigarette smoking by adolescents.��

Curry S, Marlatt A, Gordon J.  Abstinence violation effect:  Validation of an attributional construct with smoking cessation. J Consul Clin Psychol, 1987; 55 (2): 145-149.



Objective�To test whether individuals who relapse after an initial slip will report more intense AVEs (Abstinence violation effect) than those who regain abstinence.  AVE is a reaction which assumes that one's cognitive-affective reaction to an initial slip is an important determinant of whether the initial slip will escalate into a full-blown relapse. ��Design�Survey.��Setting�Participantd in a smoking cessation study at the University of Washington.��Subjects�One-hundred forty-six smokers (51% female) were recruited for the study.  The average age was 40.6 years.  All subjects were high school graduates and 75% were employed.  The average years of smoking was 22.1 years with an average rate of 27.7 cigarettes per day.��Interventions�None.��Measures�A 7-point scale was used to rate attributions for hypothetical smoking episodes.  Attributions for actual smoking episodes were self-reported.��Results�Subjects who relapsed after a slip reported significantly higher AVEs than those who regained abstinence after a slip.  Also, AVE proved to be the strongest predictor of subsequent smoking.��Conclusions�AVE was a valid attributional construct for assessing and predicting the process of smoking cessation.  Relapsers reported significantly higher AVEs than slippers.��

Curry S, Marlatt G A, Gordon J, Baer J S. A comparison of alternative theoretical approaches to smoking cessation and relapse. Health Psychology, 1988; 7 (6): 545-556.



Objective�To compare two theoretical approaches to smoking cessation--absolute abstinence (AA) and relapse prevention (RP)--a treatment that focuses on gradual acquisition of nonsmoking skills.��Design�Experimental with randomized control group.��Setting�Not provided.��Subjects�One-hundred thirty-nine adult smokers of whom 51% were female and the mean age was 40.6 years.  All subjects were high school graduates.  The average years of smoking was 22.1 with an average smoking rate of 27.7 cigarettes per day.��Intervention�Subjects were randomly assigned to (1) a traditional treatment program that emphasized the necessity for absolute abstinence (AA), or (2) a relapse-prevention  (RP) treatment that focused on skill training for coping with temptations to smoke.��Measures�Rates of smoking and abstinence from cigarettes at posttreatment, 3-month, and 12-month follow-up were self-reported.  Thiocyanate analysis used saliva samples to confirm abstinence and smoking rates.  The names of two collateral verifiers who agreed to report on the participants smoking related behavior were provided.  Subjects used a 7-point Likert scale to rate statements regarding smoking, treatment for smoking cessation, self-efficacy, and reasons for success or failure.��Results�Subjects in RP and AA yielded similar 1-year abstinence rates.  Soon after quitting, participants in the RP intervention were more likely to lapse and then quit again during the 1-year maintenance period.  Participants in RP program reported more serious quit attempts than participants in AA.  Women were more successful in RP program and men had greater success with AA approach. ��Conclusions�RP and AA, as conceptual frameworks for smoking cessation, are equivalent in terms of abstinence rates at the 1-year follow-up.��

DiClemente C, Fairhurst S, Velasques M, Prochaska J, Velicer W, Rossi J. The process of smoking cessation:  An analysis of precontemplation, contemplation, and preparation stages of change. J Consult Clin Psychol, 1991; 59 (2): 295-304.



