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Abstract
An essential characteristic of advanced practice nurses is the use of theory in practice. Clinical nurse
specialists apply theory in providing or directing patient care, in their work as consultants to staff
nurses, and as leaders influencing and facilitating system change. Knowledge of technology and
pharmacology has far outpaced knowledge of how to facilitate health behavior change, and new
theories are needed to better understand how practitioners can facilitate health behavior change. In
this article, the Integrated Theory of Health Behavior Change is described, and an example of its use
as foundation to intervention development is presented. The Integrated Theory of Health Behavior
Change suggests that health behavior change can be enhanced by fostering knowledge and beliefs,
increasing self-regulation skills and abilities, and enhancing social facilitation. Engagement in self-
management behaviors is seen as the proximal outcome influencing the long-term distal outcome of
improved health status. Person-centered interventions are directed to increasing knowledge and
beliefs, self-regulation skills and abilities, and social facilitation. Using a theoretical framework
improves clinical nurse specialist practice by focusing assessments, directing the use of best-practice
interventions, and improving patient outcomes. Using theory fosters improved communication with
other disciplines and enhances the management of complex clinical conditions by providing holistic,
comprehensive care.
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Personal behavior influences one's health.1,2 Many people can improve their health by
managing their chronic condition or engaging in health promotion behaviors. Persons with
chronic conditions improve their health by managing specific health behaviors, a process that
requires behavior change. Healthy people, as well as persons with chronic conditions, have
opportunities to improve their health by regularly engaging in health promotion activities, a
behavior change process similar or identical to the process used to manage chronic conditions.
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For example, just as persons with pulmonary conditions who smoke need to change their
behavior, healthy people who smoke may also need to change their behavior. Nurses and other
healthcare professionals play a major role in identifying behaviors critical to health, assessing
the needs of individuals and groups and recommending specific health behaviors, preparing
and delivering interventions designed to enhance engagement in health behaviors, and
evaluating the effectiveness of interventions for individuals, groups, communities, and the
nation. To fulfill these role responsibilities, nurses and other healthcare professionals benefit
from understanding the theory and science of health behavior change, what is known as well
as the gaps and opportunities. Knowledge development and use are best when built on the
success of the past.

The purpose of this article is to present a new midrange descriptive theory, the Integrated
Theory of Health Behavior Change (ITHBC), and demonstrate the application of ITHBC in
the development of an intervention. This article includes a discussion of select aspects of health
behavior change; introduces the ITHBC, including concepts, definitions, and relationships
among concepts; and provides an example of how the ITHBC was used to develop an
intervention designed to facilitate a specific change.

HEALTH BEHAVIOR CHANGE
Chronic Conditions and Behavior Change

Researchers suggest that personal behaviors cause more than 50% of illnesses. Approximately
12% of children have special healthcare needs,3 7% of persons younger than 65 years have a
serious life-altering chronic condition, and 37% of persons older than 65 years have 3 or more
serious chronic conditions.4,5 Day-to-day management of these chronic conditions is the
responsibility of the person and his/her family. However, persons and their families are often
not prepared to assume this responsibility. Repeated readmission to acute care facilities,6,7
failure to reach targeted outcomes,8,9 and the continued need for unscheduled outpatient
services10 are indicators that people need more help. Healthcare systems are being challenged
to assume a greater role in assisting persons to better care for themselves.8,11 Successful
management of chronic conditions benefits people as it improves their health status and well-
being 4,11–14 Success enhances a family's cohesion and functioning.15,16 Improved outcomes
also benefit the healthcare system and society.17

