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Preface

When AIDS first appeared in Australia in late 1982, the response from the community, particularly the gay community, was immediate; AIDS councils were soon set up in every major city in the country to deal with education, prevention, and support for people with AIDS. Government bodies were somewhat slower to act, but by the end of 1985, the Australian Government had established priorities, policy formulation was underway, and some programs were in place.

Since the first Australian death from AIDS in 1983, the pattern of infections, largely in the gay community but with some cases resulting from contaminated blood products, identified us as what WHO was later to classify as a Pattern I country (i.e., a country where the majority of people are infected with HIV are gay or bisexual men). Australia is perhaps the only remaining classic Pattern I country in the world. With more than 16,000 notifications of HIV infection as of 30 September, 1992, the very large majority, more than 80%, have been infected through male homosexual or bisexual contact. Eight percent of notified infections have been through injecting drug use (one-third of whom have also had male-to-male sexual contact), heterosexual contact accounts for just over 5%, while those infected through contaminated blood or blood products, including haemophiliacs, account for a further 5.2%. With infected women forming less than 5% of the case load, the number of paediatric cases where transmission has occurred from an infected mother is understandably low, less than 0.5%. Similarly, the number of reported diagnoses for those between the ages of 13 and 19 is just over 2% of the total. Thus, the changing epidemiology of other Pattern I countries (see Lewis & Kashima, this volume) is almost imperceptible in Australia.

While it would be wrong and indeed dangerous to underestimate the potential threat to injecting drug users, certain groups of heterosexuals and young people, it is important to acknowledge the important place prevention has had on the Australian health agenda. Australia was the first country in the world to establish universal screening of the national blood supply. Through a variety of national committees, AIDS was successfully removed from the party-political agenda, so that a number of otherwise controversial preventive initiatives could be funded, often at the community level. The early establishment of outreach programs including needle exchanges, accompanied by the necessary legislative changes which facilitated their use (for example, disallowing possession of used injecting equipment as evidence of drug use), has meant that Australia has by Western standards only a minor infection problem among injecting drug users. Similarly, the establishment and continued funding of community groups of men who have sex with men, sex workers, and injecting drug users has meant that a social climate advocating the prevention of HIV transmission within and by the peer group has been able to develop. This has had the effect that consistently over the past five years, notified infections have fallen below predicted levels.

Thus, there has been from the first a strong focus on HIV prevention, and on the social and psychological variables that lead to safer or unsafe sexual behaviour. The focus on prevention has meant that social psychologists have been very active in research on HIV since the mid-1980s. Australia has a large land mass but a relatively small population, and the opportunities to exchange ideas have supported the high level of research activity. Most work has been theory-based, and the theories of reasoned action (TRA) and planned behaviour (TPB) have been strong forces, as the chapters in this book show.

The origin of this book was a symposium on HIV/AIDS held at the 1991 Australian Social Psychology Conference, at which it became apparent that several research groups were working independently on HIV prevention and safer sex from perspectives closely related to the theory of reasoned action, or from perspectives directly challenging it. The contributors to the book come from four of the six Australian states, and represent the range of social-psychological research on HIV prevention in this country. We realised that the work going on provided an opportunity to present a body of research on one topic (safer sex) conducted in one country over a relatively short time period, all of which is informed by TRA, but which involves a number of different behaviours and different populations.

As a result, the theme of the book is TRA and safer sex, and the various chapters indicate the great complexity of research issues in this area, as well as giving an account of the ways in which TRA can be tested and applied. About half the chapters present tests of TRA, and attention is paid to methodological issues in an area where experimental research is generally not possible or reasonable. In a few cases, TRA is tested directly against other models. Several chapters also examine the theoretical characteristics of TRA, their relevance to the context of safer sex, and challenges to the theory. Finally, some extensions to the basic TRA model, resulting from research on safer sex, are suggested and evaluated.

This book could not have come about without the help of many people and organisations. In addition to the authors who contributed chapters, we would like to note that research in several of the chapters involving the editors was supported by Australian Commonwealth AIDS Research Grants (to Gallois, Kashima, & McCamish; Gallois & McCamish; Terry & Galligan). We would also like to thank the Psychology and Chemistry Departments of The University of Queensland for their support. We are grateful to our other colleagues and students for their help with the research, and particularly to Patricia Garcia-Prieto, John Gardner, Linda Tonge, Gloria Hynes, and Jeff Pittam for help with production of the manuscript. The Editor of the series, Michael Argyle, provided very valuable comments on the book, and Lesley Williams at Pergamon was most helpful at the production end. Finally, we would like to thank Martin, Jeff, and Victor for their patience and tolerance during the final stages of producing the manuscript.


Plan of the Book

The chapters in the book present a range of the social-psychological research on safer sex conducted in Australia over the past few years, along with several theoretical and review chapters informed by the theory of reasoned action. After an Introduction and commentary by Martin Fishbein, the first section sets the stage. First, Terry, Gallois, and McCamish introduce TRA and its role in the prediction of health behaviour; next, Lewis and Kashima review recent research on HIV/AIDS and safer sex. Two chapters, by Nucifora, Gallois, and Kashima (Chapter 3) and Moore, Rosenthal, and Boldero (Chapter 4) present tests of TRA and TPB in the prediction of condom use among heterosexual adolescents in Brisbane and Melbourne, and come to somewhat different conclusions. In Chapter 5, Ross and McLaws review research on attitudes to condoms since the 1940s, including the role of TRA in this research. Finally, in Chapter 6, Rigby, Dietz, and Sturgess show the role of TRA in examining safer sexual practices among several immigrant groups in Australia.

In the second part of the book, several chapters present empirical work extending TRA and comparing it to other approaches to health behaviour. In Chapter 7, Warwick, Terry, and Gallois compare the performance of TRA and the health belief model in predicting condom use. Chapter 8, by Terry, examines the role of self-efficacy in safer sex, and explores the conceptualisation of control in TPB. Finally, Timmins, Gallois, McCamish, Terry, and Kashima look at the role of perceived personal risk of HIV infection, which recent researchers have tended to play down.

The last six chapters show the wider picture, indicating the role of TRA in application, as well as challenging its capacity to explain safer sex convincingly. In Chapter 10, McLaws, Oldenberg, and Ross illustrate the application of TRA in measuring and examining condom use among gay men in Sydney, the Australian epicentre of the AIDS epidemic. Chapter 11, by McCamish, Timmins, Gallois, and Terry, reviews interventions promoting safer sex and shows the important role TRA can play here. InChapter 12, Kashima and Gallois examine criticisms of TRA on both theoretical and metatheoretical grounds. The next two chapters challenge the metatheoretical basis of TRA and its extensions in the area of HIV/AIDS: Gold (Chapter 13) from the perspective of cognitive psychology, and Kippax and Crawford (Chapter 14) from the framework of social constructionism. Finally, in the Epilogue, the editors draw out some of the major themes of the book.

We would like to make a note regarding terminology. At the request of the publishers, throughout this book we have used the term 'safer sex' to refer to sexual behaviour that is currently believed to minimise the transmission of HIV (and other sexually-transmitted diseases as well). In Australia, the term of choice is 'safe sex;' this term is advocated in preference to 'safer sex' by the Australian National Committee on AIDS, the advisory body to the Australian Federal government. 'Safe sex' is contrasted to 'unsafe sex,' or practices currently believed to be unsafe with regard to HIV transmission. Even though we have deferred here to wider usage in the English-speaking world, we and the other chapter authors belive that 'safe sex' is the better term. Readers may wish to consider this usage, particularly in the light of the strong focus in Australia on prevention of HIV.