Objective�To test the transtheoretical model of change with a large sample of smokers.��Design�Experimental with randomized control groups.��Setting�Texas and Rhode Island.��Subjects�One-thousand four hundred sixty-six smokers were recruited to participate in the study.  They had a mean age of 40-43 years, started smoking at 16-17 years old, and smoked an average of 27 cigarettes per day. ��Interventions�Subjects were randomly assigned and stratified by stage to one of the following four intervention groups  (1) American Cancer Society/American Lung Association materials and manuals; (2)  manuals describing the stages of change; (3) manuals describing the stages of change and plus individualized written feedback based on pretest, posttest, and 6-month questionnaires; or (4) manuals describing the stages of change, individualized written feedback, plus a series of four personalized counselor calls at pretest, posttest, 3 months, and 6 months.  All interventions were done by mail, phone contact, or both. ��Measures�Smoking Abstinence Self-Efficacy (SASE) measured confidence levels of avoiding smoking in 20 challenging situations. Perceived Stress Scale (PSS) measured amount of perceived stress subjects have experienced within the past month. Fagerstrom Tolerance Questionnaire (FTQ) measured physical dependence on nicotine.  Smoking Decisional Balance Scale assessed 10 pros and 10 cons of smoking. Smoking Processes of Change scale measured 10 processes of change from the transtheoretical model.   ��Results�Stage differences were not related to smoking history, but to change activity.  Significant self-efficacy differences were found to exist among Precontemplation, Contemplation, and Preparation stages. Significant differences in decision-making (pros and cons of smoking) were demonstrated among all three stages.  Patterns of differences across all processes were observed among the three stages. Predictive validity of the stage model both for cessation attempts and cessation success were strongly supported from the 1-month posttest data.  The 6-month follow-up confirmed the utility of stage of change classifications of these smokers. Finally, over the period from 1 month to 6 month, there was a gradual increase in reported cessation activity for each of the three stages for people using the 10 processes of change.  ��Conclusions�The transtheoretical model of stages of change is valid and effective for predicting smoking cessation.��

Fitzgerald T, Prochaska J. Nonprogressing profiles in smoking cessation:  What keeps people refractory to self-change? Journal of Substance Abuse, 1990; 2: 87-105.



Objective�To investigate reasons why some smokers were not successful in their smoking cessation attempts.��Design�Survey.��Setting�Rhode Island and Houston, Texas.��Subjects�Five-hundred forty-four adults who were smoking at the time of the initial assessment.  The age ranged from 15 to 80 years old with a mean of 40 years, 63% were women, 62% were married, 37% received a bachelor degree and 50% had income lower than $15,000 a year.  The average number of cigarettes smoked was 25 .9 per day.   Subjects were grouped by stage of readiness to change.��Interventions�None.��Measures�A 5-point Likert scale was used to assess the 10 processes of change, Decisional balance, and Self-efficacy.  A saliva sample was collected to verify self-reported smoking status.��Results�Smokers seem to lack the commitment to follow through with their decision to quit and are likely to attribute their failure to a lack of willpower. The demoralized relapsers were not as likely to use certain coping strategies such as stimulus control and helping relationships.��Conclusions�For smokers who want to quit but cannot successfully progress toward smoking cessation, interventions should foster feedback-generating approaches that teach when and how much experiential and behavioral strategies to use.  For smokers who frequently relapse, interventions should foster incremental learning and teach coping skills within a self-help technology without lowering efficacy expectations. This study offers additional support for the Transtheoretical Model of intervention.��  



Kristeller J, Rossi J, Ockene J, Goldberg R,  Prochaska J.  Processes of change in smoking cessation:  A cross-validation study in cardiac patients. J Subs Abuse, 1992; 4:  263-276.



Objective�To examine and compare the processes of change associated with smoking cessation for a sample of smokers and recent ex-smokers who were also cardiac patients to a different sample of smokers and ex-smokers who have no medical problems.��Design�Survey.��Setting�The cardiac patients enrolled in the Coronary Artery Smoking Intervention Study (CASIS), a randomized clinical trial supported by the National Heart, Lung, and Blood Institute that was designed to evaluate smoking cessation.��Subjects�Two-hundred thirteen cardiac patients who were smokers and recent exsmokers, between 35 and 75 years of age (mean age was 53.2 years), and 80.3% male.  One-hundred eighty smokers and recent exsmokers who had no medical problems, were between the ages of 35-75 years (mean age was 46.8 years), and 66.7% female.��Interventions�None.��Measures�Processes of Change Questionnaire (PCQ) was a 40-item, self-administered questionnaire.  This questionnaire measured the cognitive, affective, and behavioral processes used by smokers at different stages of smoking cessation.  Subjects were classified according to three stage of readiness to change (precontemplation, contemplation, and action). ��Results�The pattern of processes used by cardiac smokers was similar to those used by smokers who have no medical condition.  Precontemplators used all processes least.  Contemplators emphasized experiential processes (ie, cognitive processes) and the action-stage subjects emphasized behavioral processes (ie, action-oriented processes).  Although the pattern was similar, smokers who were also cardiac patients used the processes of change more frequently in all stages than smokers who had no medical condition.            ��Conclusions�This study validated the use of stages and processes-of-change in a population experiencing severe illness.��

