EDITORIAL

Time for a change: putting the Transtheoretical (Stages

of Change) Model to rest

INTRODUCTION

The Transtheoretical Model of behaviour change, known
to many as the Stages of Change (SOC) model, states that
with regard to chronic behaviour patterns such as smok-
ing, individuals can be characterized as belonging to one
of five or six ‘stages’ (Prochaska et al. 1985; Prochaska &
Goldstein 1991; Prochaska & Velicer 1997). Stage defini-
tions vary from behaviour to behaviour and across differ-
ent versions of the model but in the case of smoking:
‘precontemplation’ involves an individual not thinking
about stopping for at least 6 months; ‘contemplation’
involves an individual planning to stop between 31 days
and 6 months, or less than 31 days if they have not tried
to quit for 24 hours in the past year; ‘preparation’
involves the individual having tried to stop for 24 hours
in the past year and planning to stop within 30 days (it
has been accepted by the proponents of the model that
having tried to stop should perhaps be dropped from this
stage definition); ‘action’ involves the individual having
stopped for between O and 6 months; ‘maintenance’
involves the individual having stopped for more than
6 months. In some versions of the model there is also a
‘termination’ stage in which the individual has perma-
nently adopted the new behaviour pattern.

The model further proposes that individuals progress
through stages sequentially but usually revert to prior
stages before achieving maintenance and then termina-
tion (Prochaska & Velicer 1997). The model also proposes
that different self-change strategies (the so-called ‘pro-
cesses of change’) are involved in moving between differ-
ent stages (Prochaska & Velicer 1997) and that the
different stages are associated with different beliefs
(assessment of the ‘pros’ and ‘cons’ of the behaviour and
self-confidence in ability to change the behaviour). It
argues that interventions to promote change should be
designed so that they are appropriate to an individual’s
current stage (Prochaska & Goldstein 1991). Moving an
individual from one stage to another is purported to be a
worthwhile goal because it will increase the likelihood
that this person will subsequently achieve the termina-
tion stage (Prochaska & Goldstein 1991). Proponents of
the model have argued that the model has revolutionized
health promotion, claiming that interventions that are
tailored to the particular stage of the individual improve
their effectiveness (Prochaska & Velicer 1997) (for a
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readily accessible outline of the model and the assessment
tools that accompany http://www.uri.edu/
research/cprc/transtheoretical.htm).

There are serious problems with the model, many of
which have been well articulated (Etter & Perneger 1999;
Bunton et al. 2000; Whitelaw et al. 2000; Sutton 2001;
Etter & Sutton 2002; Littell & Girvin 2002). However, its
popularity continues largely unabated. This editorial does

it see:

not seek to revisit the plethora of empirical evidence and
conceptual analysis that has been ranged against the
model. It simply argues that the problems with the model
are so serious that it has held back advances in the field of
health promotion and, despite its intuitive appeal to
many practitioners, it should be discarded. It is now time
for a change. A replacement is needed that more accu-
rately reflects observations about behaviour change, is
internally consistent, and generates useful ideas and pre-
dictions. It needs to provide a way of describing how peo-
ple can change with apparent suddenness, even in
response to small triggers. It needs to be a stimulus to
research that will go beyond a simplistic decision-making
model of behaviour and produce genuinely novel
insights. However, even in the absence of a new theory,
simply reverting to the common sense approach that was
used prior to the Transtheoretical Model would better
than staying with the model. In that approach people
were asked simply about desire to change and ability to
change and it was recognized that these were affected by
a range of personal and situational factors including
addiction.

This editorial draws primarily from research in smok-
ing. It is in this area that the model was first developed
and where much of the research relating to it has been
carried out. To give some idea of the extent of the domi-
nance of smoking, of 540 articles found in PubMed using
the search phrase ‘stages of change’, 174 also had ‘smok-
ing’ in the abstract or title, 60 had ‘alcohol’, seven
had cocaine, two had ‘heroin’ or ‘opiate’ and one had
‘gambling’.

WHAT IS WRONG WITH THE

TRANSTHEORETICAL MODEL

First of all the model is flawed even in its most basic tenet,
the concept of the ‘stage’. It has to draw arbitrary dividing
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lines in order to differentiate between the stages. This has
to mean that these are not genuine stages. For example,
an individual who is planning to stop smoking is in the
preparation stage if this is within the next 30 days (pro-
vided that the smoker has made a quit attempt that lasted
24 hours in the past 12 months) but only the contempla-
tion stage if it is in 31 days’ time (Sutton 2001). Bound-
aries between so-called ‘stages’ are therefore simply
arbitrary lines in the sand and statements of the kind ‘xx
per cent of smokers are in the “contemplation stage”
have little useful meaning. They should not be taken to
mean, as they so often are, that ‘xx per cent of smokers
are thinking about stopping smoking’.