This book represents the first systematic attempt to cover the field of safer sex research in Australian psychology. It also represents one of the few attempts to review and integrate empirical tests of one of the most widely used theoretical models in the health context. In addition, it indicates the many ways in which TRA has informed work on safer sex, as well as its potential for the future. We hope you enjoy the book, and that you will you find it informative as well as challenging.

Deborah Terry Cindy Gallois Malcolm McCamish
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Introduction by Martin Fishbein

It is now more than 25 years since the theory of reasoned action was first introduced (Fishbein 1966,1967a,b,c). Developed largely in response to the frustration resulting from repeated failures to predict behaviour from traditional measures of attitude (i.e., Thurstone, Likert, Guttman and semantic differential scales), the theory grew out of my earlier work examining the relationships between beliefs and attitudes.

As a young graduate student, I learned my social psychology in an exciting and stimulating atmosphere. Two new books had just been published, and both changed the face of social psychology: Leon Festinger's (1957) Theory of cognitive dissonance and Charles Osgood's (Osgood, Suci & Tannenbaum 1957) The measurement of meaning. My advisor, Burt Raven, like many other social psychologists, was excited and intrigued by Festinger's book, and he wanted to test an aspect of Festinger's theory of forced compliance. In order to do this, he designed an experiment in which the dependent variable was to be subjects' beliefs in the existence of Extra Sensory Perception (another hot topic of the times). Thus, my first task as a new graduate student was to find a scale to measure this belief. Much to my surprise, I learned that no such scale existed. Moreover, I also discovered that there were no 'belief scales. In fact, the word 'belief' rarely appeared in the social psychological literature. In searching various text book indices, I either found no reference to beliefs or, at best, the index would say something like 'Belief — see attitude.' This reflected the prevailing tripartite view of attitude as a complex concept consisting of a cognitive, a conative, and an affective component. Beliefs, at best, were viewed as a component of attitude, and the general consensus was that any change in belief (or cognition) was essentially equivalent to a change in attitude. To put this somewhat differently, it was assumed that beliefs and attitudes were highly correlated.

Fortunately, Osgood had already identified evaluation as a (if not the) major dimension of meaning; and he had eloquently argued (and demonstrated) that semantic differential measures of the evaluative component of meaning could also be viewed as measures of attitude. It was a relatively small step from there to figure out that if one could measure a person's attitude toward a concept by having respondents rate it on a series of evaluative bipolar adjective scales (e.g., good/bad; wise/foolish; harmful/beneficial; pleasant/unpleasant), one could also measure 'beliefs in the existence of an object' by having respondents rate the concept on a series of probabilistic bipolar scales (e.g., probable/improbable; likely/unlikely; existent/nonexistent; possible/impossible).

This led to the development of an instrument (the A-B Scale) to independently measure beliefs and attitudes (see Fishbein & Raven, 1961). Preliminary research utilising this instrument clearly indicated that, rather than being correlated, these two constructs were relatively independent. For example, while many people who believed in the existence of ESP felt it was 'good,' an almost equal number judged it to be 'bad.' The same was true among those who didn't believe in ESP — beliefs had little influence on attitudes. Since this finding was incompatible with the commonly held view that beliefs were a component of attitude, it became important to explain this inconsistency.

Fortunately, the explanation was fairly simple — while the A-B scale had measured beliefs in the existence of an object, the literature had primarily considered beliefs about an object; that is, beliefs that defined or described the attitude object; that linked the attitude object to other objects or attributes. Thus the next step was to demonstrate that one could use the belief scale to measure beliefs about an object and to show that these beliefs were related to attitude. This problem became the central focus of my doctoral dissertation.

Based largely on Irving Maltzman's learning theory approach to imagination and thought, and utilising learning theory concepts and principles (such as a habit-family-hierarchy of responses, classical conditioning, and mediated generalisation; see Fishbein, 1967c), I was able to develop and empirically demonstrate the validity of what has now come to be known as a compensatory, expectancy-value model of attitude (Fishbein, 1963). Simply stated, the model suggests that a person's attitude toward any object is a function of his or her beliefs about the object (i.e., beliefs that the object has certain characteristics, qualities and attributes) and the evaluative aspects of those beliefs (i.e., the evaluation of those characteristics, qualities and attributes). Generally speaking, the more one believes that an object has 'good' characteristics, qualities and attributes, the more one will 'like' (or have a positive attitude toward) the object. Similarly, the more one believes that an object has 'bad' characteristics, qualities and attributes, the more one will 'dislike' (or have a negative attitude toward) the object.

Mathematically, this could be expressed by the following equation:

AO⁢  = Ebiei

where Ao = the person's attitude (A) toward some object 'o'

bi = the person's belief about the likelihood that 'i' is associated with 'o'; that is, the probability that 'o' is related to some characteristic, quality or attribute 'i';

ei = the evaluation of 'i';

and N = the number of salient beliefs the person holds about 'o'.

In this equation, a person's attitude toward an object is operationally defined by taking the product of the person's belief that a particular attribute is likely to accompany an attitude object and the person's evaluation of that attribute, summed across all salient attributes the person associates with the attitude object (this model is described in more detail in the next chapter).

Two key points about this model should be made:

(1) The notion of salient beliefs is based on the concept of a habit-family-hierarchy of responses. That is, based on learning theory principles, it was assumed that only beliefs in the hierarchy (i.e., a person's salient beliefs) would contribute to a person's attitude. Although one could measure the strength of an individual's salient beliefs on a scale from 0 to 1 (and thus follow traditional probability theory), I wanted a model that could be used cross-sectionally. This led to the notion of 'modal salient beliefs;' that is, those beliefs that were elicited most frequently (i.e., were most salient) within a given population. But switching from an idiosyncratic to a cross-sectional measurement model meant that some respondents could disbelieve that an object possessed or was associated with a given attribute. And, according to Fritz Heider's (1958) balance theory, if a person believed that some object was not associated with a negative attribute, this should contribute positively toward his or her attitude toward the object. In order to capture this psychology of the double negative, the measurement model specified that, at least in cross-sectional research, both beliefs and their evaluative aspects should be assessed on bipolar scales that were scored from -3 to +3.

As will be seen in Kashima and Gallois (this volume), this methodology has recently come under attack. Largely as a result of Evans' (1991) demonstration that cross-products are not invariant with respect to scoring systems, several mathematical approaches have been suggested to arrive at estimated attitude scores (i.e., the sum of probability beliefs times evaluations) that are invariant to measurement. In addition, several investigators have examined the predictive validity of the model using different (e.g., unipolar vs. bipolar) scoring systems. Although some 'invariant' solutions are statistically elegant, it should be noted that the search for 'the best fitting model' is both inappropriate and atheoretical. Indeed, any measurement model that cannot capture the psychology of the double negative violates the theory upon which the model is based. In addition, it should also be pointed out that this invariance problem was discussed at length in some of our writings describing the expectancy-value model (see e.g., Fishbein, 1967b; Fishbein & Ajzen, 1975).

(2) Somewhat along the same lines, it is important to recognise that the mathematical model of the relationship between beliefs and attitude was never intended to be viewed as a model of process, but only as a computational model to capture the output of a process that occurred automatically as a function of learning. That is, as one learned new beliefs about an object (i.e., learned to associate new characteristics, qualities or attributes with the attitude object), some of the evaluation associated with the characteristic was assumed to become associated with the attitude object through principles of conditioning and mediated generalisation. Thus, as Kashima and Gallois also point out, the mathematical expression of the model is only a computational representation and not an algorithmic description.

