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Abstract

Theory of Planned Behavior (TPB) is one of the most widely used psychological models when it comes to interventions may
usefully explaining and treat depression behavior. However, little is known about how acceptable patients find this approach. To
address this, the present study interviewed recent users of a Theory of Planned Behavior (TPB) self-help. In-depth semi-structured
interviews explored the experiences of thirty participants from a larger feasibility study. A stratified purposive sampling strategy
selected participants with varying intervention experience according to their intervention logins, as well as varying age, gender and
depressive symptoms.

Validation of Theory of Planned Behavior (TPB) is varied between participants. Those who found it more acceptable felt it was
relevant to their depression and reported feeling empowered by a self-help approach. The Theory of Planned Behavior (TPB) inter-
vention explaining and treat depression behavior is facilitated by a patients’ preference. However, patients may also have distinct
preferences for self-help. Future research should investigate the importance of the therapeutic orientation of Theory of Planned
Behavior (TPB) a self-help interventions and whether patients’ preferences for these can be reliably identified.
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Introduction

The Theory of Planned Behavior (TPB), an extension of the earlier Theory of Reasoned Action [1,2], has been used to understand the
initiation and continued performance of a variety of health behaviors under volitional control [3,4]. As shown in figure 1, the TPB posits
that the intention to engage in a specific behavior is a strong proximal indicator of the subsequent, actual performance of that behavior.
This fundamental assumption has been supported across a broad range of studies of health behavior. For example, a review of the appli-
cation of the TPB to health-related behaviors found the correlation between measures of intention and subsequent health behavior in 18
different studies ranged from 0.25 to 0.72 with a mean of 0.47 [5].
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Figure 1: Schematic representation of the Theory of Planned Behavior (TPB).
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The TPB has proven to be a useful framework for understanding initiation and maintenance of a variety of behaviors related to physi-
cal health, such as consumption of a healthy diet and participation in an exercise regimen (for reviews see [4,5]). The relationship between

attitudes and risk behaviors continues to be a relevant topic of research in various health areas [7].

Depression is one of the most significant causes of emotional suffering in late life and may also be a contributing factor to the morbidity

of many medical disorders [8].

Depression in older adults may be more persistent than depression earlier in life, often running a chronic, remitting course [9]. Clinical
depression is not a part of normal aging but should be considered a treatable medical illness, although it certainly may be associated with
problems of aging, such as loss, grief, and physical illness. The significance of late life depression is heightened by the fact that there are
an increasing number of elders in the United States and many other countries [10,11]. However, depression is associated with reduced
interest in previously enjoyable activities and deficits in motivation [12]. It has also been argued that for people experiencing psychosocial
difficulties a focus on the positive might be exhausting and stressful [13] and May not help people cope with the real and complex issues
they face [14].

This paper analyzes the role of (TPB) and explicit attitudes in treat depression behavior and is the first study in this field to integrate
the contributions of both the more recent perspective on implicit attitudes and the classic TPB approach. The aim of this study was to
explore the views of participants who had recently used a TPB approach intervention within a feasibility study, to address the research

question: What is the acceptability of a Validation of the Theory of Planned Behavior an intervention for treat depression?

The Present Study

The TPB provides a useful framework for understanding post-diagnosis explaining and treat depression behavior would have distinct,
clinical implications. Attitudes, norms, and perceived behavioral control are all characteristics of human behavior that are modifiable.
Thus, similar to the use of the TPB for guiding the development and implementation of interventions to facilitate intervention for treat

depression behavior.

The TPB could provide at least a partial blueprint for the development and implementation of interventions to facilitate post-diagnosis
treat depression related to enhance mental. Specifically, the TPB would suggest interventions to enhance positive treat depression behav-

ior be targeted toward identification of attitudes and perceptions of norms and perceived behavioral control relevant.

