CHAPTER 1.
UTILISING PSYCHOLOGICAL THEORY TO ACHIEVE PROFESSNAL

PRACTICE CHANGE

One of the biggest challenges confronting the putdialth field is the
dissemination of research findings and the impldatem of efficacious interventions
by health professionals (Baer et al., 2007; GotH2006; Grimshaw & Eccles, 2004).
Dissemination of research findings and implemeotatif interventions are critical
for evidence-based practice. It maximises the oitibaof patients receiving the best
possible medical treatment, reduces risk of unrsaegor harmful treatment, and
substantially improves patient outcomes (BuchameBe& Sweet, 2004). Ideally,
health professionals’ treatment of patients shbeldhformed by the best available
evidence (Davis et al., 2003). However, multipld aomplex barriers often exist to
dissemination or implementation. Health profesd®age not usually in a position to
stay abreast of all of the latest research, andmoape trained to critically appraise
the research literature (Grimshaw, Eccles, Walkerhomas, 2002). Other barriers
may include health professionals’ low expectatiohgositive outcomes, low
motivation to change, lack of confidence, skillsgaesources, and lack of
reinforcement for implementation (Gotham, 2006;|@rdVensing, 2004).

Attitudinal and motivational barriers to the implentation of interventions
may also exist, especially in controversial aremhsas alcohol and other drugs.
Barriers potentially include feeling that assistpagients to modify their alcohol or

other drug consumption is not a legitimate patheir role (Anderson et al., 2004;
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Silins, Conigrave, Rakvin, Dobbins, & Curry, 20@f)that individuals who use
alcohol or other drugs at risky levels are not daesg of assistance (Skinner, Feather,
Freemané& Roche, 2007). As a result of these barrierseaech findings often fail to
translate into practice (Davis et al., 2003; Glasgochtenstein, & Marcus, 2003;
Michie et al., 2005). Research from the US and\tatherlands estimates that 30 to
40% of medical treatment does not accord with ciregidence and 20 to 25% of
medical treatment is unnecessary or potentiallynfidr(Grimshaw & Eccles, 2004).

There is no single solution to overcoming thesei®ar (Michie et al., 2005).
Strategies employed to improve the implementatioresearch findings include:
encouraging continual professional developmenhé&aith professionals (Davis et al.,
2003); making available systematic reviews of regeéindings (Grimshaw et al.,
2002); disseminating guidelines for best pract@arishaw et al., 2002); and
implementing behaviour change interventions tangesi particular aspect of a health
professional’s practice (Michie et al., 2005).

However, while there is a growing body of liter&wn methods of
disseminating research findings and new intervestio health professionals, there
has been less attention directed to health prafiesls’ motivations and attitudes and
very little of this research has applied psychatagtheory. Rather, an ad hoc
approach to examining self-reported barriers féfedent professional groups has
tended to be employed (e.g., Farmer & Greenwoo@] 2W/eller et al., 1992). Michie
et al. (2005) note that most interventions desigoealter health professionals’
practice have been atheoretical and based onivguntethods. Consequently, it is not
always clear why successful interventions may l@nanged professionals’
behaviour, or why other interventions were unsusftsHence, despite the large

number of studies reporting interventions, theiétie guidance on what



interventions may be successful for achieving éiqdar behaviour change (Michie
et al., 2005). Michie et al. (2005) argue that pejogical theory may improve
understanding of behaviour change interventiond,iamay help explain how and
why interventions are successful or not successful.

One psychological theory that may be useful in tegard is the Theory of
Planned Behaviour. The Theory of Planned Behawas designed to predict
behaviour, aid in the understanding of behaviond, iaform the design of behaviour
change interventions (Ajzen, 1991The program of research presented here applied
the Theory of Planned Behaviour to the study ofthgaofessionals’ behaviour and
the development of a professional behaviour chamgevention. The research
focused on health professionals’ frequency of perfing particular interventions.
Specifically, the research investigated: 1) deinyalienists’ identification of patients
who smoke and assistance to patients to quit srgpkimd 2) Emergency Department
nurses’ identification of patients at risk of alobinelated harms and assistance to
patients to modify their alcohol consumption. Thganale for addressing these
behaviours is outlined below. This is followed bguanmary of the research to-date
on barriers to the implementation of these intetio&is among dental hygienists and
Emergency Department nurses. Lastly, how applicadfidche Theory of Planned

Behaviour may address the gaps in this literasimitlined.

! Ajzen recently changed the spelling of his name to Aizen. However, since all references
cited have been authored under the spelling ‘Ajzen’, this spelling is used throughout the thesis

to avoid confusion.



Prevention of Smoking- and Alcohol-Related Harms

‘Smoking’, in the context of this thesis, referdribalation of tobacco.
Inhalation of other drugs, such as cannabis, weteonsidered. Alcohol and tobacco
are leading causes of death and disease in Aas(falistralian Institute of Health and
Welfare, 2005a; Chikritzhs et al., 2000). Redudimgmortality and morbidity arising
from these two drugs is a major public health @iyoAn important strategy to reduce
these harms is to encourage health professionalemtify patients at risk and to
advise or assist them to quit smoking or modifyrthkeohol consumption (Babor &

Kadden, 2005; Edwards, Freem&nRoche, 2006; Zwar & Richmond, 2006).

Effective, evidence-based brief interventions omlkimg cessation and
managing alcohol consumption are available forthgalofessionals to deliver to
their patients (Bien, Miller, & Tonigan, 1993; Hes®& Miller, 1995; Watson, 1999;
Wilk, Jensen, & Havighurst, 1997). However, coreistwith the difficulties of
implementing research findings described abovdithpeofessionals’ uptake of these
interventions has been modest (Albert, Ward, Ahliay& Sadowsky, 2002; Roche
& Freeman 2004; Warnakulasuriya & Johnson, 1999).

Summarised below are the harms caused by alcod@dranking and the
potential role for health professionals in addmegshese harms. In subsequent
sections of this chapter, previous research isrdegtwhich has examined why
health professionals’ frequency of addressing tihesms is less than optimal, and

gaps in this literature are identified.



Smoking-Related Harms

In 2004 in Australia, 19% of males and 16% of fezsakere regular smokers
(Australian Institute of Health and Welfare, 200Q58)is represents a steady decline
in prevalence from 27% of males and 22% of femisd®991 (Australian Institute of
Health and Welfare, 2005a), and an even greatdinddoom the 1950s, when 70%
of males and 30% of females were estimated to bansked (Australian Institute of
Health and Welfare, 2006). The decline is attriduteconcerted public health efforts
to prevent uptake of smoking, increase quit ratesrey smokers, and apply greater
smoking restrictions (Chapman & Wakefield, 20019nstheless, smoking remains
the single greatest cause of preventable diseaksdeath in Australia, responsible for
8% of Australia’s burden of disease (Australiartitnge of Health and Welfare,
2006). Collins and Lapsley (2002) estimated theuahoost of smoking to the
Australian community to be over $21 billion.

Although 75% of smokers have attempted to quitékmban, 2003), and 50%
of smokers try to quit each year (Fiore et al.,®0€elapse rates as high as 90% have
been reported in studies of smoking cessation (6dyni992; Ockene et al., 2000).
These figures indicate that the majority of smokeish to give up smoking, but may
need support in order to successfully quit. Hepitifessionals are in a position to
provide support and advice to quit smoking andhform the patient of the
availability of assistance. The involvement of allie professional can considerably
improve success rates, and spending less thanrthneges with a smoker can double

the chance of a successful quit attempt (Fioré. €2@00; Zwar et al., 2004).



Alcohol-Related Harms

Alcohol is a major contributor to preventable iiseand death, and is
responsible for over 3,000 deaths and 72,000 radsgaitions per year in Australia
(Chikritzhs et al., 2000). The burden of diseasiajury caused by alcohol in
Australia is 5% for males and 2% for females, altffothis drops to 2% overall if the
potential health benefits of low to moderate aldaomsumption are included
(Australian Institute of Health and Welfare, 200Bhe financial cost of problems
arising from alcohol consumption has been estimaté&b.5 billion per annum
(Collins & Lapsley, 2002). A more recent study coaied by Pidd, Berry, Roche, and
Harrison (2006) estimated absenteeism costs assdeigth alcohol consumption at
$437 million per year rather than the previousneate of $32.5 million, indicating
that the overall estimated financial cost of aldatumsumption may be considerably
greater than previously calculated.

Risk of harms arising from alcohol can be categarisito short term harms
arising from single occasions of risky alcohol aamgtion, and long term harms
arising from extended risky levels of consumptibiatjonal Health and Medical
Research Council (NHMRC), 2001). The emphasiseypttesent program of research
was on those individuals at risk of short term heamsociated with alcohol (see in
particular Chapters 4 and 5). Short term harms ¥aenésed on because previous
research has indicated that the majority of alcoblaited harms come not from
dependent drinkers, but from the more numerous rateléo low consumers of
alcohol who occasionally drink at risky levels (i.binge drinkers”) (Pidd, Berry,
Roche et al., 2006; Roche, 1999, p. 121; Roche &Ey1998).

The NHMRC (2001) guidelines for the general popatatefine drinking at

risky levels for short term harm as seven to tenkdron any one day for men and



five to six drinks on any one day for women, whlenking at high risk for short term
harms is any consumption that exceeds these amd\pysoximately 13% of the
population drink at risky or high risk levels fdi@t term harms at least monthly
(Australian Institute of Health and Welfare, 2005B)e acute harms that may result
from this pattern of drinking include motorist apedestrian injuries, fall injuries,

suicide, assaults, and drowning (Ridolfo & Steven&001).

Strategies to Address Smoking- and Alcohol-Rel&tadms

Given the extent of morbidity and mortality causgdsmoking and alcohol
consumption, it is an important public health goateduce the harms associated with
these two drugs. Many strategies of proven effiGadgt to combat smoking- and
alcohol-related harms including taxation to crgatee disincentives, smoking
restrictions in areas such as bars and restaurantsom breath testing of drivers, and
specialist services for the treatment of alcohatber drug dependence (Loxley,
Toumbourou, & Stockwell, 2005). In addition, thé&sestrong evidence supporting the
role of health professionals, such as General Boactrs (GPs) and nurses, in
preventing harms arising from alcohol, smoking threo drug use (Loxley et al.,
2005). In particular, health professionals are wkited to: 1) identify patients at risk
of smoking- or alcohol-related harms and 2) asbeste patients to reduce their risk of

harms. These two behaviours form the focus ofttiesis, and are summarised below.

Identifying Patients at Risk of Smoking- or AlceRelated Harms
Epidemiological studies have found a high prevatesicsmoking and alcohol

use in the general population. Health professiocatsplay a role in identifying



individuals who smoke or consume alcohol at rigkels as a first step towards
addressing harms associated with these drugs (BaKadden, 2005; Edwards,
Freemané& Roche, 2006; Zwar & Richmond, 2006).

Screening allows health professionals to identifyividuals at risk of
smoking- and alcohol-related harms. Screeningagthcess of asking questions or
administering a test in order to identify individsiavho are experiencing, or are at
risk of, alcohol- or other drug-related problemsalBr & Kadden, 2005). Screening
may comprise a questionnaire or a biological measuch as a blood alcohol reading
(Babor & Kadden, 2005). Identifying patients akrean enable the health
professional to then intervene with the patierprimvide brief advice or assistance

(Babor & Kadden, 2005; Loxley et al., 2005).

Advising and Assisting Patients at Risk of Harms

Opportunistic advice and assistance to patientsaayjth professionals is
commonly referred to as “brief interventions” (Bienal., 1993, p. 316). Specifically,
brief interventions are defined as short sessioasdim to facilitate change in an
individual’'s health behaviour, such as quitting &g or reducing risky alcohol
consumption (Roche & Freema2D04). Brief interventions have been recommended
as a follow up strategy once a health professibaslidentified an individual who
may be at risk of smoking- or alcohol-related hathwley et al., 2005). They can
last for between 5 and 30 minutes and include fragvice usually coupled with
motivational interviewing techniques (Proudfoot &&sson, 2000). Brief
interventions also provide opportunities to offedividuals written or oral

information about the health effects of the drugythre consuming and referrals to



specialised services such as a Quitline or drugaésahol counsellor (Aalto, Pekuri,
& Seppa, 2002; US Public Health Service Report0200

It has been well established that brief intervargioan be efficacious as a
secondary prevention strategy (Ballesteros, D@iyerejeta, Arino, & Gonzalez-
Pinto, 2004; Bertholet, Daeppen, Wietlisbach, Fregn& Burnand, 2005; Litt,
2002a; McEwen, Preston, & West, 2002). One reviesnwking cessation
interventions (Litt, 2002a) found that general piteaner (GP) interventions doubled
the chance of quitting smoking, and were even rsaceessful when combined with
pharmacotherapies such as nicotine replacementpsopion. Interventions from
GPs can have successful effects, take only a fewtes, and have the capacity to
prevent chronic smoking-related illnesses, makiregrt highly cost effective
interventions (McEwen et al., 2002; Richmond, 1996)

The widely endorsed “5As” guidelines provide a gahstrategy for raising
the issue of smoking and advising and assistinigmatto quit. The “5As” are:

» Asking about smoking status,

» Assessing readiness to change and nicotine depesmden

* Advising patients to quit,

» Assisting in quitting, and

» Arranging follow up or a referral to a specialissdvice.
(Beaglehole & Watt, 2004; US Public Health SenRaport, 2000; Zwar et al.,
2004).

Brief interventions targeting alcohol consumpti@vé also been found to be
very effective in changing individuals’ consumptiewels (Ballesteros et al., 2004;
Bertholet et al., 2005). One meta-analysis (Wilklet1997) reported that heavy

drinkers were twice as likely to lower their congiian 6 to 12 months after a brief



intervention than heavy drinkers who received rierirention. Brief interventions
have also reduced the number of alcohol-relatedlgnes (Richmond, Heather,
Wodak, Kehoe, & Webster, 1995), health care utilisaand associated treatment
costs (Fleming et al., 2002), and the number ofrgerey department admissions
(Holder & Blose, 1992).

However, despite research supporting the efficddyief interventions, and
dissemination of guidelines such as the “5As”, tieptofessionals’ implementation

of alcohol and smoking interventions is limited jlasstrated below.

Implementation of Screening and Brief Interventions

Previous efforts to enhance health professionats’ipion of screening and
brief interventions for smoking and alcohol hawgédy focused on GPs (Roche &
Freeman2004). GPs are seen as credible (Pieterse, S&gMties, Mudde, & Kok,
2001) and are visited by 85% of the general popuriavery year (RACGP National
Preventive & Community Medicine Committee, 1998pwéver, the uptake of brief
interventions by GPs has been less than optimal@Eds, Freemariitt, & Roche,
2006; Humair & Ward, 1998; McEwen et al., 2002; i&pafer, Israel, & Turner,
1999; Zwar & Richmond, 2006). Litt (2002b) has rmbtkat, in the case of smoking,
the uptake of brief interventions has not improwrethe last decade. In an Australian
survey of 1,000 smokers attending GPs (Litt, Polettal., 2003), only 10% had been
referred to the Quitline and only 18% had been kdralQuit book.

Similarly, low levels of intervention have been faufor alcohol. For
example, Degenhardt, Know, Barker, Britt, and Skhké (2005) estimated that GPs

intervene with 377,100 patients concerning alc@aah year. This is only a small
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proportion of the approximately 1.6 million Austeals aged 14 or over who consume
alcohol at levels of risk for long term harms, ahe approximately 3.4 million
Australians aged 14 or over who consume alcohoslay levels for short term harms
at least monthly (Australian Institute of Healtrdawelfare, 2005b). Spandorfer et al.
(1999) found 72% of GPs preferred to refer patients alcohol-related problems
rather than offer brief interventions.

Hence, although brief interventions for smoking atmbhol consumption are
effective, implementation of these strategies leslpoor. The alcohol and other
drug and public health fields have therefore caltedesearch to be undertaken on
the barriers experienced by health professionaldantifying and assisting patients
who smoke:

Our recent lack of progress in tobacco controttistautable more to the

failure to implement proven strategies than ibistlack of knowledge about

what to do ... Studies are urgently needed to idettié social, institutional
and political barriers to the more rapid dissemarabf these research

advances (US Department of Health and Human Senafg90, p. 436).
Similarly, there have been calls for more attentmthe examination of barriers to
health professionals’ provision of brief alcohdierventions (National Expert
Advisory Committee on Alcohol, 2001). Consequenthg current research focused
on barriers to uptake of brief interventions. Fexsurrounding the effectiveness of
brief interventions, such as the dynamics of suttgtaise and behaviour change
concerning substance use were not included inatyeesof the current research.
Rather, the aim of the program of research wasdeease the quantity of
interventions offered to patients at risk of smakior alcohol-related harm from

health professionals.
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A small body of research has examined GPs’ barttetise provision of brief
smoking and alcohol interventions. Research examgibarriers to GPs’ utilisation of
smoking cessation interventions indicates a rafigpawiers have inhibited greater

uptake, including lack of time (Edwards, Freemiaitt et al., 2006; Gottlieb, Guo,

Blozis, & Huang, 2001), difficulty identifying smeks (Gottlieb et al., 2001), lack of
available support (Litt, Ling, & McAvoy, 2003; Yogr& Ward, 2001), lack of
financial incentive (Pieterse et al., 2001; Yound\&ard, 2001), lack of interest on the
part of GPs (Young & Ward, 2001), lack of confidenskills, and training (Edwards,
Freemanlitt et al., 2006; Mcllvain, Backer, Crabtree,L&cy, 2002; Young, Swartz,
Perkins, & Green, 2000), negative attitudes aboeiinierits and efficacy of smoking
cessation interventions (Mcllvain et al., 2002)] @anperception that patients are not
interested in quitting (Coleman & Wilson, 1999). G&triers to the uptake of alcohol
consumption interventions include GPs finding ffidult to raise the topic of alcohol
(Mowbray & Kessel, 1986; Weller et al., 1992), fegrthey may lose patients
(Weller et al., 1992), feeling that it is not aitegate part of their work (Durand,
1994; Roche, Parle, & Saunders, 1996), and feétexe is little they could do to help
a patient with alcohol-related problems (Farmer &&hwood, 2001). Education and
training may aid in overcoming some of these besriPoran, Duszynski, Beilby, &
Mattick, 2006). However, engaging GPs in educaind training for smoking- or
alcohol-related issues is difficult due to lackiafe, available expertise, training sites,

and institutional support (Fiellen, Butler, D'OnofrBrown, & O'Connor, 2002).
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Alternative Intervention Agents

The discouraging levels of involvement among GR& lmmompted
examination of possible alternative interventioeratg. Upskilling other health
professionals, in addition to GPs, to deliver imggitions targeting alcohol and
smoking could have several benefits. Firstly, thearprofessions that routinely
deliver preventive interventions, the greater thmber of smokers and individuals
consuming alcohol at risky levels who will receadvice or help from at least one
health professional, maximising the attendant putdialth benefits (Fowler, 2001).
Secondly, other professionals may not experienceaag/ barriers to implementation
as GPs, and hence may be able to achieve gredtdeujhockwood & Maguire,
2000; Roche & Freemag004). Thirdly, if multiple intervention agentsea
employed, then patients may receive consistentaduwwm more than one health
professional, which may increase the motivating&# of the advice (Parker, 2003).