At the same time, however, the model did have important implications for understanding and changing attitudes. Clearly, if one's attitude toward an object is based upon the set of beliefs one holds about an object and the evaluative aspects of those beliefs, one should be able to change attitude by changing the beliefs that one holds (i.e., by changing existent beliefs or introducing 'new' salient beliefs) and/or by changing the evaluative aspect of those beliefs. While support for this hypothesis (and for the expectancy-value model in general) improved our understanding of the relations between beliefs and attitudes, it did not lead to a corresponding improvement in our ability to predict behaviour from attitude.

Indeed, with the possible exception of U.S. voting behaviour (where one's attitude toward a candidate turns out to be a relatively good predictor of whether one will or will not vote for that candidate), neither a direct (e.g., semantic differential) measure of attitude toward an object, nor an indirect, belief-based estimate of that attitude was able to account for very much of the variance in a given behaviour with respect to that object.

And, as the number of studies reporting the failure of attitude to predict specific behaviours grew, there were an increasing number of calls to eliminate or ignore the attitude construct (see, e.g., Abelson, 1972; Wicker, 1969) as a factor underlying behaviour. Unfortunately, there were no real suggestions for other general constructs that could account for substantial amounts of variance in a given behaviour. Just as traditional measures of attitude and values often failed to predict specific behaviours, so too did measures of personality and a host of demographic variables. In fact, even in animal experiments where the investigator has total control over the animal's environment, where she or he can directly manipulate needs or drives (e.g., by varying the number of hours of food or water deprivation) and where he or she can vary both the amount and the schedule of reinforcement the animal receives, one could usually account for only about 10% of the variance in the animal's behaviour. Thus, there was a growing consensus that behavioural prediction was very difficult, if not impossible.

I am a firm believer in the proposition that everyone is entitled to at least one "Ah Ha!" experience in his or her life. And it was at this point in time that I had mine. It occurred to me that if one really wanted to know whether someone would or would not perform a given behaviour, the simplest, and probably the most efficient thing one could do was to ask that person whether he or she was or was not going to perform that behaviour. And, as one might expect, people turned out to be very good predictors of their own behaviour. So behavioural prediction was not very difficult; people who intend to perform a given behaviour typically do perform that behaviour. Thus, if one wants to predict whether a given individual will (or will not) perform a given behaviour, one should assess the individual's intentions to perform that behaviour. Unfortunately, although this 'solution' to the behavioural prediction problem does lead to accurate prediction, it is not very satisfying psychologically!

But once one realises that, if properly assessed, people s intentions to perform a behaviour are very good predictors of behavioural performance, then the problem changes from one of behavioural prediction to one of understanding and predicting intention. And this is the primary purpose of the theory of reasoned action. That is, given that one has demonstrated that a given intention will predict some behaviour of interest, the theory tries to explain the factors underlying that intention. Thus, in contrast to an often voiced criticism of the theory (which, as you will see, is repeated in several chapters in this volume), the theory is not constrained to considering only intentions to perform volitional behaviours. Indeed, in developing the theory, I tried to develop a general theory of intention; and I assumed that the factors underlying intentions to perform specific behaviours under one's volitional control were no different from those underlying intentions to perform behaviours that were not under one's volitional control. Moreover, I assumed these same factors were also the critical determinants of intentions to engage in a class of behaviours (e.g., to practice safer sex, to exercise) and of intentions to reach a given goal (e.g., to stay healthy, to lose weight).

What I did recognise, however, was that while intentions to perform behaviours under one's volitional control led to highly accurate prediction of behavioural performance, intentions to engage in behaviours not under one's volitional control often led to poor prediction. Similar to this, intentions to reach a given goal were also found to be relatively poor predictors of goal attainment (largely because goal attainment — e.g., losing weight, getting pregnant within a given time period, getting an A on an exam) also was most often not under one's volitional control. And, to complicate matters further, intentions to engage in a class of behaviours (e.g., to exercise, to practice safer sex) also turned out to be relatively poor predictors of whether one would or would not perform any behaviour within that class (e.g., jog 20 minutes every day, always use a condom). Thus, although the theory was designed to explain all types of intentions, it recognised that only intentions to engage in volitionally controlled behaviours would lead to accurate behavioural predictions.

Fortunately, it seemed to me then, and it still seems to me now, that most behaviours of interest to behavioural scientists are, in fact, largely under volitional control. While we are also often interested in goal attainment and/or motivating people to engage in classes of behaviour (e.g., to diet, to exercise, to practice safer sex), I have always felt that we can best get people to achieve goals by increasing their intentions to perform one or more behaviours that will maximise the likelihood of goal attainment, and that we are much better off focusing in on one or two behaviours in a behavioural category than in trying to increase a person's intentions to essentially engage in all behaviours in that category.

Since the theory is well-described in several chapters in this book, I will not review it here. I do, however, want to point out that, just as the expectancy-value model was heavily influenced by Irving Maltzman's learning theory approach to imagination and thought and by Fritz Heider's balance theory, the theory of reasoned action also has its own intellectual roots. Based largely on Don Dulany's (1968) theory of propositional control, the theory of reasoned action was also influenced by Burt Raven's (1965) work on power and social influence and Harry Triandis' (1964) work on the behavioural component of attitude. In addition, I want to again acknowledge the contributions of leek Ajzen. As my student, friend, co-author and colleague, leek has helped to shape the theory. While I am still not fully convinced of the validity of his recent extension of the theory of reasoned action to a theory of planned behaviour (see, e.g., Ajzen, 1985, 1991), I am delighted to see that he and others (including several authors in this volume) are building upon the theory in their attempts to predict, understand and explain human behaviour.

And at this point, it may be appropriate for me to make some general comments about the theory and to suggest some things for you to think about as you read this book.

First, as I mentioned at the start of this introduction, the theory of reasoned action is now over 25 years old. In a recent review of the literature, Fishbein, Albarracin, and Ajzen (in preparation) identified well over 600 articles based on the theory, with over 200 direct tests of at least some aspects of the model (i.e., they contained at least one attitudinal measure, one normative measure, and either a measure of intention or a measure of behaviour). These studies have attempted to predict or explain a wide variety of behaviours, including such things as wearing safety helmets (Allegrante, Mortimer & O'Rourke 1980); smoking marijuana (Pomazal & Brown, 1977); voting (Bowman & Fishbein, 1978); eating at fast-food restaurants (Brinberg & Durand, 1983); smoking cigarettes (Fishbein, 1980); drinking alcohol (Schlegel, Crawford & Sanborn 1977); entering an alcohol treatment program (Fishbein et al., 1980); using birth control pills (Jaccard & Davidson, 1972); breast feeding (Matheny, Picciano & Birch 1987); donating blood (Pomazal & Jaccard, 1976); wearing seat-belts (Stasson & Fishbein, 1990); condom use (Fisher, 1984); church attendance (King, 1975); and sexual behaviour (Fishbein, Chan et al., 1992).

But of all the behaviours studied, I can think of no better use of the theory of reasoned action than for it to be employed in the battle against AIDS. The AIDS epidemic is certainly one of, if not the, major problems facing the world today. Fortunately, it is not who one is, but what one does, that determines whether one will or will not be exposed to HIV, the virus that causes AIDS. Thus, the battle to prevent AIDS is a behavioural battle. It is both a challenge and a rallying call to all behavioural scientists. We must find ways to reduce the likelihood that people will engage in behaviours that put them at risk for AIDS and/or increase the likelihood that they will engage in safe or 'safer' behaviours. The more one understands the determinants of these behaviours, the more likely one is to design effective programs to influence them. It is both a pleasure and an honour to know that researchers around the world are using the theory of reasoned action as a framework to help them discover these determinants, and more important, that they are using this information to design theory-based interventions. It may be an old cliche, but if the theory can help to save even one life, I will feel that my work has been amply rewarded.