Health behaviors required to manage chronic conditions are numerous and varied.13,14,18 There
is a growing body of evidence that there is a core group of behaviors common across the
management of chronic conditions.8,9,19–23 For example, people with chronic conditions
change their behaviors to manage symptoms such as pain, fatigue, or shortness of breath.
Persons self-administer prescribed and over-the-counter medications. Health behaviors needed
to manage medications include having and using resources to obtain the medications;
accurately self-administering medications over time; and recognizing and reporting adverse
effects, unintended outcomes, or failure to attain desired outcomes. Persons must know how
to monitor and make decisions about disease indicators such as blood glucose, peak flow
reading, or weight gain. People who successfully manage chronic conditions manage negative
emotions associated with chronic conditions and fulfill responsibilities to their concomitant
life roles.24,25

Health Promotion and Behavior Change
Health promotion also requires people to initiate and maintain health behavior changes.
Commonly recognized behaviors such as activity and exercise, good nutrition, stress
management, limited alcohol consumption, and smoking cessation positively affect health.1,
17,26 Enactment of prevention behaviors is also needed. Prevention behaviors include things
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such as screening for breast cancer,27 applying preventative strategies for bone loss during
menopausal transition and with age,28 or obtaining immunization for prevention of human
papillomavirus infection.28 To improve or maintain their health status, people must have
healthy lifestyles. Although the value of engaging in health-promoting activities is generally
accepted, there is significant variability in how primary health promotion is incorporated into
the healthcare system, schools, the work-place, and communities.

The discovery of knowledge about diseases, technological assessments, and pharmacology has
far outpaced the knowledge of how to help people incorporate healthcare advances into their
daily lives.12,29 Abundant information about health promotion is available, but the quality and
accuracy of information differ across sources.30,31 Relatively little is available to help people
sort through information, let alone apply it to their lifestyles. Healthcare professionals need to
better understand how health behavior change is made and their role in facilitating and
supporting change. How do people make health behavior change that persists over time?

Changing Needs and Perspectives
In the distant past, many acutely ill persons were encouraged and expected to assume a passive
sick role.32 Hospital stays then were longer than today's, nursing and nursing assistants provide
the care during recovery, and expectations for self-care after discharge were relatively simple.
33,34 An increasing number of persons are surviving acute illnesses and a greater number of
people live with chronic illnesses subject to acute exacerbations.35,36 People are treated and
rapidly discharged from hospitals.37,38 Expectations for at-home management of complex
conditions and treatment regimens have become common. People and their families are taught
how to manage chronic conditions. Some people and families successfully managed, but many
did not.

Health promotion was viewed as optional. Encouragement to engage in healthy behaviors was
not always included in routine care; some healthcare professionals and systems embraced it,
many others did not. When included in care settings, health promotion efforts tended to focus
on single behaviors for individuals. General health was a fragmented concept, and information
was modular and condition specific. New approaches to health promotion39 are directed to
both individuals and populations, focus on multiple behaviors simultaneously, are delivered
by professionals and laypersons,40 are increasingly sensitive to issues of culture and age,41 and
occur across a variety of settings including schools, churches, and worksites. Contemporary
interest in health promotion ranges from optimization of an individual's genetic makeup42 to
construction of the health-promoting community's physical environments.43

Health Behavior Change: Lessons Learned
Four decades of research related to health behavior produced a better understanding of health
behavior change.12,17,44–52 Researchers have examined health behaviors across a wide variety
of conditions, persons, and venues and have tested a variety of interventions and theories.
Changing one's health behaviors is a more complex process than originally envisioned. New
health behaviors often are not maintained. Outcomes that have been achieved in controlled
research studies have not been realized clinically.12 These discrepancies have a significant
impact on the health (actual or potential) of the individual and on the health of society.1,2

Healthcare providers overestimate the extent to which people change.5,11,47,53 All too often,
it is assumed that people change their behavior because the evidence supporting the benefits
of change is so compelling. Healthcare systems regularly monitor treatment (especially cost
and appropriateness) and outcomes, but the relationships between people's use of prescribed
treatment and outcomes are seldom included in cost-benefit analysis.7,54–56 Measurement of
one's engagement in health behavior change continues to be challenging. Self-reports of
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behavior are the most extensively used measure of engagement in health behavior. Self-report
is accessible and inexpensive; however, it presents the perspective of the individual, a critical
but limited picture.57,58