The present study is an initial test of the utility of the TPB for understanding intentions to engage in a variety of positive treat depres-
sion following post-diagnosis. Several specific hypotheses are advanced. In particular, it is hypothesized that stronger intentions to en-
gage in a specific depression behavior will be positively associated with a more positive attitude regarding that behavior, a more positive
subjective norm regarding that behavior, and a stronger belief in one’s ability to engage in that specific behavior (i.e. perceived behavioral
control).

Materials and Methods
Participants and procedures

Participants were sampled from a feasibility study evaluating the delivery of TPB intervention to patients self-identifying as depressed,
participants had to: (a) be = 18 years; (b) have a history of depression diagnosis and treatment; and (c) be able to read and write. Partici-
pants were recruited primarily from existing on depression information and support groups between January 2017 and April 2018. The
coordinator of each on-line group was contacted for permission to contact group members. If permission was granted, all group members
were sent an e-mail message containing a brief description of the study, an invitation to participate, and a link to a web-site containing the

study survey. A survey was conducted to collect socio-descriptive (age, gender, educational level, and occupation).

Goldberg depression questionnaire

e Demographic information: Specific questions solicited information regarding a participant’s age, gender, years of education, mari-

tal status, and race.

e (Clinical information: Participants were asked their specific depression diagnosis, time since depression diagnosis, and stage of

disease at diagnosis (local, regional, distant).
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e Current performance of depression behavior diagnosis and treatment: Information regarding performance of treat depression
behavior (eating a healthy diet, engaging in physical exercise) and four psychosocial health behaviors (reflecting on priorities in life,
spending quality time with friends and loved ones, engaging in charitable or volunteer activities, spending time in religious or spiri-

tual activities) was obtained using a similar set of questions. For each of these six behaviors, whether a respondent currently engaged

in that behavior on a regular basis was assessed.

¢ Behavior intentions: Based upon general recommendations by TPB developers [15], a set of similar items was used to assess inten-
tions to regularly engage in each of the six health behaviors examined. For example, intentions to regularly devote time to reflecting
on priorities in life were assessed by two items ‘During the next 30 days, I intend to regularly spend time reflecting on the priorities
in my life’ and ‘During the next 4 months, I intend to regularly spend time reflecting on the priorities in my life’. Responses were re-
corded on 5 point Likert scales with endpoints labeled ‘strongly disagree’ and ‘strongly agree’. Behavioral intentions for each of the

remaining five health behaviors were assessed using similar procedures.

e Behavior attitude: Based upon general recommendations by TPB developers [15], attitude regarding regularly engaging in physi-
cal exercise was assessed by the item ‘For me, regularly engaging in physical exercise would be..." Responses were recorded on two,
5-point Likert scales. One scale was anchored by the endpoints ‘positive’ at one end and ‘negative’ at the other. The other scale was
anchored by the endpoints, ‘unpleasant’ at one end and ‘pleasant’ at the other. Attitudes regarding each of the remaining five health

behaviors were assessed using similar procedures.

e Perceived behavioral control: Based upon general recommendations by TPB developers [15], perceived behavioral control regard-
ing the ability to regularly eat a healthy diet was assessed by the item ‘If | wanted, I could regularly eat a healthy diet’. Responses were
recorded on a 5-point Likert scale with one endpoint labeled ‘Strongly Disagree’ and the other endpoint labeled ‘Strongly Agree’. A
second item assessing perceived behavioral control regarding eating a healthy diet was ‘For me, regularly eating a healthy diet would
be...” with responses recorded on a 5-point Likert scale with one endpoint labeled ‘Very Difficult’ and the other endpoint labeled ‘Very

Easy’. Perceived behavioral control for each of the remaining five health behaviors was assessed using similar procedures.

e Subjective norm: Based upon general recommendations by TPB developers [15], subjective norm regarding regularly spending
quality time with family/friends was assessed by the item ‘Most of the people who are important to me would recommend that I
regularly spend ‘quality time’ with friends and loved ones’. Responses were recorded on a 5-point Likert scale with one endpoint
labeled ‘strongly disagree’ and the other endpoint labeled ‘strongly agree’. Subjective norms for each of the remaining five health

behaviors were assessed using similar items.