Secondly, this approach to classifying individuals
assumes that individuals typically make coherent and
stable plans. People responding to multiple-choice ques-
tionnaires are compliant and will generally try to choose
an answer, but this does not mean that they think about
things in the terms set by the response options. Apart
from those individuals that set a specific occasion or date
for change (e.g. in a New Year'’s resolution), intentions
about change appear to be much less clearly formulated.
In what appears to be the first study of its kind, Larabie (in
press) found that more than half of reported quit attempts
in a general practice sample involved no planning or
preparation at all—not even going so far as to finish the
current packet of cigarettes. Another recent study found
considerable instability in intentions to stop smoking over
short periods (Hughes et al. in press). A high level of insta-
bility in stages has also been found in other domains (De
Nooijer et al. 2005).

Thirdly, it has been pointed out by others that the
stage definitions represent a mixture of different types of
construct that do not fit together coherently (e.g. time
since quit, past quit attempts and intention) (Etter &
Sutton 2002). It is not, as some of those using the model
would like it to be, a statement of ‘readiness’ to change.
Readiness or even preparedness is not actually assessed.

Fourthly, the model focuses on conscious decision-
making and planning processes and draws attention
away from what are known to be important underpin-
nings of human motivation. It neglects the role of reward
and punishment, and associative learning in developing
habits that are hard to break (Baumeister et al. 1994;
Mook 1996; Salamone et al. 2003). Much of the problem
of behaviour change arises from the fact that unhealthy
habit patterns become entrenched and semi-automated
through repeated reward and punishment (Robinson &
Berridge 2003). These processes operate outside con-
scious awareness and do not follow decision-making
rules such as weighing up costs and benefits. There is
little or no consideration of the concept of addiction
which is clearly a crucial consideration when it comes to
behaviours such as smoking.
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Where the model makes predictions beyond those that
could be made from common sense it has been found to
be incorrect or worse than competing theories (Farkas
etal. 1996; Herzog etal. 1999; Abrams etal. 2000).
Strong claims have been made for the model (Prochaska
& Velicer 1997) but the main body of evidence given in
support of the theory is that individuals who are closer to
maintenance at any one time are more likely to have
changed their behaviour when followed up (e.g. Reed
et al. 2005). The relationship is often not strong, and by
no means all studies find it (Hernandez-Avila et al. 1998;
Littell & Girvin 2002) but the fact that it is present is
given as evidence for the model. However, this says no
more than that individuals who are thinking of changing
their behaviour are more likely to try to do so than those
who are not, or that individuals who are in the process of
trying to change are more likely to change than those
who are just thinking about it. Put that way, it is simply a
statement of the obvious: people who want or plan to do
something are obviously more likely to try to do it; and
people who try to do something are more likely to succeed
than those who do not.

Surprisingly, the proponents of the model appear not
to report findings showing that the model is better at pre-
dicting behaviour than a simple question such as ‘Do you
have any plans to try to...?" or even ‘Do you want
to...?". However, where others have made the compari-
son (e.g. SOC versus a simple contemplation latter that
preceded it), little difference has been found (Abrams
et al. 2000), or a simple rating of desire has been found to
be better (Pisinger et al. 2005). There have also been
problems in the reliability of the assignment to categori-
cal stages, as one might expect given that these are des-
ignated arbitrarily (Hodgins 2001). One might imagine
that a scientific model would need to show an improve-
ment at least on this kind of simple assessment.

Proponents of the model may point to the fact that at
least it has drawn attention to the fact that many people
are not ready for interventions and progress can be made
by moving them in the direction of changing their behav-
iour. However, in the years that the model has been in use
there appears to be no convincing evidence that moving
an individual closer to action actually results in a sus-
tained change in behaviour at a later date. In fact, the his-
tory of behaviour change research is littered with studies
that have succeeded in changing attitudes without
accompanying changes in behaviour. Where interven-
tions have been developed that are based on the model
these have not proved more effective than interventions
which are based on traditional concepts. A recent review
comparing stop smoking interventions designed using
the SOC approach with non-tailored treatments found no
benefit for those based on the model (Riemsma et al.
2003). Another review of the effects of applying the
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model to primary care behaviour change interventions
has similarly found no evidence for a benefit (van Sluijs
et al. 2004) and nor has there been found to be a benefit
of applying the model in promotion of physical activity
(Adams & White 2005). By contrast, there is good evi-
dence that tailoring interventions in other ways, includ-
ing triggers and motives are more effective than
untailored approaches (Lancaster & Stead 2002).