There is a lack of support for a number of previously held assumptions about health behavior
change. Socio-demographic characteristics are poor predictors of persons’ likelihood to engage
in health behavior change.47 Imparting factual information alone often does not result in the
maintenance of long-term behavior change.8,12,45,59,60 Understanding and enhancing persons’
health beliefs (eg, Health Belief Model,48,61 Health Promotion Model,62 and Theory of
Reasoned Action63,64) seem to foster initiation but not long-term maintenance of a health
behavior.65 There is evidence that the trajectory of health behavior change seems to have a
common pattern. For example, regardless of the behavior, the highest rate of relapse is seen
very early after the change, and this has been seen across dieting, smoking cessation, increasing
calcium intake, and others.12 Social factors affect behavior, but social factors can have either
a negative or a positive impact on initiation and maintenance of health behavior change.12,62,
66,67 It is not yet known whether adding a behavior (such as initiating an exercise program)
differs from substitution (such as altering food choices), each of which could differ from
extinction of a behavior (eg, smoking cessation).12

According to Whitehead,68 there is strong consensus for health promotion among nurses. And
although there is a general understanding of health promotion, nurses struggle with
understanding theoretical perspective related to health behavior change, best approaches, and
evaluation of outcomes. Theory, specifically midrange theory, is useful because it provides an
explanation of various situations and phenomenon. Although a great deal has been learned
about health behavior change, challenges to nurses and other healthcare professionals are
increasing. New theories are needed, theories building on past conceptual and empirical work.

Descriptive Midrange Theory and Advanced Practice Nurses
In contrast to the grand theories of nursing, midrange or middle-range, theories are more
concrete and more easily used to guide practice.69 Often synthesized from knowledge and
derived from the work of nurses or persons in other disciplines, midrange theories focus on a
specific phenomenon like pain or uncertainty. Midrange theories are designed to be used in
practice. There are numerous opportunities for advanced practice nurses (APNs) to use
midrange theory while providing and directing clinical care. Using midrange theory can assist
with the transfer, application, and evaluation of knowledge across individual and groups of
patients. “Descriptive theory provides a description of what is happening in a situation and
reveals the components that exist in a situation.”69(p192)

An essential characteristic of APNs is use of theory in practice.70 Clinical nurse specialists
(CNSs) use theory to provide or direct patient care, in their work as consultants to staff nurses,
and as leaders influencing and facilitating system change.71 Clinical nurse specialists use
midrange theories that address phenomena relevant to their specialty. Theory-based practice
enhances achievement of positive patient outcomes. It provides an explanation for a person's
response to his/her condition or treatment. Theory-based practice helps clinicians be faster as
it focuses their assessment. It fosters a match between the theory and evidence-based
interventions and outcomes with existing, sensitive measures. Using theory decreases
distractions and reduces time obtaining and sorting irrelevant information. It facilitates clear
and timely communication with other professionals and interested parties (eg, health plan or
insurance). Using theory is smart practice. Clinicians are able to observe patterns more quickly,
manage complexity, and provide or direct holistic care. Using theory enhances the development
of “practice wisdom” because it fosters pattern recognition.. Using theory helps ensure that a
CNS practice is holistic and comprehensive.
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ITHBC: A DESCRIPTIVE MIDRANGE THEORY
Development

The ITHBC was developed by the author and emerged from a systematic review of the
literature.72 Ten years’ of peer-reviewed published research on interventions designed to
facilitate health behavior change was reviewed. Rather than focusing on any single behavior
or theory, components of interventions or programs were selected because of their efficacy
(defined as statistically significant differences between groups).

