
www.manaraa.com

An Ecological Perspective on Health
Promotion Programs
Kenneth R. McLeroy, PhD

Daniel Bibeau, PhD
Allan Steckler, DrPH

Karen Glanz, PhD, MPH

Kenneth R. McLeroy and Daniel Bibeau are with the Department of Public Health
Education, University of North Carolina, Greensboro.

Allan Steckler is with the Department of Health Behavior and Health Education,
University of North Carolina, Chapel Hill.

Karen Glanz is with the Department of Health Education, Temple University, Phila-
delphia.

Address reprint requests to Kenneth R. McLeroy, PhD, Department of Public
Health Education, Room 49, McNutt Building, University of North Carolina at Greens-
boro, Greensboro, NC 27412.

During the past 20 years there has been a dramatic increase in societal interest in

preventing disability and death in the United States by changing individual behaviors
linked to the risk of contracting chronic diseases. This renewed interest in health pro-
motion and disease prevention has not been without its critics. Some critics have

accused proponents of life-style interventions of promoting a victim-blaming ideology
by neglecting the importance of social influences on health and disease.

This article proposes an ecological model for health promotion which focuses atten-
tion on both individual and social environmental factors as targets for health promo-
tion interventions. It addresses the importance of interventions directed at changing
interpersonal, organizational, community, and public policy, factors which support
and maintain unhealthy behaviors. The model assumes that appropriate changes in the
social environment will produce changes in individuals, and that the support of individ-
uals in the population is essential for implementing environmental changes.

INTRODUCTION

During the past 20 years, there has been a dramatic increase in public, private, and
professional interest in preventing disability and death in the United States through
changes in individual behaviors, such as smoking cessation, weight reduction, increased
exercise, dietary change, injury prevention, protected sexual activity, and participation
in screening and control programs. While much of this interest in health promotion
and disease prevention has been stimulated by the epidemiologic transition from infec-
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tious to chronic diseases as leading causes of death, the aging of the population, rapid-
ly escalating health care costs, and epidemiologic findings linking individual behaviors
to increased risk of morbidity and mortality,’ more recent development. such as the
AIDS epidemic, have also contributed.

Within the private sector, this interest in health promotion has led to the extensive

development and implementation of health promotion programs in the worksite,2 in-
creases in the marketing of &dquo;healthy&dquo; foods,3 and increased societal interest in fit-

ness.4 In the public sector this interest has led to national campaigns to control hyper-
tension’ and cholesterol,’ the establishment of the Office of Disease Prevention and
Health Promotion within the Public Health Service and the Center for Health Promo-

tion and Education within the Centers for Disease Control, the development and
implementation of community-wide health promotion programs by both governmental
agencies and private foundations,7 and the establishment and monitoring of the 1990
Objectives for the Nation in health promotion.8 Within the professions, interest in
health promotion led to the publication of the Lalonde Report in Canada,9 John
Knowles’ work on &dquo;The Responsibility of the Individuals and the Surgeon General’s
Report&dquo; on Health Promotion/Disease Prevention in the United States, and &dquo;Health
Promotion: A Discussion Document on the Concept and Principles&dquo; in Europe. 12
More recently, journals have appeared which are devoted exclusively to articles on

health promotion programs and activities (Note 1); existing journals both within and
outside of traditional public health disciplines have devoted theme issues to health
promotion topics (Notes 2 and 3); international conferences on health promotion have
been held (Note 4); and health education training programs have begun to focus more
extensively on health promotion topics and issues.

However, The increased interest in health promotion has not been without its
critics. Proponents of individually-oriented behavior change strategies have been ac-
cused of supporting a victim-blaming ideology which

serves as a legitimization for the retrenchment from rights and entitlements; in relation
to the social causation of disease it functions as a colossal masquerade. The complexi-
ties of social causation are only beginning to be explored. The ideology of individual
responsibility, however, inhibits that understanding and substitutes instead an unreal-
istic behavioral model. It both ignores what is known about human behavior and min-
imizes the importance of evidence about the environmental assault on health. It
instructs people to be individually responsible at a time when they are becoming less
capable as individuals of controlling their total health environment. Although environ-
mental factors are often recognized as &dquo;also relevant,&dquo; the implication is that little can
be done about an ineluctable, technological, and industrial society .... What must be
questioned is both the effectiveness and the political uses of a focus on life-styles and
on changing individual behavior without changing social structure and processes (page
256).13

In discussing the life-style theory of disease, Tesh notes that &dquo;the life-style hypothesis
approaches disease as though ill health is the result of personal failure. It dismisses
with a wave of a hand most environmental toxins and it ignores the crucial connection
between individual behavior and social norms and rewards. It is, in fact, a victim-blam-
ing approach to disease&dquo; (page 379). 14 While both of these authors recognize that a
life-style approach to disease prevention may yield marginal improvements in health,
they suggest that prevention strategies that focus on individual behavior changes

 at PENNSYLVANIA STATE UNIV on March 6, 2016heb.sagepub.comDownloaded from 

http://heb.sagepub.com/


www.manaraa.com

353

should remain secondary to environmental approaches, including changes in the physi-
cal and social environment (Note 5).

In responding to some of the health promotion critics, Green’s,’ notes that few
health promotion programs take an exclusively health behavior focus, and that pro-
grams which focus on system change must ultimately be concerned with both the be-
havior and health of individuals. Moreover, system-change approaches ultimately rely
on the consent of the governed in a democratic and pluralistic society, and must deal
with the issue of conflicting values. This suggests that the major challenge of system-
change approaches is implementing the changes.&dquo;7 7 .

Green’s position is partially supported by data from the National Survey of Work-
site Health Promotion Activities in which it was reported that of the 27% of worksites
offering stress management activities, &dquo;82.2% said they provided information to em-
ployees. while the same percent mentioned introducing organizational changes to in-
tervene with stress-producing activities (page 20).&dquo;’ Also, as Diana Chapman Walsh
has noted, employee and union support are critical to introducing systems approaches
to smoking control in the worksite.l9

However. Green’s response fails to recognize that the language we use, and the
models we adopt for health promotion programming, may still inadvertently serve to
direct our attention toward certain types of interventions and away from others.2o
Specifically, the use of terms such as &dquo;life-style,&dquo; and &dquo;health behavior&dquo; may focus
attention on changing individuals, rather than changing the social and physical envi-
ronment which serves to maintain and reinforce unhealthy behaviors. Green articu-
lated this focus in an earlier article.21

... The dominant contributions to the literature on interventions in health have been,
perhaps regrettably, from psychology.... Even in large-scale community interventions
such as the Stanford three-community studies, the behavioral science contributions to
planning the interventions have been made largely by psychologists. The result is that
the behavioral change interventions have tended to emphasize the individual, and have
been most useful in patient education. This concentration of behavioral science appli-
cations is sometimes at the expense of action on needed change in organizational, insti-
tutional, environmental, and economic conditions shaping behavior (page 217).

