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CHAPTER 1
Introduction
Despite the reduction in adolescent pregnancy during the past decade, the United

States continues to have one of the highest adolescent pregnancy rates in developed
countries (Alan Guttmacher Institute [AGI], 2000a) with more than 900,000 adolescent
pregnancies each year (AGI, 1999). Although these trends are encouraging, by 2010, the
virtual population of girls between the ages of 15 — 19 is expected to increase by nearly
10%, which means ever declining rates may not necessarily mean fewer numbers of
pregnancies and births (Kirby, 2001). Consequently, the reduction of adolescent
pregnancy remains a Healthy People 2010 priority (U.S. Department of Health & Human
Services [USDHHS], 2000). This is also a concern for the military since unintended
pregnancies in young enlisted females have a great impact on mission readiness.
Furthermore, the number of unintended pregnancies also causes significant increases in
single parents in the military, resulting in additional combat readiness concerns for
military leaders. Consequently, the Defense Women's Health Research Program was
established in response to Congressional action to address the health of military women.
The program also calls for research that emphasizes interventions that directly address
health issues influencing women's military service including unintended pregnancy.

Although, it is important to provide interventions to women known to be at high risk for
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unintended pregnancy, the success of the interventions rests on women adopting and
maintaining specific behaviors. Hence, it is crucial to develop an effective intervention or
refine existing programs by measuring program effectiveness and discovering what
factors are modifiable as a result of intervention efforts.

Over several decades, considerable research has been undertaken to examine
various risks and predictive factors in an attempt to better understand what influences
adolescents’ sexual risk taking behaviors. Kirby’s (2001) seminal review of at least 250
studies identified over 100 antecedent-to-teen sexual activities, contraceptive use,
pregnancy, and childbearing, and grouped them based upon three foci: sexual
antecedents, non-sexual antecedents, and those with both antecedents. Based on these
findings, programs have been developed and implemented, and the effect of these
programs has been mixed. Overall, studies have shown that both adolescent risk taking
behaviors and decision-making customs regarding safer sexual practice are influenced by
multiple contextual factors. Thus, experts are increasingly citing the need to develop
alternative conceptualizations and program development to address these important
factors or determinants of risk-taking behaviors; this takes into account adolescent
knowledge and attitudes towards sexual health (e.g., postponing sexual involvement,
unintended pregnancy, STDs, safer sexual practices). However, military nursing research
in this area is scarce.

Statement of the Problem

Readiness for combat is the ultimate purpose of the peacetime military; however,

little research has been conducted addressing the multitude of health issues that impact

readiness for the mobilization of female sailors. One critical readiness issue is unintended
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pregnancy because pregnant females are excluded from personnel available for
mobilization. Two-thirds of U.S. women (42 million) in the reproductive ages of 15 to 44
years are at risk for unintended pregnancy and over 3 million unintended pregnancies
occur every year (AGI, 2000). Ten percent of these at risk women use no method of
contraception. Sexual activity with no contraceptive protection carries increased risk. As
a result, the 3 million women who use no contraceptives account for almost half of all
unintended pregnancies (47%), while the 39 million method users account for 53% of
unintended pregnancies (AGI, 2000). The majority of unintended pregnancies among
contraceptive users result from inconsistent or incorrect use. For the military, the most
recent data showed that 47% of active duty women delivering babies at a large Navy
medical facility resulted from unintended pregnancies; 80% of these women were single,
70% were young (18-20 years old), and in low pay grades (Chung-Park, 1999). Although
effective birth control measures are available for active duty enlisted women, the
continuous trend of unintended pregnancies is a concern for line commanders. Studies
have showed that a structured sex education program decreases risky sexual behavior in
women identified as at risk for such behaviors. However, studies in the junior active duty
Navy enlisted females is lacking.
Purpose of the Study

This present study is undertaken to implement and evaluate the effectiveness of
the comprehensive reproductive health educational program in promoting contraceptive
use to prevent unintended pregnancy in active duty Navy enlisted females. If the

comprehensive reproductive health education shows significant differences in
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contraceptive use over time, the long-term goal would be to incorporate the program into
the Navy Training Curriculum and current command sex education briefings.
For the purposes of this study, specific aims included:

1. To examine the effects of the comprehensive reproductive health education
program at 4 months on attitudes, decisional balance, self-efficacy, contraceptive
use, stages of change, and contraceptive and sexual behavior.