During her postdoctoral fellowship (T32NR07102), Ryan developed the ITHBC by integrating
those concepts that had been foundational to interventions previously identified. The
interventions that resulted in changing health behaviors were influenced by a number of
theories, including theories of health behavior change,12,18,44–49,51,61–65,73–78 self-regulation
theories,79–85 social support theory,12,53,63,64,67,73,75,76,86–88 and research related to self-
management of chronic illnesses.11,18,20,24,59,83,84,89–98 The descriptive theory reflected the
observation that behavior was associated with interventions that addressed condition-specific
knowledge and health beliefs, foster an increase in self-regulation skills and abilities, and
enhanced social facilitation. The ITHBC is a blending of concepts from multiple theories and
numerous empirical studies. There is strong empirical evidence for the inclusion of each of the
concepts, and it is the proposed relationship among the concepts that is new in this descriptive
midrange theory.

ITHBC Assumptions
New theories are needed to better understand health behavior change. The ITHBC is based on
the assumption that behavior change is a dynamic, iterative process. Desire and motivation are
prerequisites to change, and self-reflection facilitates progress. Positive social influences sway
one's interest and willingness just as positive relationships help to support and sustain change.
There is growing evidence that person-centered interventions are more effective than
standardized interventions in facilitating health behavior change.99–101 Engagement in healthy
behavior is an outcome that can be realized in the short-term (a proximal outcome), and
engagement in health behavior influences and leads to improvement in health status, the distal
outcome realized over time.

Description of ITHBC
The ITHBC (Figure 1) purports health behavior change can be enhanced by fostering
knowledge and beliefs, increasing self-regulation skills and abilities, and enhancing social
facilitation. Engagement in self-management behaviors is seen as the proximal outcome, and
this, in turn, influences the long-term outcome of improved health status. Person-centered
interventions are directed to increasing knowledge and beliefs, self-regulation skills and
abilities, and social facilitation. According to this theory, persons will be more likely to engage
in the recommended health behaviors if they have information about and embrace health beliefs
consistent with behavior, if they develop self-regulation abilities to change their health
behaviors, and if they experience social facilitation that positively influences and supports them
to engage in preventative health behaviors.19,20,102,103 Knowledge and beliefs impact
behavior-specific self-efficacy,74–76 outcome expectancy,75,76 and goal congruence.104 Self-
regulation is the process used to change health behavior and includes activities such as goal
setting, self-monitoring and reflective thinking, decision making, planning for and engaging
in specific behaviors, and self-evaluating and self-managing physical, emotional, and cognitive
responses associated with health behavior change.81,82,84 Social facilitation includes the
concepts of social influence, social support, and negotiated collaboration between individuals
and families and healthcare professionals.67
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Outcomes in this theory are both proximal and distal. The proximal outcome is actual
engagement in self-management behaviors specific to a condition or health behavior. Distal
outcomes refer to the long-term impact of personal behavior on health status. Failure to engage
in healthy behaviors may result in premature onset of disease conditions. Distal outcomes are
related, in part, to successful achievement of proximal outcomes. Although achievement of
distal outcomes provides data about the effectiveness of the intervention, these outcomes are
generally slow to be realized. Measurement of proximal outcomes is critical to evaluate whether
people have made and are maintaining change in their health behavior.

The constructs of knowledge and beliefs, self-regulation, and social facilitation are related to
each other and to the proximal and distal outcomes. Knowledge and beliefs are the first
construct. Knowledge is defined as condition-specific factual information, and beliefs are
defined as personal perceptions about the specific health condition or health behavior.
Enhancement of knowledge and beliefs results in increased understanding of a specific
condition or behavior, increased behavior-specific self-efficacy (confidence in one's ability to
successfully engage in a change in normal and stressful situations), outcome expectancy (one's
belief that engagement in a behavior will result in desired results), and goal congruence
(resolution of confusion and anxiety occurring from apparent contradictory and competing
demands associated with health goals). The second major construct is self-regulation. Self-
regulation is a process that people use as they incorporate a behavior change into their daily
routines and lifestyles. Self-regulation requires goal setting, self-monitoring and reflective
thinking, decision making, planning and plan enactment, self-evaluation, and management of
emotions occurring with the change. The third major construct is social facilitation. Social
facilitation includes social influence and social support. People experience social influence
when a knowledgeable person in a position of perceived authority sways their thinking and
motivation, leading to engagement in behavior. Social influence comes from numerous
sources, for example, healthcare providers, television and radio, family and neighbors,
coworkers, or printed or electronic communication. Social support consists of emotional,
instrumental, or informational support, which facilitates engagement in a health behavior.