Thus, there is still the risk of a paradigm emerging for health promotion activities
which neglects the social causation of disease by its emphasis on individuals and indi-
vidual choices.22

The role of life-style and individual choices in determining health status may also
be misunderstood or misapplied by the general public. In a recent talk, the Surgeon
General. C. Everett Koop. noted the public retribution against cigarette smokers,
drunk drivers, teenagers who become pregnant, drug addicts, and wife beaters, and the
possibility that such retribution would spread to AIDS victims.23 The Circle K Corpo-
ration, as announced in a recent letter to employees, has dropped health insurance
coverage for conditions it defines as &dquo;personal lifestyle decisions,&dquo; including AIDS,
alcoholism, and drug use.24 Thus, even if professionals working in the health promo-
tion arena are successful in incorporating environmental influences into their interven-
tions, the language used to describe health promotion activities may, inadvertently, be
misused to support a victim-blaming ideology.

The extent to which health promotion focuses on individuals and individual choices
and ignores the social and organizational context of health-related behaviors may also
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affect the extent to which we are able to reach specific groups in society. For example,
Minkler25 has discussed the problems of developing health promotion programs to
reach the elderly in long-term care settings, and in reaching the poor, inner city elder-

ly.26 Similar problems are inherent in reaching groups in society who are at greatest
risk for behaviorally related health care problems, such as the poor, intravenous drug
users, delinquent adolescents, and the socially isolated.

ECOLOGICAL MODELS

One conceptual framework which serves to direct attention to both behavior and
its individual and environmental determinants is an ecological perspective, such as that

proposed by Urie Brofenbrenner.27,28 In Brofenbrenner’s model, behavior is viewed as
being affected by, and effecting, multiple levels of influence. Specifically, Brofenbren-
ner divides environmental influences on behavior into the micro-, meso-, exo-, and

macrosystem levels of influence. The microsystem refers to face-to-face influences in

specific settings, such as interactions within one’s immediate family, informal social
networks, or work groups. The mesosystem refers to the interrelations among the vari-

ous settings in which the individual is involved. These may include family, school, peer
groups, and church. The mesosystem is the system of microsystems. The exosystem
refers to forces within the larger social system in which the individual is embedded.

Examples might include unemployment rates which effect economic stability. The
macrosystem refers to cultural beliefs and values that influence both the microsystem
and the macrosystem. Examples would include cultural beliefs about smoking, such as
that promoted by the Marlboro man, or the importance of selected foods in establish-
ing cultural identity, such as black-eyed peas and collard greens on New Year’s day.
Not only do each of these subsystems affect behavior, but the subsystems themselves
may change as their members are replaced or altered. Thus, an ecological perspective
implies reciprocal causation between the individual and the environment, sometimes
referred to as a transactional model (Note 6).~’~°

By combining a theory of individual development with Brofenbrenner’s ecological
model. Belsky3’ has developed a framework to account for individual, family, social,
and cultural influences in child abuse. Brofenbrenner’s ecological model has also been
used as a framework for viewing Type A behavior,32 and identifying potential system-
level interventions. While not explicitly linked to Brofenbrenner’s model. Winett33 has
used an ecological model for assessing health life-styles. Also, Jackson34 has developed
a behavioral-environmental model of health problems that has been applied to health
promotion issues. Seidman has applied an ecological model using levels of analysis to
the problems confronting community pSyCilology,3’ and Kersell and Milsum36 have
used an ecological approach to integrate individual and environmental factors in study-
in behavior.
A public health model which can be viewed as an ecological or systems model is the

host-agent-environment i-node 1.31.111 Whereas most appropriately used with infectious
diseases- because of the usual presence of a single agent-the host-agent-environment
model indicates that population changes in infectious disease rates may be caused by
changes in the host, the agent, or the environment. For example, populations may
develop resistance to specific infectious diseases, thus lowering the infection rate. The
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agent may become more or less virulent; or the environment may affect the distribu-
tion or importance of specific vectors.

The importance of ecological models in the social sciences is that they view behav-
ior as being affected by, and affecting the social environment. Many of the models-
like Brofenbrenner’s-also divide the social environment into analytic levels that can
be used to focus attention on different levels and types of social influences and to

develop appropriate interventions. Thus, ecological models are systems models, but
they differ from traditional systems models by viewing patterned behavior- of individ-
uals or aggregates- as the outcomes of interest (Note 7).

One of the problems with many ecological models of social behavior is that they
lack sufficient specificity to guide conceptualization of a specific problem or to iden-
tify appropriate interventions. For example, the host-agent-environment model, by
collapsing the physical and social environment into a single source of influences, is

difficult to apply in identifying appropriate interventions of many current health

problems, particularly those related to health promotion. Moreover, the host-agent-
environment model was originally used with a focus on morbidity or mortality as out-
comes, and behavior as a contributing host characteristic, rather than viewing behavior
as an outcome of interest.

AN ECOLOGICAL MODEL FOR HEALTH PROMOTION

A variation on Broffenbrenner’s model-which is used as the conceptual framework
for this theme issue of Health Education Quarterly-also borrows from the work of
Belsky,3’ and Steuar t. 3 In this model, patterned behavior is the outcome of interest.
and behavior is viewed as being determined by the following.

(1) intrapersonal factors-characteristics of the individual such as knowledge,
attitudes, behavior, self-concept, skills, etc. This includes the developmental
history of the individual.

(2) interpersonal processes and primary groups-formal and informal social net-
work and social support systems, including the family, work group, and friend-
ship networks.

(3) institutional factors-social institutions with organizational characteristics, and
formal (and informal) rules and regulations for operation.