I think that one of the main reasons for the theory's longevity (in addition to the fact that it does often explain a considerable and statistically significant amount of variance in intentions and behaviours), is the fact that it is comprised of a relatively small set of theoretically interrelated concepts, each of which has been operationally defined. Yet one of the most common criticisms of the theory is that 'additional variables' should be considered. Indeed, as you will see in the present volume, there are calls to separately measure evaluation and affect, to include partner norms, behavioural norms, and personal norms, and, following Ajzen (1985, 1991), to add perceived behavioural control and/or measures of self-efficacy. In addition, investigators have 'expanded' the theory by including past behaviour, perceived risk, and 'control conditions.'

I doubt very much if the theory would have survived had it originally contained all of these variables. Theories that include "everything but the kitchen sink" do not typically last very long. Not only are they often untestable, but rarely do they spell out the inter-relations among all the variables. And, at least to me, stringing together a long list of variables in a regression equation does not make a theory. This is not to say that the theory of reasoned action cannot be improved upon; nor do I doubt that there are other variables that may be relevant in a given content domain. But other variables are most likely to 'work' when inappropriate measures of the theory's constructs are obtained. That is, when the key constructs of the theory are not appropriately assessed, they cannot be expected to account for as much variance in intentions and/or behaviour as when they are appropriately measured. Under these circumstances, it is not surprising to find that 'other' variables account for some of this unexplained variance. Thus, in reading the chapters in this book, I would suggest that you consider the extent to which the authors have, in fact, obtained appropriate measures of the theory's constructs. For example, consider whether there is (or is not) correspondence between beliefs, attitudes, norms, intentions and behaviour, and then compare the results of studies with 'good' and 'poor' correspondence.

But appropriate measurement does not reduce the impact of all 'other' variables in all studies. At least in a given content domain, some of these other variables may be important. For example, perceptions of what important others do (what Nucifora et al, this volume, refer to as behavioural norms), as opposed to beliefs about the normative proscriptions of these referents (i.e., what they say), do appear to account for additional variance in intentions. But should these be considered different variables, or, as Fishbein, Bandura et al. (1992) have suggested, shouldn't both of these measures be viewed as indicants of a single normative construct that captures perceived social pressure to perform or not perform the behaviour in question?

Similarly, although there is some evidence that affective measures of attitude (e.g., pleasant/unpleasant; enjoyable/unenjoyable) sometimes account for variance in intention and behaviour over and above that accounted for by evaluative measures (e.g., wise/foolish; harmful/beneficial), one should ask whether one wants multiple attitude measures or if these different measures are best viewed as indicants of a single attitudinal construct that captures all possible meanings of 'good/bad' and/or 'like/dislike' (see Fishbein, Bandura etal., 1992; Chan & Fishbein, in press).

There is also growing evidence that, at least with respect to behaviours not under one's volitional control, Bandura's (1989) construct of self-efficacy may be an important determinant of intention and/or behaviour. While Ajzen's (1985) original conception of perceived behavioural control (PBC) appeared to be closely related to self-efficacy, his more recent writings have reduced PBC primarily to a judgement of whether performing the behaviour is 'easy' or 'difficult'. Unfortunately, this essentially equates PBC with an affective measure of attitude. That is, there is considerable evidence that judgements of 'easy/difficult' are highly correlated with judgements such as 'pleasant/unpleasant' and 'enjoyable/unenjoyable'. Thus, when a direct measure of attitude includes affective as well as evaluative scales, one would not expect PBC to contribute to prediction. Terry (this volume) provides data relevant to this issue.

In addition to suggesting 'other' variables, several other questions about the theory are raised in this volume. One of the major questions concerns the relative weights of the attitudinal and normative components as determinants of intention. According to the theory of reasoned action, the relative weights of these two components will vary as a function of both the behaviour under consideration and the population being studied. Thus for example, while sexually experienced U.S. male college students' intentions to use a condom were found to be primarily under normative control, this same intention was found to be primarily under attitudinal control in a sample of sexually experienced Mexican male college students (Fishbein, 1990). It is important to recognise that some behaviours may be entirely under attitudinal control, while others may be entirely under normative control. Thus, in contrast to the conclusion drawn by some investigators, (including some in this volume), the theory has not 'failed' if either the attitudinal component or the normative component does not contribute significantly to the prediction of intention.

Unfortunately, which component will be the most important determinant of a given intention and/or behaviour remains an empirical question. And, because the theory does not specify the conditions under which attitudes or norms will be most important, at least some investigators (again including some in this book), have suggested that this makes the theory non-falsifiable. In contrast to this view, I would simply like to point out that the theory would be falsified (at least in a given content domain) if a simultaneous consideration of appropriate measures of attitudes and norms failed to predict an appropriate measure of the corresponding intention. To the best of my knowledge, this has not yet occurred.

Finally I'd like to turn to one other issue raised in this book. Gold (this volume) suggests a distinction between on-line and off-line cognitions, and he argues that the theory of reasoned action fails to take online cognitions into account. This strikes me as a potentially important distinction that deserves further consideration. In reading Gold's chapter, you might want to consider what, for example, would be the difference in a respondent's beliefs about using a condom with a new partner, if he or she were asked to indicate the beliefs they held at the time they last engaged in unprotected sex with a new partner (on-line cognitions) or if they were asked to indicate their current (off-line) beliefs about performing this same behaviour. Would we in fact find marked differences in these two sets of beliefs? And, assuming that such differences were obtained, how much additional variance will such 'on-line' cognitions account for, given the success of 'off-line' cognitions in predicting condom use (seeChapters 3, 7, 8 and 9)?

But enough about theoretical issues. What is important about this book is not its focus on the theory of reasoned action, but its focus on identifying factors that may help us to understand why people engage in behaviours that put them at risk of exposure to HIV and/or why they do not engage in behaviours that would reduce their risk. Even more important, the book suggests how this information can be utilised to design effective interventions to reduce risky and to increase 'safer' behaviours. The theory of reasoned action is just one of many tools that may be used to focus research efforts. I have always believed that a theory is only useful if it stimulates and guides research on important issues. The chapters in this book are a clear indication that the theory of reasoned action is serving its purpose. Given my own involvement in AIDS prevention research (see, e.g., Fishbein, 1990; Chan & Fishbein, in press; Fishbein, Bandura et al., 1992; Fishbein, Chan et al., 1992; Fishbein & Middlestadt, 1989; Fishbein, Middlestadt & Hitchcock, 1991), it is personally gratifying to see other investigators using the theory as a framework for their research in this area.

More important, several of the chapters in this book provide clear and compelling evidence that, when properly applied, the theory of reasoned action does help one to identify the factors underlying the decision to perform (or not perform) at least one 'safer sex' behaviour, namely, condom use. But it is important to recognise that 'condom use' is not a single behaviour but a behavioural category. As I've pointed out elsewhere (e.g., Fishbein et al., 1991), using a condom for vaginal sex with one's main partner is a different behaviour from using a condom for vaginal sex with an occasional or new partner. Similarly, using a condom for vaginal sex with a new partner is a different behaviour from using a condom for anal sex with this same partner. Moreover, while using a condom is a behaviour for men, it is a goal for women. What this implies is that intentions to 'use a condom the next time I have sex' should be a better predictor of men's condom use behaviours than of women's condom use behaviours. This also suggests that while it is appropriate to develop interventions to increase men's intentions to use condoms, interventions directed at women should focus on increasing their intentions to engage in behaviours that will increase the likelihood that their partners will use condoms (e.g., increasing their intention to ask, or tell, their partner to use a condom; increasing their intention to hand their partner a condom before undressing or getting into bed).