The concept of goal congruence, one of the health belief concepts, is new to this work. It has
been conceptually integrated from the works of Bandura75 and Carver and Scheier.81 Bandura
discusses stress resulting from difficult or competing life events and the need for persons to
ameliorate this stress by using secondary cognitive strategies. Carver and Scheier suggest that
goals are hierarchical, ranging from abstract goals or general values to actual behaviors.
Applied to osteoporosis prevention, a woman could have health promotion as an abstract
principle or a “goal to be healthy,” but she could experience conflict among behaviors needed
to promote health. Competing goals result in stress, and cognitive strategies such as reframing
can help women identify how to achieve higher levels of goals by altering behaviors. For
example, many women have a goal to reduce or maintain their weight and a goal to increase
their calcium intake. It could be problematic to increase one's calcium intake by increasing
caloric consumption with high-calorie dairy foods. To make these goals congruent, women
need to find ways to both manage their weight and increase their calcium intake.

Relationships Among Constructs of the Theory
It is proposed that knowledge, in and of itself, does not lead to behavior change; however,
knowledge and health beliefs are linked to engagement in self-regulation.59,98,105–112

Engagement in self-regulation skills and abilities enhances self-management behaviors.
Positive social facilitation enhances self-regulation and engagement in self-management
behaviors. Engagement in self-management behaviors has a direct and positive effect on health
status.14,20,94,97,109,113–117
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Additions of and Empirical Support for ITHBC
This new, descriptive theory adds several elements to the discussion of health behavior change.
Concepts included in the theory have strong empirical base. Proposed relationships among
constructs are new. All major constructs contain defining concepts. The process components
have been clearly articulated. The concept of social facilitation has been expanded and
developed. Outcomes have been conceptualized as proximal and distal. The ITHBC is intended
to facilitate health behavior change related to management of chronic conditions and to health
promotion.

Initial testing has provided evidence that the concepts within the theory explain approximately
25% of the variation for a specific health behavior change and up to 45% of the variance when
select characteristics of the participants (race/ethnicity and body mass index) are used as
moderators (P. Ryan et al, unpublished manuscript, 2005).38,118 The ITHBC is being tested in
a number of studies funded by the National Institute of Nursing Research
(1R15NR009021-01A2 and 1P20NR0010674-01).

ITHBC AS FOUNDATIONAL TO THE DEVELOPMENT OF AN INTERVENTION
Concepts from the ITHBC were used to develop an intervention related to the prevention or
attenuation of osteoporosis (1R15NR009021). A description of the intervention is provided as
an example of a theory-based intervention. The intervention was designed to foster health
behavior change, specifically osteoporosis prevention, by enhancing knowledge and beliefs,
facilitating development of self-regulation skills and beliefs, and enriching social facilitation.
The intervention is delivered electronically and enhances, not eliminates, individualized care.

Prevention of osteoporosis and fractures associated with low bone density requires women to
regularly engage in a number of health behaviors, such as consuming an adequate intake of
calcium and vitamin D, engaging in weight-bearing activities, enhancing balance during the
middle-age years to prevent falls associated with fragile fractures, monitoring bone density,
and taking prescribed medications.28,119–123 Although there is a genetic component to the
development of osteoporosis, hormonal changes occurring during menopausal transition cause
a decrease in bone density. During this life transition, women may have an opportunity to
attenuate or slow the development of osteoporosis by ensuring an adequate intake of calcium
and vitamin D, regularly engaging in weight-bearing exercise, maintaining or enhancing their
balance, and collaborating with healthcare professionals to ensure they obtain recommended
bone density scans as recommended.