(4) community factors- relationships among organizations, institutions, and infor-
mal networks within defined boundaries.

(5) public policy-local, state, and national laws and policies.

An implicit assumption of these levels of analysis is that health promotion interven-
tions are based on our beliefs, understandings, and theories of the determinants of be-
havior, and that these five levels of analysis reflect the range of strategies currently
available for health promotion programming. Other levels of analysis could be em-
ployed as understanding of the causes and potential interventions to modify health
related behavior change.

The following discussion will review some of the processes operating at each of
these levels of analysis, how they affect health related behaviors, and potential health
promotion interventions that may be employed at each level of analysis.
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Intrapersonal Factors

As we have noted, many of the behavior change models used in health promotion
have been borrowed or adapted from psychology.&dquo; ’ Psychological models which have
been used to explain health related behavior or in program development include:
value-expectancy theories and attitude change models, such as the health belief mod-
el40 and the Fishbein theory of reasoned action ;4 social learning theory;42,43 con-
cepts of control, including locus of control, 

44 and the psychology of control ;45 mod-
els of stress and coping;46 attribution theories ;41 personality theories, such as type-A
behavior48 and the Hardy Personality;49 models of decision making;50 developmental
models;21 and models which incorporate incentives, borrowed from social learning
theory or operant conditioning.sLs2

When psychological theories are applied to specific health problems or health rela-
ted behaviors, the resulting models may incorporate physiological processes and/or
interpersonal influences. Models of smoking acquisition and maintenance, for example,
may include concepts of nicotine metabolism and excretion,53 and the role of family
and peers as role models or social influences in the acquisition of smoking behavior by
teens. sa

Our interventions may also incorporate techniques to modify the nature and extent
of social influences. For example, many adolescent smoking prevention programs in-
corporate peer pressure resistance training (or social inoculation) and information
about parental influences;5 and smoking cessation programs and weight loss programs
may incorporate social support mechanisms. However, even when programs incorpo-
rate social influences as part of the intervention-such as in peer counseling programs
-the purpose is to change individuals, rather than to modify the social environ-

ment.s6 Adolescents are trained to resist interpersonal influences related to smoking,
rather than attempting to modify the norms and values that adolescents’ cliques, net-
works or families have about smoking. These interventions may reflect the implicit
assumption that the proximal causes of behavior and/or mechanisms for producing
behavioral changes lie within the individual, rather than in the social environment.

Interventions at the intrapersonal level, then, use a variety of intervention strategies
or levels of intervention-such as educational programs, mass media, support groups,
organizational incentives, or peer counseling-but the theory of change is one of

changing individuals, and the targets of the intervention include characteristics of the
individual, such as knowledge, attitudes, skills, or intentions to comply with behav-
ioral norms. This distinction between levels of intervention and the targets of interven-
tions is an important one in understanding ecological strategies, and is similar to
Steuart’s distinction between units of practice (the theory of the problem) and units
of solution (levels of intervention). 5 7

Interpersonal Processes

Interpersonal relationships with-family members, friends, neighbors, contacts at
work, and acquaintances-are important sources of influence in the health related be-
haviors of individuals. For example, significant others are important influences in the
decision to visit a physician for non-emergency care, and the timing of doctor visits. S8 

8

Social relationships affect: How individuals cope with stress;&dquo; the acquisition and
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maintenance of alcohol and drug use behaviors;6° decisions about where to live;6 the
number of preventive health behaviors that individuals engage in;62 the risk of mental
illness;63 adolescents’ risk of pregnancy ’64 and the ability of adolescents to cope with
pregnancy;65 political attitudes;66 and the risk of morbidity and mortality.6’

Social relationships are essential aspects of social identity. They provide important
social resources, including emotional support, information, access to new social con-
tacts and social roles, and tangible aid and assistance in fulfilling social and personal
obligations and responsibilities.68 8 These social resources, frequently referred to as
social support, are important mediators of life stre SS.6 and important components of
overall well being.7o

Although the influence of interpersonal relationships on the health related behaviors
of individuals is widely recognized, health promotion interventions that use interper-
sonal strategies have typically focused on changing individuals through social influ-

ences, rather than on changing the norms or social groups to which individuals belong.
Examples in the areas of adolescent drug use and adolescent pregnancy prevention pro-
grams are discussed below.

Drug Use Prevention Programs

Drug use prevention programs that incorporate social influence interventions have
viewed social influences on drug use as either &dquo;peer pressure.&dquo; or within a social influ-
ence model in which drug use is viewed as being affected by individuals acquiring posi-
tive attitudes, values, or norms regarding drug use from their social groups. Interven-
tions based on a peer pressure model provide adolescents with knowledge and skills toy
resist negative peer influences; whereas interventions based on a social influence model
include information on the social antecedents and consequences of drug use. and
attempt to modify individuals’ perceptions of group norms about the use of drugs
through the use of peer counselors.&dquo;

The problem with these approaches to incorporating social influence interventions
into health promotion programs is that they ignore important aspects of the structure
and function of social relationships. Peer influence and coercion are approached as if
they were the result of a collection of dyadic interactions. What is missing is a recogni-
tion of the importance of the source of influence and the social groups to which indi-
viduals belong.’2 For example, one can think of individuals as belonging to one or
more social networks, with networks defined as individuals who share linkages. Net-
works vary in both structure and function. Structurally, some networks are relatively
homogeneous, whereas others are more heterogeneous. In some networks all members
are connected to one another, while other networks may be more diffuse (less dense).
In some networks, individuals share multiple linkages (multiplexity). while in other
networks relationships are less tight. Functionally, networks may provide individuals
with a variety of social resources, including information. access to social contacts.
social identity, emotional support, and instrumental support. 

7 Both the structure and

function of adolescent social networks may affect the risk of drug use.
Structurally, we may hypothesize that adolescents who have primary membership

in a dense, homogeneous network will be more influenced by the norms and values of
that group than individuals who belong to multiple, less dense, less homogeneous
groups.’4 Since adolescent social networks may be more or less accessible depending
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upon both the characteristics of the network and the characteristics of the individual,
individuals may be attracted to what are perceived as more deviant networks because
they are perceived as being more accessible, or because the deviant networks occupy
positions of relatively high status, or are more influential within a given setting.75,76

Funtionally, the nature of the networks to which an individual belongs will affect
access to and the acceptability of information-such as that pertaining to drug use. As
Wellman&dquo; notes,

People do not form their attitudes in direct response to their attributes, which in

themselves have no causal force. Rather, people acquire norms, as they do other pieces
of information through their ties in social networks. Information flows between net-
work clusters through shared members. Where these clusters have few links to other
parts of the network, distinctive subcultures form. Thus, not only is normatively
guided behavior constrained by the structure of networks, but the inculcation of these
norms is differentially reproduced through these networks (page 165).