Other potential intervention agents to target smgknclude dental

professionals (Barker, Williams, Taylor, & Bark@f01; Edwards, Freema&

Roche, 2006; Trotter & Worcester, 2003) and pharstei¢Aquilino, Farris, Zillich,

& Lowe, 2003; Edwards, Freemas Gilbert, 2006; Williams, Newsom, & Brock,

2000). Potential intervention agents to targettad¢t@consumption include practice
nurses (Lock, Kaner, Lamont, & Bond, 2002; OwenénGre, & Pirmohamed,
2000), and Emergency Department staff (Charalami#@?; D'Onforio & Degultis,

2002; Roche, Freema& Skinner, 2006).

The first aim of the present program of research twaexamine the potential
for two particular health professions to act asmntion agents: dental hygienists
and Emergency Department nurses. These two professiay be in a position to

make a substantial contribution to the preventibsnooking- and alcohol-related
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harms. Specifically, two behaviours were examinedgvofession (dental hygienists
and Emergency Department nurses): 1) identificatioat-risk patients and 2)
provision of assistance to such patients (for smgpkind alcohol respectively). The
program of research focused on behaviours for twéepsions and two different
drugs as these were identified as appropriate betawto target, and to examine the
potential influence of the context in which ideigi@tion and assistance took place.
These alternative intervention agents are intend@dmplement existing agents and
settings of brief interventions, such as GPs, ratien to act as sole providers of brief
interventions for smoking or alcohol consumptioheTental surgery and Emergency
Department settings may have their own unique é&a@rto the provision of brief
interventions, such as the potential for patientse tense or anxious when visiting
the dental surgery, and for patients at risk obladd-related harm to be in an
intoxicated state when presenting to the Emerg&epartment.

There is very limited national and internationaearch on the role dental
hygienists or Emergency Department nurses couldipleesponding to smoking- or
alcohol-related harms. Only a small number of gtsidiave examined barriers that
exist to greater uptake of brief interventions lgse two potential intervention
agents. The rationale for selecting these two geié®s and the available research on

barriers to implementation in these professions discussed below.

Dental Hygienists and Smoking

The dental surgery is a prime setting for smokiegsation activities

(Edwards, Freema& Roche, 2006). There is a well established bekveen

smoking and poor oral health, including stainedhitegum disease, greater tooth loss,
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and potentially fatal cancer (Johnson & Bain, 200@ll, Dawson-Hughes, Garvey,

& Garcia, 1997; Mecklenburg et al., 1996; US Departt of Health and Human
Services, 2004). Smoking also negatively affectsmues of dental treatment such as
oral surgery, implants, and the treatment of guseake (Johnson & Bain, 2000;
Sanchez-Perez, Moya-Villaescusa, & Caffesse, 2007).

In Australia, 60% of the population visit the debtt least once per year
(Carter & Stewart, 2003), including men and adaess, who are less likely to visit
health professionals such as GPs (Campbell, S|&t@&etty, 1999; Parker, 2003).
The dental team is in a unique position to help yranokers quit through simple,
quick and personalised advice and support duriagre clinical care (Campbell et
al., 1999; Clover, Hazell, Stanbridge, & Sansorii€is1999; Trotter & Worcester,
2003). They are also ideally placed to refer peagle are contemplating quitting to
more intensive support such as quit lines (Pa@@®3; Watt, Johnson, &
Warnakulasuriya, 2000).

Dental hygienists may be better placed than derttisprovide smoking

cessation services (Edwards, FreengaRoche, 2006). In a survey of 392 South

Australian dental professionals (Edwards, Freem8aRoche, 2006), dental hygienists

reported longer average consultation times thatistenspending on average 48
minutes with each patient, compared to 32 minuweséntists. Dental hygienists
reported fewer system barriers than dentists, detfitists placing more emphasis than
dental hygienists on barriers such as lack of faekllon patient progress, insufficient
incentives for time spent, lack of time and lackerhinders of patients’ smoking
status. Similarly, dental hygienists reported feptactitioner barriers than dentists,
including being more likely to feel that smokingssation activities were a

worthwhile use of their time, and having the coafide to ask patients about smoking
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when it was not related to their presenting cooditDental hygienists were also
more confident than dentists in discussing smokimdj reported higher rates of
intervening with patients who smoke than dentists.

International research has also found that dentgiEhists report fewer
barriers to smoking cessation activity than desfifistelgason, Lund, Adolfsson, &
Axelsson, 2003). Brief smoking cessation intervamgiprovided by dental hygienists
have been found to be effective (Nasry et al., 2086sry et al. (2006) reported that
25% of smokers with chronic gum disease who hagived smoking cessation
advice from a dental hygienist had quit at the E2kvfollow up, which was
comparable to more intensive forms of support aascthe Quitline (Borland,
Balmford, Segan, Livingston, & Owen, 2003).

However, research indicates that dental hygienistglementation of
smoking cessation interventions is limited (Bargeal., 2001; Chambers & Corbin,
1996; Dolan, McGorray, Grinstead-Skigen, & Mecklerdy 1997; Edwards,
Freemané& Roche, 2006). In particular, assisting patiemith quitting and arranging
referrals occurs less frequently than asking ptgiahout smoking and advising them
to quit (Barker et al., 2001; Chambers & Corbin9@9Dolan et al., 1997; Edwards,
Freemané& Roche, 2006).

Little research has identified barriers or factbtas to dental hygienists’

implementation of brief smoking cessation interiamd. Edwards, Freemamd

Roche (2006) found that barriers to Australian denygienists’ smoking cessation
activity included lack of confidence, fear of alimg patients, and low perceived
efficacy in regard to helping patients to quit. @ioeers and Corbin (1996) surveyed
dental hygienists in lowa and found that the stestidparriers were lack of knowledge

of referral sources, patient resistance to disogssmoking, the hygienist’s
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preparedness to deliver smoking cessation senaceksthe cost and time required.
Similarly, Helgason, Lund, Adolfsson, and Axelsso(2003) survey of dental
hygienists in Sweden revealed that the main barperceived by hygienists were
lack of knowledge on the subject, time cost ofititervention, lack of reimbursement
from the health care system, and a preferencddotiee patient on to specialised
help.

In summary, only three studies were found inteometily that examined
dental hygienists’ barriers to assisting patieatguit smoking. The studies identified
a range of potential barriers. However, the studiee not theory-based, and only

one of the three studies (Edwards, FregmaRoche, 2006) investigated the relative

importance of the different barriers by examinihg impact of the perceived barriers

on frequency of assisting patients.

Emergency Department Nurses and Alcohol Consumption

The Emergency Department has been identified asree [setting for brief
interventions targeting alcohol consumption (ChetpR006; Cherpitel et al., 2006;
Fleming et al., 2007). The strong link between btd@nd injury is well established
(Charalambous, 2002; Cherpitel et al., 2006; M@faller, Blow, Hill, & Singer,

1997; Runge, Garrison, Hall, & Waller, 1999). Cansently, Emergency Department
staff are likely to frequently encounter patientperiencing alcohol-related harms in
the course of their work (Holloway, Watson, & S{&006; Roche et al., 2006). A
meta-analysis of studies conducted in Emergencyaiegnts found approximately
16% of individuals presenting to the Emergency D&pant scored positive on

screening tools for alcohol problems, and 26% mreskwith a positive blood alcohol

17



reading (Roche et al., 2006). This contact canigeoa ‘teachable moment’ when the
patient’s receptiveness to changing their alcobaksamption may be high (Williams,
Brown, Patton, Crawford, & Touquet, 2005).

Emergency Department nurses may be particularli/suékd to identifying
and assisting patients at risk of alcohol-relatadris (Cherpitel, 2006; de Crespigny,
2002; Holloway et al., 2006). Nurses are seenedilgle and trustworthy by the
community, and could play a key role in identifyiaigd assisting patients
experiencing alcohol-related harms to modify tla@ohol consumption (de
Crespigny, 2002). Research also indicates thagrafisiant proportion of patients
experiencing alcohol-related harms who presertiédEmergency Department will
accept and act on advice presented by health giofeds (Dinh-Zarr, DiGuiseppi,
Heitman, & Roberts, 2004; Patton, Crawford, & Toetj2003, 2004). Hence, nurses
who work in the Emergency Department are well pdaceidentify individuals at risk
of alcohol-related harms, and advise and assist thenodify their alcohol
consumption.

At the time of writing, there was no available Aadiin research on
Emergency Department nurses’ barriers to identifyonassisting patients at risk of
alcohol-related harms. Three UK studies reporteddya including: insufficient
training, perceived risk of offending patients, tieed to respond to the patient’s
presenting condition, lack of confidence in thdfeetiveness in helping patients to
modify their alcohol consumption, time pressures staffing issues, patient barriers
such as patients’ motivation and physical and metése, and the lack of support
services (Anderson, Eadie, MacKintosh, & Haw, 2@xboker, Peters, McCabe, &
Short, 1999; Waller, Thom, Harris, & Kelly, 1998)wo US studies reported barriers

including: administration time cost, nurses’ conhfarasking patients about alcohol,
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cost of training and other costs, and legal implices of documenting suspected
alcohol use (Becker et al., 1995; Clifford et 24D96). Becker et al. (1995) also
reported factors that facilitated nurses’ idenéifion of patients at risk of alcohol-
related harms, including educating nurses aboutlthieal significance of alcohol
use in injured patients, improving resources abél#o staff and patients to
encourage referrals, and providing feedback toesuabout positive results arising
from their referrals.

In summary, five studies from the UK and the USenecated, but none from
Australia, examining Emergency Department nursagiérs to responding to
alcohol-related harms. These studies identifieah@e of perceived barriers to
responding to alcohol-related harms. However, thdiss were not theory-based and
did not examine the influence of perceived barr@rdrequency of assisting

behaviours.

Extending Research on Barriers

As illustrated above, much of the existing reseantinealth professionals’
responses to alcohol, smoking or other drug udessriptive in nature and focuses
largely on health professionals’ opinions, wittiditor no analysis of which barriers
impact most on frequency of assisting patients.|8uhie existing research may
provide guidance on what factors to examine, isfa identify which barriers are of
most importance. Research to-date also fails tmex@awhether it is possible to
reduce the impact of barriers, or to provide a teecal framework for understanding
the influence of barriers on frequency of identifyiand assisting patients. Moreover,

investigating health professionals’ motivations atittudes entails psychological
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guestions, yet no research appears to have beentakeh which has empirically
applied psychological theory to the issue.

A theoretical framework is necessary to move beyoede identification of
factors that are perceived to impact on the frequevith which a behaviour is
performed to an understanding of how barriers workfluence behaviour and how
such barriers might be addressed. The researcbanpeeishere is the first application
of a psychological theory to dental hygienists’ &mdergency Department nurses’

provision of brief interventions for smoking or alml consumption.

Theory of Planned Behaviour

The Theory of Planned Behaviour (Ajzen, 1991) vaestified as a
potentially relevant psychological theory with wihio examine health professionals’
behaviour. The Theory of Planned Behaviour incaafes actors’ attitudes, the
influence of other individuals and norms, the &pilo perform the behaviour and
intentions to perform the behaviour in order todicea particular behaviour (Ajzen,
1991). Hence, the Theory of Planned Behaviour aexide range of determinants
likely to be relevant to the frequency with whiabalith professionals identify and
assist patients at risk of smoking- or alcoholtedaharms.

The Theory of Planned Behaviour is a well establisand highly researched
and utilised psychological theory (e.g., Ajzen, 20Armitage & Conner, 2001; Eagly
& Chaiken, 1993). It has been applied to a randaebfviours including health
behaviours such as dieting (Conner, Martin, Silagrd& Grogan, 1997) and quitting
smoking (Hu & Lanese, 1998). The theory has be@®lyiused to understand and

predict behaviours (Armitage & Conner, 2001), and tesser extent, as the basis for

20



behaviour change interventions (Hardeman et al2R®A substantial evidence base
indicates the Theory of Planned Behaviour may mi®wa useful theoretical
framework for addressing health professionals’ibesrto identifying and assisting
patients at risk of smoking- or alcohol-relatedrhgr

The second aim of the present research therefadonapply the Theory of
Planned Behaviour to the frequency with which demygienists and Emergency
Department nurses identify patients at risk of simgkor alcohol-related harms
respectively, and provide assistance to such gatienorder to further the research
on barriers affecting these behaviours. The ThebBlanned Behaviour may aid in
understanding, predicting and increasing frequaridyealth professionals’ provision

of brief interventions for smoking and alcohol.

Conclusion

In this chapter, issues facing professional praatltange were presented. In
summary, it is argued that previous research ompieke of evidence-based
interventions by health professionals has largety$ed on dissemination pathways.
Less research has been undertaken to investigalt Ipeofessionals’ attitudes and
motivations that can influence implementation ofvneterventions or findings.
Psychological theory may aid the understandingdesign of behaviour change
interventions targeting health professionals’ bétwawv The Theory of Planned
Behaviour in particular may be relevant to inveiign of this issue as it was
designed to predict and understand behaviour agdite the development of

behaviour change interventions.
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The first two aims of the program of research watated: 1) to examine the
role of dental hygienists and Emergency Departmarges in the provision of brief
interventions for smoking and alcohol consumptiespectively, and 2) to apply the
Theory of Planned Behaviour to understand and préaese behaviours. In the
following chapter, the Theory of Planned Behaviand how it will be applied to
these behaviours is outlined. In Chapter 3, théiffigs of a meta-analysis undertaken
to assess previous applications of the theorydgarusational settings are presented.
In Chapters 4-6, results are presented from thdiefwndertaken to apply the Theory
of Planned Behaviour to behaviours under examinaiibe final chapter provides an
overview of the key findings from this body of waakldressing a theoretically driven

approach to professional practice change.
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CHAPTER 2.

THE THEORY OF PLANNED BEHAVIOUR

The aim of this program of research was to appygipsiogical theory in
order to predict, understand, and increase theiémcy with which dental hygienists
identify patients who smoke and assist patientpitbsmoking, and the frequency
with which Emergency Department nurses identifygmds at risk of alcohol-related
harms and assist them to modify their alcohol consion. The previous chapter
presented the rationale for targeting these fobhabeurs, and provided a critical
summary of the previous research on barriers ttatlaggienists’ and Emergency
Department nurses’ implementation of these behasidthe previous chapter also
highlighted the need to apply psychological theorthe research on barriers, and
indicated the potential for the Theory of Plannath®&viour to provide a useful
framework for addressing these behaviours. Thiptelnanow details the Theory of
Planned Behaviour, support for the theory, howilitlve applied to the behaviours
that form the focus of this thesis, and introdubessecondary aim of the research,
l.e., to examine whether the Theory of Planned Bielia can account for the
influence of organisational variables on behaviour.

The Theory of Planned Behaviour (Ajzen, 1985) ieatension of the earlier
Theory of Reasoned Action (Fishbein & Ajzen, 1978)e Theory of Planned
Behaviour incorporates the Theory of Reasoned Actad includes an additional
variable, perceived behavioural control (Ajzen, 30& summary of the Theory of
Reasoned Action is provided below, followed by depments specified in the

Theory of Planned Behaviour.
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Theory of Reasoned Action

Fishbein and Ajzen (1975) developed the Theoryed$®ned Action in order
to understand and predict behaviour. The theopyadicated on the assumption that
individuals are rational decision makers, and bdhave in a manner consistent with
their values and the information available to th&mhbein and Ajzen (1975)
theorised that the immediate determinant of behavsan individual’s intention to
perform the behaviour. In turn, individuals’ atties towards the behaviour and
perceptions of the norms surrounding the behavidarm individuals’ intentions.

The Theory of Reasoned Action is summarised inréi@ubelow.