2. To evaluate the effects of the intervention program at 2 months and 4 months for
knowledge acquisition and maintenance.

3. To identify the independent variables (i.e., knowledge, attitudes, decisional
balance, self-efficacy, stages of change) that help to predict behavior change in
the use of contraceptives.

Background of the Study

Numerous studies have been conducted in the past three decades to examine
effects of sexuality education programs in preventing adolescent pregnancy. However,
results from these studies have been inconsistent, and there have been controversy over
what the best programs and practices are. To overcome these limitations, the framework
of this study is based on research findings of factors that place adolescents at risk for
pregnancy, the outcomes of intervention programs, and the need to develop alternative
research models and conceptualizations that take into account discrepancies addressed in
the research literature.
Adolescent Sexual Behavior

Adolescence is a time of profound biological, social, and psychological change

accompanied by an increased interest in sex. Sexual activity among adolescents has
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increased during the past three decades (American Academy of Pediatrics, 1999) and
many research studies indicated that American adolescents are becoming sexually active
at younger ages (Abma & Sonenstein, 2001; Jarrill, 2000). The percentage of females
aged 15 to 19 years who have had premarital intercourse doubled from 25% in 1970 to
over 50% in 1995 (AGI, 2002b). It is uncommon for teens to revert to abstinence once
they have engaged in sexual intercourse (Ehrhardt, 1992). Data from the 1995 National
Survey of Family Growth (NSFG) concluded that, among unmarried 18- and 19-year-old
females, 65% and 77% respectively had a sexual encounter (AGI, 1999).

In addition to their increased sexual activity, adolescents do not consistently use
condoms to protect themselves from unintended pregnancy (AGI 1999; Mosher &
McNally, 1991; Seidman & Rieder, 1994). Over three-quarters of adolescent girls in the
1995 NSFG who were sexually active used a contraceptive the first time; however, 29%
reported having had unprotected sex in the preceding three months (Abma & Sonenstein,
2001). A sexually active adolescent who did not use contraceptives had a 90% chance of
becoming pregnant within one year. As a result of increased sexual activity in the
absence or incorrect use of contraceptives, almost 1 million U.S. adolescents become
pregnant annually (AGL, 1999), and about one-half gave birth (Henshaw, 1998).
Adolescents who become pregnant accounted for 10% of all adolescents aged 15-19 and
19% of those who have had sexual intercourse (AGI, 1999). Besides the risk of
unintended pregnancy, the adverse social, financial, and emotional consequences that

follow present difficulties for the individual, family, and community.
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Adolescent Contraceptive Decision-Making

Multiple factors influence adolescent decision-making in contraceptive use
including: cognition, which relates to the mental process of reasoning, perceived risks
and benefits, beliefs, attitude, and knowledge; demographic factors (e.g., age of the
individual and male partner); role and personal preferences; past experiences;
socioeconomic factors; influence of others; and situational factors (e.g., alcohol, drug
use). However, in previous studies on adolescent decision-making, researchers have
investigated one independent variable at a time instead of integrating all of the related
factors into one. As a result, there exists a fragmented body of information regarding
contraceptive decision-making by adolescents upon which intervention programs are
based. Most importantly, the effects of many of the influencing factors have not been
measured against actual contraceptive use, pregnancy, and the late adolescent population.
Yet findings have been generalized without investigating the appropriateness of these
assumptions. Even the studies that investigated the factors in relationship to adolescents
and contraceptive use have failed to take into account the subcategories within the late
adolescent age group. For example, the contraceptive behavior of single women in their
20s is markedly different from the contraceptive behavior of single middle adolescents
and of married women of the same age. As a result, there is no clear understanding
regarding how adolescents actually make contraceptive decisions. Furthermore, the risk
(i.e., mediating) factors that have been identified in various categories have not been
ranked in terms of significance to the subject or integrated into a model. Most of the
research has not been evaluated or replicated in diverse populations or settings, but even

those studies that have been repeated or were similar in nature had conflicting findings,
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raising more questions than answers. Thus, to help adolescents make informed, rational
decisions about the means of preventing unintended pregnancies, society must understand
the context in which they make contraceptive decisions. In addition, a decision-making
model with a more complete context in which adolescents make contraceptive decisions
is essential.