Networks influence not only the behavior of individuals within the network, but
also the behavior of individuals who are outside of the network linkages. In his study
of adolescent network relationships within schools, Cairns 74 has reported that adoles-
cent cliques may exist among aggressive students-instead of aggressive individuals
being socially isolated as previously reported in the literature- and that aggressive
cliques may be the dominant social grouping in some schools. Thus, cliques composed
of aggressive students may be feared and respected by other students and may influ-
ence the behavior of students who are not members of the aggressive clique by effect-
ing their relationships with other students in the school.

Therefore, using a network framework, we can conceptualize schools as represent-
ing overlapping friendship networks with varying degrees of influence on individuals’
behaviors, depending upon the norms of the group(s), the importance of the networks
for the individual, and the extent to which the individual is exposed to conflicting in-
formation through belonging to multiple networks.

This reframing of the problem of adolescent drug use from one of nebulous peer
influences to one of how existing network structures may influence individuals’ be-
haviors, allows one to begin thinking about non-individual interventions for drug abuse
prevention. That is, our drug use prevention programs might focus on:

(1) Changing the norms about drug use within existing networks;
(2) Increasing accessibility to less deviant adolescent peer groups;
(3) Creating alternative networks; and
(4) Decreasing the desirability of membership in deviant networks.

Adolescent Pregnancv Prevention

Similar strategies apply to adolescent pregnancy prevention, 78 programs to increase
seat belt use,’9 and programs to promote other positive behaviors.8° In adolescent
pregnancy prevention, for example, there is evidence that friendship patterns both
effect and are effected by levels of sexual experience, at least among white adolescent
males and females. White adolescent females who have sexually active best friends are
more likely to become sexually active than if their best friends are not sexually exper-
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ienced. White males, however, may select best friends on the basis of sexual experience,
rather than being directly effected by best friends’ level of sexual activity.8’ ~82 Thus,
there is evidence for differential friendship patterns based on sexual experience.

Families and sexual partners may also influence adolescents’ risk of pregnancy. For

example, the age at which adolescent females initiate sexual activity is associated with
the age at which their mothers initiated intercourse, and adolescent females with
mothers or siblings who became pregnant during their teens are also more likely to be-
come pregnant as teenagers. Adolescents in more committed relationships with their
partners, and who have better communication patterns with their partners are more

likely to use effective contraceptives.83
This evidence of peer and family influences on risk factors for adolescent pregnancy

suggests that prevention programs need to include interventions directed at these
sources of influences. Specific types of interventions could include family support pro-
grams network development, support groups, skills training,84 and the development of
norms for contraceptive use in male adolescent networks.

Interpersonal Interven tions

The importance of interpersonal influences in drug use and adolescent pregnancy
suggests that, from an ecological perspective, interpersonal approaches should be
designed to change the nature of existing social relationships. Specifically, they should
be designed to modify the interpersonal social influences which serve to encourage,
support and maintain undesirable behaviors. While the ultimate target of these strate-

gies may be changes in individuals, the proximal targets are social norms and social
influences.

Organizational Factors

Implicit in the preceding discussion is the assumption that an ecological perspective
tends to refocus attention away from strictly intra-individual factors and processes
which affect behavior and more towards environmental determinants of behavior, such
as the effects of interpersonal relationships. A third level of environmental considera-
tions within the ecological framework concerns organizations. Specific areas of con-
cern include: how organizational characteristics can be used to support behavioral

changes; the importance of organizational change as a target for health promotion
activities; and the importance of organizational context in the diffusion of health pro-
motion programs.

Organizational Supports for Behavior Change

With many people spending one-third to one-half of their lives in organizational
settings-beginning with formal day care settings and extending through primary and
secondary schools, universities, and work settings-it is obvious that organizational
structures and processes can have substantial influence on the health and health related
behaviors of individuals. In the worksite, for example, the technology of production
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may expose individuals to hazardous chemicals and risks from injuries and accidents.
The pace of work, excessive work loads and responsibilities, job complexity, shift
work, and monotony have all been related to stress at work and to subsequent health
effects. Management styles, lack of participation by workers, poor relationships with
supervisors, and communication problems are also social worksite hazards.85

Organizations may have positive as well as negative effects on the health of their
members. Organizations provide important economic and social resources. Organiza-
tions are important sources and transmitters of social norms and values, particularly
through individual work groups and socialization into organizational cultures.86 Vol-
untary organizations, such as neighborhood and professional associations, may serve as
important mediators or mediating structures between individuals and the larger politi-
cal and economic environment. 87 Organizational memberships are also an important
component of social identity, and free time may be organized around participation in
voluntary associations, such as churches, professional groups, and local neighborhood
organizations.

As a context for health promotion activities and programs, organizations- particu-
larly worksites-provide the opportunity to gain access to large groups of people
where they spend much of their time.88 Organizations provide the opportunity to
build social support for behavioral changes, particularly if the new behavior is a group
norm.89 Organizational characteristics, such as the use of incentives, management and
supervisor support, changes in rules and regulations (e.g., smoking restrictions),
changes in benefits (e.g.. insurance coverage and child care), and changes in the struc-
ture of work (e.g., time off to participate in health related activities) may all be used
to support behavioral changes.90.91

Many of these characteristics of organizations have been used to support health pro-
motion activities within worksites. Group competitions-which may promote group
solidarity and cohesion-have been used in weight loss programs.92 Incentives have
been used to promote smoking cessation and seatbelt use. 93 94 Stress reduction inter-
ventions have included improving worker supervisor relationships through supervisor
training.95 Corporations have begun to ban smoking at work and/or establish non-
smoking areas,96 and some corporations have included environmental modifications-
such as changing and/or labeling food offerings in cafeterias-to support diet and
weight loss changes.3 Companies may also allow workers time off from work to par-
ticipate in worksite programs, or may restructure working hours to encourage partici-
pation.97,98

Organizational Change As the Target for Health Promotion

While many worksite programs have used organizational changes to encourage or
support behavioral changes among employees, the target of these interventions is

usually einployees, and not the organization itself. An important component of organ-
izational strategies that may be under-emphasized in worksite programs is creating
healthier environments in addition to creating healthier employees.99 A focus on
healthier environments may require that health promotion programs adopt an organ-
izational development role, and establish linkages to other health-related efforts within
the organization, including environmental protection, safety, and union and personnel
activities. For example, a major health promotion effort in the worksite could involve
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the development of adequate day care services or alternative work schedules for work-
ers with young children, in addition to offering classes in stress and time management.
The Green 100 article in this issue of Health Education Quarterly discusses the differing
responsibilities of management, workers, and unions in achieving a comprehensive
ecological approach to workers’ health.