Women begin the intervention by completing a focused assessment. Congruent with the
ITHBC, women are assessed for their knowledge about osteoporosis and factors associated
with prevention, their perceived risk factors, and their health beliefs related to osteoporosis.
Women's calcium intake is determined, as well as their behavior-specific self-efficacy,
outcome expectancy, and factors affecting their goal congruence. On the basis of the results
of this assessment, women receive information specifically tailored to match their responses.
124 The content of the intervention is evidence based and has been prepared to increase their
knowledge and enhance their self-efficacy, outcome expectations, and goal congruence.

Women learn the skills and abilities of self-regulation to understand how to apply knowledge
and beliefs to their lives. Learning and using self-regulation skills occur via a computer program
developed specifically for this intervention. With the assistance of the computer, women are
guided to identify specific goals.104 Extensive arrays of goals are available for selection, and
women select 1 or more goals based on their understanding, preferences, and current behaviors.
Goals are further individualized as women create a plan on how to enact their goal. For example,
they can choose to focus on 1 or more behaviors. They can begin confidently by taking big
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steps or begin slowly by making small incremental changes. They can choose to increase their
calcium intake via foods, supplements, or a combination of foods and supplements. They can
choose the type or types of weight-bearing exercise they are interested in and the frequency,
intensity, and duration for the exercise. They can choose among alternative methods of
enhancing balance such as a specially developed sequence of exercises or engagement in select
Thai Chi movements.

Once the woman has determined her goal(s), she is assisted in monitoring her current behaviors
related to this goal. For example, when a woman chooses to increase her calcium intake, she
is able to choose how frequently she wants to monitor her progress and which assessment tools
she wants to use (choice of self-monitoring tool can be changed daily based on individual
preference and eating habits). Over time, the woman is provided graphic feedback displaying
the extent to which she is meeting her personal goal, comparing her previous behaviors to
national recommendations (normative feedback) or to her current behaviors (ipsitative
feedback). The computer assists women to reflect on their goals, specific plans, and relative
success via journaling exercises. Progress is recognized and the computer program provides
built-in suggestions to aid in managing common challenges faced when changing these specific
behaviors. Women are encouraged to use the computer program at least 3 to 5 times per week
over an 8-week period or until they are able to meet their goals regularly without engaging in
the steps of the self-regulation process.

The intervention is designed to influence women in a number of ways. Electronic information
has been prepared so women are able to receive information from a virtual person with
informational authority, such as a recommendation from a health provider, the Surgeon
General, or the National Osteoporosis Foundation. “Stories” are embedded in the context of
the intervention. These stories role model how other women have managed. The intervention
contain personal feedback and numerous messages of encouragement. Women are able to
communicate electronically or by telephone with a healthcare provider (a CNS in this case).

The ITHBC was foundational to the development of the intervention.104 The intervention
contained the required constructs of knowledge and beliefs, self-regulation skills and abilities,
and social facilitation. The intervention begins with assessing each woman in terms of these
dimensions and is designed to focus on and enhance these 3 dimensions. The ITHBC provided
direction for selection of meaningful and sensitive outcomes. The proximal outcome,
engagement in self-management behaviors of calcium and vitamin D intake, weight-bearing
exercise, balance enhancement, and collaboration for appropriate monitoring are assessed.
Achievement of these outcomes provides a measure of the effectiveness of the intervention,
and engagement in these behaviors is congruent with long-term bone health.