Attitude towards the

behaviour

Intention Behaviour

A 4

A 4

Subjective norms

Figure 2.Summary of the Theory of Reasoned Action (Fishi8eAjzen,

1975)

Behaviour.Fishbein and Ajzen (1975) define behaviour astowiservable
acts that can be studied. Observable behavioursrtedit operationalised as
specifically as possible; Fishbein and Ajzen (19€spmmend specifying the action,
the context in which the behaviour occurs, thedhod the behaviour, and the time

the behaviour will occur. For example, operatiosialy alcohol consumption as

24



having a drink of alcohol (the action) will likehgsult in poor predictive power,
compared to specifying the behaviour as drinkingr lfhe target) at home (the
context) after work tomorrow (the time). Behavi@an be a single act criterion, such
as in the previous example, or, as in the caseeobéhaviours in this thesis, a
repeated observation criterion, where frequengyeoformance of the behaviour over
a specified time period is examined (Ajzen & Fishb&980). In cases where
behaviour may involve low behavioural control, sashobtaining a job or achieving a
high grade in a class, behaviours can also beifidgsas goals (Ajzen, 2002a). The
behaviours that formed the focus of this researerevihe performance of strategies to
try to help patients quit smoking or manage thkeiolaol consumption, rather than
achieving behaviour change with the patient. Hetimepbehaviours were not
classified as goals.

Intention.As outlined in Figure 2 above, an individual’s miien to perform a
behaviour is the most proximal determinant of betay and is influenced by their
attitude towards the behaviour, and subjective saegarding performance of the
behaviour. As intentions are the immediate deteamtiof an individual’s behaviour,
the specificity of the measure of intention needsatch the specificity of the
operationalisation of the behaviour.

There is considerable debate in the literaturerddgg the nature of intentions.
Operationalisations of intentions that have beedusclude the individual's
subjective judgement of the probability that thelf perform the behaviour (Fishbein
& Ajzen, 1975), intentions tty to perform the behaviour (Ajzen, 1985), and
motivational desires (Fishbein & Stasson, 1990 plresent research adopted
Fishbein and Ajzen’s (1975) original definitioniotentions. Intentions to try were

not used, as Ajzen (1991) later argued that imestio try did not differ statistically
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from the original measure of intentions, and thatdriginal, simpler measure should
be used in preference to predictions of trying. Muivational desires definition of
intentions was not used as Bagozzi's research (Bagt092; Bagozzi & Kimmel,
1995) demonstrated that desires are best modallpdeaursors to intentions, rather
than intentions per se. Additionally, desires maybe the most appropriate
operationalisation of intentions in an organisagicsetting, as emotive connotations
may not be applicable to decision making for woekdviours.

Attitude towards the behavioukttitude is a commonly used construct in
social psychology with widely varying definitionsishbein and Ajzen (1975) specify
that an attitude is an evaluative or affective disien associated with a stimulus
object, action or event. Attitudes are bipolar resenting either a positive, neutral or
negative feeling toward an object, action or evBice the stimulus in the Theory of
Reasoned Action is a particular behaviour, attisugle® argued to be the result of
evaluations of, or affective feelings towards, plessible outcomes of performing the
behaviour (Fishbein & Ajzen, 1975). For examplejratividual may perceive
assisting patients to quit smoking as uncomfortahke fruitless. This individual
would form a negative attitude towards assistingepés to quit smoking. An
individual who perceives the outcome of assistiatigmts to quit smoking as
improved health and wellbeing of the patient, hogremay form a positive attitude
towards assisting.

Subjective normsSubjective norms refer to beliefs that people ingoarto
the individual, in relation to the behaviour in gtien, will either approve or
disapprove of the behaviour (Fishbein & Ajzen, 19 7These influential individuals
or groups are labelled “referents” (Fishbein & Ajz&975, p. 302). Referents may be

friends, family, peers, colleagues, supervisorsaaiety in general. Hence, an
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individual who feels their supervisor would disap of them spending time
discussing smoking with a patient may have littkention to discuss smoking, while
an individual who feels their colleagues or proi@sal organisation would approve of
them discussing smoking may have a stronger iment discuss smoking.

Underlying beliefsAs these examples of subjective norms illustratsgt of
beliefs underlies the more general construct ofesiive norms. While norms
represent the overall perception of whether periognthe behaviour would be
approved or disapproved of, beliefs are more imldigl cognitions about particular
individuals or groups, and these underlying belgefisibine to form the overall
subjective norm perception (Fishbein & Ajzen, 1975)

In the example of the professional assisting p#dito quit smoking, several
underlying beliefs may be involved. The professi@supervisor may approve of the
individual spending the time discussing smokingnay a senior colleague and also
the patient. Two other colleagues may disapprowbefprofessional assisting the
patient. Thus, the individual may have beliefs dleach of these five referents’
approval or disapproval of assisting patients tib gmoking. Fishbein and Ajzen
(1975) present an expectancy-value model for calitg the subjective norm belief
where the individual weighs each referent’s approvaisapproval by their
motivation to comply with that referent, and themns these normative beliefs to
form the general subjective norm belief.

Similarly, individuals’ attitudes towards behavieware a result of underlying
behavioural beliefs (Fishbein & Ajzen, 1975). Whalititude is a general cognitive or
affective perception of the behaviour, behaviobediefs are the individual cognitions
or feelings that combine to form the general atgtuBehavioural beliefs concern

possible consequences of the behaviour (Fishbehjz&n, 1975). For example, an
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individual may believe that assisting a patienqiit smoking will result in better,
more holistic healthcare (an outcome held in pasitegard by the individual), and
hence the individual may form a positive attitudedards assisting patients to quit
smoking. Alternatively, an individual may believeat assisting patients to quit
smoking will lead to an argument with the patiemtl avasted time (two negative
outcomes), and hence may form a negative attitoartls assisting patients to quit
smoking. An individual may hold all three of thdssiefs. According to the Theory
of Reasoned Action, individual behavioural beli@fe combined to form an attitude
towards a behaviour in a similar manner to norneglieliefs. The individual weighs
each evaluation of a possible outcome of the belawith the probability that the
outcome will eventuate, and then combines thesgejments to arrive at an overall
attitude towards the behaviour (Fishbein & Ajze@73). Underlying beliefs are
crucial to understanding behaviour, as opposedsiogredicting behaviour.
Identification of beliefs that underlie attitudesdasubjective norms allows
examination of specific barriers to behaviour ameldevelopment of Theory of
Planned Behaviour-based behaviour change intenrentargeting these beliefs

(Fishbein & Ajzen, 1975).

Extending the Theory of Reasoned Action: The Thedriylanned Behaviour

One major limitation of the Theory of Reasoned éwtis that the theory only
addresses behaviours that are under an individcaitgolete volitional control, such
as voting for a particular candidate or signingetitpn (Ajzen, 1991). In the case of
behaviours that require resources, skills or opties, or involve overcoming

obstacles, such as losing weight, having a chiid,@rsuing a particular career path,
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the theory tends to predict behaviour with lesgigren (Sheppard, Hartwick, &
Warshaw, 1988).

The Theory of Planned Behaviour addresses the afse@itional control by
incorporating the construct of perceived behavibcwatrol (Ajzen, 1985). Perceived
behavioural control concerns how easy or diffieuitindividual believes a particular
behaviour will be to perform (Ajzen & Madden, 198Bghavioural control comprises
factors internal to the actor, such as knowledg#issand abilities, as well as factors
external to the actor, such as time, opportunipgtacles, resources, and the
cooperation of other people (Ajzen & Madden, 19&andividuals believe that they
have the necessary knowledge, skills, and resotwgaesrform a behaviour, and
anticipate few obstacles, then they perceive a tdegiree of behavioural control.
Individuals who perceive they lack skills or resmrs, or see numerous obstacles to
performing the behaviour will perceive low behavalicontrol.

Perceived behavioural control may be particulaglgvant to work behaviours
that are shaped by structured work environmentd) as the Emergency Department
or dental surgery. In such settings, protocols east that require or prohibit workers
from performing particular behaviours through direcindirect means. Work
environments may involve obstacles unique to osgditnal settings such as needing
the approval or cooperation of colleagues, manageizatients to perform a
behaviour. Given the potential importance of peregibehavioural control in
organisational settings, the Theory of Planned Bielia is more appropriate to the
examination of work behaviours than the Theory easbned Action.

Just as behavioural beliefs underlie attitudes,rachative beliefs underlie
subjective norms, Ajzen (1991) argues that coretiefs underlie perceived

behavioural control. Control beliefs comprise petms about obstacles, skills, and
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available resources, and are likely to be baseobshexperience and secondhand
information received about the behaviour (Ajzen &dden, 1986).

Ajzen (1991; Ajzen & Madden, 1986) proposes thatgeed behavioural
control relates to behaviour in two ways. Firsggrceived behavioural control has a
positive impact on intention (Ajzen & Madden, 198ah individual who feels that
the behaviour will be easy to perform, and perceiesv obstacles (i.e., perceives
high behavioural control), is more likely to intetadperform the behaviour than an
individual who feels the behaviour will be diffi¢ub perform and will be fraught
with obstacles (i.e., perceives low behaviouraltadh Secondly, perceived
behavioural control directly predicts behaviourt boly insofar as the perception of
behavioural control accurately reflects actual behaal control (Ajzen, 1991). In
other words, actual behavioural control, consisththe available resources,
obstacles, and the actor’s skills and abilitiekea$ behaviour by determining the
success of the actor in performing the behaviguthé absence of the ability to
measure actual behavioural control, perceived heheal control may serve as a
substitute predictor if the actor’s perception ehavioural control is accurate (Ajzen,

1991).

The Theory of Planned Behaviour and Behaviour Chang

The primary goal of research utilising the Theol@anned Behaviour is
often the development of interventions designechmge behaviour, and frequently
the main reason for investigating what factors mtdaehaviour is to endeavour to
change the behaviour (Fishbein, Ajzen, & McArdl@8@). This can especially be

seen in the health psychology field where the ThebPlanned Behaviour has been
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used extensively to investigate what underlyingeieiheed to be targeted to increase
particular health protective behaviours or reduasigular risky behaviours (Godin &
Kok, 1996; Sutton, 2002).

Fishbein and Ajzen (1975) outline three steps tenstanding and predicting
behaviour, and designing a behaviour change intéiove based on the Theory of
Planned Behaviour:

1) In the first stepthe behavioural, normative, and control beliefs erhging

the behaviour are eliciteffom representatives of the targeted population

2) In the second step, the modally salient beliefs (ffost common beliefs

elicited) are used to construct a survey admirestéo a representative
sample of the population. The survey allavaluation of which
theoretical determinants are most importaemd which underlying beliefs
are crucial to the performance of the behaviour

3) In the third stepa behaviour change intervention is desigtedarget the

beliefs found in the survey to be most predictit¥eé&haviour.

Each step is critical in informing the next, wittetbehaviour change
intervention the end point of the application of theory. However, the Theory of
Planned Behaviour does not offer guidance on hoshémge behaviour beyond
which underlying beliefs should be targeted. Thelétle discussion of the best way
to alter these underlying beliefs.

These three steps were followed in the currentnaragf research to ensure a
comprehensive application of the Theory of PlanBeldaviour to the studied

behaviours. One of the aims (aim 4) of the preses#arch was to design and

31



evaluate a professional practice change intervemitased on the Theory of Planned

Behaviour.

Support for the Theory of Planned Behaviour

There is general support for the ability of the dityeof Planned Behaviour to
predict and understand behaviour. Empirical studrebmeta-analyses have found
consistent support for the relationships specifigdhe theory, and demonstrated the
theory’s predictive validity (e.g., Armitage & Coam 2001; Giles & Cairnes, 1996;
Godin & Kok, 1996; Nejad, Wertheim, & GreenwoodQ20Netemeyer, Andrews, &
Durvasula, 1993). A meta-analysis by Armitage aondri@r (2001) found that the
average percentage of variance in behaviour aceddat by the Theory of Planned
Behaviour was 27%. Issues of contention have lgrg@hcerned definitional and
measurement issues and the addition of extra Jasiatather than challenges to the
underlying theoretical model. Such issues are dfquéar relevance to the
guantitative surveys reported in Chapter 5, andls®ussed in that chapter.

Very few studies have applied the Theory of PlanBekaviour to the
development of behaviour change interventions ategrto the three steps described
above (Hardeman et al., 2002; Sutton, 2002). letgrons have tended to either not
use the Theory of Planned Behaviour to designritegvention or not be based on
research which identified the salient underlyintdie to be targeted. This limitation
includes the interventions reported by the autlbbthe Theory of Reasoned Action
and Theory of Planned Behaviour (Fishbein et 8801 Fishbein et al., 2001). Eight

studies were located that followed or approximabedprescribed three steps. These
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studies are summarised in Table 1 below. All egjatlies were randomised

controlled trials of Theory of Planned Behaviouséd interventions.
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Table 1

Studies Applying the Theory of Planned Behavio#doordance with Azjen and Fishbein's (1935tep Methodology

Study Population Targeted Intervention Outcomes
Behaviour
Chatzirantis and High school Increase leisure Written persuasive Increased attitudes, which in turn increased
Hagger (2005) students time physical message targeting intentions, but did not affect behaviour.
activity behavioural beliefs
Armitage and Conner Hospital Reduce fat Two written persuasive Neither intervention changed the theoretical
(2002) workers intake messages targeting 1) determinants of behaviour, did reduce fat intake
behavioural beliefs, and 2) among participants with a high initial fat intake.
control beliefs Hence, the theory could not explain the change in
behaviour.
Hoogstraten, De Hann,Health Return the Written persuasive Increased participants’ attitudes, but not behaviou
and Ter Horst (1985) insurance included dental message targeting In fact, rates of behaviour were highest when no
members care application behavioural beliefs persuasive argument was included with the letter.
form Participants’ intentions were not measured.
Murphy and Brubaker Male high Testicular self- Video targeting Increased intentions and behaviour, but not aggyd
(1990) school examination behavioural and normative subjective norms or perceived behavioural control.
students beliefs Hence, the theory did not adequately account fer th

increases in intentions or behaviour.
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Study Population Targeted Intervention Outcomes
Behaviour
Brubaker and Fowler Male high Testicular self- Audiotape targeting Increased rates of behaviour, but not intentions or
(1990) school examination behavioural and normative other theoretical determinants. Hence, the themty d
students beliefs not adequately account for increase in behaviour.
Parker, Stradling and Drivers Reduce Three separate videos None increased intentions, but the normative kelief
Manstear (1996) speeding targeting behavioural, video did increase normative beliefs. Participants’
normative, and control speeding behaviour was not measured.
beliefs
Crawley and Koballa Hispanic- Enrol in Two interventions: The audiotape only intervention increased attitudes
(1992) American chemistry audiotaped persuasive intentions, and behaviour. However, the interventio
high school message with or without involving the audiotape and discussion did not
students discussion with increase attitudes or behaviour, and reduced
parents/guardians intentions.
Quine, Rutter, and Adolescent Wear a helmet Booklet targeting Improved underlying beliefs and increased intergion
Arnold (2001) school while cycling behavioural, normative,  and behaviour.
students and control beliefs
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In sum, the results of the studies depicted in @abdlo not provide strong
support for Theory of Planned Behaviour-based wetetions. Interventions need to
first change the beliefs underlying the behaviadrich should then result in changes
to individuals’ intentions and behaviour (Ajzen &Fkbein, 1980). Only 2 of the 12
interventions described in the eight studies wapeassful in changing underlying
beliefs, theoretical predictors of behaviour andaweour in accordance with the
theory. Ajzen and Fishbein (2004) argue that swsfaebehaviour change
interventions are one of the most important tekteevalidity of the Theory of
Planned Behaviour, especially if they investigatethier the theory can account for
changes in behaviour. The paucity of Theory of Ré@hBehaviour-based behaviour
change interventions, and the mixed results ofésearch that has been undertaken
to-date, are a serious shortcoming of the evidéase for the theory. Further research
is needed to evaluate behaviour change intervenbased on the Theory of Planned
Behaviour in order to test the ability of the thety inform the design of successful
behaviour change interventions. This thesis addsvaluation of an intervention
based on the Theory of Planned Behaviour to thdeexee base. Additionally, this
research was the first to apply the Theory of PdéanBehaviour comprehensively to a
behaviour change intervention in the organisatise#ting.

The current program of research targeted the freguevith which dental
hygienists identify patients who smoke and assfiepts to quit smoking, and the
frequency with which Emergency Department nurseatifly patients at risk of
alcohol-related harms and assist patients to makdéy alcohol consumption. The
application of the Theory of Planned Behaviourhese behaviours in the current

program of research is discussed below.
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Applying the Theory of Planned Behaviour to thedstd Behaviours

The behaviours that form the focus of this thedgsital hygienists’ and
Emergency Department nurses’ frequency of idemiifyand assisting patients at risk
of smoking- or alcohol-related harms, occur inwgk setting. That is, the
behaviours are performed by employees at their plade as part of their job role. As
discussed in Chapter 1, previous research hasddausthe influence of
organisational, practitioner, and patient factbiegt imay influence these behaviours
without a guiding theory. Such atheoretical studiesmore difficult to interpret and
generalise from and hence do not provide an optomadribution to an overarching
framework on how to approach such problems. Howdweatings from this body of
research are valuable in that they highlight thesgme importance of factors such as
confidence, knowledge, time limitations, and patrm@sistance (Chambers & Corbin,
1996; Helgason et al., 2003). A potential bendfapplying the Theory of Planned
Behaviour to these behaviours may be to expandiiugs/ledge by providing a useful
theoretical framework with which to approach thiéuence of these factors and that
may explain how these different variables influehealth professionals’ responses.
By outlining three major influences on individuaistentions and behaviour, namely
attitudes, subjective norms and perceived behaai@antrol, the theory may be able
to identify pathways through which various factmftuence health professionals’
behaviours. Applying the theory to the organisal@etting provides an opportunity
to examine the effect of organisational variablesh® theoretical determinants of
behaviour. Hence, the third aim of this thesis teasxamine how organisational
factors identified by previous research, such asrenmy and workload, influence

behaviour. This is discussed in more detail in Gé&RP.
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Applying the Theory of Planned Behaviour to theamigational setting also
raises questions about the generalisability otlieery. The Theory of Planned
Behaviour and the Theory of Reasoned Action weweldped and tested on social
and health behaviours, although Ajzen and Fishbaue suggested that the theories
are also applicable to the organisational setting:

Our approach is not restricted to a specific batravidomain ... the [Theory

of Reasoned Action] is designed to explain virtpathy human behavior,

whether we want to understand why a person bougbktacar, voted against

a school bond issuwjas absent from worlor engaged in premarital sexual

intercourse” (Ajzen & Fishbein, 1980, p. 4, empbhagided).