This discussion assumes that one of the purposes of health promotion programs in
the worksite is to change &dquo;corporate culture&dquo;; that is, to include concerns about health
outcomes in both tactical and strategic organizational decision making, and to include
health related norms and values as part of the corporate ideology. There are existing
examples of this both within and outside of the worksite. Johnson and Johnson 1 01 has
established as a corporate goal having the healthiest workers in the world through
changing workers and changing the worksite environment. In this issue of Health Edte-
cation Quarterly, Robins and Klitzmanl°2 discuss the impact on worksites of a pro-
gram to address the new Federal regulations governing hazard communications. They
suggest that health education programs in the worksite can influence the importance
of health as a worksite issue. Parcel, Simons-Morton, and Kolbe 1 03 discuss four phases
of change in facilitating adoption of broad-based health programs in schools, including
institutional commitment, changes in policies and procedures, changes in the roles and
actions of staff, and new learning activities.

Organizational Influences on Program Diffusion

Nowhere is reciprocal causation between programs and organizations more evident
than in the adoption, implementation, and institutionalization of programs in com-
munity settings. 104 Few community health promotion programs are &dquo;free standing.&dquo;
Rather, community health promotion programs are almost always initiated or conduc-
ted within some type of community organization or agency. Such organizations have
been termed &dquo;host organizations.&dquo;’ 0 Because funding has been available from federal
and state sources, and private foundations, many organizations including schools, local
and state health departments, hospitals, and voluntary community health agencies
have initiated and implemented health promotion programs.

A current area of concern among health promotion practitioners and researchers is
the extent to which health promotion programs located within host organizations
survive over a long period of time in order to become firmly rooted in their host organ-
izations. Because the missions and goals of these host organizations are often incom-
patible with health promotion program objectives and activities, many programs do
not survive their initial period of grant funding. Such programmatic deaths can be both
wasteful and harmful. They are wasteful in that it often requires considerable financial
and human resources to implement successful programs. Premature termination, there-
fore, can be disruptive both to the organization that has made accommodations to
implement the program, and to staff careers, since workers often make significant
investments in such programs. Program termination can also be harmful in that it may
be much harder for organizations to reestablish community trust after successful pro-
grams are prematurely ended.’ 

06

When health promotion programs do survive past the initial funding period and be-
come integrated into the host organization, they are said to have become institution-
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alized.10’ An important goal of health promotion program practitioners, then, is to

facilitate the institutionalization of successful programs.

Program institutionalization is often thought of as the final step in an organiza-
tional process. An organization first becomes aware that some type of problem exists,
it searches for and evaluates potential solutions to the problem, it selects a particular
course of action, it implements the course of action (usually on a trial basis), it modi-
fies what it has implemented, and over time, the innovation becomes integrated into
the organization (i.e., institutionalization occurs).’°’ In this process model of program
innovation, the innovation both modifies and is modified by the host organization.

Important organizational processes operate at each stage to affect the degree of
implementation, and the depth and breadth of institutionalization. For example, at
the implementation stage, support from upper level management for the innovation,
training of staff, and material support, are related to the degree of implementation.
During the institutionalization phase, perceptions of the costs and benefits of the inno-
vation, the development of coalition support around the innovation, the consistency
between the innovation and the organization’s mission and goals, and the extent to
which there is an appropriate niche for the innovation within the organization, are all
related to successful institutionalization.105

This suggests that an important organizational focus for health promotion programs
and staffs must be on securing upper level organizational support for program imple-
mentation. Staff must also develop support for health promotion activities within the
host organization. assuring that program goals and the host organization’s mission and
goals correspond. and develop and occupy a niche for program activities within the
host organization for program institutionalization. In this issue of Health Education

Quarterly, Monahan and Scheirerl08 discuss how the diffusion of preventive health
programs in schools may be stimulated by external program advocates. Program advo-
cates. such as state offices, may serve as linking agents between end users and the
developers of an innovation to facilitate adoption and implementation.

Organizational Change and Health Promotion

Tills discussion of organizational processes in health promotion suggests that organ-
izational changes are inherent in an ecological approach. Organizational changes are
necessary to support long term behavioral changes among individuals, organizational
change is an essential component of creating an organizational culture supportive of
health issues, and organizational changes are necessary prerequisites for the adoption,
implementation, and institutionalization of health promotion programs.

Community Factors

The concept of &dquo;community&dquo; has been identified as one of the key ideas in sociol-
ogy.l09 and has historically occupied a central role in public health.11o However, the
term &dquo;community&dquo; has been defined in so many ways and used in so many contexts,
that it has lost much of its meaning. Community may be used to refer to the psycho-
logical sense of community, 111 a political entity,&dquo;2 a functional spatial unit meeting
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sustenance needs.’ 13 a unit of patterned social interaction.’ 14 or simply an aggregate
of individuals in a geographic location. I 13 

3

For the purposes of this paper community is viewed as having three distinct mean-
ings. First, community refers to mediating structures, or face-to-face primary groups to
which individuals belong. This view of community embraces families, personal friend-
ship networks, and neighborhoods. This is analogous to Brofenbrenner’s definition of a
mesosystem.27 Second, community can be thought of as the relationships among
organizations and groups within a defined area, such as local voluntary agencies, local
governmental health providers. local schools, etc. Third, community is defined in geo-
graphical and political terms, such that a community refers to a population which is

coterminous with a political entity, and is characterized by one or more power struc-
tures. 11 5,116 The importance of these varying definitions of community is that they
have differing implications for the development and implementation of health promo-
tion interventions.