�Mullen P D, Ito J R, Carbonari J P, DiClemente C C.  Assessing the congruence between physician behavior and expert opinion in smoking cessation counseling. Addic Behav, 1991; 16: 203-210.



Objective�To examine the degree of transfer of smoking cessation innovation from research and development to healthcare settings by using comparable surveys of family practice physicians and smoking cessation and prevention experts.��Design�Survey.��Setting�Not provided.��Subjects�Sample of 1300 randomly selected family physicians from the American Academy of Family Physicians with office-based practices in the U.S.  Survey response was 70.4% (n=903). A group of 69 experts were identified and recruited by using a list of principal investigators from 34 smoking prevention and cessation research projects funded by the National Cancer Institute and the National Heart, Lung and Blood Institute. Survey response for this group was 84.1% (n=58).��Interventions�None.��Measures�A four-page, 140-item, close-ended questionnaire for family physicians was designed to assess health habit counseling practices with adult patients.  A 5-point Likert Scale for nine smoking cessation counseling techniques  was designed to assess individual physician counseling style.  The instrument sent to the panel of smoking cessation experts contained 14 items, the physician survey items and five additional questions.��Results�Physicians provide smoking interventions themselves by combining traditional and behavioral techniques such as presenting pamphlets, discussing smoking with patients, and encouraging patients to set goals.  The physician survey depicted brief intervention and little emphasis on follow up contact.  These results are consistent with the findings of previous studies.  The experts favored an approach that emphasizes equally action and maintenance in smoking cessation.��Conclusions�While many important smoking cessation techniques are widely used by family practice physicians, follow-up is not.  The major differences between physician and expert rankings were that the experts placed higher priority on planned follow-up and a lower priority on pamphlets.��

Pallonen U E, Fava J L, Salonen J T, Prochaska J O. Readiness for smoking change among middle-aged Finnish men. Addic Behav, 1992; 17: 415-423.



Objective�To examine the distribution of the stages of change with a random sample of middle-aged male Finnish smokers.��Design�Survey.��Setting�Kuopio, Finland��Subjects�Four-hundred ninety males who smoke at least 10 cigarettes per day.��Intervention�None.��Measures�Quit history variables measured the number of 24-hour quit attempts and 15 common withdrawal symptoms.  The MAP criterion of withdrawal symptoms and the Fagerstrom scale of addiction were used.��Results�Of the sample, 57.6% were in precontemplation, 29.4% in contemplation, and 13.0% in preparation.  Five conceptual clusters were used to predict the stage membership.  The number of lifetime quit attempts and the number of 24-hour quit attempts in the past 12 months were found to be the best discriminators among the stages.  ��Conclusions�Results showed that most smokers are precontemplators.  Previous attempts to reduce smoking provided predictive information concerning stage membership. Demographics, addiction to smoking, current smoking, smoking environment and quit history were incomplete predictors of stage of change.��

Prochaska J, Velicer W. Measuring processes of change:  Applications to the cessation of smoking. J Consul Clin Psychol, 1988; 56 (4): 520-528.