However, applicability to the organisational segtimas not tested when the
theory was initially developed and presented.

There are several reasons why the theory’s gesabdity to the
organisational setting cannot be assumed. A rahtgetors operate in organisational
environments that may not be found in typical somiatexts studied in the majority
of Theory of Planned Behaviour research, includamuneration for behaviour in the
form of commission or salary, a controlled workermyironment and the specific
expectations of supervisors and colleagues (Sta@3;2Veen & Korver, 1998). Such
factors may impact on the ability of the theorytedict behaviour in a number of
ways. For example, these factors may remove orceethe impact of particular
predictors specified by the theory. It may be passihat issues of autonomy and
workload take precedence in a work environment,taatipersonal attitudes have
little or no effect on intentions to perform wor&haviours. Organisational factors
could also impact on the accuracy of individuakstqeptions of their behavioural

control, which would reduce the ability of percavaehavioural control to predict
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behaviour (Ajzen, 1985). Given the wide range otdes such as legal and procedural
issues and reduced autonomy in the organisation@omment that may influence the
possibility of performing a behaviour, and the poia need to rely on the
cooperation of colleagues and/or individuals framsale the organisation such as
stakeholders and customers, it is possible thatgimidual’s level of actual
behavioural control is more difficult to predictekce, perceptions of behavioural

control may be less reliable.

Conclusion

This chapter outlined key aspects of the Theorfglahned Behaviour and the
support for the theory to-date. In addition to tlwe aims presented in Chapter 1, two
further aims were stated in this chapter: aim &xamine the ability of the Theory of
Planned Behaviour to account for the influencergbaisational factors on behaviour,
and aim 4, to design and evaluate a professioaatipe change intervention based on
the Theory of Planned Behaviour.

Previous studies have applied the Theory of Plameddhviour to work
behaviours, but few have addressed the unique tasplearganisational settings that
may influence the performance of the theory. Heasa first step to assessing the
applicability of the theory to the studied behavga meta-analysis was conducted
on previous organisational applications. In théofwing chapter, Chapter 3, the
methodology and findings of this meta-analysispaesented. The application of the
Theory of Planned Behaviour to dental hygienistgl Emergency Department
nurses’ identification of patients at risk and psoan of assistance to such patients

according to Ajzen and Fishbein’s (1975) prescriBesiep methodology is then

39



presented in Chapters 4-6. The first step compgseditative interviews to elicit
behavioural, normative and control beliefs (Chagdefmhe findings from the
gualitative studies then informed the design aretetion of two quantitative surveys
which assessed the ability of the theoretical deitgants to predict behaviour,
identified the factors most predictive of behaviand assessed the ability of the
theory to explain the impact of previously reseattharriers on behaviour (Chapter
5). The results of the quantitative surveys théormed the design and
implementation of a professional behaviour changgrvention. The findings from a
randomised controlled trial of this interventioe gresented in Chapter 6. In Chapter
7, the success of applying the Theory of PlanndthBeur to the four behaviours is
evaluated, and the general conclusions from thgramo of research and implications

for the professional practice change field, areussed.
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CHAPTER 3.
STUDY NO. 1: META-ANALYSIS OF PREVIOUS APPLICATION®F THE

THEORY OF PLANNED BEHAVIOUR TO THE ORGANISATIONAL BTTING

In Chapter 1, the case was outlined for applicatibthe Theory of Planned
Behaviour to dental hygienists’ and Emergency Deepant nurses’ provision of brief
interventions for smoking and alcohol consumptiespectively. In Chapter 2 the
support for the Theory of Planned Behaviour to-aede presented, but it was noted
that the theory was developed and tested on saetihealth behaviours, while the
current research investigated behaviours in tharosgtional setting. Hence, before
applying the theory to these work behaviours, aaragialysis was undertaken to
examine the level of success of previous studipb/aqy the Theory of Planned
Behaviour to the organisational setting. The aifrthis meta-analysis were 1) to
examine whether the theory was as successful iprédiction of behaviour in the
organisational setting as it was for social andthdzehaviours, and 2) to examine
any potential moderating factors that may impacthenexpected results of the
current application of the Theory of Planned Bebawi This chapter presents the

methodology and findings of the meta-analysis.

Previous Applications to Work Behaviours

The first published empirical test of the applioatof the Theory of Reasoned
Action or Theory of Planned Behaviour to organisadl behaviours was Newman’s
(1974) study of absenteeism and resignation. Newimamd that the Theory of

Reasoned Action fared poorly when applied to ratedsenteeism and resignation
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among employees. Since Newman'’s (1974) reseatehg@ number of studies have
applied the Theory of Reasoned Action and the TThebPlanned Behaviour to
organisational behaviours. Behaviours examined hateded use of new technology
in the workplace (Chau & Hu, 2001; Riemenschneidardgrave, & Davis, 2001),
commission of market research (Elliott, Jobber,l&®, 1995), attendance at training
sessions (Fishbein & Stasson, 1990), and disclagurgormation to clients
(Kurland, 1996). These studies were conducted avithde range of professions,
including health professionals (Aita & Goulet, 20Q8vin, 1999), teachers (Ballone
& Czerniak, 2001; Koballa, 1986), managers (Hilkaih, & Wearing, 1996; Norman
& Bonnett, 1995), army personnel (Ellis & Arieli999; Hom & Hulin, 1981), and
clerical staff (Fishbein & Stasson, 1990; Martocgti992).

The majority of these studies concluded that tlkemh shows strong validity
in the organisational setting, as demonstrated) lsyecessful replication of the
relationships specified by the theory, and b) antiog for a substantial amount of
variance in the behaviours studied (e.g., Edwatrd& ,2001; Elliott et al., 1995;
Levin, 1999). However, some researchers reporteedniesults (e.g., Hom & Hulin,
1981; Nash, Edwards, & Nebauer, 1993; O'Boyle, iAenlLarson, 2001), either
finding moderate support for the relationships gpztby the theory or reporting low
predictive power of the theory. Few studies addr@ske unique factors that may
exist in the organisational setting. To synthethgse mixed results and evaluate the
generalisability of the Theory of Planned Behavitwuan organisational setting, a
meta-analysis of previous applications to work véha&s was undertaken.

Meta-analytic techniques are used to pool data frattiple studies in order
to examine average population effect sizes. Hame¢a-analysis is suited to

evaluating theoretical propositions where an appatgnumber of relevant studies
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exist. Despite a number of studies applying theofjnef Planned Behaviour to work
behaviours, to-date a meta-analysis of studiesyaggpthe theory to organisational
settings has not been conducted. The meta-anaiesented here is the first to
examine the Theory of Planned Behaviour’s applcato work behaviours. The
meta-analysis investigated the ability of the TleufrPlanned Behaviour to predict
work behaviours by examining average effect siepsnted in previous studies.
These effect sizes were also compared to a premetg-analysis of Theory of
Planned Behaviour studies (Armitage & Conner, 200Dbyder to examine the ability
of the theory to predict work behaviours comparcethbre general social and health
behaviours. Previous meta-analyses conducted aheloey, including Armitage and

Conner’s (2001), are discussed below.

Previous Meta-Analyses

Previous researchers have used meta-analysis turexghe Theory of
Planned Behaviour’'s performance in other domaunah s1s social psychology
(Armitage & Conner, 2001; Sheppard et al., 1988alth behaviours (Godin & Kok,
1996), and condom use (Albarracin, Johnson, FishigeMuellerleile, 2001; Sheeran
& Taylor, 1999).

Armitage and Conner’s (2001) review is the mosemt@nd most
comprehensive meta-analysis of Theory of Plannddhf@eur studies. Their meta-
analysis covered 185 independent studies and fswwadg support for the
relationships specified by the theory. The curreata-analysis provides a point of
comparison to Armitage and Conner’s (2001) metdyaisin order to examine the

validity of applying the Theory of Planned Behavita the organisational setting.
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In addition to estimating average effect sizegherrelationships specified by
the theory, meta-analysis also provides the oppdwtto examine any potential
moderators of these relationships (Field, 2003ngequently, the meta-analysis also
included an analysis of characteristics of stuthes potentially moderate the paths in
the Theory of Planned Behaviour.

In summary, the aims of this study were:

1) to examine how the theory performs in organisatisetings,

2) to compare the findings to those of Armitage andr@o’'s (2001) meta-

analysis, and

3) to identify any factors that may moderate the patlike theory.

Meta-Analysis and Comparison with Armitage and Goie(2001) Results

Method

Search Strategy

A search of the literature was conducted in orddmid studies which applied
either the Theory of Reasoned Action or the Thediiglanned Behaviour to work
behaviours. Included studies were required to teggoempirical test of either the
Theory of Reasoned Action or the Theory of PlanBeldaviour. Studies that
examined only the belief aspect of the theorigs. (Riemenschneider et al., 2001) or
examined models adapted from the theories (e.qedaTripp, Parcel, Sweeney, &
Gritz, 2002) were not included. A work behaviourswgefined as a behaviour

occurring in the organisational setting that waskagpecific. Hence, studies that
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examined behaviours such as employees exercisingrét(e.g., Godin & Gionet,
1991) were not included. Studies with an orgarosetl focus but that were conducted
on undergraduate students rather than current wvkere also excluded (e.g., some
studies in Bell, Harrison, & McLaughlin, 2000). Teearch was limited to published

papers written in English.

The databases PsycINFO, Medline, Cinahl, Eric,\Afeth of Science were
searched using the following search strings irtithes abstract, heading word, table
of contents or key concepts fields:

(workplace or organi#atio$) and (“planned behaviaur‘planned behavior”

or “reasoned action”)
and

(staff or employ$) and (“planned behaviour” or ‘heed behavior” or

“reasoned action”).

In addition, the comprehensive Theory of PlanneldaBe@ur bibliography on
Izek Ajzen’s website (Ajzen, 2004) was manuallyrsbad for articles involving
work behaviours. Additional studies were also gatidrom the reference lists of

articles, a technique sometimes referred to aglipga

Analysis

The meta-analysis was conducted using Hedges dqaa’'$){1985) fixed-
effects method, as this was the method employerimytage and Conner (2001).
The 95% confidence interval for each average caticel coefficient was calculated,

using the uncorrected standard error (see Whité&9€Q)). The correlation
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coefficients for each relationship derived from tive meta-analyses were compared
using Cohen’s (1977) q statistic, with studieshesdampling units. Similar to
Armitage and Conner (2001), Fail-safe Ns (Rosentt891) were also calculated to

investigate the likelihood of publication bias retresults.

Results

A total of 53 studies were located that met thédusion criteria. Of these, 19
did not include the necessary sample size andlato® matrix information in the
published article. In 8 cases, the missing datawapplied by the authors on request.
In the remaining 11 cases, the authors could eitbebe contacted or could not
supply the missing data. Hence, data from 42 studere available to be included in
the meta-analysis, covering a wide range of occopsitand work behaviours (see
Table 2). Of these studies, 20 looked at healthadiiet! professions (48%), including
13 studies on nurses and 5 on GPs/physicians. dtivez studies looked at teachers or
academics (21%) and six looked at corporate masdé#o), including marketing
directors, managers, environmental managers, anthéfiigers. Two studies looked
at army personnel (5%), and the remaining fiveisgi(iL7%) looked at other
education, business or health professions.

Ten of the 42 organisational studies were include@irmitage and Conner’s
(2001) meta-analysis. As inclusion of these stutieee comparison would not have
been appropriate, the ten studies were removed therurrent analysis. This left 32

studies to compare to Armitage and Conner’s (20€dylts.
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Table 2

Studies Applying the Theory of Reasoned Actioheiheory of Planned Behaviour to the Organisati@eiting

Study Occupation Work behaviour

Ballone & Czerniak (2001) Teachers Implement infational strategies
Bell, Harrison & McLaughlin (2000) Managers/student Affirmative Action Program-related behaviour
Breslin, Li, Tupker & Sdao-Jarvie (2001) Addictioaunsellors Adopt an addiction program
Bunce & Birdi (1998) Physicians Request hospitabpsies

Burak (1994) Teachers Teach HIV/AIDS education
Cordano & Frieze (2000) Environmental managers udloh source reduction activities
Crawley (1990) Teachers Use science activities

Czerniak, Lumpe & Haney (1999) Teachers Implemieaiatic units

Czerniak, Lumpe, Haney & Beck (1999) Teachers Ukseational technology

Dilorio (1997) Nurses Care for patients with HIVI2$

Elliott, Jobber & Sharp (1995)
Ellis & Arieli (1999)
Faulkner & Biddle (2001)
Fishbein & Stasson (1990)
Hill, Mann & Wearing (1996)
Hinsz & Nelson (1990)

Hom & Hulin (1981)

Hsu & Kuo (2003)

Koballa (1986)

Kurland (1996)

Lambert et al. (1997)

Commission market research
Report illegadr irregular activities
Promotion of physical activity

Attend a training session

Benchmark tleeganisation

University academics Seaartafnew job or resign

Army personnel Re-enlist

Information systems professionals Protect private information

Marketing directors
Army officers
Mental health professianal
Non-academic universdif s
Managers

Teachers Use hands-on science aetivi
Insurance agents Disclose infornmateoclients
Physicians Prescribe aniitsot
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Study Occupation Work behaviour

Laschinger & Goldenberg (1993) Nurses Care for gbgitive patients

Levin (1999) Nurses, laboratory workers Glove use

Limbert & Lamb (2002) Physicians Use of clinicalidglines

Lumpe, Czerniak & Haney (1998) Teachers Use of eaadjve learning

Lumpe, Haney & Czerniak (1998) Teachers InclusibB TS in science curriculum

Martocchio (1992)

Nash, Edwards & Nebauer (1993)

Newman (1974)

Norman & Bonnett (1995)

O’Boyle, Henley & Larson (2001)

Prestholdt, Lane & Mathews (1987)

Randall & Gibson (1991)

Renfroe, O’Sullivan & McGee (1990)

Riemenschneider, Hardgrave & Davis
(2001)

Ryu, Ho & Han (2003)

Savage, Cullen, Kirchhoff, Pugh &
Foreman (1987)

van der Zee, Bakker & Bakker (2002)

Vermette & Godin (1996)

Walker, Grimshaw & Armstrong (2001)

Wallace et al. (1997)

Werner & Mendelsson (2001)

Blue collar/clerical workers
Nurses
Nurses and other staff
Managers
Nurses
Nurses
Nurses
Nurses
Software developers

Physicians
Nurses

HR Managers
Nurses

GPs
Oncology nurses
Nurses

Tabkaid absence
Assess peitpain
Absence asignation
Be assesseddorbfication
Hand-washing
Turnover
Report a healthgesibnal
Documaatabehaviour
Accept IT tools

Share knowledge
Comply with do-not-resuscitate orders

d$isectured interviews
Home care of pasient
Prescribthéotics for a sore throat
Provide caad
Restrain oldeeipts
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The results of the meta-analysis are shown and aeddo those of Armitage
and Conner (2001) in Table 3. All correlation caaéints (transformed from Fisher’s
2) in the current meta-analysis met Cohen’s (197ii@rea for a medium (.30) or large
(.50) effect size. Fail-safe Ns indicate the nunmddfarnpublished studies with null
results that would be required to cast doubt orrélalts of the meta-analysis. All

Fail-safe Ns exceeded the minimum tolerance level.

Table 3
Results of the Meta-Analysis of Organisational Bsi€Compared to the Results of

Armitage and Conner’s (200Meta-Analysis

Path Tests Pooled F, FaiII;lsafe Tests I, q
(95% ClI) (A&C) (A&C)

Attitude 34 7,662 .61 43,275 115 49 .09
— Intention (.59 - .64)

Norms 33 7,070 42 24,129 137 34 .07
— Intention (.40 - .45)

PBC 19 3,312 46 9,229 144 43 .02
— Intention (.42 - .49)

Intention 13 4,230 .59 4,645 48 A7 .09
— Behaviour (.56 - .62)

PBC 5 1,198 .30 178 60 37 -.06
— Behaviour (.25 - .36)

Note.PBC = Perceived behavioural control, (A & C) =nfré\rmitage and
Conner’s (2001) meta-analysis, Cl = Confidenceriraie
'Some studies included more than one analysis afticplar relationship,

hence the number of tests may exceed the numistudies.
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All correlation coefficients (transformed from Fests z) met Cohen’s
guidelines for medium (.30) or large (.50) effetdsne of they statistics for
comparing the current correlation coefficients tontage and Conner’s (2001)
results were significant, and all were below Cok€a977) .10 standard for a small
effect size. This indicates that the performanctheftheory in organisational settings
iIs comparable to its performance with social amalthebehaviours.

The analysis of organisational studies was alsdected including the ten
studies that overlapped with Armitage and Conn@091) meta-analysis.
Examination of these results indicated no substhdiiferences, with average
correlation coefficients not varying by more th@a..The results of this meta-analysis

Is contained in Appendix A.

Random-Effects Analysis

The majority of meta-analyses conducted on the ihebReasoned Action
or the Theory of Planned Behaviour have employeebfieffects methods rather than
random-effects methods (e.g., Albarracin et al0122@rmitage & Conner, 2001,
Sheppard et al., 1988). These two different tygemalyses reflect different
underlying assumptions about the effect size impthrulation (Field, 2001; Hunter &
Schmidt, 2000). Fixed-effects methods assume liga¢ffect size is constant in the
population (i.e. an assumption of homogeneity).d®ameffects methods assume the
opposite, that the effect size is different thromgfithe population. The US National
Research Council (1992) have argued that for neadtworld data, the effect size
varies within the population and hence fixed-eBemtalyses may be less reliable.