Community As Mediating Structures

An important component of community includes what have been called &dquo;mediating
structures. ,,87 These include family, informal social networks, churches, voluntary
associations, and neighborhoods, that may be important sources of social resources
and social identity.

These mediating structures are repositories and important influences on the larger
communities’ norms and values, individuals’ beliefs and attitudes, and a variety of
health related behaviors. Because mediating structures represent strong ties, changes
in individuals without the support of these mediating structures is difficult to achieve.
Mediating structures also serve as connections between individuals and the larger social
environment. 8 7

Health promotion programs may use these mediating structures to deliver services
within communities, or may attempt to develop or strengthen existing neighborhood
organizations. For example. Eng, Hatch, and CaIlan39 have discussed the important
social functions that churches provide in rural, black communities, and the use of

these organizations as the focal point for health related interventions. Lasater, Wells,
Carleton, and Elder&dquo;’ have also discussed the use of churches as intervention sites in
a spin off of the Pawtucket Heart Health Program. A community organization ap-
proach is represented by Minkler’s workz6 in the Tenderioin District.

Community As Relationships Among Organizations

The second definition of community concerns the relationships among organiza-
tions within a political or geographic region. In many communities, the total resources
available for health and human services is severely limited. This is particularly true in
rural areas and small towns, and in some areas of the country where cities and states
are facing fiscal crises. Thus, in many communities organizations and agencies may
compete with each other for scarce resources, including donations, volunteer time,
media attention, and city and county tax dollars. Since many community organiza-
tions may provide similar or related services, resource competition may carry over to
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competition and lack of collaboration in programming, resulting in inefficient use of
resources. Since health promotion services, as with basic health services, are generally
provided through existing community organizations, relationships between the host

organization and other community agencies may be a critical issue in the development
and delivery of services. A community focus, then, for health promotion activities may
include increasing coordination among community agencies, and coalition building to
influence community awareness, local health policies, and resource expenditures.

Discussions of interventions to promote interagency coordination are provided by
Hasenfeld and Tropman&dquo;8 and Roemer.119 Specific to health promotion/disease pre-
vention, Winder 120 discusses the development of a pesticide forum to coordinate com-

munity concerns and health agency involvement with environmental pollutants,
Minkler26 addresses involving community organizations in work with thc poor, inner

city elderly, Defrank and Levenson 121 discuss the formation of a health promotion
consortium, and Freudenberg and Golub’22 discuss the formation of a New York City
Coalition to End Lead Poisoning.

Community As Power

The third definition of community within the context of health promotion con-
cerns community as power structures. Power structures in cities, counties, and states,
often play a critical role in defining community health problems and allocating re-
sources-including funding, technical assistance, staffing, materials, and official and
unofficial approvals-for their amelioration.

One of the most important roles played by community power structures is in con-
trolling what issues are allowed to be placed on the public agenda.’ 1 Since health
promotion issues may have political and economic ramifications, there will be poten-
tial consequences for powerful segments of the community. For example, smoking is
not just a health issue. It is also an important economic issue. In the South the eco-
nomics of smoking effects farmers, warehouse workers, and cigarette manufacturers.
Elsewhere in the United States, smoking is an economic issue to those who transport
tobacco products, advertising agencies, sales organizations, retailers, and governments
that benefit from taxes on tobacco products. Similarly, diet, nutrition, and obesity
problems are of economic interest to farmers, food processors, retailers, and restau-
rants.

Those who plan and conduct health promotion programs often overlook the politi-
cal and economic consequences of their proposed interventions. Such oversights can
lead to programmatic failure because important community power structures actively
or passively block effective program implementation due to real or potential threats to
their political and economic interests.

Also. those with the most severe health problems within a community are often
those with the least access to sources of community power. They are the poor, the
minorities, the rural, the uneducated, the unemployed or the underemployed, the
homeless, the handicapped, and those with socially derided health conditions such as
AIDS, mental illness, and alcoholism. Such groups are often left out of the process of

defining problems and developing programmatic solutions. Such groups are often
labeled perjoratively as &dquo;the hard to reach.&dquo; They are hard to reach because their indi-
vidual problems are so severe that they have little time, energy, or resources for partici-
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pating in larger community structures and activities. Such groups are rarely politically
organized and are cut off from community political processes and community power
structures. Because of their social and political isolation they become the objects of
services and programs which, while well intentioned, often fall short of solving basic
problems.

An essential component of community health promotion, then, is increasing access
by the disadvantaged to larger community political and power structures. Strategies
to achieve this goal may include: (1) establishing contacts among divergent community
networks, 12 3 (2) including representation from the disadvantaged population on
community boards ;124 and (3) community organizing strategies.lzz,125

Community Interventions

The preceeding discussion indicates that defining communities as aggregates of in-
dividuals sharing common demographic or geographic characteristics neglects an

important aspect of community, that is communities as relationships. Neglecting rela-
tionships may reduce the acceptability of our interventions within specific subgroups
by neglecting the variations that exist within geographical areas in values, norms, atti-
tudes and behaviors. These variations are not random, however, but are linked to

specific networks and subcultures. The extent to which our interventions conflict with
or support subcultural norms and values is the extent to which we can expect specific
subgroups in the community to resist or support our approaches. Furthermore, neg-
lecting the relational features of communities may also lead us to disregard important
characteristics of communities that may be used to support health related interven-
tions.

Public Policy

One of the defining characteristics of public health-apart from its emphasis on the
health of populations rather than the health of individuals-is the use of regulatory
policies, procedures, and laws to protect the health of the community.126 This use of
regulatory policies has had a dramatic effect on the health of the population. McKin-
lay and McKinlay, for example, have estimated that the most of the decline in mortal- ,

ity that occurred in the United States between 1900 and 1973 occurred as a result of

improvements in water supply, sanitation, housing, and food quality, 12 including
laws governing the pasturization of milk.12 

8

The success of these policies in reducing death and disability from infectious
diseases has led to the development of public policy approaches to address health risks
from chronic diseases. These include: policies that restrict behaviors, such as prolibi-
tions on smoking in public buildings and restrictions on alcohol sales and consump-
tion ;129 policies which contain behavioral incentives, both positive and negative, such
as increased taxes on cigarettes and alcohol ;130 policies which indirectly affect behav-
iors, such as reduced price supports for tobacco;131 and policies that allocate program-
matic resources, such as the Prevention Block Grants, establishment of health promo-
tion centers in selected universities, and the establishment of health promotion offices
and agencies in federal and state government. Policies may also affect access to health
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promotion resources through the establishment of eligibility criteria, and the appropri-
ateness of health promotion interventions by restrictions on how programmatic re-

sources may be used. Examples include federal restrictions on adolescent pregnancy
prevention programs and the use of AIDS money in the development of promotional
materials.