The ultimate test of the utility of the theory of reasoned action will rest upon its ability to guide the development of effective behaviour change interventions. While, as pointed out above, several chapters in this book demonstrate the theory's utility in identifying factors underlying decisions to engage (or not engage) in AIDS-related behaviours, the present volume only holds out the promise of effective interventions. Perhaps the next step for the Editors of this book is to compile a volume describing tests of the theory 'in action'; by presenting a number of studies evaluating the effectiveness of theory-based interventions.
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It is now widely recognised that, by adopting a healthy lifestyle, people can actively contribute to their state of health (Taylor, 1991). In recent years, researchers have been concerned with identifying the factors that influence people's willingness to engage in health care behaviour (i.e., actions that promote well-being and help prevent disease). This research has been motivated by the realisation that knowledge of the determinants of health care behaviour has implications for the general understanding of health behaviour, as well as the development of intervention programs to encourage people to engage in health-promoting practices. In overall terms, research into the determinants of health care behaviour is significant both for the well-being of individuals and for the collective well-being of a community. The more willing and able people are to protect themselves from preventable illnesses, the more resources the community will have available to be channelled into other areas. Moreover, it can be assumed that, via the effects of modelling and normative influence, collective wellbeing will have a positive impact on future community health.

Researchers have focused on a range of different health care behaviours. They have, for instance, considered the determinants of behaviours that reflect a healthy lifestyle, including participation in a regular exercise program, adherence to a healthy diet and the avoidance of potentially harmful health habits (e.g., smoking, the consumption of large amounts of alcohol and the use of illicit drugs). Attention has also been focused on people's willingness to use contraceptives (mainly the contraceptive pill and condoms), to engage in dental health behaviours, to participate in screening programs (e.g., pap tests for cervical cancer) and to vaccinate against infectious diseases. As a consequence of the emerging threat of HIV infection, more recent research on health care behaviour has focused on safer sex behaviours (including condom use and having sex in a monogamous relationship).

One of the major goals of health research has been to identify the factors that distinguish people who choose to engage in health care behaviours from those who adopt less healthy lifestyles. In this respect, Fishbein and Ajzen's (1975; Ajzen & Fishbein, 1980) theory of reasoned action has been particularly influential. The theory has been demonstrated to be useful across the range of health care behaviours identified above. More recently, a number of researchers have suggested that it may be useful in the context of safer sex behaviour (see Fisher & Fisher, 1992). The application of the theory of reasoned action to the explanation of variation in people's willingness to engage in safer sex behaviour is the central theme of this book.

In the present chapter, a detailed description of the theoretical basis of the theory of reasoned action and its recent extension, the theory of planned behaviour, is provided. Methodological issues involved in testing the usefulness of the two models are also discussed in some detail. Prior to describing the theory of reasoned action, the past literature on the determinants of health care behaviour is reviewed, as is the health belief approach to the study of health care behaviour. In the next chapter, Lewis and Kashima discuss issues of relevance to HIV/AIDS. Specifically, the next chapter describes the epidemiological and social context of the epidemic, reviews previous research on AIDS-prevention, and discusses a number of issues that are relevant when applying the theory of reasoned action to the study of safer sex behaviour.


Determinants of Health Care Behaviour

In an attempt to identify the determinants of health care behaviours, researchers have considered the extent to which a large number of different variables can explain variation in people's willingness to engage in such behaviours. Much of this research has focused on demographic variables. Age, for instance, appears to have a curvilinear relationship with people's willingness to engage in health care behaviours. Adolescents and young adults engage in more risky health behaviours than either children or older adults (Taylor, 1991). Children, in general, have little choice in lifestyle issues, a factor which presumably accounts for their comparatively low level of health risk behaviours. For adolescents and young adults, feelings of invulnerability (see Elkind, 1967,1985) combined with the desire for a range of different life experiences may explain the heightened incidence of risky health behaviours at this stage of the lifespan, while older persons presumably adopt a more healthy lifestyle than their younger counterparts because feelings of invulnerability dissipate, they gain more responsibilities and they become more aware of their health problems (Taylor, 1991).

There is evidence of age differences in people's preferences for different sexual practices. In a comprehensive study of gay men, Kippax, Connell, Dowsett and Crawford (in press) found that older gay men preferred penetrative anal sex, while younger men preferred non-penetrative sex. In a similar vein, research with heterosexuals suggests that adolescents are more likely than young adults to prefer non-penetrative sex, a pattern of results that possibly reflects a developmental progression to full sexual maturity. To modify the safety of people's sexual practices, educational programmes need to acknowledge age-related preferences for different sexual practices.

Gender has also been linked to health care behaviour. In general, females are less likely to smoke than males (Taylor, 1991; Waldron, 1988). In comparison with males, they also consume less alcohol, pay more attention to their diet, take more vitamins and engage in more dental care behaviours (see Waldron, 1988). Males are, however, more likely than females to engage in regular exercise (Rodin & Salovey, 1989). Such gender differences have been interpreted as being consistent with traditional norms for sex-role appropriate behaviour (Rodin & Salovey, 1989; Waldron, 1988). It is considered appropriate for women to take care of their physical appearance, while a greater latitude of freedom is typically allowed to men in terms of such behaviours as alcohol consumption (Waldron, 1988). To date, there has been alack of compelling evidence of gender differences in people's willingness to adopt different safer sex strategies (Gallois, Statham & Smith, 1992). There may, however, be subtle gender differences in beliefs about safer sex (e.g., females may have different beliefs about the costs and benefits of condom use) and constraints to successful behavioural enactment (e.g., females may lack the necessary assertion skills to ensure that a condom is used) that need to be acknowledged by education programmes.

Researchers have also considered the role that socio-economic status plays as a determinant of preventive health behaviour. In this respect, there is evidence of a positive relationship between socio-economic status and the incidence of a range of different health care behaviours, including adherence to a regular exercise programme (Rodin & Salovey, 1989), willingness to make preventive visits to a dentist and participation in vaccination programs (Coburn & Pope, 1974; Kirscht, 1983). Such results presumably reflect the fact that, as a consequence of better education, people with higher socio-economic status are likely to be knowledgeable about health issues. They also may have greater access to health care facilities than people with lower socio-economic status (Coburn & Page, 1974). Other research has demonstrated that there are ethnic differences in people's willingness to engage in health-promoting behaviours (e.g., Gottlieb & Green, 1988). These differences should, however, be interpreted with caution, given that ethnicity is confounded with social class (Rodin & Salovey, 1989).

There is evidence of effects of social class on sexual behaviour. Men from a working class background, for instance, are more likely to have extra-marital affairs than middle-class men (Argyle, 1993). In research on safer sex, the possible effects of social class have typically been ignored. Researchers have tended to study accessible populations that, because of the socio-economic status of researchers, are characterised by a middleclass bias. Future research needs to broaden the focus of research activity on safer sex, given that the salient beliefs and norms about safer sex are likely to be divergent across different groups at risk for HIV (e.g., homeless youth, bisexual men).

In addition to demographic variables, there is evidence that a range of other variables influence health care behaviour. There is, for instance, strong evidence linking peer influence (Grube, Morgan, & McGree, 1986; Leventhal & Cleary, 1980) and family modelling (Sallis & Nader, 1988) to smoking behaviour among adolescents. Family factors have also been found to be influential in the context of safer sex. In a study of older adolescents, Peterson and Feeney (1993) reported that subjects' habitual style of conflict resolution with their parents influenced both their willingness to discuss AIDS and safer sex with a sexual partner and the extent to which they felt confident in their ability to perform safer sex strategies. Other researchers have considered the role that individual difference variables may play in health care behaviour. In particular, interest has centred on the proposal that people who believe that they have control over their health will engage in more health care behaviours than people who attribute their state of health to external factors. Research has provided some support for this supposition. Internal health beliefs have been linked to seat belt use (Williams, 1972), breast self-examination (Lau, 1988) and contraceptive use (Lundy, 1972). Such beliefs have also been found to relevant in the context of safer sex. Terry, Galligan and Conway (in press), for instance, found that people with internal control beliefs were more likely than people with external control beliefs to behave in accord with their intentions to have sex in an exclusive relationship and discuss their partner's sexual and i.v. drug use history.