After conducting a Monte Carlo series of trialsngsboth random-effects and fixed-
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effects methods, Field (2001) concluded that Huater Schmidt’'s (1990) random-
effects method provided the most accurate estimatigpopulation effect sizes under
most conditions.

To achieve the most accurate and reliable analymaneta-analysis was
conducted a second time using Hunter and Schn{it#80) random-effects method.
The estimated variance due to sampling error wasalculated. The results of this

analysis are shown in Table 4.

Table 4

Results of the Random-Effects Analysis of the Osgtanal Studies

Path Tests Pooled N1 (95% CI) Variance due to
sampling error
Attitude — Intention 34 7,662 .59 (.53 - .64) 7.2%
Norms— Intention 33 7,070 A1 (.34 - .47) 9.6%
PBC— Intention 19 3,312 43 (.33-.53) 7.7%
Intention— Behaviour 13 4,230 .54 (.41 - .67) 2.9%
PBC— Behaviour 5 1,198 .30 (.26 - .35) 100.0%

Note.PBC = Perceived behavioural control, Cl = Confickemterval.

None of the average correlation coefficients vafrech the fixed-effects
analysis by more than .05. Consistent with Huner chmidt’s (1990) findings, the
results suggested that the fixed-effects analysig Inave slightly overestimated the
effect sizes. The proportions of variance attribledo sampling error were low, with

the exception of the relationship between percebedthvioural control and
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behaviour, indicating the potential presence of enatbr variables. The 100% of
variance estimated to be due to sampling erropéoceived behavioural control and
behaviour indicates that .30 may be a good estioféatas relationship in the
population, and little variance in effect size va@served in the 5 studies examining

this relationship.

Moderator Analyses

Two potential moderators were examined in the ciumeeta-analysis that are
particular to the organisational setting: 1) thgamisational field in which the study
took place, such as health, education, or busiaess?) whether the behaviour
examined involved a client. The rationale for imgating these moderators is
outlined below.

Cook and Campbell (1979) noted that the diverditwark organisations is a
threat to the generalisability of a theory that Imilge applied to the entire workplace
domain. Theories that perform well in explaining tiehaviour of factory workers,
for example, may perform poorly when attemptingxplain the behaviour of
counsellors or physicians. Consequently, the perdmice of the Theory of Reasoned
Action and the Theory of Planned Behaviour, as mregksby the sample-weighted
average correlation coefficients for each path gvemsessed according to the
organisational field in which the study took plaSéudies were allocated to one of
three categories: 1) health, 2) education, or 3)rass.

According to theory and research on burnout, wbsk involves dealing with
clients, including business clients, students, @attents, can entail unique and

difficult stressors (Dollard, Winefield, & Winefig¢] 2003; Maslach & Jackson, 1984).
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People-oriented work may be particularly stress&dause the work is focused on the
physical, psychological or social needs of cliemtisich may lead to strong emotional
situations involving fear, anxiety, despair, anlkentstressful emotions (Maslach &
Jackson, 1984). It is possible that psychologitabties which perform well when
dealing with uncomplicated behaviours that do nablve a client do not perform as
well when the additional complexities and stressdmsorking with clients are
introduced. Hence, the Theory of Planned Behawioay more accurately predict
intentions and behaviour for studies in which tbeldviour does not involve clients or
patients than in studies which do. Examining tHeatfof these potential moderators
may provide additional information on how the theoright perform when applied to
the behaviours targeted in this thesis, as thevib@ins in question occur in the health

field and involve clients.

Method

Two independent judges (T.F. and J.S.) codedwdias on the two potential
moderators. Inter-coder reliability was assessatgube percentage of agreement.
Where the two coders disagreed, the case was detusitil consensus was reached
on how to code the study. All studies were retaifoedhe moderator analyses
regardless of inclusion in Armitage and ConnerB0{D) review.

Examination of moderator variables was conductedraing to the method
proposed by Hunter & Schmidt (1990). Sample-weidlaeerage correlation
coefficients and variances corrected for samplimgrevere calculated for each
category of the moderator variable, and for thaltot these subsets. To assess

whether the correlation coefficients differed asreabsets, 95% confidence intervals
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were calculated for the coefficient for each subaset the overlap in confidence

intervals examined.

Results

Hunter and Schmidt (1990) advise that the variadg moderate the
relationship if a) the correlation coefficientsfdifacross subsets, and b) there is a
reduction in variance corrected for sampling eanmiong subsets compared to the
corrected variance for the whole data set. A radadh variance was assessed by
comparing the sample-weighted average of variaoaesa subsets to the variance of
the data set as a whole. These criteria were méiofin moderators for at least one of
the relationships specified by the theory.

Organisational field.The results of the moderator analyses for orgtorsa
field are shown in Table 5. Inter-coder agreemesd 100%. Two studies on army
personnel (Ellis & Arieli, 1999; Hom & Hulin, 1981)ere coded as ‘other’ and were
not included in this analyses. Studies from hesdtitings produced higher correlation
coefficients than studies from business settingshfe perceived behavioural control-
intentions, intentions-behaviour, and perceivedabelural control-behaviour

relationships.
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Table 5

Results of the Moderator Analyses for Organisatidtiald

Health Business Education  Varianc&ariance
(Al (Subsets)
Attitude-Intentions .034 .032
Tests 21 11 9
r (95% ClI) .55 (.47-.63) .55 (.44-.67) .44 (.33-.54)
Norms-Intentions .025 .025
Tests 21 10 9
F (95% CI) 45 (.38-.52) .43 (.31-.55) .41 (.33-.50)
PBC-Intentions .043 .031
Tests 13 7 8
r (95% ClI) 45 (.36-.54) .21 (.08-.35) .52 (.35-.69)
Intentions-Behaviour .056 .042
Tests 8 4 1
r (95% ClI) .54 (.38-.71) .26 (.12-.40) 42 (N/C)
PBC-Behaviour .013 .006
Tests 4 2 0
r (95% ClI) .30 (.25-.36) .05 (-.18-.25) N/C

Note.Cl = Confidence interval. PBC = Perceived beharaboontrol. N/C =

Not calculable.

While there was variability in the strength of difént relationships, all but

three path coefficients met Cohen’s effect sizeafanedium (.30) or large (.50) effect.

This suggests that the theory is generalisablesaatifferent organisational fields, at

least the fields of business, education and hegha.higher correlation coefficients

found for studies in the health field provides déiddial support for the application of
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the Theory of Planned Behaviour to health profesdsd behaviour, such as the

behaviours investigated in this thesis.

Client involvementThe results of the moderator analysis for client

involvement are shown in Table 6. Inter-coder agwe® was 96%.

Table 6

Results of the Moderator Analyses for Client Ingotent

Client No client  Variance Variance
involved involved (All) (Subsets)
Attitude-Intentions .032 .030
Tests 22 21
r (95% ClI) 49 (.43-56) .59 (.51-.67)
Norms-Intentions .033 .032
Tests 22 20
r (95% ClI) 43 (.36-.50) .38 (.29-.46)
PBC-Intentions .043 .038
Tests 16 12
r (95% ClI) 48 (.38-.58) .33 (.22-.45)
Intentions-Behaviour .052 .050
Tests 4 10
F (95% Cl) 44 (.35-.54) .55 (.40-.70)
PBC-Behaviour .013 .010
Tests 2 4
r (95% ClI) .34 (N/CY .21 (.07-.35)

Note.Cl = Confidence interval. PBC = Perceived beharaboontrol. N/C =
Not calculable.
! Confidence interval was not calculable as bothistureported a coefficient

of .34.
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Although there was little reduction in variancehe subsets, sizable
differences in effect sizes were found for somatr@hships. Studies of behaviours
that involved clients reported stronger relatiopshetween perceived behavioural
control and intentions compared to studies conogrbehaviours that did not involve
clients. Studies of behaviours that involved ckeaitso reported weaker relationships
between attitudes and intentions, and betweentinotenand behaviour, compared to
studies concerning behaviours that did not invahents. This may mean that
individuals whose work involves clients may be marneen by what is possible to
achieve and less by their personal attitudes. Suckers may also experience more
difficulty translating their intentions into actidrecause of the involvement of a
client, whose compliance and desires will alscuiafice the possibility of performing
the behaviour. This explanation suggests that enease in the effect of perceived
behavioural control on behaviour should have bdmewed. The failure to find an
increase may be due to the low number of testsisfrélationship (only six in this
moderator analysis) and the low variance in ef§ests found in these tests, as
evinced by the 100% of variance estimated to bet@sampling error (see Table 4).
Alternatively, it may be that either 1) measurepe@ifceived behavioural control are
not capturing the array of client issues that nmagact on workers’ ability to perform
the behaviour, or 2) that workers are unable tdiptelient-related barriers to
behaviour, and hence their perceptions of behawontrol do not predict behaviour.
The findings indicate that for work behaviours itanog clients, such as the four
work behaviours that are the focus of this thgmsceptions of behavioural control

may be especially important.
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Discussion

This study represents the first meta-analysis efabplication of the Theory of
Planned Behaviour to the organisational setting Mieta-analysis indicates that the
Theory of Planned Behaviour is applicable to thelgiof work behaviours, yielding
results comparable to research on social and hiealtaviours. Although only
published studies were included in the meta-amaly&senthal’'s (1991) Fail-safe Ns
indicate that extremely large numbers of unpubdtissteidies with null results would
be required to overturn the findings of the metakgsis. For all meta-analyses of
Theory of Planned Behaviour studies, however, tleeagge path coefficients
presented should be interpreted as only indicatitbe effect sizes that may occur in
the population. Fishbein and Ajzen (Ajzen, 1995hbein & Ajzen, 1975) argue that
situational factors, personal characteristics, aspects of the behaviour will
influence the relative impact of the different adnles in the model on intentions and
behaviour, and this is supported by the heterotyenéihe effect sizes in the
analysed studies.

The two moderating factors investigated also haalications for the current
program of research. Organisational field and thievolvement were found to
moderate some of the relationships specified byttbery. Studies conducted in
health settings generally yielded higher path ¢oieffits than studies undertaken in
business and education settings. This finding ledditional support to applying the
Theory of Planned Behaviour to health professidedbaviour. Applications of the
theory to behaviours that involved a client indéchthat perceived behavioural
control was paramount, with attitudes less pregictif intentions, and intentions less
predictive of behaviour. The latter finding suggesiat perceived behavioural control

may be a particularly relevant factor to investegat the current program of research.
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The moderator analyses, particularly analyses wnglbehaviour and
perceived behavioural control, should be intermtetéh caution. Compared to larger
meta-analyses (Albarracin et al., 2001; Armitag€&ner, 2001), the power of the
current analysis, with 42 studies, was modestahtiqular, only 17 data sets included
a measure of behaviour, and only six of these miedswoth behaviour and perceived
behavioural control. The number of studies whichl@damot be included due to
missing data was disappointing, and highlightsitiy@ortance of including correlation
matrices in journal articles to facilitate the aceudation and synthesis of research
findings.

While organisational field and client involvementbderated various
relationships specified in the theory, these madenaariables do not account for the
mixed results of the studies applying the TheorfPlahned Behaviour to the
organisational setting, as characteristics of ssithat were more likely to result in an
unsuccessful application of the theory were nontified. Rather, the meta-analysis
indicated that in general, applying the Theory laihRed Behaviour to organisational
settings was as successful as applications tolswdmeealth behaviours. Future
research may wish to examine this issue furthengstigating what factors may
account for the conflicting findings in existingm@igations of the theory to
organisational settings, for example, by lookinghat effects of the measurement

issues identified in Armitage and Conner’s (200&taranalysis.

Conclusion

The results of the meta-analysis support the agpdic of the Theory of

Planned Behaviour to the organisational settingeineral, and to health
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professionals’ behaviour specifically. Additionaltie analysis of studies where the
behaviour involved a client indicates that perceéilsehavioural control may be
particularly important in addressing these beha@ou

Given the support identified through the meta-asialythe next phases in the
program of research were progressed, and congsistgaplying the Theory of
Planned Behaviour to dental hygienists’ and Emearg@&epartment nurses’
identification of patients at risk and provisionassistance to such patients for
smoking and alcohol consumption respectively. Tdiewing five studies, presented
in Chapters 4-6, examined the applicability of tineory to these behaviours
according to Ajzen and Fishbein’s (1975) sugge8tstep methodology, as outlined
in Chapter 2. The first step (Chapter 4) involwed glualitative studies, investigating
1) dental hygienists’ and 2) Emergency Departmenses’ control, behavioural, and
normative beliefs. The second step was two quaingtatudies examining the Theory
of Planned Behaviour’'s account of the studied biehas. The third step was the
design, implementation and evaluation of a protessibehaviour change

intervention based on the theory (Chapter 6).
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CHAPTER 4.
STUDIES NO. 2A AND 2B: QUALITATIVE INTERVIEWS TO EICIT

BEHAVIOURAL, NORMATIVE, AND CONTROL BELIEFS

In Chapter 3 a meta-analysis of previous applicstiaf the Theory of Planned
Behaviour to work behaviours was presented. Tha+aealysis provided evidence
for the applicability of the theory to organisatisettings. In the current study
(Study 2), and the following two studies (Studiean@ 4), the Theory of Planned
Behaviour was applied to dental hygienists’ and Eyaecy Department nurses’
identification of patients at risk and provisionassistance to such patients for
smoking and alcohol consumption respectively. Tureent study is the first step in a
3-step process, and consisted of qualitative irdery with dental hygienists (Study
2a) and Emergency Department nurses (Study 2b).

The two aims of the qualitative interviews were:

1) to examine underlying behavioural, normative, aowtiol beliefs
regarding identification of at risk patients, amd\psion of assistance
to such patients, and

2) to examine what organisational factors may infl@eperformance of

the behaviours.

Underlying Beliefs
As underlying beliefs determine attitudes, subjectiorms, and perceived
behavioural control, and hence ultimately intendiand behaviour, Ajzen (1991)

stresses the importance of eliciting salient belig¢his ensures that the beliefs are
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relevant and that the antecedents to intentiongahdviour are accurately measured
and understood.

According to Fishbein and Ajzen (1975), behaviolllefs concerning the
potential outcomes of performing the behaviour aetee individuals’ attitudes
toward that behaviour. Normative beliefs concegriime approval or disapproval of
people important to the individual determine indivals’ perceptions of subjective
norms. Ajzen (1991) added perceived behaviourairobto the Theory of Planned
Behaviour, and hypothesised that control beliefemigne perceived behaviour
control. Control beliefs underlie perceptions aftéas that may make the behaviour
easier or more difficult to perform (Ajzen, 1991).

A qualitative methodology was required in ordeeligit these beliefs as no
existing literature which had examined dental hysts’ or Emergency Department
nurses’ underlying beliefs concerning smoking eohbl could be located. The
results of the qualitative analyses were then tsegantitatively assess the ability of
the Theory of Planned Behaviour to predict and tstdad the behaviours examined

in the studies presented in Chapter 5.

Organisational Factors

The second aim of the qualitative interviews wasxamine which
organisational factors may influence identificatafnor assistance provided to,
patients at risk of smoking- or alcohol-relatedrhgr Any organisational influences
mentioned by participants were included in the Bgdif the interviews. This then
allowed for examination of the impact of these aigational factors on attitudes,
subjective norms, perceived behavioural contraéntions, or behaviour in the

quantitative study.
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The method and results for the two studies areepted separately below, and

then discussed together.

Study 2a: Dental Hygienists

Method

Participants

A random sample of 75 dental hygienists who wermbess of the Dental
Hygienists’ Association of Australia (DHAA) was ied to participate in the
qualitative interviews. The DHAA is the professibbady representing dental
hygienists in Australia, with members in all staaesl territories. A critical case
sampling technique was employed (Grbich, 1999%erathan endeavouring to obtain
a sample that was quantitatively representative@@population of dental hygienists.
This sampling strategy aimed to represent a widkedarerse range of views among
dental hygienists. The data collection processliedfthe qualitative sampling
guideline of continuing with data collection umi new themes emerge from

interviews (Grbich, 1999).

Procedures

The mailing address labels for 75 dental hygiemstse randomly selected by
a member of the DHAA. Participants were mailed infation about the study, a
consent form inviting them to participate, and plygaid envelope. Participants who

returned a completed consent form were contactdteathome according to the
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preferred times indicated on the form. A 20 to 3@ute interview was conducted
over the phone and recorded using a telephonediagamicrophone and dictation
transcriber. Participants then received a $20vgificher as reimbursement for their
participation in the research. The interviews wesascribed (by T.F.), and all

information identifying the participant or theirrdal surgery was removed.

Materials

A 20 to 30 minute semi-structured interview wasdugecollect the data.
Questions followed Ajzen and Fishbein’s (1980) giiites for eliciting salient
behavioural and normative beliefs, expanded taigtelcontrol beliefs. Two dental
hygienists participated in a pilot of the interveelefore data collection began.
Changes to the questions were made in responsedbdck from the pilot
participants. The final questions consisted of feetions: 1) background questions,
2) questions concerning asking patients about smgol) questions concerning
helping patients to quit smoking, 4) questions eoning individuals or groups who
may approve or disapprove of them asking or asgigtatients who smoke, and 5) a
guestion on participants’ smoking status. A copthefinterview questions is
contained in Appendix B.

Background question®articipants were asked how long they had been
working as a dental hygienist, what other staff roera they work with, and whether
they had received any education or training onihglpatients to quit smoking.