There are several important roles for health promotion professionals in policy devel-
opment, policy advocacy, and policy analysis.132 Policy development activities may
include increasing public awareness about specific health and policy issues, and educat-
ing the public about the policy development process. Public advocacy can take the
form of encouraging citizen participation in the political process-including voting and
lobbying, organizing coalitions to support health policy related issues, and monitoring
policy implementation, at the federal state, and local level. A policy analysis role

would include providing policy makers, the general public, and target populations with
policy options and promoting public input into the policy making process.

There is an important link among these policy roles and the concepts of community
discussed earlier. Policy development, public advocacy, and policy analysis have im-
portant implications for communities. Berger and Neuhaus87 argue that public policies
should be designed to strengthen, rather than weaken the voluntary associations which
serve as mediating structures. As Milio’ 31 notes, &dquo;the task for public policy becomes
one of creating environments- all of which have biotic and constructed socioeconomic
and interpersonal facets-that are likely to elicit health responses for most people
most of the time (page 4).&dquo; While Milio is generally speaking of the larger social envi-
ronment, her statement also applies to the mediating structures in communities.

It is also important to recognize that mediating structures in a community serve as
connections between individuals and the larger social environment. Mediating struc-
tures serve as points of access to, and influence on, the policy-making process. Thus,
the task of health promotion professionals-whether in policy development, advocacy,
or analysis-is to strengthen the ability of mediating structures to influence policy;
thereby, strengthening the mediating structures and their ability to meet the needs of
their members.

IMPLICATIONS OF AN ECOLOGICAL APPROACH

The preceding sections of this article have focused on identifying the need for and
characteristics of an ecological perspective on health promotion, with brief examples
to clarify each level of the ecological model. The purpose of an ecological model is to
focus attention on the environmental causes of behavior and to identify environmental
interventions. The six papers included in this theme issue provide in-depth reports on
a variety of applications of ecological perspectives, addressing different health pro-
grams in a variety of settings. As we have noted, and as the authors of the subsequent
articles make clear, recent examples of practice applications of ecological models do
exist, although they do not dominate, the landscape of health promotion programs.
Further, some of the differences between individually-focused and ecologically-
focused health promotion strategies are subtle, the central differences being in under-
lying philosophies and specified targets of change.

Wallerstein and Bernstein142 discuss the adaptation of Paulo Freire’s ideas about
empowernent education to health education, and present a case study of an Alcohol
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and Substance Abuse Prevention (ASAP) program in New Mexico. Freire’s ideas

emphasize education as liberation, social action to promote participation of individu-
als, organizations, and communities; and gaining control over one’s life and society.
The ASAP program uses peer education, experiential learning through interviews with
patients and jail residents, and adoption of active political and social roles in the com-
munity. The program aims at change at the institutional, public policy, and commun-
ity levels as means to effect interpersonal and intrapersonal health related behaviors.

In a review of environmental interventions to promote healthy eating, Glanz and
Mullis3 describe an interdisciplinary perspective on voluntary, organizationally-based
initiatives to reduce barriers to following healthier diets and creating opportunities for
action on a population-wide basis. They discuss five distinct types of interventions,
originating from various health and non-health sectors in society: changes in the food
supply, point of choice nutrition information, collaboration with private sector food
vendors, worksite nutrition policies and incentives, and changes in the structure of
health and medical care related to nutrition. Each of these types of interventions can
reach large segments of the population without imputing individual responsibility for
poor eating habits or requiring attendance at traditional educational programs. These
programs directly target several levels of an ecological model: institutional, public pol-
icy, community, and the physical environment.

Monahan and Scheirerl08 address the role of state health department dental offices
as linking agents in the diffusion of fluoride mouth rinse programs (FMRPS) in public
schools. They use a social ecology perspective to analyze the various levels affecting
the use of linking agents. Their findings indicate that the state dental offices acted as
pivotal interpersonal links in both program initiation and continuation, and that the

linking agents’ long term commitment promoted institutionalization of the school
FMRPs.

Another article focusing on school health promotion examines the phases of change
in a cardiovascular risk reduction program which integrates organizational change with
student learning strategies. Parcel, Simons-Morton, and Kolbe 1 03 engaged the involve-
ment of individuals and groups in the schools at all levels-students, teachers, adminis-

trators, and school district personnel-to facilitate adoption of broad-based health
programs. They identified four key phases of change: institutional commitment,
changes in policies and practices, changes in the roles and actions of staff, and finally,
new learning activities. Thus, effective implementation of school health promotion
programs requires active strategies to facilitate organizational adaptations to the inno-
vation, and the support of providers and administrators to ensure institutionaliza-
tion. 133

The growth of workplace health promotion has been a key area which has stimula-
ted critics of individually-oriented life-style change programs. In this issue, Robins and
Klitzman’ °2 present a description and evaluation of a hazard communication program
in one corporation with many local plants. They found that programs which were
more effectively implemented and better rated by workers were more likely to stimu-
late changes in organizational and working conditions at the plants. They stress the
importance of reaching people at all levels of decision making, and apply the ecological
model to the workplace in terms of five levels of intervention: the worker, the work
unit, the local plant, the corporation/institution, and society as a whole.

The concluding paper by Kathryn Green 1 00 addresses issues of responsibility for
health and control of factors influencing health in the context of workplace health
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programs. She presents a matrix dividing influences on worker health in terms of the
extent of control by employers and workers, and then analyzes the responsibilities
of parties involved in workers’ health. The worker, union, employer, and government
each bear responsibility for various areas of physical and psychosocial health. Such an
ecological approach to workers’ health will result in the use of a variety of change
strategies and recognition of the limits of worker control over situational, regulatory,
and societal factors.