Objective�To develop and test the reliability of an instrument that measures the processes of change in smoking cessation. ��Design�Survey.��Setting�Rhode Island and Houston, Texas.��Subjects�Nine-hundred seventy subjects were in the first study.  Out of the 970, only 770 subjects completed the second study.  Demographic and smoking information were not provided.��Interventions�None.��Measures�A 5-point Likert scale was used to assess the stages of change and measure the processes of change used during the process of smoking cessation.��Results�A 40-item questionnaire was developed which provided highly reliable measures of 10 processes of change.  A confirmatory analysis supported the 10-process model and identified 2 secondary factors (experiential and behavioral).  Experiential factor involved cognitive and/or affective activities.  Behavioral factor was emphasized in the action stage.��Conclusions�Processes of change is a useful dimension in smoking cessation.  A reliable instrument was developed to accurately and consistently measure the processes of change.��

Prochaska J, Velicer W, Guadagnoli E, Rossi J. Patterns of change: Dynamic typology applied to smoking cessation. Multivariate Behavioral Research, 1991; 26 (1); 83-107.



Objective�To investigate patterns of change occurring in a combined cross-sectional and longitudinal (cross sequential) analysis of 14 variables in a two-year study of self-change approaches to smoking cessation.��Design�Survey.��Setting�Rhode Island and Texas.��Subjects�At the time of the initial assessment, subjects’ age ranged from 15 to 80 years old, with a mean of 38.9 years.  55% were married, 63% were women, 75% had some college education, and the average family income was between $15,000 and $20,000.  Current smokers in the sample had an average of 25.9 cigarettes per day.  Subjects were divided into groups based on current and previous smoking behavior, and reported intention.��Intervention�None.��Measures�A 5-point Likert scale was used on questionnaires that measured processes of change, decisional balance and a self-efficacy and temptation scale.  A saliva sample was produced to confirm self reported smoking status. ��Results�The change processes followed a general pattern of increasing from precontemplation to contemplation, peaking at a particular stage of change and then declined either to precontemplation levels or to somewhat higher levels if used as relapse prevention strategies.  Temptation and the pros of smoking decreased across the stages, while  self-efficacy increased linearly.��Conclusions�The patterns support the theoretical model that particular change processes vary in use according to the stages of the individual.  The patterns also provide organizing principles for developing a new generation of therapy programs and self-help programs for problem behaviors.��

Prochaska J O, DiClemente C C, Velicer W F, Ginpil S, Norcross J C. Predicting change in smoking status for self-changers. Addic Behav, 1985; 10: 395-406.



Objective�To determine if the ten processes of change, the pros and cons of smoking, and self-efficacy can predict change in smoking status for self-changers. ��Design�Survey.��Setting �Rhode Island and Texas.��Subjects�Eight hundred sixty-six adult smokers consisting of  62% women, 54.7% married, 23% single, 75% received college education, and mean income was between $15,000 and $20,000.��Interventions�None.  ��Measures�The 14 variables of interest were 10 processes of change, pros and cons of smoking, degree of certainty that smoking can be avoid, and degree of temptation to smoke.  These variables were measured using a 5-point Likert scale.��Results  �The above 14 variables predicted  change in smoking behavior over a 6-month period.��Conclusions�Processes of change,  decisional balance variables and self efficacy are reliable predictors of change.��

Prochaska J O, DiClemente C C, Velicer W F,  Rossi J S. Standardized, individualized, interactive, and personalized self-help programs for smoking cessation. Health Psychology, 1993; 12(5): 399-405.