Theoretical Models of Health Care Behaviour

Although research examining the correlates of health care behaviour has been informative, such research is limited because in general it has not been theory-based. Most of the studies have examined the effects of only one or two variables. It is, thus, difficult to integrate the findings into a coherent model of the determinants of health care behaviour. Moreover, the failure to consider the effects of a range of different predictors of health care behaviour may mean that some of the findings in earlier literature are spurious. To provide further insight into the basis of variation in people's willingness to engage in health care behaviours, it is necessary to develop models that specify sets of theoretically-derived predictors of health care behaviours. The health belief model (Rosenstock, 1974a,b) and Fishbein and Ajzen's (1975; Ajzen & Fishbein, 1980) theory of reasoned action have been particularly influential models in this context. Both of these models consider the underlying cognitive factors that may explain variation in health care behaviour. Such factors are likely to be important determinants of such behaviours, given that they reflect people's beliefs about the behaviour, rather than their more generalised background features and personality dispositions (Ajzen, 1988). Prior to discussing the theory of reasoned action (the focus of the present book) in detail, the health belief model is described.


The Health Belief Model

The health belief model (Rosenstock, 1974a,b) has been widely used to predict health behaviours from knowledge of a person's beliefs and attitudes. The model proposes that readiness to take preventive health action arises from an evaluation of the level of threat associated with a disease (assessed with measures of the perceived susceptibility to the disease and its severity), as well as an analysis of the costs and benefits of taking the action. Specifically, the model is made up of four components. The perceived susceptibility dimension reflects the individual's perception of vulnerability or risk of contracting the disease, while perceived severity refers to the individual's beliefs about the seriousness of consequences associated with that disease. The positive outcomes of performing the preventive health behaviour, including estimates of risk reduction and feelings of security, are seen as the perceived benefits of taking the action, and are typically weighted against the potential negative aspects, the perceived barriers of performing the preventive behaviour, including estimates of physical, psychological, financial and other costs incurred in performing the behaviour. Modifications to the original model have included the addition of self-efficacy (Rosenstock, Strecher & Becker, 1988), internal or external cues to action (Rosenstock, 1974b) and salience of health to the individual (Rosenthal, Hall, & Moore, 1992).

There is evidence that health belief variables successfully predict a range of different health behaviours, including dietary compliance (Becker, Haefner, Mainman, Kirscht & Drachman, 1977), calcium intake (Wurtel, 1988), breast self-examination (Kelly, 1979; Hallal, 1982) and vaccination (Cummings, Jette & Rosenstock, 1978). In their review of the health belief model, Janz and Becker (1984) observed that support for the model was evident in both retrospective and prospective designs. Moreover, they found some support for the role of each of the four dimensions of the health belief model (severity, susceptibility, benefits and barriers) in the prediction of health behaviour. Across a range of different behaviours, the dimension of perceived barriers emerged as the most important component of the health belief model. The evidence linking the susceptibility and benefits dimensions of the model to health behaviour was also strong, although the strength of support for each of the dimensions was dependent on the type of behaviour under consideration. Perceived susceptibility had a stronger effect on preventive health behaviours than on sick role behaviour (health behaviours engaged in after diagnosis of a particular medical condition), while the reverse was true for perceived benefits. Overall, the evidence in support of the proposed effect of perceived severity was weaker than for the other components of the model (particularly for preventive health behaviours).

In a more recent meta-analysis, Harrison, Mullen and Green (1992) found weaker support for the health belief model. Only 16 of 147 studies met their criteria of inclusion—that is, that they were based on original data collected from adults; included the four variables of susceptibility, severity, benefits and costs, related the variables to actual behaviour rather than to attitudes or intentions and reported reliability of the measures. The model's performance was generally poor. Harrison et al. found that, for any one dimension of the model, 10% was the largest proportion of variance explained in actual behaviour. They questioned whether the model's key variables were able to discriminate between, and therefore apply differentially to, a variety of health behaviours. In using such well-specified criteria they felt that they had given the model its best opportunity to perform well. In accord with Harrisoner al.'s pessimistic findings, recent studies examining the utility of the health belief model in the prediction of safer sex behaviour have failed to find convincing support for the model (for a review of this research, see Lewis & Kashima, this volume; also Warwickef al. this volume).

The lack of convincing support for the health belief model may, in part, be a reflection of the fact that researchers have failed to operationalise the components of the health belief model consistently (Cummingse? al. 1978; Wallston & Wallston, 1984). Furthermore, when developing measures of the components of the health belief model, there has been a lack of consideration given to the characteristics of the target population. The latter shortcoming of previous research may partially account for the fact that the health belief model has more utility in predicting health behaviours among people of higher socioeconomic status who are knowledgeable about health-related matters, than among other groups of people (see Taylor, 1991). In this respect, the fact that the model in its original form failed to take into account social influences on health behaviour may also be relevant.

An additional characteristic of the health belief model that may account for its lack of utility in the prediction of safer sex is its focus on health or disease outcomes. Although engaging in safer sex is a strategy that can be used to avoid the transmission of HIV and other sexually transmitted diseases, it is difficult to reduce the behaviour to the same status as other health behaviours, such as having a pap test or receiving a vaccination against influenza. The latter behaviours are discrete health behaviours that, beyond the time and temporary discomfort involved in engaging in them, have little impact on a person's life. In contrast, engaging in safer sex may mean making changes that have an impact on an important aspect of people's relations with others.

In comparison to the health belief model, Fishbein and Ajzen's (1975; Ajzen & Fishbein, 1980) theory of reasoned action has been empirically more successful in its predictions (Reid & Christensen, 1988; Lierman, Young, Kasprzyk & Benoliel, 1990). Moreover, although the theory has been employed as an explanatory model in the health context (e.g., breast self-examination, weight loss behaviours, modification to smoking and drinking), it is not restricted to use in this context. The predictors in the model allow consideration of the role of both health beliefs (e.g., the perceived effectiveness of condom use as a safer sex strategy) and more general beliefs about the consequences of performing a particular behaviour (e.g., beliefs concerning the consequences of suggesting to one's partner that safer sex strategies be used). The theory also acknowledges the role of normative influence on behavioural choice, an influence that is likely to be important in the context of safer sex, given the co-operative nature of the behaviour. For these reasons, the theory of reasoned action may form an appropriate theoretical basis for research into the determinants of safer sex, a suggestion that is explored further in the following chapter. In the remainder of the present chapter, the theoretical underpinnings of the theory of reasoned action and its recent extension, the theory of planned be haviour, are described. Consideration is also given to the methodological issues that need to be addressed when operationalising the two models.


The Theory of Reasoned Action


Theoretical overview

The central premise of the theory of reasoned action is that people make behavioural decisions on the basis of a reasoned consideration of the available information (see Fishbein & Ajzen, 1975; Ajzen & Fishbein, 1980; Ajzen, 1988). The theory can, therefore, be regarded as a deliberative processing model, to the extent that behavioural decisions are seen to be the consequence of the person's systematic consideration and deliberation of the information available to him or her (Fazio, 1990). When deciding upon a course of action, the model proposes that people do not act spontaneously (as proposed in other models of social behaviour; see Fazio, 1990; Tesser & Shaffer, 1990), but reflect upon the consequences of performing the behaviour, as well as their beliefs about what other people expect them to do. From this perspective, people are assumed to be "rational actors" (Tesser & Shaffer, 1990), who make reasoned behavioural decisions.