Analysis

Statistical analyses were performed using the SPSS 20. The criterion for statistical significance for all analyses was set at p < 05 unless
otherwise indicated. Similar to prior research [16,17], a composite behavior intention score was created for each of the six health behav-
iors by calculating the mean of the two behavior intention items for each health behavior (range 1 - 5). An identical approach was used to
create separate composite behavior attitude and perceived behavioral control scores for each health behavior. Higher composite scores
reflect stronger intentions to engage in a health behavior in the future, more positive attitudes toward a health behavior, and stronger
perceptions of behavioral control regarding a health behavior, respectively. Coefficient alphas for each of the three composite indices for

each of the six health behaviors examined are shown in table 1. All coefficient alphas exceeded 0.65.

The validation of the TPB to account for intentions to engage in explaining and treat depression behavior following depression diagno-
sis, a set of six hierarchical multiple regression analyses was performed. A separate regression analysis was conducted for each of the six
health behaviors. The dependent variable in the regression analysis was the composite behavior intention score for that specific health
behavior. In all six regression analyses, an identical set of 10 predictor variables was used. A set of 7 demographic and clinical variables
was first entered into each regression analysis. Demographic variables included age, gender, years of education, and marital status. Clini-

cal variables included disease stage at depression diagnosis and time since diagnosis.
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Variable Mean S.D. Alpha
Eating a healthy diet (N = 68)
Subjective norm 3.3 1.0 -
Perceived behavioral control 4.5 1.0 0.77
Attitude 4.2 1.0 0.83
Intention 3.5 1.0 0.68
Engaging in physical exercise (N = 78)
Subjective norm 4.3 1.0 -
Perceived behavioral control 3.5 1.0 0.67
Attitude 3.2 1.0 0.73
Intention 3.0 1.0 0.88
Reflecting on life priorities (N = 58)
Subjective norm 4.3 1.0 -
Perceived behavioral control 35 1.0 0.87
Attitude 4.2 1.0 0.63
Intention 4.5 1.0 0.78
Spending quality time W/family, friends (N = 38)
Subjective norm 4.3 1.0 -
Perceived behavioral control 3.5 1.0 0.77
Attitude 4.2 1.0 0.63
Intention 4.5 1.0 0.78
Engaging in charity and volunteer activities (N = 88)
Subjective norm 4.6 1.0 -
Perceived behavioral control 3.2 1.0 0.67
Attitude 4.2 1.0 0.93
Intention 4.5 1.0 0.78
Engaging in religious and spiritual activities (N =65)
Subjective norm 3.6 1.0 -
Perceived behavioral control 35 1.0 0.87
Attitude 4.3 1.0 0.93
Intention 35 1.0 0.78

Table 1: Mean, standard deviation, and range for behavioral intention and TPB variables.

Note: All values based on subgroup of respondents reporting they do not currently engage in a specific health

behavior or, if currently engaged, have only been doing so for < 4 months.

At the second step in the regression analysis, the three TPB variables for that health behavior were entered (subjective norm, compos-
ite perceived behavioral control, composite behavior attitude). Respondents included in the regression analysis for each of the six health
behaviors consisted only of those respondents who indicated they were not currently regularly engaging in that specific health behavior
as well as those who acknowledged that they were currently regularly engaging in that health behavior, but had only begun doing so

within the past 4 months.
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Results

Thus the sample size for the six regression analyses ranged from 28 (spending quality time with friends/family) to 90 participants
(engaging in charitable activities) (See table 2). Prior research indicates mean R? values for predicting behavior intentions from the TPB
constructs of attitude, perceived norm and perceived behavioral control are in the 0.40 to 0.50 range [18]. This translates into a ‘large’
effect size using [19] criteria. Using a large effect size (i.e. f* = 0:35) in [19] formula for determining an adequate sample size for multiple
regression analysis with 10 independent variables, a sample size = 32 is considered adequate. Because of significant negative skew in the
four TPB-related variables (behavior intention and attitude, perceived norm and behavioral control), these variables underwent a square

root transformation prior to use in the regression analyses.