Health Behavior Decision-Making Models

Health behavior decision-making models have been applied to sexual and
contraceptive behaviors. Three basic theoretical models, the Theory of Reasoned Action
(TRA), the Health Belief Model (HBM), and the Social Cognitive Theory (SCT) have
similarities in that they all view behavior to be affected by expected costs and benefits
associated with risk reduction. However, abstract assessments of perceived costs and
benefits of specific health risk behaviors leave little awareness of the impact of the
context on a person's behavior. In the TRA, this cost-benefit dimension is labeled,
attitudes; in the HBM, benefits/barriers; and in SCT, outcome expectancies. The TRA
and SCT both incorporate social influences on behavior. In the SCT, they take on the
form of comparisons with peers (i.e., models), and in the TRA, approval from significant
others (i.e., subjective norms). These models do address factors that influence health
behaviors, but they are incomplete when considered alone.

These models are geared to adult behavior and fail to take account of the variety
of adolescents' experiences and beliefs about sexual matters. Adolescents have different
beliefs than adults do about the risk of pregnancy. An adolescent's evaluation of a certain
situation may be very different depending on the social environment. In order to evaluate

an adolescent's risk behavior and attempt to change it, there must first be recognition of
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the social and economic context of the individual adolescent's life circumstances. Thus,
to provide a more complete decision-making model for the adolescent, an Adolescent
Contraceptive Decision-Making Model (ACDMM), proposed in Figure 1, has been
incorporated into this study's intervention.
Adolescent Contraceptive Decision-Making Model

This adolescent contraceptive decision-making model incorporates constructs
from the TRA, HBM, and SCT (i.e., self-efficacy), with the contextual factors found to
influence adolescent's contraceptive decision-making. However, unlike these other
models, it includes mediating factors and a confluence of numerous interactions affecting
behaviors specific to contraceptive use. The ACDMM takes into account the adolescents'
different personal and social factors regarding their sexual relationship, with
consideration of a developmental period, in an attempt to understand, evaluate, and
influence adolescent contraceptive use behavior. Further, this model is dynamic and
demonstrates the reciprocal nature of the person-environment relationship of the
mediating factors and interaction of behaviors. The model is divided into four categories:
cues to decision-making (i.e., problem recognition based on individual perception,
situation formulation, alternative generation, and information collection), mediating
factors (i.e., personal and environmental variables, consequences evaluation), individual
perceptions (i.e., perceived risks, benefits and barriers, self-efficacy), and likelihood of
contraceptive decision-making based on cognitive skills (i.e., choices, action plan,

expectations). Each category needs to be considered from the adolescent's perspective
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taking into account developmental and social structural differences. The following
describes the four major cognitive constructs of the ACDMM.

1. Perceived risk includes the individual’s belief of her own vulnerability to
contraceptive behavior problems (e.g., unintended pregnancy, pregnancy-related
consequences) and whether an occurrence of these problems will have a
significant negative impact on that person's life.

2. Perceived benefits are an individual's belief in behavior changes to promote
positive reproductive health (e.g., a belief that the use of effective contraceptives
will prevent unintended pregnancy).

3. Perceived barriers are an individual's belief in the difficulties associated with
implementing the recommended behaviors associated with positive reproductive
health outcomes, and that the anticipated behaviors are not insurmountable or
outweigh the benefits.

4. Self-efficacy is the confidence in one's ability to perform effective contraceptive
behaviors (contraceptive use to prevent unintended pregnancy).

Additionally, an individual may be stimulated by cues fo decision-making that may be
either personal or environmental factors (e.g., attending an educational program
advocating abstinence). Finally, modifying factors that influence health behaviors
included in this model are: sexual motivations and current sexual practices, beliefs,
attitudes and knowledge of reproductive health issues, psychosocial variables (e.g.,
values and commitments, preferences, past experiences, influence of others, differing
situations), and demographic variables (e.g., age, gender, socioeconomic status). This

model proposes that these cognitive constructs and mediating factors influence decision-
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making to perform contraceptive behavior and actual behavior. Thus, intervention should
be developed to influence the variables (e.g., knowledge, perceptions of beliefs/attitudes,
self-efficacy, communication and decision-making skills).
Intervention Programs