WHY THE MODEL SHOULD BE
ABANDONED

The model has been little more than a security blanket for
researchers and clinicians. First, the seemingly scientific
style of the assessment tool give the impression that some
form of diagnosis is being made from which a treatment
plan can be devised. It gives the appearance of rigour.
Secondly, the model also gives permission to go for ‘soft’
outcomes such as moving an individual from ‘precon-
templation’ to ‘contemplation’ which is of no proven
value. Thirdly, it provides scientific labels to categorise
people who would otherwise have to be described using
phrases that any non-expert would understand: an indi-
vidual is a ‘precontemplator’ not ‘someone who is not
planning on changing’. Appealing as this may be, it is not
founded on evidence and arguably has been damaging to
progress.

The model tends to promote the wrong intervention
strategy. For example, precontemplators tend to be pro-
vided with interventions aimed at ‘moving them along’
the stages, for example by attempting to persuade them
about the benefits of changing. However, if their apparent
lack of interest in changing arises from their addiction,
these individuals may respond favourably to the offer of a
new and promising treatment as appears to have hap-
pened when the drug Zyban was launched as a smoking
cessation aid (e.g. Zwar & Richmond 2002).

The model is likely to lead to effective interventions not
being offered to people who would have responded. There
isnow evidence in the case of smoking cessation that help
should be offered to as wide a group as possible (Pisinger
et al. 2005a; b), but the SOC model can be taken as giving
permission to those attempting to promote behaviour
change to give weak interventions or no intervention to
‘precontemplators’. This approach fails to take account of
the strong situational determinants of behaviour. Behav-
iour change can arise from a response to a trigger even in
apparently unmotivated individuals.

It is common in the case of psychological theories for
which there is accumulating evidence that they are not
proving helpful, to argue that better measurement is
needed or that the theory has not been applied properly.
This particular model is no exception (e.g. DiClemente
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etal. 2004). In the end one is often forced to acceptance
that fundamental precepts of the theory are misplaced
and arguably that is the case here.

WHAT TO DO NOW?

A better model of behaviour change is clearly needed.
There are of course many other decision-making models,
such as the Health Belief Model (Garcia & Mann 2003)
and the Theory of Planned Behaviour (Garcia & Mann
2003). What is needed is one that operates at the same
level of generality as the SOC model and encompasses
decision-making processes and motivational processes
that are not necessarily accessible to conscious aware-
ness. The model needs to take account of the fact that the
behaviours concerned reflect the moment-to-moment
balance of motives. At a given time an individual may
‘want’ to do one thing (e.g. smoke a cigarette) but feel
they ‘ought’ to do something else (e.g. not smoke it)—but
these feelings and beliefs are not present most of the
time—they arise under specific circumstances. A model
of change needs to describe what these circumstances are
and how an individual’s desires and values are shaped
and changed. The model needs to consider the difference
between desire and value attaching to a specific behav-
iour (smoking a cigarette) vs. a label (being a smoker).
Lasting behaviour change relies on the balance of moti-
vational regarding the specific
consistently favouring the alternative whenever the

forces behaviour
opportunity to engage in it arises. The model of change
needs to describe and explain how this occurs. It is appar-
ent that self-labelling plays an important role in generat-
ing this consistency (Kearney & O’Sullivan 2003). An
individual who is committed to being a ‘non-smoker’ is
motivated to exercise restraint when temptation to smoke
arises. A ‘state of change’ model is needed which provides
a coherent account of the balance of motivational forces
that operate on habitual behaviours, and how these need
to change for a different pattern of behaviour to emerge.
It needs to consider ‘state’, not as an outcome but as a
measurable characteristic (possibly a self-label) that can
help to stabilize a new behaviour pattern. It is worth not-
ing, finally, that many practitioners already regard the
SOC model as a state of change model in that they infor-
mally consider it to represent the state of readiness to
change.

In the course of researching this editorial, I have been
forced to think about the kind of comprehensive model
that is required and have proposed a draft of a model
(West in press). It remains to be seen how far this can
form a more scientifically sound basis for analysis of
behaviour change. In the meantime, when it comes to
intervening to promote behaviour change, health profes-
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sionals should adopt the approach that worked well in
Russell et al.’s seminal study of GP advice (Russell et al.
1979) and has been found to be effective more recently
as well (Pisinger etal. 2005), which is to encourage
change in, and offer help to, all-comers (except those
who are clearly resistant). They should do this respect-
fully but firmly and with the offer of support and assis-
tance. When it comes to assessing motivation to change,
it would be better to revert to simple questions about
desire to change that were in place before the SOC model
was developed.

ROBERT WEST

Health Behaviour Unit

Department of Epidemiology, Brook House
University College London

2—-16 Torrington Place

London WCI1E 6BT

E-mail: robert.west@ucl.ac.uk
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