Current, regular Per- | Duration of performance < 4 No current Performance or
formance? months? a performance <4 months?

Behavior # Yes (%)b # No # Yes (%)c # No # (%)b
Eating a healthy diet 80 (62) 49 9(11) 71 58 (45)
Physical exercise 66 (63) 63 19 (29) 47 82 (64)
Reflecting on life priorities 113 (87) 17 23 (20) 90 40 31
Quality time W/family and friends 108 (83) 22 6(6) 102 28 (22)
Charitable or volunteer activities 46 (35) 84 6(13) 40 90 (69)
Religious or spiritual activities 73 (57) 56 4 (6) 69 60 47

Table 2: Current and recent performance of physical and psychosocial health behaviors.
: Question asked only of respondents acknowledging current, regular performance of that health behavior.
b. Percentage of total number of respondents for that question (i.e. either 129 or 130).

¢ Percentage of those answering ‘yes’ to current, regular performance of that behavior.

Of the 200 adult respondents with complete survey data, the 120 respondents < 3 years post-depression diagnosis were included
in the final study sample. This was done to produce a final study sample comprising individuals for whom the experience of depression
diagnosis and treatment was relatively recent. Thus, consistent with the view of depression diagnosis as a ‘teachable moment, their de-
pression diagnosis was more likely to be a relatively salient factor affecting their recent and current attitudes, intentions, and behavior.
The final study sample (n = 120) was primarily female (61%), married or partnered (78%). Participants reported a mean age of 32.4 years
(S.D.=11:8; range = 25 - 75) and a mean of 13.4 years of education (S.D. = 3:1; range = 8-28).

The proportion of respondents currently, regularly engaging in each of the six health behaviors ranged from 35% (engaging in chari-
table or volunteer activities) to 87% (reflecting upon life priorities) of the entire sample (See table 2). The proportion of respondents in
the final study sample not reporting current, regular performance of a behavior or engaging in that behavior for less than 6 months ranged
from 22% (spending quality time with family/friends) to 69% (engaging in charitable or volunteer activities). Table 1 displays means and
standard deviations (S.D.) for the four TPB-related constructs (behavior intention and attitude, perceived norm and behavioral control)
for the six health behaviors for those respondents not currently performing a specific behavior or reporting performance of that behavior

for less than 4 months.

Discussion and Conclusion

Conclusion should results provided strong support for our general thesis that the TPB-related constructs of behavior attitude, per-
ceived social norm and perceived behavioral control would be positively associated with intentions to engage in a variety of physical
and psychosocial behaviors generally associated with positive physical and mental health outcomes. For each of the six health behaviors
examined, the increment in variance in behavioral intentions accounted for by the set of three TPB variables was both statistically signifi-
cant and substantial, the five of six behaviors examined (spending quality time with family/friends the lone exception) the increment in
variance in behavioral intentions accounted for exceeded, often considerably, the variance accounted for by the set of seven demographic

and clinical variables.
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Results of this study also provided support for our specific hypotheses regarding the relationship between specific TPB variables
and intentions to engage in the six physical and psychosocial health behaviors examined. Behavior attitude was a significant predictor of
intentions to engage in five of the six behaviors examined. The corresponding squared semi-partial correlation coefficient for these five

behaviors, an index of the proportion of variance in behavior intentions uniquely associated with the behavior attitude variable.

In general, our data confirm the utility of the TPB for understanding intentions to engage in ‘classic’ health behaviors, here specifi-
cally, eating a healthy diet and engaging in regular physical exercise, linked to physical health status [5,20,21]. Additionally, and perhaps
more importantly, the data extend prior research by suggesting the utility of the TPB for understanding intentions to engage in a variety
of positive psychosocial health behaviors potentially linked to positive mental health outcomes in cancer patients and survivors. While
we focused on intentions to engage in four specific positive psychosocial behaviors often reported after depression diagnosis and treat-
ment, we see no reason to expect our results would not generalize reasonably well to other positive psychosocial behaviors that might be

triggered by a depression diagnosis. Obviously, however, that is an empirical question that remains to be addressed by future research.