Objective�To compare the efficacy of four self-help programs for smoking cessation. ��Design�Experimental.��Setting�Rhode Island.��Subjects�Seven-hundred fifty-six adult smokers with mean age of 43 years, started smoking at 16 years old, smoked for an average of 25 years, and smoked an average of 27 cigarettes per day.  Sixty-two percent were female, 98% were Caucasian, 89% had high school education or greater.��Interventions�(1) The standardized treatment was developed and previously tested by the American Lung Association.  It consisted of three separate manuals (Freedom from Smoking in 20 Days, “A Lifetime of Freedom from Smoking, and 50 Most Often Asked Questions)”.  (2) The individualized treatment consisted of 5 manuals based on the transtheoretical theory of change (Precontemplation, Contemplation, Action, Maintenance, Relapse).  Based on their pretest scores, participants were sent the manual matched for their individual stages of change. (3) The interactive treatment consisted of three computer-generated report sections based on participants responses to questions and included: (1) description of person's stage of change and the pros and cons of quitting smoking; (2) feedback on their use of change processes and a comparison evaluation, and (3) enhancement of self-efficacy.  The reports were sent to participants immediately on receipt of their mailed questionnaires.  (4) The personalized treatment included the individualized treatment, interactive treatment, and a series of short calls from counselors to provide personalized feedback.     ��Measures�Measures were taken at preintervention and at 1, 6, 12, and 18 months.   Measures included (1) point prevalence abstinence-measure sensitive to change for subjects who have not smoked for at least 24 hours at each follow-up; (2) prolonged abstinence-measure progression from action stage to maintenance stage for subjects who reported not smoking at two consecutive follow-ups; and (3) cotinine validation-validate self-report measures of smoking cessation by measuring the level of cotinine in urine.��Results�The interactive computer treatment scored highest among the four self-help programs in terms of prolonged abstinence after 12 months and 18 months.  The second best self-help program was the personalized treatment in which calls were initiated by counselors.  At 12 months, the individualized and the standardized treatments both were equivalent in prolonged abstinence; but at 18 months, the individualized treatment performed better than standardized.  

��Conclusions�Providing smokers interactive feedback can yield greater success than just providing the best self-help manuals In addition, an interactive computer system may be able to deliver expert help in a much more cost-effective manner than a trained counselor.  Furthermore, staging people based on their readiness to change would most likely produce better outcome than to standardize treatments.��

Snow, M., Prochaska, J., & Rossi, J. (1992). Stages of change for smoking cessation among former problem drinkers:  A cross-sectional analysis. Journal of Substance Abuse, 4, 107-116.



Objective�To determine the stages of change of smoking cessation for smokers who used to be alcoholics.��Design�Survey.��Setting�Not provided.��Subjects�191 adult smokers who identified themselves as having once had a drinking problem, were no longer drinking by self-report, and expressed a desire to remain abstinent.  The sample consisted of 97.8% Caucasian, 61% male, and 53% married, with age ranging from 19 to 73 years old.  The mean length of sobriety from alcohol was less than 6 years.��Intervention�None.��Measures�A 3-item staging algorithm categorized smokers into their respective stages.  A 5-point Likert scale was used to measure decisional balance (pros and cons of smoking) and self-efficacy (confident to abstain from smoking and how "recovered" they felt at present with their particular alcohol situation).��Results�53% quit drinking prior to smoking cessation, 38% ceased smoking prior to abstaining from alcohol, only 9% of the subject sample reported quitting both substances simultaneously.  52% were in the precontemplation stage, 34% were in contemplation, and 14% were in preparation stage.  Precontemplators weighed the pros of smoking more heavily than the cons.  Transition from precontemplation to action resulted in a shift towards the cons of smoking.  Confidence to abstain from smoking demonstrated a linear relationship as individuals progress from precontemplation to contemplation or preparation.��Conclusions

�The Stages of Change Model could add considerably to our knowledge of dual change for clients with both smoking and alcohol problems.  More research in this field was encouraged.��

�Strecher, V. J., Kreuter, M., Boer, D.-J. D., Kobrin, S., Hospers, H. J., & Skinner, C. S. (1994). The effects of computer-tailored smoking cessation messages in family practice settings. The Journal of Family Practice, 39 (3), 262-270.