For many behaviours, the assumption that people make reasoned behavioural decisions is noncontroversial. People are likely to systematically consider the information available to them when, for instance, they make the decision to engage in a regular exercise program or when they decide to take the oral contraceptive pill. It may, however, be more difficult to accept this position in relation to behaviours that are more proximally related to sexual encounters, including the decision to use a condom or engage in nonpenetrative sex (both behaviours are safer sex options). A number of researchers have argued that sex is influenced by non-rational factors (see Gold, this volume; Kippax & Crawford, this volume). Nevertheless, sexual behaviours need not necessarily be regarded as unreasoned behaviours. In his typology of love styles, for instance, Sternberg (1986) proposes that people make some "rational" choices about who they love. There is also a considerable amount of evidence to suggest that people's attitudes and beliefs do predict their use of condoms (see Ross & McLaws, this volume). Perhaps even more surprising is the fact that there is evidence that people use the withdrawal method successfully as a contraceptive (e.g., Greeks in Australia; see Callan, 1985). This type of evidence suggest that the rational basis of the theory of reasoned action does not preclude its application to safer sex behaviour. The fact there is some evidence for the efficacy of the theory in this context validates this assertion (see e.g., Nuciforaef al, this volume; Warwicket al., this volume).

In accordance with the deliberative underpinning of the model, the theory of reasoned action hypothesises that the causal antecedents of be haviour are a logical sequence of cognitions (Ajzen & Fishbein, 1980; Fishbein & Ajzen, 1975) (see Figure 1). According to the model, the immediate determinant of behaviour is the person's intention to perform it. The determinants of people's intentions are, in turn, proposed to be the favourability of their attitude towards the behaviour and the extent of perceived normative pressure to perform the behaviour (subjective norm). The model further proposes that people's attitudes toward a behaviour are a function of their beliefs concerning the consequences of performing the behaviour (behavioural beliefs), weighted by the value placed on each of the consequences (outcome evaluations), while the subjective norm is proposed to be a function of people's perception of the pressure from others to perform the behaviour (normative beliefs), weighted by their motivation to comply with these others. These proposed relationships are discussed in detail below.

[image: ]Fig 1 The theory of reasoned action.

Intention—Behaviour Relationship

As shown in Figure 1, the theory of reasoned action proposes that a person's decision to engage in a particular behaviour is influenced by the extent to which the person intends to do so. Behavioural intentions reflect the extent to which the person is motivated to perform the behaviour or, in other words, the person's willingness to perform it (Ajzen, 1988). Because motivation typically precedes action, an intention to perform a behaviour is regarded as the most proximal determinant of behaviour (Ajzen, 1988).

According to Fishbein and Ajzen (1975), there should be a strong relationship between a person's intentions and his or her behavioural response. There is considerable support for this proposal. In his review of a sample of studies that have examined the effects of intentions on actual behaviour, Ajzen (1988) found that the correlation between a person's intentions and subsequent behavioural actions ranged from .72 to .96. Behaviours considered included co-operative choices in a laboratory game (Ajzen, 1971), contraceptive behaviour (Ajzen & Fishbein, 1980), having an abortion (Smetana & Adler, 1980) and voting choice (Ajzen & Fishbein, 1980). In a meta-analysis of much larger body of literature (87 studies), Sheppard, Hartwick and Warshaw (1988) also found evidence to support the proposed intention-behaviour link. The average correlation (weighted by the number of subjects in each study) between intentions and actual behaviour was .53. As further evidence of an intention behaviour link, Ajzen (1988) noted that the effects of intentions are typically stronger than the effects of attitudes, a pattern of results that supports the proposed role of intention as the immediate antecedent of behaviour. Recent research has provided some evidence of an intention-behaviour link in the context of safer sex (see Lewis & Kashima, this volume, for a review of some of this research; also other chapters in this volume, including Nucifora et al.; Terry).

Fishbein and Ajzen (1975) described three factors that may weaken the intention-behaviour relationship. First, the relationship between intentions and behaviour is weakened if the measures of intention and actual behaviour are not obtained at the same level of specificity. For example, a measure of the person's general intention to engage in HIV-preventive behaviour is likely to have only a weak relationship with his or her intention to use a condom with a regular partner. This type of proposal accords with Ajzen and Fishbein's (1977) principle of compatibility, which states that the relationship between any two variables strengthens as a function of the extent to which they are assessed along compatible dimensions. Specifically, Ajzen and Fishbein argue that the measurement of the two variables should accord in terms of the action (e.g., buying a condom, discussing condom use with one's partner, or actually using it), target (e.g., ribbed or non-ribbed condoms), context (e.g., with a casual or a regular partner) and time (e.g., on the next sexual encounter or every sexual encounter during the next month, the next three months, or whatever) of performing the behaviour (see Fishbein & Middlestadt, 1989, for additional examples). A change in one of these dimensions reflects a redefinition of the behaviour under consideration (Fishbein & Middlestadt, 1989). If this occurs, the intention-behaviour relationship will be weakened, because of the failure to evaluate the person's behaviour along the same dimensions as his or her intentions. For example, a researcher cannot necessarily expect to find a strong relationship between a person's intention to use a condom on his or her next sexual encounter and whether the person uses a condom on every sexual encounter during the next month.

A second factor that may weaken the intention-behaviour link is the instability of a person's intentions. In the face of unanticipated events, a person's intentions may change (Ajzen, 1988). For instance, a person who intends to use a condom on every sexual encounter may start a relationship with someone who does not wish to use condoms. The person may, therefore, change his or her intentions, which means that the relationship between the earlier intention and subsequent behaviour is weakened. The longer the lapse of time between a person's indication of his or her intentions and the assessment of behavioural actions, the more likely it is that a person's intentions will change (Ajzen, 1988).

The third factor identified by Fishbein and Ajzen (1975) that may influence the strength of the intention-behaviour link is the extent to which the behaviour is under volitional control. A central assumption of the theory of reasoned action is that intention is an accurate predictor of behaviour only when the person can perform the behaviour at will or, in other words, is able to perform the behaviour if he or she wishes to do so. Many behaviours fall into this category. For example, if a person decides to do so, he or she can go for a jog, watch a film, use sunscreen, or attend church (see also Ajzen, 1988). Other behaviours are not so easily performed. Even if the person is motivated to perform a behaviour, successful behavioural enactment may not occur if the person lacks the requisite skills or resources to perform the behaviour, if its execution is dependent on other people, or if obstacles or barriers prevent a person acting in accord with his or her intention (Ajzen, 1988; Sheppard et al., 1988).

Safer sex should be regarded as a behaviour that is not completely under a person's volitional control. A range of different control factors may weaken the link between a person's intention to engage in safer sex and his or her actual behaviour. The person's partner may not wish to use a condom, he or she may lack the assertion skills to insist that one is used, or a condom may not be available. If the behaviour is not completely under the person's volitional control, then it is assumed that the strength of the relationship between behavioural intentions and actual behaviour will be attenuated (Ajzen, 1985, 1987, 1991; Ajzen & Madden, 1986). There is some support for this proposal. In their meta-analysis of studies testing the theory of reasoned action, Sheppard et al, (1988) found that the intention-behaviour relationship was stronger for the prediction of specific behaviours than for goals (e.g., having a child in the next three years). Behavioural goals are less likely to be under volitional control than specific behaviours, because successful attainment of them usually entails some uncertainty (Sheppard et al., 1988). For instance, despite being motivated to have a child within a specified period of time, a couple may not be able to do so because of factors outside their control (i.e, fertility problems). The issue of volitional control and behavioural prediction has been addressed in Ajzen's (1985, 1987, 1991; Ajzen & Madden, 1986) theory of planned behaviour (this extension to the theory of reasoned action is described below).