The TPB appears to have potential as a useful framework for understanding behavioral responses to depression diagnosis and treat-
ment, it must be recognized that behavior attitudes, perceived social norms, and perceived behavioral control are not the sole determi-
nants of depression patients (and presumably subsequent performance) regarding the set of health behaviors examined here. Clearly
other psychological (e.g. dispositional optimism) or social (e.g. social support) variables exert an impact and should be considered for
inclusion in building a broader, more comprehensive model for understanding initiation and maintenance of positive health behaviors in
depression patients. In conclusion, acceptance of the basic premise that validation of the Theory of Planned Behavior an intervention for
treat depression behavior an positive mental health outcomes reported by depression patients, such as ‘benefit-finding’ and ‘growth’, are
fundamentally based upon changes in specific psychosocial behaviors suggests several new paths for future research. Specifically, accep-
tance of this premise would suggest application of existing models of health behavior maintenance and change could lead to theoretical

and clinical advances in understanding and enhancing these positive mental health outcomes in depression patients.

The present study examined the utility of one of these models, the TPB, for understanding intentions to engage in a set of physical and
psychosocial health behaviors following depression diagnosis. The results are promising; our intent is not to suggest that the TPB is the
best theoretical model for understanding positive physical and psychosocial health behaviors in depression patients. The potential value
of the TPB here, future research should similarly examine the relative utility of other well-known models of health behavior, such as the
Health Belief [22,23] or Transtheoretical Models [24], for understanding and ultimately increasing positive physical and psychosocial

health behaviors in depression patients.
Bibliography
1.  AjzenI and Fishbein M. “Understanding Attitudes and Predicting Social Behavior”. Prentice-Hall: Englewood Cliffs, NJ (1980).

2. Fishbein M and Ajzen I. “Belief, Attitude, Intention, and Behavior: An Introduction to Theory and Research”. Addison-Wesley: Read-
ing, MA (1975).

3. Ajzenl. “From intentions to action: A theory of planned behavior”. In Action Control: From Cognitions to Behavior, Kuhl ], Beckman ]
(eds). Springer: New York (1985): 11-39.

4.  Armitage C] and Conner M. “Efficacy of the theory of planned behavior: A meta-analytic review”. British Journal of Social Psychology
40.4 (2001): 471-499.

5. Godin G and Kok G. “The theory of planned behavior: A review of its applications to health-related behaviors”. American Journal of
Health Promotion 11.2 (1996): 87-98.

Citation: Salim Keffane,, et al. “Validation of the Theory of Planned Behavior an Intervention for Treat Depression Behavior”. EC
Psychology and Psychiatry 8.6 (2019): 501-507.


https://www.ncbi.nlm.nih.gov/pubmed/11795063
https://www.ncbi.nlm.nih.gov/pubmed/11795063
https://www.ncbi.nlm.nih.gov/pubmed/10163601
https://www.ncbi.nlm.nih.gov/pubmed/10163601

Validation of the Theory of Planned Behavior an Intervention for Treat Depression Behavior

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

507

Conner M and Sparks P. “The theory of planned behaviour and health behaviours”. In Predicting Health Behaviour, Conner M, Norman
P (eds). Open University Press: Buckingham (1996): 121-162.

Sheeran P, et al. “The impact of changing attitudes, norms, and self-efficacy on health-related intentions 677 and behavior: A meta-
analysis”. Health Psychologist 35.11 (2015): 1178-1188.

Casey DA. “Depression in the elderly: a review and update”. Asia-Pacific Psychiatry 4.3 (2011): 160-167.
Blazer D. “Depression in late life: review and commentary”. Focus 7 (2009): 118-136.
Alexopolous GS and Kelly RE. “Research advances in geriatric depression”. World Psychiatry 8.3 (2009): 140-149.

Day ]C. “U.S. Bureau of the Census: population projections in the United States, by age, sex, race, and Hispanic origin, 1993-2050.
Current population reports”. Washington, DC: U.S. Government Printing Office (1996): 25-1104.