Objective�To determine the effect of a computer-tailored system on smoking cessation.��Design�Experimental with randomized control group.��Setting�A large family practice clinic in a city in North Carolina.��Subjects�51 adult smokers  in study 1 and 197 in study 2.  In study 1, 67.7% were female with mean age=49.5 years and smoked an average of 17.4 cigarettes per day.  In study 2, 66.9% were female with mean age of 36.7 years and smoked an average of 17.7 cigarettes per day.��Interventions�Subjects were randomly assigned to receive either a standardized generic health letters (control) or tailored smoking-cessation health letters (experimental group).  Smoking cessation letters were constructed by the computer and tailored to the individuals based on the information they gave during initial interview.��Measures�Smoking status was assessed at 4 months (study 1) and 6 months (study 2).  Each smoker's stage of change was assessed using constructs from Transtheoretical model. Data was stratified by number of cigarettes smoked per day (less than 20 cigarettes per day or greater than and equal to 20 cigarettes.��Results�Of the moderate to light smokers (<20 cigarettes per day), 30.7% of those who received computer-tailored messages reported quitting smoking vs 7.1% of those who did not received computer-tailored messages but quitted smoking after four months follow-up.  Of the heavy smokers (>20 cigarettes per day), 9% of those who received computer-tailored messages reported quitting smoking vs 7.7% of those who received the generic messages and quitted smoking after four months follow-up.  After six months follow-up, for the light and moderate smokers 19.1% of those who received computer-tailored messages reported quitting smoking vs 7.3% of those who received generic messages reported quitting smoking.  After six months, for the heavy smokers, 3.9% of those who received computer tailored messages reported quitting smoking vs 9.8% of those who received generic messages reported quitting.��Conclusions�Computer-tailored messages that correspond to a subject's Stage of Change have positive effects on light and moderate smokers who want to quit smoking.��

�Velicer W F, DiClemente C C, Prochaska J O,  Brandenburg, N.  Decisional balance measure for assessing and predicting smoking status. J Pers Soc Psychol, 1985; 48 (5): 1279-1289.



Objective�To investigate the impact of decisional balance (pros and cons) as a measure to assess smoking status.��Design�Survey.��Setting�Rhode Island and Texas.��Subjects�Nine-hundred sixty subjects who responded to advertisements.��Measures�Decisional balance 24-item questionnaire written to represent gains or losses for self, significant others, self-approval or self-disapproval and approval or disapproval of others. Two 5-point response formats were employed. The first was a frequency response format, asking " How often do you think about this?" and the second was an importance response format, asking "How important is this to you?"  ��Results�The two scales were identified and labeled the pros and the cons of smoking.  These scales were successful in differentiating between five groups representing stages of change in the quitting process.  The two scales were also successful when employed as predictors of smoking status at a 6-month follow-up.��Conclusions�The Decisional balance scale appears to be a powerful construct of potentially wide application in behavior change.��

Wilcox N S, Prochaska J O, Velicer W F, DiClemente C C.  Subject characteristics as predictors of self-change in smoking. Addic Behav, 1985; 10: 407-412.



Objective�To determine if subject characteristics (based on demographics, smoking history, health history, life experiences) are reliable predictors of smokers' success or failure in their self-change efforts at smoking cessation.��Design�Survey.��Setting�Rhode Island and Texas.��Subjects �Seven-hundred three adult smokers who were divided into 5 categories: (1) 85 precontemplators who had no intention of quitting smoking in the next year, (2) 141 contemplators who were seriously thinking about quitting smoking within the next year, (3) 104 in the action stage who had quit smoking on their own within 6 months of entering the study, (4) 178 in the maintenance stage who had maintained their nonsmoking status for at least 6 months, and (5) 195 relapsers who had failed within the past year in their attempts to quit smoking.  Of the total sample, 62% were married, 63% were female, and 37% had a bachelor degree.��Interventions�None.��Measures�Demographic information, smoking history, health history, and life experiences were self-reported.  A saliva test was administered to verify self reported smoking status.��Results�Health problems did not need to be life-threatening for smokers to change their habits.  Precontemplators smoked more for reasons of pleasure and made less attempts to quit than did subjects in any other stage.  Contemplators smoked more cigarettes per day than subjects in any other stage of change.  Relapsers had the most years of education, in contrast to precontemplators who were the least educated.  Of the relapsers, light smokers were most apt to try to quit again as oppose to the heavy smokers.  ��Conclusions�Demographic characteristics were able to predict self-change efforts in smoking cessation.��



IX.	ETHICS OF PROMOTING CHANGE IN PATIENTS’ BEHAVIORS



Beauchamp T L. The regulation of hazards and hazardous behaviors. Health Ed Mon, 1978; 6: 243-257.