The mixed results of the programs in preventing pregnancies, based on the
research findings, may reflect that increasing adolescents' knowledge about contraception
and their access to family planning services are clearly important and necessary
components of any intervention aimed at reducing early childbearing (Cowley, Farley, &
Beamis, 2002). However, for many adolescents, other powerful social, economic, and
motivational factors play a critical role in determining the extent to which they ultimately
decide whether to take steps to prevent pregnancy. Thus, experts are increasingly citing
the need to develop alternative research models and conceptualizations that address these
important contextual factors or determinants of risk taking behaviors that take into
account adolescents’ attitudes towards contraceptive behaviors or pregnancy prevention
(Kirby, 1999). On the other hand, part of the challenge of studying the adolescent
contraceptive behavior and developing interventions to prevent unintended pregnancy is
because of the difficulties involved in accurately measuring factors influencing
contraceptive behavior change and measuring the cross-sectional and longitudinal
intervention effect. Therefore, although programs are making a difference in encouraging
youth to remain abstinent or use contraception when they have sex (Kirby, 2001), it
remains unclear which emphasis is most compelling in effecting behavioral change.

The Transtheoretical model (TTM), or Stages of Change model (Prochaska,

DiClemente, & Norcross, 1992), includes constructs, cognitive (e.g., feelings, beliefs,
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attitudes), motivational and social learning believed to influence the progression between
stages of change to explain intentional behavior (Prochaska & DiClemente, 1983). This
framework offers the perspective that takes into account that not all adolescents are
ready, willing, or able to engage in sexual health promotion activities specifically related
to pregnancy prevention. This paper goes beyond the original TTM model by proposing
the Contraceptive Behavior Change model (CBCM,; depicted in Figure 2) as a mechanism
for classifying existing primary pregnancy prevention programs, particularly those based
on sexual health and HIV education. CBCM is a multidimensional TTM that includes the
variables of knowledge, attitudes, sexual activity, contraceptive use, and pregnancy rate.
An examination of existing programs provided an increased understanding of which
domains were more effective in improving adolescent sexual health, safer sexual
practices, and decreased pregnancy rates. A literature review of the previous 2 decades on
primary prevention programs emphasizing the prevention of first time pregnancies were
reviewed and classified based upon the CBCM (see Table 1).
Instrumentation

Decision-making theory suggests that decision makers construct a balance sheet
of comparative gains and losses (Janis & Mann, 1977). Hence, the decisional balance
approach that emphasizes both the associated benefits and risks was developed to
measure the particular behavior in question. Similarly, the TTM identified two constructs
that individuals balance when contemplating behavior change: the pros (i.e., benefits) and
the cons (i.e., barriers) scale associated with the positive and negative consequences of
that behavior (Prochaska & DiClemente, 1986). These approaches, however, have not

been applied specifically to adolescent contraceptive use.
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Other than the decisional balance measures, there are no universal tools that
measure decision-making variables. Instead, several factor-specific instruments to
measure decision-making have been developed. The most widely used instrument is the
self-efficacy scale. Bandura (1986) proposed that self-efficacy reflects an individual's
judgment of his or her capability to perform particular behaviors in specific situations.
Self-efficacy was found to be a strong correlate and predictor of participation in many
health behaviors, including sexual activity, condom use, and contraceptive use (Galavotti
et al., 1995; Levinson, 1995; Marin, Gomez, & Tschann, 1993; Schnell, Galavotti, &
O'Reilly, 1993; Wulfert & Wan, 1993).

Thus, to effectively measure factors influencing contraceptive behavior change
and the cross sectional and longitudinal intervention effect, the proposed CBCM, a

combination of TTM and ACDMM, will address these areas and be used for this study.
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Table 1

Summary of the Literature Review of Pregnancy Prevention Programs

15

Author

Objective

Knowledge

Attitudes
/Beliefs

Self-
Efficacy
(Skills)

Sexual
Activity

Contraceptive
Use

Pregnancy
Rate

Arnold,
Smith,
Harrison &
Springer
(2000)

Evaluation of
the ENABL
program -
abstinence-
based
pregnancy
prevention
curriculum,
Postponing
Sexual
Involvement
(PSI).

Berger et al
(1987)

Community-
based clinic

Cagampang
& Barth
(1997)

School-wide
and
community-
based
activities
targeted at
delaying the
onset of
sexual activity
among youths

Christopher
& Roosa
(1990)

Abstinence
program
School-based

Coyle et al.
(1999)

Evaluation of
effectiveness
for the first
year of Safer
Choices.