IMPLICATIONS: ISSUES RELATED TO USE OF THEORY IN PRACTICE
Many people enjoy leisurely shopping. They get to see what is new and what is on sale and
generate ideas about what is available and possible. It can be fun, relaxing, and social. But
when time is limited and expectations for results are high, structured shopping has better results
than leisure shopping does, especially when items are categorized by store and organized
geographically and individual items are clearly specified. Shopping without a plan is similar
to developing an intervention without a theory. Developing an intervention without a theory
puts one in a position where any information, content, or delivery method could be included
or excluded for unspecified reasons. Using theory to develop an intervention makes a CNS
better, faster, and smarter. Using concepts from multiple unrelated theories is better than not
having any structure, but using unrelated concepts is like going shopping with an unorganized
list. One has a much higher likelihood of finding what is needed, but it requires more time and
backtracking. Clinical time is precious, and expectations for patient satisfaction and outcomes
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are high. Use of the ITHBC creates the structure identifying those factors essential to the
development of an intervention fostering health behavior change. Using the ITHBC makes it
clear that enhancing knowledge and beliefs, self-regulation skills and abilities, and social
facilitation leads to engagement in self-management behaviors and is associated with greater
likelihood of desired outcomes.

As a midrange theory, the ITHBC has been developed to increase a person's ability to engage
in behavior change to increase his/her self-management behaviors. The success and utility of
the theory depend, in part, on the ability of the CNS to correctly match the theory to the clinical
problem. For example, the ITHBC will not provide the foundation of clinical concepts helpful
to providing care to persons with dementia or in an emergency or crisis situation, but it does
provide the foundation for structuring interventions for an wide array of persons and
populations needing health behavior change. With the complexity of patient conditions, it may
be necessary for the CNS to rely on more than 1 midrange theory when providing care or
providing consultation for the care of a single patient or patient population.

Advanced practice nurses and graduate nursing students often express uncertainty about how
to use theory in practice. Ideally, theory informs research and practice, and research and
practice inform and shape theory, a process termed praxis. Praxis is this iterative and integrative
process that produces reciprocal influence and change between clinical practice and theory.
125–127 Assessment components, selection of interventions, and choice of clinical outcome
measures are influenced by theory. Clinical successes and struggles support or provide data to
question the relative helpfulness of components of the theory in specific clinical conditions
and situations. Schwartz-Barcott and colleagues128 propose the use of a systematic approach,
“fieldwork,” to actually engage in the work of praxis. A specific midrange theory in practice
is mindfully chosen for use by APNs engaging in fieldwork. They engage in evaluating
theimpactofamidrange theory within specific settings or for particular conditions. Fieldwork
improves the link between theory and practice; hence, the author advocate a systematic
approach to alteration of theory relevant to practice. Im and Meleis129 propose a different but
related process in which the midrange theory is adapted to become a situation-specific theory,
or the alteration of theory to meet the specific needs of a group of patients. For example, the
midrange theory of self-efficacy is adapted to meet the specific needs and concerns of persons
with chronic heart failure or diabetes.130

CONCLUSION
Engagement in healthy behavior is essential to improvement of health and management of
chronic conditions. Nurses and other healthcare providers benefit from knowing how to support
the initiation and maintenance of health behavior change by individuals. Significant progress
has been made in understanding behavior change, but additional knowledge is needed to meet
the health goals of individuals and society. New theories are needed to provide internally logical
and coherent perspective to achieve these goals. The ITHBC presented in this article is an
integration of past successes and makes substantive contributions to understanding health
behavior by combining knowledge and beliefs, self-regulation processes, and social
facilitation. It is purported that the behavior changes necessary to manage chronic conditions
are more similar than different than behavior changes necessary for health promotion.
Measurement of behavior occurs proximally to ensure that behavior change has actually
occurred, as well as distally to ensure attainment of improved health status. Advanced practice
nurses benefit directly from using and sharing midrange theories and are educated and
positioned to provide the continual iterative and integrative processes that make practice better
because of theory and theory better because of practice.
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Figure 1.
Integrated Theory of Health Behavior Change.
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