Bylsma LM, et al. “A meta-analysis of emotional reactivity n major depressive disorder”. Clinical Psychology Review 28.4 (2008):
676-691.

La Torre MA. “Positive psychology: Is there too much of a push?” Perspectives in Psychiatric Care 43 (2007): 151-153.

Moskowitz JT., et al. “A positive affect intervention for people experiencing health-related stress: development and non-randomized
pilot test”. Journal of Health Psychology 17.5 (2012): 676-692.

Ajzen I. “Constructing a TPB Questionnaire: Conceptual and Methodological Considerations [online]” (2002).
Conner M, et al. “The theory of planned behavior and healthy eating”. Health Psychology 21.2 (2002): 194-201.

Sheeran P, et al. “Can the theory of planned behavior explain patterns of health behavior change?” Health Psychology 20.1 (2001):
12-19.

Sutton S. “Predicting and explaining intentions and behavior: How well are we doing?” Journal of Applied Social Psychology 28.15
(1998):1317-1338.

Cohen J. “A power primer”. Psychological Bulletin 112.1 (1992): 155-159.

Blue CL. “The predictive capacity of the theory of reasoned action and the theory of planned behavior in exercise research: An inte-
grated literature review”. Research in Nursing and Health 18.2 (1995): 105-121.

Conner M and Sparks P. “The theory of planned behaviour and health behaviours”. In Predicting Health Behaviour, Conner M, Norman
P (eds). Open University Press: Buckingham (1996): 121-162.

Maiman L and Becker MH. “The health belief model: Origins and correlates in psychological theory”. Health Education Monographs
2.4 (1974): 336-353.

Rosenstock IM. “The health belief model: Explaining health behavior through expectancies”. In Health Behavior and Health Educa-
tion, Glanz K, Lewis FM, Rimer B (eds). Josey-Bass: San Francisco (1990): 39-63.

Prochaska JO., et al. “The transtheoretical model of behavior change”. In The Handbook of Health Behavior Change (2" edition),
Shumaker (1998).

Volume 8 Issue 6 June 2019
©All rights reserved by Salim Keffane.

Citation: Salim Keffane,, et al. “Validation of the Theory of Planned Behavior an Intervention for Treat Depression Behavior”. EC
Psychology and Psychiatry 8.6 (2019): 501-507.


https://www.ncbi.nlm.nih.gov/pubmed/27280365
https://www.ncbi.nlm.nih.gov/pubmed/27280365
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1758-5872.2012.00191.x
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2755271/
https://www.census.gov/prod/1/pop/p25-1130/p251130.pdf
https://www.census.gov/prod/1/pop/p25-1130/p251130.pdf
https://www.ncbi.nlm.nih.gov/pubmed/18006196
https://www.ncbi.nlm.nih.gov/pubmed/18006196
https://www.ncbi.nlm.nih.gov/pubmed/22021272
https://www.ncbi.nlm.nih.gov/pubmed/22021272
http://people.umass.edu/aizen/pdf/tpb.measurement.pdf
https://www.ncbi.nlm.nih.gov/pubmed/11950110
https://www.ncbi.nlm.nih.gov/pubmed/11199061
https://www.ncbi.nlm.nih.gov/pubmed/11199061
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1559-1816.1998.tb01679.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1559-1816.1998.tb01679.x
https://www.ncbi.nlm.nih.gov/pubmed/19565683
https://www.ncbi.nlm.nih.gov/pubmed/7899566
https://www.ncbi.nlm.nih.gov/pubmed/7899566
http://psycnet.apa.org/record/1996-97268-005
http://psycnet.apa.org/record/1996-97268-005
https://journals.sagepub.com/doi/abs/10.1177/109019817400200404?journalCode=heba
https://journals.sagepub.com/doi/abs/10.1177/109019817400200404?journalCode=heba
http://psycnet.apa.org/record/1990-98174-002
http://psycnet.apa.org/record/1990-98174-002

	_GoBack
	_GoBack
	_GoBack