Dawson
(1986)

Determine
effect of sex
education
upon
pregnancy &
birth control

Dycus &
Costner
(1990)

Sexuality
course-
Involving
parents and
school
counselors on
HIV, STDs, &
decision-
making
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Author Objective Knowledge | Attitudes | Self- Sexual | Contraceptive | Pregnancy
/Beliefs | Efficacy [ Activity | Use Rate
Eisen & Community
Zellman based program X
{1992)
Eisen, Comparing
Zellman, & | two types of X X X X
McAlister | sex education:
(1990) Health Belief
Model &
social learning
theory vs.
customary sex
ed. in school
Ferguson Pregnancy
(1998) prevention X X X
program.
Abstinence
taught for
avoiding an
unwanted
pregnancy,
STDs, &
HIV/AIDS.
Franklin et | Meta-analysis
al (1997) of 32 outcome X X X.
studies on the
primary
prevention of
adolescent
pregnancy
Frost & Postponing
Forrest sexual X X
(1995) involvement,
School- reducing the
based risk, school-
adolescent | community
pregnancy | program, self
prevention | center, & teen
programs talk
Howard & | School-based
McCabe program X X
(1990) developed by
hospital
Jorgenson | Abstinence-
et al. based
(1993) pregnancy X
prevention
program
Self-
development,
family values,
pregnancy, &
STDs.
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Author

Objective

Knowledge

Attitudes
/Beliefs

Self-
Efficacy

Sexual
Activity

Contraceptive
Use

Pregnancy
Rate

Kirby
(1985)

Evaluating 9
different
programs

X

X

X

X

Kirby
(1991a)

School-based
program
Preventing
unprotected
sexual contact
by: 1) using
contraception
methods and
2) abstinence

Kirby et al
(1991b)

Analysis of 6
school-based
clinics
providing
general
medical &
counseling
services

Ku,
Sonenstein,
& Pleck
(1992)

Evaluated
formal
instruction in
AIDS, birth
control, STDs,
and resisting
sexual activity

Levinson
(1995)

Sex Education
Program

Levyetal
(1994)

STD/HIV
prevention,
pregnancy,
resistance, and
negotiating
skills.

Lewis et al
(2000)

Examine the
effects of a
school-
community
partnership to
reduce the risk
of adolescent
pregnancy

Lieberman
et al (2000)

Abstinence-
based
prevention
program

McBride &
Gienapp
(2000)

Client-
centered
programs to
prevent
adolescent

pregnancy
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Author Objective Knowledge | Attitudes | Self- Sexual | Contraceptive | Pregnancy
/Beliefs | Efficacy | Activity | Use Rate
Malovizky, | Pregnancy and
Lavi & STD X X
Modan prevention
(1997) workshop
Marsiglio National
& Mott survey - X
(1986) school-based.
Measure the
sexual
activity,
effective CC-
use, premarital
pregnancy rate
Mauldon & | Effects of
Luker school-based X
(1996) sex education
on sexual &
contraceptive
behavior
Miller et al | Abstinence
(1993) program X
Monahan Community
(2001) based X X X
adolescent
pregnancy
prevention
program
Parcel et al | Compared
(1985) different kinds X X
of sex
education.
Philliber & | School-based
Allen program: Teen X
(1992) Qutreach
Somers & Computerized
Fahlman infant X X
(2001) simulator used
as a teen
pregnancy
prevention
program.
Thomas et | School-based
al. (1992) program X X X
Vincent et | Community-
al (1987) based program X
Wang, Evaluate
Taylor- association X
Nicholson, | between
& Adame health
(1989) education and
contraceptive
use
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Author Objective Knowledge | Attitudes | Self- Sexual | Contraceptive | Pregnancy
/Beliefs | Efficacy | Activity | Use Rate
Weisetal | Human X
(1992) sexuality
course
Weed & Reviewed 3
Jensen abstinence- X
(1993) based SE
programs.
Wight et al. | School based
(2002) program. X X
(SHARE)
Zabin Evaluation of
(1986a) pregnancy- X X X X
prevention
program
Zabinetal. | 3 yrsex
(1986b) education, X X X
counseling
program, &
contraceptives
available at
clinic nearby
school

Gap

Many studies have been conducted on adolescent decision-making that explore
the specific factors influencing sexual behavior and the decision to use contraceptives.
However, these studies failed to link these factors to actual execution of the planned
action and outcome measures over time leaving a gap between decision-making
regarding the practice of birth control protection and actual use. The gap must be closed
if decisions are to lead to unwanted pregnancy prevention. Therefore, this study examines
the missing link with the intent to close the gap by evaluating the effect of the intervention.