Determinants of Intention

The second major prediction of the theory of reasoned action is that a person's behavioural intentions are influenced by two conceptually distinguishable components, namely, attitude and subjective norm. This latter component refers to the extent of perceived social pressure to perform the behaviour, whereas the attitudinal component of the model reflects how favourable or unfavourable a person feels towards performing the behaviour. In specifying both personal and social determinants of behavioural intentions, Fishbein and Ajzen (1975) provide a bridge between the emphasis placed by psychologists on the role of attitudes as determinants of behaviour and research on group processes, which has highlighted the importance of normative influences on behaviour (see Brown, 1988; Fishbein & Ajzen, 1975).

According to the theory of reasoned action, people are more likely to intend to perform a behaviour when they have a favourable view towards doing so and perceive normative support for performing the behaviour. It is, however, acknowledged by Fishbein and Ajzen (see also Ajzen, 1988) that the relative importance of the effects of the two antecedent variables varies as a function of the behaviour under consideration, as well as the population being studied. For some groups of people or some behaviours, attitudes may be the primary determinant of intentions, whereas for other behaviours or other groups of people, intentions may be normatively controlled.

There is considerable support for the proposed effects of attitudes and norms on behavioural intentions. In his review of a number of tests of the theory of reasoned action, Ajzen (1988) reported that multiple correlations between the predictor variables (attitudes and subjective norms) and behavioural intentions ranged'from .73 to .89. Sheppard et al. (1988) similarly found support for the proposed effects of attitudes and subjective norms on behavioural intentions. In their meta-analysis, the frequency-adjusted multiple correlation between the two predictors and behavioural intentions was .66. In Ajzen's (1988) review of the literature, it is obvious that the relative importance of the two variables varies from study to study. Overall, however, the effect of the attitudinal component tends to be stronger than the normative component, suggesting that people pay more attention to their personal evaluations of the behaviour than to the perceived expectations of others (see also Ajzen, 1991; for further consideration of the role of norms in the theory of reasoned action, see Kashima & Gallois, this volume). In several chapters in this book, researchers take up the issue of the relative importance of norms and attitudes in the prediction of safer sex. This is a context in which behavioural intentions do appear to be under normative control, a pattern of results that has clear implications for the development of safer sex intervention programmes (see McCamishet al., this volume)

As is evident from Figure 1, the effects of attitude and subjective norm on actual behaviour are proposed to be mediated via their effect on behavioural intention. In other words, after control of the effects of intention, the attitudinal and normative components of the model should have no impact on actual behaviour. Although there is some support for this proposal (e.g., Terry et al., in press), other researchers (e.g., Manstead, Proffitt & Smart, 1983; Bentler & Speckart, 1979) have found that attitudes have direct effects, as well as indirect effects, via intention, on behaviour. As Liska (1984) has pointed out, such results can probably be attributed to the weakening of the intention-behaviour relationship that is likely to occur as the time period between the assessments of the two variables increases. In comparison to behavioural intentions, a person's attitudes are likely to be more stable; hence, as the intention-behaviour relationship weakens, the direct effect of the more stable attitudinal component strengthens (Liska, 1984).


Determinants of Attitude and Subjective Norm

The theory of reasoned action also identifies determinants of both attitudes and subjective norm. The person's attitude towards the behaviour is proposed to be influenced by his or her beliefs about the consequences (i.e., costs and benefits) of performing a behaviour (e.g., using a condom is likely to reduce one's risk of contracting HIV/AIDS, destroy the spontaneity of sex, prevent pregnancy, reduce sexual pleasure) and the person's evaluation of each of the consequences (e.g., reducing the risk of contracting HIV/AIDS is a highly desirable outcome; destroying the spontaneity of sex is moderately undesirable). In representing the effects of these beliefs on a person's attitude, Fishbein and Ajzen (1975) adopt an expectancy-value model of attitude, which proposes that a person's attitude is influenced by his or her beliefs about the consequences of the behaviour, weighted by the person's evaluation of these consequences. According to the expectancy-value formulation, a person will have a positive attitude towards performing the behaviour if he or she believes that performing the behaviour will lead to mostly positive outcomes; that is, positive outcomes are considered likely, while negative outcomes are considered unlikely (Ajzen, 1988).

Like attitudes, people's norms are considered to be belief-based. According to the theory of reasoned action, subjective norm is proposed to be function of people's beliefs concerning the extent to which other people would want them to perform the behaviour (normative beliefs) weighted by their motivation to comply with each of the referents. More specifically, normative beliefs reflect the person's judgements about whether other people (e.g., sexual partner, friends, parents, medical professionals) would think that it was a good idea to perform the behaviour. In determining the strength of perceived normative pressure to perform a behaviour, the person's desire to behave in accord with the views of the particular referent is taken into account. Even if a referent is perceived to think that it is a good idea for the subject to use a condom for sexual intercourse, this information will have little influence on the person's subjective norm, if he or she is not motivated to comply with the referent's wishes. In general terms, people who believe that most significant others, with whom they are motivated to comply, wish them to perform the behaviour are likely to perceive normative pressure to do so (as assessed by the measure of the subjective norm) (Ajzen, 1988). On the other hand, people will perceive pressure not to perform the behaviour if significant others are judged not to approve of their performing the behaviour.

Fishbein and Ajzen (1975) focus on a person's salient beliefs. For any one behaviour, people typically have many beliefs (for instance, the average person is likely to be able to generate a large number of beliefs about safer sex). However, on the basis of evidence that there are limitations to the amount of information that people can process at any one time, Fishbein and Ajzen proposed that only the person's salient beliefs about the consequences of performing a behaviour influence his or her attitude. In the case of subjective norm, Fishbein and Ajzen also highlight the importance of considering the beliefs that are salient to the person, in this case by identifying the important referents that could influence the person's decision to engage in the behaviour. These referents are likely to vary as a function of the behaviour under consideration. For instance, people's perceptions of their partner's wishes are especially influential in the formation of their intentions to engage in safer sex (see Nuciforagf al., this volume), a pattern of results that is not likely to be evident in behavioural contexts. The salient beliefs for a particular behaviour are also likely to vary from population to population. In relation to safer sex, the salient referents for gay men may be different from those of heterosexual men. Fishbein and Ajzen, thus, recommend that researchers elicit the modal salient beliefs for the population of interest prior to conducting the research project.

The research literature has provided some support for the proposed belief-based structure of attitudes and norms. In his review of the literature, Ajzen (1988) found that, when researchers correlated belief-based measures (computed as the product of scores on the relevant antecedents of the variable in question) of attitudes and norms with direct measures of these variables, the correlations were moderately high (ranging from .60 to .85). Other researchers have found only moderate correlations. The failure to elicit the salient beliefs for the particular population under consideration may account for these results, as may other methodological factors (Ajzen, 1991; see Kashima & Gallois, this volume for a further discussion of this point). The lack of stronger relations between the belief-based and direct measures of attitudes and norms may also be because global estimates of attitude or subjective norm are unlikely to be able to represent the complexity of beliefs underlying either type of variable (Bagozzi & Burnkrant, 1979). Moreover, responses to specific belief items are likely to be more considered than responses to global questions, which may farther weaken the link between belief-based and direct measures of attitudes and norms.


Use of Belief-Based Measures

The use of belief-based measures of attitude and subjective norm allows the researcher to explain, as well as predict, behaviour.
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