Asking about smokinghis section comprised questions on how often
participants asked their patients about smokirg attvantages or disadvantages of

asking, and factors that made it easier or mofecdif for them to ask patients.
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Assisting patients to quit smokin@uestions in this section covered actions a
dental hygienist could take to help patients quibking, whether participants were
willing to perform each action, and if so, how ofthey performed each action.
Participants were asked to give the advantageslisadvantages of helping patients
quit smoking, and what factors made it easier orendiifficult.

Individuals or groups who influence their respongdasreduce repetition,
guestions about normative referents who may inftegrarticipants’ responses were
asked only once, for identifying and assisting corat). Two questions covered
individuals or groups who might influence theirpesses to patients who smoke. The
first question asked participants whether any iildigls or groups approved of, or
encouraged, them to identify and assist patients smmoke. The second question
asked patrticipants whether any individuals or gsodigapproved of, or discouraged,
them from identifying and assisting patients whaken

Smoking statu®ental hygienists were asked whether they weresatirr

smokers, and if not, whether they had ever beegalar smoker.

Analysis

Interviews were analysed using thematic analysoy/é&is, 1998; Flick,
1998). Two coders (T.F. and P.S.) independentlynexad the data for themes to
improve the reliability of the analysis (BoyatzZl€98), using the framework of
behavioural, normative, and control beliefs forthitentifying and assisting.

The analysis consisted of five steps. Firstly,tthe coders independently
analysed the first five interviews and drafted ding scheme. Secondly, the draft
coding schemes were merged and a preliminary casihgme agreed upon. Thirdly,

the preliminary coding scheme was then applietiéiext five interviews by each
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coder independently, and both coders noted sugbebtanges needed to the coding
scheme. Fourthly, the coders agreed on changesthead revised the coding
scheme accordingly. Lastly, one coder (T.F.) thgpliad the revised coding scheme
to the remaining 12 interviews. Only minor altevas were made to the revised
coding scheme during the last step. The final @pdecheme is included in Appendix
C. In order to check interpretation, results ofainalysis were fed back to the 95% of

participants who had indicated they wished to nexéie results (Grbich, 1999).

Study 2a Results: Dental Hygienists

Of 75 dental hygienists invited to participate,r2furned the consent form and
participated in the interview, yielding a resporste of 29%. Of the 22 dental
hygienists, 21 (95%) were female. This is consisteth the broader Australian
dental hygienist labour force, of which male hygsénare estimated to comprise less
than 1% (Teusner & Spencer, 2003).

Participants’ dental hygiene experience ranged sommonths to 28 years (M
=13.3 years, SD = 11.1 years). Nineteen (86%)aléygienists had received some
form of education or training to help patients quntoking. The most common forms
of training were seminars run by Quit (32% of pap@nts), seminars run by a group
other than Quit (36%), undergraduate education (328ter in university or TAFE,
and reading literature on smoking cessation (2B%ine dental hygienists had
undergone more than one type of training. Five @dntgienists (23%) worked in
more than one surgery. None of the dental hygiemvstre current smokers; 10 were

ex-smokers (45%), and 12 had never smoked (55%).
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Dental Hygienists’ Identification of Patients Whm&ke
All dental hygienists indicated that they askedgrds about their smoking.
Estimates of the frequency of asking patients rdrigmnm once per day to 5-6 times
per day. Generally, participants used one or mbtleree actions to identify patients
who smoke:
e asking patients about smoking,
» checking patients’ medical history, which includesoking status,
or
* noting from visible signs (e.g., staining) whetbemnot the patient
smokes.
All dental hygienists used at least one of thesseggies to identify patients

who smoke.

Behavioural beliefsAdvantages and disadvantages of identifying ptsiemo

smoke are listed in Table 7. Example quotes frortigggants for all underlying

beliefs for identifying and assisting are included\ppendix D.
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Table 7

Behavioural Beliefs for Dental Hygienists’ Iderddtion of Patients Who Smoke

Behavioural belief n (%)
Advantages
Aids assessment of the patient’s oral healthfamdulation of 15 (68%)

treatment plan
Provides an opportunity to discuss smoking 14464

Contributes to a consistent anti-smoking mesfage health 3 (14%)
professionals

May improve rapport with the patient 1 (5%)

Covers dental hygienist for legal reasons 1 (5%)

Disadvantages
May detract from rapport with the patient 11 (50%

Intrudes on the patient 6 (27%)

Control beliefsIndications of how difficult hygienists found @ sk patients
about their smoking varied. Thirty six percent ehthl hygienistsn( = 8) reported
having no apprehensions about asking patients amooking. Factors raised by
participants that made identification of patientsovemoke easier or more difficult are

shown in Table 8.
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Table 8

Control Beliefs for Dental Hygienists’ Identificati of Patients Who Smoke

Control belief n (%)

If the patient has visible signs of smoking, eigotine stain 9 (41%)

Knowing how to ask about smoking sensitively 8 (36%

Anticipating that the patient will not be receptigediscussing 7 (32%)
smoking

Rapport with the patient 6 (27%)

If the patient raises smoking 5 (23%)

Patients may lie about their smoking 5 (23%)

If the question is part of general history takimgaesessment 3 (14%)

Patients can be anxious or tense in the dentahgett 3 (14%)

Having a non-judgemental attitude 2 (9%)

Dental Hygienists’ Provision of Assistance to Patiseto Quit Smoking

Eight participants (36%) commented on whether fe#yassisting patients to
quit smoking was part of the dental hygienist'®r@ix participants (27%) felt it was
part of the dental hygienist’s role, while two (9%€lieved dental hygienists were not
in a position to assist patients to quit smokingasons given for this were that
patients may not support the dental hygienistis tble and that patients were
unlikely to quit smoking for oral health reasons.

Participants listed actions they could take to Ipapents who smoke.
Strategies mentioned by more than one particip@ns@mmarised in Table 9,
grouped according to the “5As”: Ask, Assess, Adyisssist, and Arrange

(Department of Health and Ageing, 2004).
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Table 9

Strategies for Assisting Patients Who Smoke Megtdidny Dental Hygienists

Strategy n (%)
Assess
Ask patient if they want to quit 4 (18%)
Advise
Discuss the dental health effects of smoking (A0%0)
Show the patient their dental health consequenfcenoking 8 (36%)
Discuss the benefits of quitting smoking 4 (18%)
Discuss why they smoke 5 (23%)
Advise patient to quit 4 (18%)
Show the patient photos of possible dental &ffec 3 (14%)
Advise patient to cut down their smoking 3 (14%)
Assist
Give the patient Quit materials 16 (73%)
Discuss quitting strategies/options 6 (27%)
Relate a personal story 4 (18%)
Arrange
Refer patient to the Quitline 10 (46%)
Refer patient to their GP 5 (23%)
Offer or provide follow up 2 (9%)

Note.Only actions suggested by two or more participantdisted.

Several participants mentioned behavioural androbbeliefs specific to

particular strategies. For example, nine partidip#1%) felt that discussing the

dental health effects of smoking was most appropt@the dental setting and their

expertise, and five (23%) felt that patients kndwwt the general health effects of

smoking but not the dental health effects. Fivaip@ants (23%) mentioned lack of

Quit materials or the need to continually re-onaaterial from Quit made giving out
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Quit literature more difficult. Three participar{ist%) mentioned lack of knowledge
of available services as a barrier to referringgods$ on to specialised services for

smoking cessation.

Behavioural beliefsPotential advantages and disadvantages for provadio
assistance to patients to quit smoking are ligtéfiable 10. Participants reported few
disadvantages of assisting patients to quit smol8ngparticipants (27%) felt there

were no disadvantages associated with assistiagienpto quit smoking.
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Table 10

Behavioural Beliefs for Dental Hygienists’ Provisiof Assistance to Patients to Quit

Smoking
Behavioural belief n (%)
Advantages
Improve patient’s oral health 15 (68%)
Improve patient’s general health and lifestyle (64%)
Improve patient’s motivation to quit 7 (32%)
Decrease the patient’s spending on cigarettes 32%)
Reduce the amount of future work needed withptteent (e.g., 7 (32%)
removing stain)
Feeling rewarded from helping the patient quibkimg 6 (27%)
Improve patient’s oral aesthetics (e.g., staiping 5 (23%)
Improve patient’s dental treatment outcomes 54R3
Improve rapport with the patient 4 (18%)
Improve patient’s taste sensation 2 (9%)
Contribute to an anti-smoking message from heatbfessionals 2 (9%)
Getting a clearer picture of the mouth once tipay (as smoking 2 (9%)
can mask symptoms of gum disease)
Disadvantages
Time cost associated with provision of assistance 10 (46%)
Time spent may detract from other work or heptttmotion 6 (27%)
Diminish rapport with patient 3 (14%)
Patient may not come back to the practice 3 (14%)
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Control beliefsFactors identified by participants as making itieasr more

difficult to provide assistance to patients to quitoking are summarised in Table 11.

Table 11

Control Beliefs for Dental Hygienists’ Provision A$sistance to Patients to Quit

Smoking
Control belief n (%)
Patient’s receptiveness to discussing smoking 9200
Knowledge and confidence to discuss smoking 7 (32%)
Amount of time available 7 (32%)*
Having multiple visits to build the intervention (B7%)
Rapport with the patient 4 (18%)
Having personal experiences or success storiegktabout 4 (18%)
Mood or motivation at the time 3 (14%)
Patients can be anxious or tense in the dentahgett 3 (14%)

! Three participants (14%) thought they had amphe tio assist a patient to quit
smoking, while four participants (18%) thought tivegre constrained by the amount

of time available.

Normative Beliefs of Dental Hygienists

Dental hygienists listed which individuals or greupould approve or
disapprove of them asking patients about smokirggsisting patients to quit
smoking. Responses are summarised in Table 12ciparnts most commonly

mentioned the dentist or specialist who employednth
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Table 12

Number (and Percentage) of Participants Reportimgjviduals or Groups who

Approve or Disapprove of Dental Hygienists IdemtifyPatients Who Smoke and

Assisting Patients to Quit Smoking

Individual or group Approve Disapprove Mixed
Employer (e.g., dentist) 12 (55%) 2 (9%) 1 (5%)
Dental professionals 5 (23%) 1 (5%)
Hygiene associations 7 (32%)

Dental associations 5 (23%)

Other staff members 8 (36%)

Medical professionals 9 (41%)

Quit 13 (59%)

Cancer Council 2 (9%)

Patient 1 (5%) 3 (14%) 3 (14%)
Patient’s parents/ family 3 (14%) 1 (5%)

Government 2 (9%)

Tobacco industry 8 (36%)

Note.Mixed indicates that the participant felt that ®oaf the referents in this

category may approve, while others may disapprove.

Study 2b: Emergency Department Nurses

Participants

Method

A critical case sampling strategy was employed (€rd1999). Emergency

Department nurses were invited to participate thhowarious professional and
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personal contacts from a range of Emergency DepgatsnRural, metropolitan,
young, and more senior nurses were invited to @patie. The data collection process
fulfilled the qualitative sampling guideline of damuing with data collection until no

new themes emerged from interviews (Grbich, 1999).

Procedures

Emergency Department nurse managers at variousthlssgnd nurses known
to the researchers were approached and providednfarmation sheets, consent
forms, and reply paid envelopes to distribute antbeq colleagues who worked in
the Emergency Department. In the first instancesesiwere recruited until an equal
number of participants to those in Study 2a wecatied. If emergent themes had not
been exhausted using this approach, further paaints would have been recruited.
The procedures were identical to those for Studya#dicipants were contacted at
their home according to the preferred times inéidain the consent form for a 20 to
30 minute interview. The interview was recorded @tadscribed (by T.F.) using a
telephone recording microphone and dictation trdbec All information identifying
the participant or their hospital was removed. iBigdnts then received a $20 gift

voucher as reimbursement for their participatiothmresearch.

Materials

The semi-structured interview followed the samenfatras for Study 2a. Two
Emergency Department nurses participated in a pfltte interviews before data
collection began and changes to the questions mvade in response to feedback
from the pilot participants. A copy of the interwiguestions is contained in

Appendix B.
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Background question®articipants were asked how long they had been
working in the Emergency Department, what otheff stambers they work with, and
whether they had received any education or traiomgelping patients to modify
their alcohol consumption.

Asking about alcoholl'his section comprised questions on how often
participants asked their patients about alcohel gitivantages or disadvantages of
asking, and factors that made it easier or mofecdif for them to ask patients.
Participants were also asked whether their EmeggBepartment had a system for
recording patients’ alcohol consumption.

Assisting patients to modify their alcohol consuomptQuestions in this
section covered actions an Emergency Departmeseraauld take to help patients to
modify their alcohol consumption, whether particifsawere willing to perform each
action, and if so, how often they performed eadloacParticipants were asked to
give the advantages and disadvantages of helptrgnpggato modify their alcohol
consumption, and what factors made it easier oerdificult.

Individuals or groups who influence their respongesin Study 2a, to reduce
repetition, questions on normative referents whg méuence participants’
responses were asked only once, for identifyingaasisting combined. Two
guestions covered individuals or groups who mighuéence their responses to
patients at risk of alcohol-related harms. The fitgestion asked participants whether
any individuals or groups approved of or encouraged to identify and assist
patients at risk of alcohol-related harms. The sdapuestion asked participants
whether any individuals or groups disapproved adiecouraged them to identify or

assist patients at risk of alcohol-related harms.
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Alcohol consumptiormAccording to the NHMRC guidelines (NHMRC, 2001),
11 standard drinks on any one occasion for mervamtany one occasion for women
constitute drinking at high risk for short term imet. Participants were asked how
many times in the last thirty days their alcohahgamption met or exceeded this

guideline.

Analysis
The analysis followed the same five steps as fody2a (see p. 65), and the
data was coded by the same two coders (T.F. anyl Ptfe final coding scheme is

included in Appendix C.

Study 2b Results: Emergency Department Nurses

Twenty two Emergency Department nurses participetdde study. Because
of the methods of recruitment, a response rateneaisalculable for this group.
Fifteen of the nurses were female (68%) and seware male (32%). The nurses
worked in rural (n = 5, 23%) and metropolitan Enegrgy Department(= 17,

77%). Two nurses (9%) worked in a women-speciéicyély obstetric and
gynaecological Emergency Department.

Participants’ levels of experience in the Emergdbepartment ranged from 2
months to 20 years (M = 6.35, SD = 5.94). Fourtamticipants (64%) had received
education and training that covered alcohol-relaédsedes. The most common training
was an external short course= 7, 32%), followed by in-service training € 4,

18%), lectures in undergraduate study=(2, 9%), and a postgraduate course (1,

5%). Ten participants (45%) reported drinking icess of the NHMRC guidelines
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(NHMRC, 2001) for drinking at high risk levels fehort term harms on one or more

occasions in the last 30 days (range: 1-5 occasMnrs1.9, SD = 1.3).

Emergency Department Nurses’ Identification of &xati$ At Risk of Alcohol-Related
Harms

Less than half the Emergency Department nursestegpbaving a system to
record patients’ alcohol consumptian=£ 10, 45%). The most common system was
including the patient’s blood alcohol content (BA®) the assessment form=£ 5,
23%). A small proportion of participants reportedttthere was a system for doctors
to record patients’ alcohol consumption< 3, 14%) or that patients’ normal alcohol
consumption was recorded on a fom~2, 9%).

Participants’ estimates of the frequency with whiohky asked patients about
their alcohol consumption ranged from five to tenes per shift to less than once a
month. A number of participants noted that thereeweore alcohol-related
presentations at night and on weekemds 6, 27%), and one participant (5%)
perceived that there were fewer alcohol-relatedgmtations in private Emergency
Departments compared to public Emergency Deparsn@atrticipants reported
asking patients about alcohol consumption in tkiiferent contexts, as shown in

Table 13.
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Table 13
Contexts In Which Emergency Department Nurses Repéisking Patients About

Their Alcohol Consumption

Context n (%)
Asking patients with visible signs of intoxication 10 (46%)
Asking patients suspected of an alcohol-relatetlpro 5 (23%)

based on their presenting condition or their histor

Asking when conducting alcohol withdrawal obsermasi 6 (27%)

Participants asked patients about their alcohosgomption using one or more
of the following methods:
1) breathalysing the patierm € 13, 59%),
2) asking quantity/frequency questions about theisaomption on that
occasiontf = 8, 36%),
3) asking how much they normally consume=(11, 50%),
4) asking what type of alcohol they have consunmed 2, 9%), and

5) asking when their last drink was € 3, 14%).

No participants mentioned using screening toolé siscthe CAGE (Ewing,

1984) or AUDIT (Saunders, Aasland, Babor, de larfeie& Grant, 1993).

Behavioural beliefsParticipants identified a number of advantages and

disadvantages of asking patients about their alaodrtsumption, as shown in Table

79



14 below. Five participants (23%) believed thereen® disadvantages to asking
about alcohol. Example quotes from participantsafbunderlying beliefs for

identifying and assisting are included in Appenidix

Table 14
Behavioural Beliefs for Emergency Department Nurskstification of Patients At

Risk of Alcohol-Related Harms

Behavioural belief n (%)

Advantages
Aid diagnosis/contribute to forming the biggectpre 12 (55%)
Assess and prepare for alcohol withdrawal 11 (60%
Offer improved care 7 (32%)
Provide opportunity to assess readiness to change 6 (27%)
Anticipate medication or anaesthetic interactions 6 (27%)
Patient may reflect on their alcohol consumption 4 (18%)
Provide opportunity to intervene 3 (14%)
Patient may feel discriminated against 3 (14%)
Document/establish a history 2 (9%)

Disadvantages

Diminish rapport with the patient 12 (55%)
Elicit a hostile or aggressive reaction 5 (23%)
Embarrass or intrude on the patient 3 (14%)

Control beliefsThere was considerable variability in how easyifircd |t
participants found it to ask patients about thkgiolaol consumption. Six participants
(27%) indicated that they had no apprehensionstasking patients. Factors that

were perceived to make it easier or more diffitnilask are summarised in Table 15 .
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Table 15

Control Beliefs for Emergency Department Nurseshlification of Patients At Risk

of Alcohol-Related Harms

Control belief

n (%)

Patient receptiveness to discussing alcohol

Patient is heavily intoxicated

Patient has parents or visitors present

Patients may lie about their alcohol consumption
Patient is aggressive

Knowing how to ask about alcohol sensitively

Having a non-judgemental view of alcohol consumptio
Patient is not conscious or coherent
Lack of privacy in the Emergency Department

Rapport with the patient

Experience in asking patients about alcohol

Question is part of the general history takingssessment
Age difference between nurse and patient

Not appropriate time to ask due to severity ofefis or injury
Time constraints

Patient has visible signs that they have been uignk

10 J46%
8 (36%)
8 (36%)
(3270)
6 (23%)
5 (23%)
4 (18%)
4 (18%)
4 (18%)
4 (18%)
4 (18%)
3 (14%)
3 (4%)
2 (9%)
2 (9%)
2 (9%)

! Seven participants (32%) felt having family preaseade asking about

alcohol more difficult, while one participant (5%&Jt it made it easier.