Exploring the link between decision-making and behavior is important since
decision-making may not necessarily lend itself to the execution of the chosen course of
action (Hewell & Andrews, 1996). This is particularly true because contraceptive

decision-making is an ongoing process for adolescents. A decision made at a clinic visit
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to practice safer sex may not be the same as the decision made at the time of the actual
sexual encounter. Furthermore, no longitudinal research has been done to discover if
adolescents who receive continual support in their decision-making will have better
outcomes. Hence, longitudinal research is considered in this study to measure the effects
of continual support of the adolescents' decision-making skills in relation to outcomes of
their contraceptive use decision-making.
Theoretical Framework: An Overview of Adolescent Decision-making and the
Transtheoretical Model of Change

Definition

Baumann and Deber (1989) defined decision-making as a situation where a
choice was made among a number of possible alternatives, often involving a trade-off
among the values given to different outcomes. Hastie (2001) relegated decision-making
to the entire process of choosing a course of action, but defined it as situation-behavior
combinations that included three essential components: alternative actions, consequences,
and uncertain events.

The process of decision-making involved resolution, where a distinct and stable
choice was made from the formulated alternatives (Friedman, 1996) and resulted in a
chosen course of action (Noell, Ary, & Duncan, 1997). Decision-making was made based
on knowledge and beliefs that (a) accentuated well-being (Koshar, 1999) and (b)
achieved a goal (Dolan, 2000). Decision-making was also influenced by contextual
factors (i.e., personal, environmental; Noone, 2002).

Decision-making, therefore, could be defined as a complex, dynamic, situational,

and cognitive process influenced by the personal and environmental context of individual
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lives. Hence, to have a better understanding of an adolescent's sexual behavior, one must
understand the context in which adolescent females made sexual decisions (Rosenthal,
1996).
Decision-Making Theories

Under the general term, decision-making, numerous cognitive and behavioral
processes have been implied (e.g., problem solving, choice, options, risk, judgment).
Many theories have been developed to explain, measure, and predict decision-making in
various disciplines within scientific and social science paradigms. In fact, a variety of
theories about decision-making has evolved in the last several decades. Some of the
health behavior decision-making theories will be discussed to provide a historical
overview of the various health decision-making models as applied to adolescent
contraceptive behavior.
Classical Decision Theory

Theories in decision-making were originally developed in the 1940s by
philosophers, mathematicians, and economists (Hastie, 2001) who were most interested
in understanding how people chose what action to take to achieve fluid but sometimes
conflicting goals in an uncertain world. These early economic theories, called normative
theories of choice, or classical decision theory, were based on an expected utility theory
first described by Von Neumann in the 1920s (Von Neumann & Morgenstern, 1947).
According to Von Neumann, individuals chose the best alternative that provided the
maximum positive utility; his theory prescribed how decisions were made in ideal
situations. Evaluation of the quality of decisions often took the form of whether it was

based on (a) logical and rational expectations, values, and preferences or (b) the
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achievement of ideal optimal outcomes that usually involved comparing the behavior
with the rational, normative models.

Subjective expected utility. The most common normative theory was the
subjective expected utility (SEU) theory that posited that individuals chose one action
among a possible set of actions based on their valuations (i.e., perceived costs and
benefits) of the possible outcomes of each action. This theory was proposed as an
appropriate framework for understanding how individuals made contraceptive decisions
(Luker, 1975; McKinney, Sprecher, & DeLamater, 1984). The SEU corresponding to a
particular action (e.g., using contraception or not using contraception) was the weighted
sum of the valuations attached to that action's possible outcomes (e.g., getting pregnant or
not getting pregnant), where the weights were the perceived probability of each outcome.
A rational decision maker made the action with the highest SEU value relative to
alternative actions (Von Wintefeldt & Edwards, 1986).

Theory of reasoned action. Ajzen and Fishbein's (1980) Theory of Reasoned Action
(TRA) was applied to the prediction of adolescent risk taking (Lewis, Melton, Succop, &
Rosenthal, 2000), but with only moderate success. It postulated that a specific health-
protective action was determined mainly by the intention to perform it. Intention was
shaped by attitudes toward performing the behavior that resulted from the knowledge of
its likely outcome and a normative factor (e.g., beliefs about what significant others
thought about the behavior in question). While this model worked relatively well in
predicting adult behaviors that were premeditated and rationally governed (Ajzen &
Fishbein, 1980; Fishbein & Ajzen, 1975), it was less successful in explaining actions

where contextual and emotional factors had a major role. In these cases, intentions were
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