These articles identify important issues in adopting an ecological perspective. First,
several of the articles discuss the importance of environmental supports for delivering
health promotion services. While some health promotion programs are short tern-
such as health fairs and some screening programs-developing environmental and
organizational support is necessary for adequate program implementation and ultimate
institutionalization.

Second, two of the articles discuss the use of environmental interventions to sup-

port individual behavior changes. These include changes in: the physical environment;
organizational rules and regulations; and corporate culture. However, neither program
attempted to address all levels of the model. Choices in where to intervene will be

largely a function of program resources, the mission and goals of the host organization,
and the theoretical model guiding the intervention. The importance of an ecological
perspective is that it broadens our outlook to include environmental interventions that
may support the behavior change process. This suggests the need to incorporate
ecological models in our training programs, and to consider the development of
specialty areas in health promotion practice.

Third, these articles identify the importance of evaluating health promotion pro-
grams at multiple levels. Since we know relatively little about how specific interven-
tions may effect changes in organizational and community environments, and how
these environmental changes may affect the initiation and maintenance of behavior
changes on the part of individuals, an important aspect of health promotion program
evaluation is to describe the change process.
A fourth issue raised by authors in this issue concerns placing sole responsibility for

health on individuals by over-emphasizing the role of behavior in determining health.
Even viewing behavior within an ecological perspective will not adequately address
many of the sources of ill health, such as economic inequities, discrimination, genetics,
toxic exposures in the environment, unemployment, etc., except as they effect behav-
ior. While an ecological model could be used to identify environmental sources of ill
health, the focus of the model as presented in this article is on environmental influ-

ences on behavior. The effectiveness of interventions using the model, then, will be
limited by the extent to which behavior contributes to health or illness.

Perhaps the most critical issues in applying ecological approaches to behavior
change are ethical ones. While strategies based on an ecological model tend to mini-
mize the likelihood of victim blaming, they can result in charges of coercion.’ 34 Policy
approaches, such as raising the taxes on cigarettes, or banning smoking in public
spaces, may be viewed as restricting individual rights and freedoms. Corporate incen-
tive programs for weight loss or smoking cessation may be subtly coercive when behav-
ior change is viewed as linked to job retention, promotion, or salary increases. Social
support interventions may also be coercive when interpersonal social influences are
used to achieve behavioral changes. Even mass media approaches may be coercive
when they are based on appeals to emotions, or manipulate information.135 Such
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approaches can also be viewed as a form of paternalism and are considered by some to
be an invasion of privacy.’36 6

An esscntial component of ecological strategies-in order to minimize the problems
of coercion and, particularly, paternalism-is active involvement of the target popula-
tion in problem definition, the selection of targets of change and appropriate interven-
tions, implementation, and evaluation. The process of using ecological strategies, then,
is one of consensus building.

By involving the target population in the description of the problem and its sources,
important health education has already occurred. 13 As noted by Wallerstein and
Bernstein in this issue of Health Education Quarterly, the process of planning and
implementing programs also shapes our consciousness about the causes and responsibil-
ties for health and illness, and may empower individuals and collectivities to address
health related problems.

However, the active involvement of the individuals and groups affected by health
promotion programs will not solve all of the problems associated with ecological
strategies. In many cases, it may not be possible to build consensus among all of those
affected, and in mass media campaigns, for example, it may not be clear who should
be involved in the consensus-building process.

In some cases, it may not be necessary to ethically justify restriction of individual
freedoms when the exercise of those freedoms imposes a clear harm to others. For
example, exposure of non-smokers to sidestream smoke may impose a health threat. In
the case of health threats, it is the responsibility of decision-makers to protect the
health of non-smokers by restricting the behavior of smokers. In other cases, where the
behavior of the individual has only direct effects on that individual, the ethical accept-
ability of using coercive strategies is much less clear.’ 

38 For example, coercing indi-
viduals into participating in an exercise program may be ethically questioned. Some
writers have suggested a comrnunitarian ethic as a justification for ecological strategies
to protect the public from voluntarily assumed risks to health.’ 

39 Other writers have

argued that many of the &dquo;voluntary&dquo; risks to health are not assumed voluntarily at all;
rather social factors influence and determine the risks that individuals assume.140 Thus
the use of social interventions to offset prevailing social influences are both appropri-
ate and ethical. In reality, not all ecological strategies are coercive, and the use of
coercive strategies will ultimately be restrained by legal and social sanctions. The pre-
vention of public resistance to ecological strategies will require educational approaches
to, &dquo;Assure informed consent from the public, and to assure that individuals who are
not ultimately protected by them are still in a position to protect themselves.&dquo;’ 41

Notes

1. For example, the American Journal of Health Promotion, Health Promotion: An
International Journal, and Corporate Commentary are all devoted to health pro-
motion issues.

2. For example, Health Education Quarterly has recently published theme issues on
"Ethical Dilemmas in Health Promotion," 14(1), 1987, and "The Role of the
Schools in Implementing the Nation’s Health Objectives for the 1990’s," 15(1),
1988, The Canadian Journal of Public Health recently published a "Special Health
Promotion Issue," 77(6), 1988.
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3. For example, the Journal of Social Issues recently devoted a theme issue to "Chil-
dren’s Injuries: Prevention and Public Policy." 43(2), 1987.

4. For example, the First International Conference on Health Promotion was held in
Ottawa, Canada, November 17-21, 1986.

5. Similar issues have been raised within health education. See for example, Freuden-

berg, N.: "Shaping the Future of Health Education: From Behavior Change to
Social Change." Health Education Monographs, 6(4): 372-377, 1978.

6. Reciprocal determinism is a component of many psychological models, such as
Bandura’s social learning theory. However, the sense of transactional models is

that individuals and environments interact over time to jointly determine each
other. This is distinct from some interactional models in which individuals and

environments jointly contribute to behavior, such as those tested by analysis of
variance or regression models.

7. Systems models, on the other hand, frequently use outcomes such as system func-
tioning or production.

8. A network framework also suggests that we need to reconceptualize peer educa-
tion models for preventing drug abuse. Clearly, peer educators should be selected
based on their position within existing networks. Instead, many peer education
programs rely on self-selected peers who may be peripheral to the existing net-
works within a school. Thus, we would expect the success of peer education pro-
grams to vary, depending upon the selection criteria for the peer educators.
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