% Being much younger or much older than the patiexs rated as a

disadvantage.
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Emergency Department Nurses’ Provision of Assigdadatients to Modify Their
Alcohol Consumption

Five participants (23%) commented on whether ortlney felt it was their
role to assist patients to modify their alcohol samption. Three participants (14%)
felt that assisting patients to modify their alcbb@nsumption was part of the role of
an Emergency Department nurse, while two (9%)ifelas not part of their role. A
few participants reported that they tended to irgee only when the patient’s
presenting condition was alcohol-related<2, 9%). Many participants mentioned
that for any intervention to be worthwhile, theipat needs to be motivated to modify
their drinking 0 = 8, 36%).

Strategies to assist patients to modify their abt@lonsumption mentioned by
two or more participants are summarised in Tabladd®®rding to the “5As”: Ask,

Assess, Advise, Assist, and Arrange (Departmehtaaith and Ageing, 2004).
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Table 16
Strategies for Assisting Patients to Modify Thdaohol Consumption Mentioned by

Two or More Participants

Participants who
mentioned strategy

Strategy n (%)
Assess
Ask the patient if they need help managing th&iohol 2 (9%)
Advise
Discuss the health consequences of alcohol coptsum 6 (27%)
Promote safe drinking to the patient 4 (18%)
Discuss their alcohol consumption in general BAL
Assist
Give literature on alcohol to the patient 8 (36%)
Give card for a specialist service to the patient 5 (23%)
Discuss with the patient their options for gejthrelp 3 (14%)
Assist with the patient’s alcohol withdrawal 24P
Arrange
Refer the patient to a specialist service 17 (77%
Refer the patient to an in-hospital drug and lab¢anit or nurse 6 (27%)
Refer the patient to a sobering up unit 5 (23%)
Refer the patient to a GP 2 (9%)
Refer the patient to a psychologist/psychiatrist 2 (9%)
Refer the patient to a social worker 2 (9%)

Participants mentioned behavioural and controefekpecific to particular
strategies identified in Table 16. One particip@%) maintained that discussing the
health consequences of alcohol consumption washtst relevant strategy in the

Emergency Department, while two participants (9#ggiioned the effectiveness of
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this strategy. Four participants (18%) believed thbenefit of referral cards or
literature on alcohol was that the patients coalketthem away and read them later
when they were sober. Six participants (27%) daeg tvere limited by their
knowledge of what services were available, onag@pant found the need for a
referral for patients made it more difficult (5%)d three participants (14%) believed
there were not enough specialist services availdle participants (9%) expressed
positive beliefs about referring patients to amaspital drug and alcohol unit, saying
that drug and alcohol nurses have the passionhemnexpertise to provide a good
service to patients, although two participants (83 noted that the unit was only
open during the day, making it hard to refer pasieut of hours. Two participants
(9%) expressed the reservation that while GPs oarnde holistic care, they may not
have good skills or attitudes concerning alcohadl i the case of family GPs, may
be less private. In addition, one participant (B#ljeved homeless patients or
patients with limited funds may not be able to asc@Ps. Two participants (9%)
expressed negative views about referring patienéspgsychologist or psychiatrist for
their alcohol consumption: that they do not provad@nely response, and that a

doctor’s referral is needed.

Behavioural beliefsParticipants cited many advantages to trying teshss
patients to modify their alcohol consumption. Fedisadvantages were mentioned,
and eight participants (36%) did not believe theeee any disadvantages to assisting
patients to modify their alcohol consumption. Adtzages and disadvantages reported

by participants are summarised in Table 17 .
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Table 17
Behavioural Beliefs for Emergency Department NurBesvision of Assistance to

Patients to Modify Their Alcohol Consumption

Behavioural belief n (%)
Advantages
Improve patient’s general health 14 (64%)
Reduce future alcohol-related presentationseo th 10 (46%)
Emergency Department
Patient may learn to modify their alcohol constiop 6 (27%)
Improve patient’s quality of life 5 (23%)
Improve patient’s motivation to modify their aleul 5 (23%)
consumption
Increase safety of patients or others 4 (18%)
Reduce patient’s spending on alcohol 3 (14%)
Save money on health care expenditure 3 (14%)
Benefits to related family issues 2 (9%)
Disadvantages
Time cost of intervening 9 (41%)
Time taken may detract from other work 4 (18%)
Violent or aggressive reaction 4 (18%)
Diminish rapport with the patient 2 (9%)

Control beliefsParticipants mentioned several factors that maeasier or

more difficult to provide assistance to patientsndify their alcohol consumption,

as shown in Table 18.
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Table 18

Control Beliefs for Emergency Department Nurseggion of Assistance to

Patients to Modify Their Alcohol Consumption

Control belief n (%)
Patient receptiveness to discussing alcohol 14 §64%
Time constraints 13 (59%)
Workload/Not having enough staff 9 (41%)
Patient is too intoxicated to intervene with 9 (41%
Feeling patients with alcohol-related problems carre 8 (36%)
helped effectively in the Emergency Department
Need to attend to patient’s presenting condition (32P0)
Lack of appropriate skills or training 6 (27%)
Patient is difficult, rude, or aggressive, or hasmphygiene 6 (27%)
Inability to provide follow up in the Emergency Capment 5 (23%)
More urgent cases to attend to 4 (18%)
Rapport with the patient 4 (18%)
Age difference between nurse and patient 4 (18%)
Intervention is more suited to, or takes place andw 3 (14%)
Having a drug and alcohol unit or nurses in thepliak 3 (14%)
Having a non-judgemental approach 3 (14%)
Patient leaves Emergency Department before chance t 3 (14%)
deliver intervention
Knowledge on how to intervene and having informatio 3 (14%)
Motivation at the time 2 (9%)
Motivated by personal experiences 2 (9%)
Patient is too ill to intervene with 2 (9%)

! Being much younger or much older than the patierd rated as a

disadvantage.
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Normative Beliefs of Emergency Department Nurses

Table 19 shows the individuals and groups cite&imgrgency Department
nurses as influencing their responses to patiehtsmay be at risk of alcohol-related
harms. Participants mentioned mainly individuatsrfrwithin the hospital, such as
other medical and nursing staff, senior nurses,harspital management. Ten
participants (46%) indicated that they had not gea#ly received any encouragement
to ask patients about their alcohol consumptioto @ssist patients to modify their

alcohol consumption.

Table 19

Number (and Percentage) of Emergency DepartmentdéuReporting Individuals or
Groups who Approve or Disapprove of Emergency Dapamt Nurses Asking
Patients About Their Alcohol Consumption or Assgsfatients to Modify Their

Alcohol Consumption

Individual or group Approve Disapprove Mixed
Other medical or nursing staff 10 (45%) 3 (14%) (5%)
Senior nurses 4 (18%) 1 (5%)

Drug and alcohol nurses 3 (14%)

Mental health nurses 2 (9%)

Hospital management 3 (14%) 1 (5%)

Patient 6 (27%) 1 (5%)
Patient’s family or friends 5 (23%) 1 (5%) 1 (5%)
Drug and alcohol services 6 (27%)

Wider community 4 (18%)

Note.Only individuals or groups who were mentioned by tov more
participants are listed. Mixed indicates that thgipipant felt that some of the

referents in this category may approve, while atimeay disapprove.
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Studies 2a and 2b: Organisational Factors

In addition to eliciting underlying beliefs, thet@émviews also aimed to identify
organisational factors that may potentially impacsitively or negatively, on
identifying and assisting behaviour. Organisatidaators mentioned by dental
hygienists, Emergency Department nurses, or bottyded:

1. their knowledge of a policy in their hospital omdi& surgery about
identifying or assisting patients at risk of smakior alcohol-related
harms

2. whether or not their co-workers and supervisor veeigoortive

3. education or training: participants cited educatod training they had
received and how it had helped their confidenceskilts

4. issues of autonomy: how much it was up to thendtiress smoking or
alcohol

5. workload: whether they were too busy to addressksmgar alcohol

6. role legitimacy: how legitimate a part of their jutey felt addressing
smoking or alcohol to be

7. role adequacy: their confidence and skills in aglsirgg the issue of

smoking or alcohol.

Discussion

This study identified dental hygienists’ and EmergeDepartment nurses’
behavioural, normative, and control beliefs conceymdentification of patients at
risk and provision of assistance to such patiemtsinoking and alcohol consumption
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respectively. In addition, a range of different &elours used to identify and assist
patients were elicited, and several organisatitacbrs that may be relevant to these
four behaviours were identified. These resultsatiyanformed the development of
the quantitative surveys in Study 3, reported eaftilowing chapter. The findings for
dental hygienists and Emergency Department nurgediscussed and compared

below.

Comparison of Findings for Dental Hygienists andeegency Department Nurses

Dental hygienists reported both positive and negateliefs in regard to
identifying patients who smoke and assisting p#tiém quit smoking. An
encouraging finding was that many hygienists weteapprehensive about asking
about smoking, all hygienists asked at least soatiemts, and all were willing to
provide some form of intervention to help theiripats quit smoking.

Similarly, all Emergency Department nurses werdinglto provide some
form of intervention to patients that targeted aAlmlaconsumption. However, nurses
noted substantial barriers to providing such irgations, including the hectic nature
of the Emergency Department, patients’ levels tdxitation, and patient
receptiveness to discussing their alcohol consumpAlthough the majority of
nurses worked in Emergency Departments withoustesy for recording patients’
alcohol consumption, all nurse participants regbesgking patients about alcohol at
least occasionally.

Several similar themes arose in both the dentakhyg} and the Emergency
Department interviews, including:

« the impact of time constraints and competing plies|

» the need for knowledge of how to assist patiemtd, a
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* issues of patient receptiveness.

Another similarity was that both nurses and hygtmnielt that it was
necessary to ask about smoking or alcohol to a@drdisis and assessment of the
patient’s condition and to assess the implicationsreatment (in the case of alcohol,
nurses had to guard against possible interactigihismedication or anaesthetics,
while in the case of smoking, dental hygienists tuadssess the likelihood of success
for treatments such as dental implants). This figdiuggests that members of both
professions may already identify a proportion dfgras who smoke or are at risk of
alcohol-related harms.

Differences in the barriers and facilitators expeced by the two professional
groups were also identified, and this has imporitaplications for the
generalisability of strategies to improve uptakéntérventions among health
professionals and across drug types. For exanes tvere additional concerns
about responding to patients who may be intoxicatedpared to patients who
smoke, including issues of safety, ability to coeind information and the
possibility of aggression.

Another difference between the two study populaiaas that nurses felt they
did not have an opportunity to provide follow ughvpatients concerning their
management of alcohol consumption, while dentaldrygts highlighted the benefits
of having multiple sessions to develop the smokiegsation intervention and provide
follow up.

The different settings (dental surgery vs. Emergddepartment) also
presented different challenges, with hygieniststmemg that many patients were

anxious and tense when visiting the dentist, amdesumentioning the need to
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respond to the urgent medical condition with witioh patient presented. It should be
noted, however, that as Study 2a examined dengghigts’ responses to smoking in
dental surgeries, and Study 2b examined nursgsonses to alcohol consumption in
Emergency Departments, it is not possible to cemfily attribute differences found
between the two studies specifically to the pratesssetting or drug type.

As discussed in Chapter One, patients’ anxiethéndental setting, and
patients’ potential alcohol intoxication when pretseg to an Emergency Department,
may have negative implications for the effectivenesany interventions delivered in
these settings. Respondents from both professasesd these issues, and cited giving
written material to patients, such as Quit brochdoe dental hygienists and
information on available services for Emergency &g&pent nurses, as a means to
address these issues. Provision of written mataliaved patients to read through the
material at a later date when they may be moreedland able to process the
information.

Differences identified between the two study popates and organisational
contexts supported Azjen’s (1991) proposition tivaderlying beliefs need to be
elicited that are specific to the behaviour andypaion. The differences also
indicated a need to develop some specific measoresch group in the following
guantitative study (Study 3). The measures to beldped separately related to:

1) behaviour,
2) education and training, and
3) underlying behavioural, normative, and control &fsli

The development of separate measures was necéssaflect the different

beliefs held by the two professional groups anddifferent behavioural strategies

and sources of training identified in the intervéiew
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The two studies reported above uncovered importawtground as the first
research to examine dental hygienists’ and EmeggBepartment nurses’ beliefs
concerning identifying and assisting patients s af smoking- or alcohol-related
harms. The studies involved in-depth qualitatiienviews, with appropriately small
sample sizes. A critical case sampling strategywsasl and the sample sizes were
determined by the exhaustion of emergent themedeWbth samples were achieved
using established qualitative research methods, ttay still suffer from self-
selection bias. This notwithstanding, a wide raof@ews were represented in the
data collected, and dental hygienists and EmergBepartment nurses who
participated in the studies held both positive aedative perceptions of the

professions’ roles in responding to smoking- oohtd-related harms.

Organisational Factors

A number of organisational factors were identifiedhe interviews that may
influence dental hygienists’ or Emergency Departmemses’ responses to smoking
or alcohol. These included: 1) knowledge of an piggtional policy, 2) relevant
education or training, 3) autonomy, 4) workload¢c&)worker support, 6) supervisor
support, 7) role legitimacy, and 8) role adequ#tyle legitimacy refers to how
legitimate the health professional believes theabitur to be as part of their work
role. Role adequacy refers to the health professsbnonfidence and skills in
performing the behaviour. Chapter 5 discusses venethe adequacy is conceptually
distinct from perceived behavioural control, anglexes the organisational factors in
more detail. While role legitimacy and role adequeauld be argued to be individual
factors rather than organisational factors, thastofs are related to professional

roles, and for ease of use will be retained ungehieading of ‘organisational’
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factors. What effect these organisational factoay hmave on behaviour or the
theoretical determinants of behaviour was examingke quantitative surveys

reported in Chapter 5.

Conclusion

In this chapter, the results of qualitative intews with dental hygienists and
Emergency Department nurses concerning identifinadf patients at risk and
provision of assistance to such patients for sngkimd alcohol consumption
respectively were presented. The findings idertitiental hygienists’ and Emergency

Department nurses’.

behavioural beliefs,

normative beliefs,

control beliefs, and

organisational factors that may be relevant tddlie behaviours.

These studies were the first step in Fishbein gadrAs (1975) 3-step
methodology for applying the Theory of Planned Betwar. The studies alone do not
validate the application of the theory. Rather,fthdings from the qualitative
interviews were critical to the second step, thenggative surveys of both
professional groups. The quantitative surveys tesessed the validity of applying
the Theory of Planned Behaviour to the four studiedaviours and examined the
influence of the organisational factors on behavathe theoretical determinants of
behaviour. The methodology and findings from tresweys are presented in the

following chapter (Chapter 5).
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CHAPTER 5.
STUDIES NO. 3A AND 3B: PREDICTORS OF FREQUENCY GPENTIFYING
AND ASSISTING BEHAVIOUR: A NATIONAL SURVEY OF DENTA

HYGIENISTS AND EMERGENCY DEPARTMENT NURSES

The two studies presented in this chapter formedétond step in Fishbein
and Ajzen’s (1975) 3-step methodology in the agpion of the Theory of Planned
Behaviour. The first step was the qualitative stagiresented in the previous chapter.
Those studies identified:

1) dental hygienists’ and Emergency Department nutseisavioural,

normative, and control beliefs concerning idenéfion of patients
at risk and provision of assistance to such pajent

2) organisational factors that may affect these behasi

The results from the qualitative studies informieel turrent two quantitative
studies. The quantitative studies were designeddess the ability of attitudes, social
norms, perceived behavioural control, and intestimnpredict behaviour, and the
effect of organisational factors on these theoattieterminants.

The aim of the two current studies was to:

1) examine the ability of the Theory of Planned Bebavio predict

the frequency with which dental hygienists and Eyeacy
Department nurses identify and assist patientslabf smoking- or

alcohol-related harms respectively,
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2) examine the ability of the Theory of Planned Bebavito account
for the influence of the organisational factorsb@maviour, and

3) identify the most important determinants of behavim order to
design an intervention targeting these determinarttse final

study.

Behaviours

This study involved an examination of four behavsouwo per profession.
For dental hygienists, the behaviours were idexaiion of patients who smoke,
including asking the patient if they smoke, chegkiealth forms, or looking for the
effects of smoking in the mouth, and provision sdigtance to patients to quit
smoking using any of the strategies raised in Sy, including advising patients
about smoking, giving out pamphlets or referringnthto services such as the
Quitline. For Emergency Department nurses, theyiebes were identification of
patients at risk of short or long term alcohol-tethharms, including breathalysing
patients, asking patients how much alcohol theyel@nsumed, or asking about
normal levels of consumption and provision of dasise to patients to modify their
alcohol consumption using any of the strategiesedhin Study Two, including
promoting safe drinking, referring patients to a@plist drug and alcohol service or
assisting patients with alcohol withdrawal. Thesbdviours are summarised in Table

20 below.
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Table 20

Identifying and Assisting Behaviours for Dental kyugsts and Emergency

Department Nurses

Dental Hygienists

Emergency Department Nurses

Identifying
Behaviours

Assisting
Behaviours

» Asking patients if they smoke .