Description of Context�Supports the utilitarian moral justification for protecting individuals 

against hazardous behaviors or environmental hazards.��Topic/Scope�With the implication that internal (ie, individual's own action), environmental (ie, carcinogens), and external (ie, pollution) factors influence the risks involved in engaging in unhealthy behaviors, many public health programs have designed policies to protect individuals from hazards emanating from these factors.  Traditionally, health and public policies were justified based on paternalistic and social justice grounds.  The paternalistic principle believes that it is necessary to intervene or limit the liberty of those individuals who  inflict harm on others in order to protect those being harmed.  The social justice principle holds that society has an obligation to properly allocate or implement preventive programs  to reduce social burden (ie, death and disability).  These two principles, however, are flawed in their justification for public health policies that would protect individuals against their own hazardous behaviors, the harm of others, and environmental hazards.  The former most likely will lead to unacceptable consequences and the latter, is too abstract and difficult to defend for public policy purposes.  A better and more supportive alternative is suggested as the utilitarian moral principle.  This principle argues that an objective cost-benefit analysis approach is necessary in order to justify reasons for having policies to protect individuals and society against hazards.  For example, cost-benefit analysis can be employed to understand the trade offs between lives lost and money expended to save them.��Conclusions/

Recommendations�The utilitarian moral principle is the favorable justification for why public health policies should be implemented to protect individuals and society from the harms that are self-inflicted, caused by others, or by the environment.  In conclusion, hazardous behaviors should be restricted if a cost-benefit analysis reveals that the social investment in intervention would produce a net increase in social good.��:



Benjamin M,  Curtis J.  Ethics in nursing. New York: Oxford University Press; 1981.



Description of Context�Presents moral dilemmas and ethical issues in the medical field of nursing.��Topic/Scope�Nurses play a special role in the battle against the burden of mortality and the joys of healthy lives.  In doing so, nurses are faced with many difficult moral dilemmas and situations everyday.  These issues may involve nurse-physician relationships, nurse-client relationships, among other nurses, and/or personal responsibility.  Ethical issues in nurse-client relationships include topics such as parentalism, confidentiality, deception, and disclosure of information.  Examples of ethical issues in nurse-physician relationships are nurse autonomy, determining responsibility, collaboration/compromise, and respect.  Examples of ethical issues in nurse-nurse relationships are the tension between each other, respect for each other, and professional obligations.��Conclusion/

Recommendations�There is a great need for health care professionals like nurses in promoting health, preventing illnesses, restoring health, and alleviating suffering.  Hence, it is important that moral dilemmas of nurses are made known so that they can be addressed and reduced.��

Miller W. Motivational interviewing:  III. On the ethics of motivational intervention. Behavioral and Cognitive Psychotherapy, 1994; 22: 111-123.



Description of Context�Ethical issues in motivational interventions.��Topic/Scope�With perceived mismatch between patient's readiness to change level and therapist's intervention strategy, comes the question: "Under what circumstances and with what means is it justifiable for therapist to proceed toward behavior change with an unmotivated individual?"  In the attempts to resolve the ethical dilemma concerning motivational interviewing, two approaches are provided to foster change.  The first explains the different "unmotivated" states of individuals with unhealthy problems, and the second describes reactions of interventions matched to the respective states.  This approach of motivational interviewing, however, has received mixed reviews regarding its efficaciousness and the potential for it to be "manipulative.”  To address the first concern, data from numerous research and outcome data have demonstrated that motivational interviewing is effective and sufficient in its ability to promote change.  The second concern, however, is not as clear cut.  The term "manipulative" implies both descriptive (behavior DOES something) and evaluative (behavior is BAD) elements.  Descriptively, motivational interviewing has been shown to effectively alter behavior with individuals not requesting change and may alter willful intention through non-salient processes.  Evaluatively, motivational interviewing will be judged on whether the means or outcomes are beneficial or harmful, and to whom.��Conclusions/

Recommendations�Motivational interviewing is effective in evoking motivation for change by making obvious the inconsistency between perceived readiness to change and intervention strategy.  The individual makes the choices and is guided by the clinician.��



O'Connell J K, Price J H.  Ethical theories for promoting health through behavioral change. JOSH, 1983; 53(8): 476-479.



Description of Context�Review of ethical theories regarding the facilitation of behavioral change.��Topic/Scope�Four philosophical theories for changing people's unhealthy behaviors are examined:  (1) Natural Law supports individual's right to select his/her personal health behaviors as long as he/she is willing to accept the consequences of his/her informed choice; (2) Utilitarianism supports self-destructive behaviors as long as it will bring an overall benefit to society; (3) Paternalism supports governmental intervention into personal lives and liberties as long as it protect individuals from self-harm, and (4) Distributive Justice supports just distribution of goods, needs, punishment and reward to all.   ��Conclusions/

Recommendations�Health educators were encouraged to provide sufficient information to individuals which will allow them to make informed choices.  They should intervene only when the lives of others are being threatened or harmed.��

:

Pollard M R, Brennan J T.  Disease prevention and health promotion initiatives:  Some legal considerations. Health Education Monographs, 1978; 6: 211-223.



Description 

of Context�Legal and moral issues raised by government attempts to regulate the behavior of individuals for health promotion or disease prevention are highlighted.  An emphasis is directed toward "self-regarding" behaviors.��Topic / Scope�Self-regarding behaviors are behaviors that primarily affect the individuals involved and not others.  The basis for governmental intervention in self-regarding behavior stems from (1) the notion that the state "knows better" than the individual what is "good" for him or her; and (2) the impact of the costs of medical care, illnesses and diseases, or premature death on society.  In order for government action to regulate the behavior of individuals for health promotion and disease or accident prevention, two crucial determinations must be addressed:  (1) that there is in fact a harm or danger, and (2) that the harm in some way affects the general welfare of the population rather than simply the well-being of the individual.  According to "police power", the state has authority to make and enforce laws regulating behaviors in the interest of protecting the public welfare.    Motorcycle Helmet Legislation and Antismoking Legislation are examples of governmental interventions.��Conclusions/

Recommendations  �The authority of public health officials to intervene in individual decision-making rests on the "police power" of the state.  In order to survive the legal challenge of individual liberty, autonomy, and privacy, legislation must identify the harm and prove that the harm will impose a great burden on the society.��

Wikler D I. Coercive Measures in health promotion:  Can they be justified? Health Education Monographs, 1978; 6(2): 223-241.



Description of Context�Discussion of  the use of coercion in health promotion and behavior change.��Topic/Scope�Explores the  arguments for supporting coercive methods to get people to adopt healthier lifestyles.  Paternalism argues that unhealthy behaviors are nonvoluntary.  That is, behavior are derived not from individuals free choice but from the social environment which reinforces the unhealthy habit and/or individuals personal psyche and experience which cause them to become ignorant, irrational, and have no control over their behavior.  According to this argument, the anticipated change will be for the better.  Another justification which legitimize the use of coercive behavior change programs is derived from the concept of fair distribution of burdens.  To avoid placing an unfair burden or health risk upon the public, it is only fair  and practical to make the  self-destructive person the subject of coercive behavior change programs.  Two fine examples are the regulation of mandatory immunizations against early childhood infectious diseases and tax disincentive for cigarettes and alcohol use.  The third possible kind of justification for coercive health promotion rests its case on the overall benefit to society which would result from a curtailment of self-destructive practices.  This utilitarian perspective supports the social utility of health promotion in that health promotion provides society with an opportunity to enjoy significant economic gain and to avoid loss.  ��Conclusions/

Recommendations�There are a number of concerns which might lead health educators to institute coercive techniques of behavior change.  The exploration of coercion as a tactic in health education raises ethical and moral issues that have advantages and disadvantages.��
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