» Otherwise ascertaining a patient’s
smoking status (e.g., by checking
patient history or looking for signs of
smoking in the mouth)

» Advising the patient to quit smoking

» Advising the patient to cut down

* Discussing the dental health effects
of smoking

» Showing the patient the effect .
smoking has had in their mouth .

» Showing the patient photos of
possible dental health effects of .
smoking

 Setting a quit date with the patient

* Giving the patient a Quit brochure ore
pack

« Discussing strategies/options for
quitting smoking with the patient

« Referring the patient to the Quitline

» Referring the patient to their GP for e

smoking
» Referring the patient to a pharmacist
for smoking .
« Offering or providing follow up for
the patient’s smoking .

Asking a patient about their alcohol
consumption

Breathalysing a patient or otherwise
measuring their blood alcohol

Asking the patient if they want help
modifying their alcohol consumption
Discussing the patient’s alcohol
consumption

Promoting safe drinking to the patient
Giving pamphlets on alcohol to the
patient

Giving a card for a specialist service
to the patient for their alcohol
consumption

Assisting the patient with their
alcohol withdrawal symptoms
Referring the patient to a specialist
drug and alcohol service for their
alcohol consumption

Referring the patient to an in-hospital
drug and alcohol nurse or unit for
their alcohol consumption

Referring the patient to a social
worker for their alcohol consumption
Referring the patient to a sobering up
unit

Referring the patient to their GP for
their alcohol consumption

Referring the patient to a psychologist
or psychiatrist for their alcohol
consumption
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The Prediction of Behaviour Within the Theory drifled Behaviour

As outlined in Chapter 2, the Theory of Planned@®&bur (Ajzen, 1991)
proposes that the most proximal predictor of arlyabeur is an individual’s
intention to perform the particular behaviour. htten in turn is determined by the
individual’s attitudes towards performing the bebay, their perceptions about
norms surrounding performance of the behaviour,mardeived behavioural control
over performing the behaviours. To the extent thatindividual's perception of
behavioural control is accurate, their perceiveldyeoural control is also predictive
of behaviour. In addition, perceived behaviouraiteol is proposed to interact with
intentions, such that when perceived behaviounatrobis high, intentions are more
predictive of behaviour. These relationships waseased in the current studies for
the four behaviours outlined above.

As well as assessing the ability of the theoretieerminants to predict the
studied behaviours, the current studies also saogihtamine whether the Theory of
Planned Behaviour accounted for the influence génisational variables on

behaviour. The rationale for this is discussed\elo

Organisational Factors
One of the aims of this program of research was<eamine whether the
Theory of Planned Behaviour can account for theaichpf organisational factors,
such as supervisor support and organisationalipslion the behaviours in question.
It would be valuable to know through which pathwayganisational factors

influenced workers’ behaviour, for example, whetbianisational policies
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influenced behaviour by increasing perceptionsasfmative pressure to perform the
behaviour or through perceptions of how easy th@beur is to perform. Such
knowledge would allow interventions to target spe@rganisational factors based
on whether employees’ attitudes, subjective norngeoceived behavioural control
were most important to the performance of a padrdoehaviour. For example, the
Theory of Reasoned Action has been applied tottiedy f turnover in order to better
understand turnover intentions (Hinsz & Nelson,@39ewman, 1974; Prestholdt et
al., 1987). Individuals’ psychological processesiention to resign had received
little attention until the application of the Thgaf Reasoned Action (Prestholdt et
al., 1987).

The Theory of Planned Behaviour may explain théways through which
organisational variables impact work behaviourzefj(1991) argued that the
predictor variables contained in the Theory of R&thBehaviour (attitudes towards
the behaviour, subjective norms, perceived behaziaontrol, and intentions to
perform the behaviour) are the proximal predictdreehaviour. Any additional,
more distal factors, such as training or environtaleflactors, will only influence
behaviour through influencing one of these predietriables (Conner & Armitage,
1998). If this assumption of the Theory of PlanBethaviour remains valid in the
organisational context, then the variables conthinghe theory should mediate the
impact of the more distal organisational variabsesgh as supervisor support or
organisational policies, on employees’ work behasgsoHence, the Theory of
Planned Behaviour may help explain how or why oigstional variables influence
the work behaviours of employees.

Only five studies were found that applied the ThemfrPlanned Behaviour to

organisational settings and investigated orgamsativariables. Martocchio (1992)
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measured job satisfaction and organisational comant amongst blue collar and
clerical workers at a financial services company frund that they did not predict
frequency of absenteeism, but did predict attitudesards absenteeism. Kurland
(1996) applied the Theory of Planned Behaviounsurance sales agents’ intentions
to disclose ethically relevant information to clierKurland (1996) measured
experience, income, type of commission, and prajaas accreditation, but found
that none of the variables predicted intentionseWer or not these factors influenced
attitudes, subjective norms, or perceived behaaiozontrol was not investigated.
Bunce and Birdi (1998) studied junior and seniortdos working in a hospital
to examine the influence of autonomy on frequerfagquesting hospital autopsies.
Doctors’ attitudes, subjective norms, perceivedavedural control, intentions, and
behaviour all varied according to level of autono®Boyle, Henly, and Larson
(2001) applied the Theory of Planned Behaviouruses’ hand-washing behaviour
in a hospital unit and included a measure of thenisity of activity in the unit (i.e.,
how busy the work environment was). Intensity didlly was negatively related to
hand-washing behaviour, and to a lesser extengstie norms. Norman and
Bonnett (1995) examined whether or not customes cenagers sought assessment
to receive a particular vocational qualificatiofelresearchers measured managers’
work locus of control, job satisfaction, employmeammitment, age, and time in job
grade in addition to Theory of Planned Behaviouraldes. The theoretical predictors
accounted for 31% of the variance in behaviourleviiie additional factors measured
accounted for a further 15%. However, the studyndidreport which of the factors
contributed to the additional explained varianeeit $s unclear which of the factors

may be important to include in future research.
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None of the studies tested the ability of the thgormediate the influence of
organisational variables on behaviour. However, divthe studies provided some
evidence against the ability of the Theory of PEthBehaviour to mediate the
influence of organisational factors on behaviouB®le, Henly, and Larson (2001)
found that intensity of activity predicted behawipbut not intentions or perceived
behavioural control, suggesting the Theory of Pé@hBehaviour did not account for
the influence of intensity of activity on nursesinad-washing behaviour. Norman and
Bonnett (1995) found that the Theory of Planned&&bur did not fully mediate the
effects of work locus of control, job satisfacti@mployment commitment, age, and
time in grade on managers’ seeking of assessmeetéove a qualification, with
these factors explaining 15% of the variance inavetur in addition to the 31% of
variance explained by the theoretical predictomvelver, Norman and Bonnett
(1995) did not report the amount of variance tlgaarsational variables explained
without controlling for the Theory of Planned Belwawr, or whether the factors were
related to any of the theoretical predictors, sethér or not partial mediation
occurred can not be ascertained. In addition, agiored earlier, the study did not
report details on which of the factors contributedhe additional explained variance.

In sum, these studies indicate possible rolesdweerl organisational
variables, but do not explain how the variables tmayncorporated into future
applications of the Theory of Planned Behaviounriganisational settings. Further
research is needed to examine the pathways threhigi organisational factors
affect workers’ behaviour and whether the theory weediate the effect of these
factors on behaviour.

Studies applying the theory to social behaviourselexamined the ability of

the theory to mediate the effect of distal factumbehaviour in more detail. Such
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research has found demographic factors such agegeéer, ethnicity, and
occupational group can provide unique contributimngariance in behaviours that is
not mediated by theoretical variables (Elliott, Alage, & Baughan, 2003; Wiggers,
de Wit, Gras, Coutinho, & van den Hoek, 2003). &nly, research in health
psychology has found that the theory does not axpii@ influence of extraversion on
exercise behaviour (Courneya, Bobick, & Schink&@%Rhodes & Courneya, 2003;
Rhodes, Courneya, & Jones, 2002), of gender onhhgaleening attendance or drink
driving (Armitage, Norman, & Conner, 2002), or ofitdimensional health locus of
control on drink driving, binge drinking, or condarse (Armitage et al., 2002).

Only one study was found that supported the mexhdtypothesis. Courneya
and McAuley (1995) found that the Theory of PlanBethaviour variables mediated
the influence of social support and cohesion omase adherence. Perceived
behavioural control mediated the effect of soaigdmort on intention and attitudes
mediated the effect of cohesion on intentions. ldetiwere is little evidence to support
the Theory of Planned Behaviour’s ability to meeitite influence of distal factors,
organisational or otherwise, on behaviour. Theenitrstudies provided the first test
of the theory’s mediation of organisational factdrse organisational factors selected

for inclusion in the current study are outlineddvel

Organisational Factors Chosen for the Current Study

The organisational determinants chosen for theeatistudies were drawn
from both the existing literature and findings fréine qualitative interviews reported
in Chapter 4. The organisational factors hypotleeste impact on frequency of

identifying and assisting patients are role adeguante legitimacy, workload,
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autonomy, education and training, organisationatpoco-worker support and
supervisor support. Each of these factors are sisszlibelow.

Role adequacy and role legitimadccording to Shaw, Cartwright, Spratley
and Harwin’s (1978) theory of therapeutic commitineleveloped to explain GPs’
attitudes towards patients with alcohol-relatedopgms, responding to alcohol or
other drug issues requires role adequacy, roléneggy, and role support. Role
adequacy is the health professionals’ confidenatttiey have the skills and
knowledge necessary to respond to patients witthale or other drug- related
problems. Low role adequacy has been found to $mcaged with low motivation to
assist patients with alcohol- or other-drug relgisablems, and low satisfaction from

assisting such patients (Skinner, Roche, Freegaxddy, 2005). Low levels of

confidence in skills and knowledge was a strongié emerge from Study 2.

Both role adequacy and perceived behavioural cbateocomparable to
Bandura’s (1982) construct of perceived self-etficaConsequently, whether or not
role adequacy and perceived behavioural controt@neeptually distinct from each
other is arguable. However, while role adequacheces health professionals’
confidence in their skills, knowledge, and experemerceived behavioural control
accounts for all relevant internal and externatibes and facilitators to identifying or
assisting patients. This may include factors susctha cooperation of other
individuals, the availability of opportunities teqiorm the behaviour, and
environmental constraints. Hence, role adequacypanckived behavioural control
could be conceptualised as two separate but retatestructs.

Role legitimacy concerns whether or not the hgaidtfiessional feels that it is
within their role to respond to alcohol- or otheugtrelated problems (Shaw et al.,

1978). Health professionals who feel that respamntinalcohol- or other drug-related
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problems is ‘none of their business’, that theyndohave the right to intervene with
patients, or that patients do not believe they khimtervene, have low role
legitimacy. Such beliefs were recurrent themesiendental hygienist and Emergency
Department nurse interviews in Study 2. Low le\dflsole legitimacy have been
linked to low motivation to assist patients witle@hol- or other drug-related
problems (Skinner et al., 2005), low satisfactiathwassisting such patients (Skinner
et al., 2005), and poor rates of assisting patweittsalcohol- or other drug-related
problems (Clement, 1986; Gassman, 2003), includergists’ frequency of assisting
patients to quit smoking (Fried & Cohen, 1992).

Co-worker and supervisor suppo8haw et al. (1978) argue that in addition to
role adequacy and role legitimacy, health professdsneed role support in order to
be able to respond to their patients’ alcohol- attetr drug-related issues. Role
support is the availability of help or advice comieg alcohol- and other drug-related
issues (Shaw et al., 1978). Research indicatesdleasupport does impact on health
professionals’ ability to respond to alcohol- arldes drug-related issues (Bush &
Williams, 1988; Cartwright, 1980; Cartwright & Goam, 1993; Lightfoot & Orford,
1986). Shaw et al.’s (1978) definition of role sapgpdoes not distinguish between co-
worker support and supervisor support. Howevenipus research has found these
two sources of support are distinct (Karasek, Tisai& Chaudhry, 1982) and affect
responses to alcohol- and other drug-related igsugifferent ways (Bush &

Williams, 1988). Bush and Williams’ (1988) survely@Ps found informal peer
support exerted a greater effect on GPs’ attittoards responding to alcohol- and
other drug-related issues than formal supervisppsu. Co-worker and supervisor
support can act as emotional and instrumental reee{Karasek et al., 1982) that

may make it easier to perform more challenging behas such as assisting patients
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who smoke or are at risk of alcohol-related haViigler psychological research has
also linked social support at work to less strlarések et al., 1982; Schnall,
Landsbergis, & Baker, 1994) and increased uptakewfbehaviours (Seyler, Holton,
Bates, Burnett, & Carvalho, 1998; Taylor, 2000)ci@bsupport is argued to act as a
buffer against job strain (Karasek et al., 1982yrtadl et al., 1994).

Workload.A hectic work environment was a major barrier répaiby
Emergency Department nurses in Study 2b and,d¢eset extent, by dental hygienists
in Study 2a. O'Boyle et al. (2001) found that woddl in a hospital ward impacted
negatively on nurses’ subjective norms and frequehdand-washing. Research has
found associations between workload and stressirétion, depression and intentions
to quit (Beehr, Jex, Stacy, & Murray, 2000; Spe&alex, 1998). Workload has also
been reported as a barrier to health professioonptske of brief interventions for
alcohol or other drugs (Durand, 1994; Holmwood,200¢ller et al., 1992).

AutonomyAutonomy is the degree of freedom and discreticailable to an
employee in their work (Hackman & Oldham, 1976)ténomy is one of the key job
characteristics of Hackman and Oldham’s (1976 )cjodracteristics theory, and was
identified as most relevant to the current studgc@kding to Hackman and Oldham’s
(1976) job characteristics theory, high autononhgved workers to feel responsible
for the outcomes of their work, and is one of theegob dimensions necessary for
high work motivation, satisfaction, and performarntidence, autonomy is a crucial
aspect of the job environment.

Only one study has investigated the issue of autgnwithin a Theory of
Planned Behaviour framework. Bunce and Birdi (1988hd that junior doctors with
low autonomy had less intention to request autepsi®re negative attitudes, less

normative pressure, and lower perceived behaviaaratirol than senior doctors with
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high autonomy. While these differences may be dweriumber of confounding
factors that are likely to differentiate junior doxs from senior doctors in addition to
autonomy, such as experience, skills, and knowleithgy nonetheless provide some
support for the importance of autonomy as a coosthat warrants further
investigation.

Education and trainingA largely overlooked factor in organisational
applications of the Theory of Reasoned Action oedry of Planned Behaviour is
whether workers have received education or traifongerforming the behaviour.
Burak (1994) examined the impact of in-servicenirag on AIDS education on U.S.
elementary school teachers’ intentions to provitieReducation to their students
and found that in-service training only explainedaaditional 2% of variance in
teachers’ intentions over and above the Theoryariried Behaviour variables.
However, relationships between in-service trairang attitudes, subjective norms or
perceived behavioural control were not investigated

Previous research has shown that education isessa&gy but not sufficient
requirement for behaviour change among health psafaals (Cockburn, 2004;
Davis et al., 1999). Many factors, such as managéespport, work environment,
availability of resources, and the relevance amafprality of training can influence
the extent to which education or training can m®rporated into practice (Goldstein
& Ford, 2002; Parry, 1997). Nevertheless, educatimhtraining has the potential to
increase knowledge, confidence, and skills, anadé&&ehaviour.

Organisational policyOrganisational policies which outline desired resss
to patients at risk of smoking- or alcohol-relabeams as part of routine practice can
be pivotal in identifying and assisting at riskipats (Cooke, Mattick, & Campbell,

1998). Cooke et al. (1998) found that staff workim@ hospital with a written
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organisational policy for smoking cessation inteti@ns were more likely to assist
patients to quit smoking and to receive trainingnmoking cessation. The existence
of an organisational policy was the strongest atediof frequency with which
patients were assisted to quit smoking.

Little previous research has examined the pathwagsigh which these
organisational variables influence behaviour. Tiuel\s presented in this chapter
examined the ability of intentions, perceived bebtaral control, attitudes, and
subjective norms to account for the impact of tHastors on health professionals’
behaviour. The full theoretical model tested inc¢herent study is illustrated in Figure
3. Following this, the method and results for dehyaienists (Study 3a) and
Emergency Department nurses (Study 3b) are prekeafarately, and then

discussed together.
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Role adequacy
Role legitimacy
Supervisor support
Co-worker support
Workload
Autonomy
Education/training

Policy

Attitudes

Subjective norms and

Descriptive norms

Intentions q Behaviour

Perceived Behavioural

Control

Self-efficacy

Controllability

Figure 3.Theoretical model of the Theory of Planned Behawand the predicted effects of organisationaloiect

Note.The dotted lines represent that perceived behaali@ontrol is predictive of behaviour only insofe individuals’ perceptions of

behavioural control reflect actual behavioural colnt
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Study 3a: Dental Hygienists

Method

Participants

Dental hygienists were recruited through the demggilstration board in each
state and territory within Australia, with the eptien of New South Wales, where
participants were recruited through the Dental ldggi Association. With the
exception of the dental hygienists who could noateessed in New South Wales, the
survey mail out included all dental hygienists ins#alia. This resulted in a total
participant pool of 833. Of these mailed questiorasa 47 were returned to sender
with outdated or incorrect addresses, and two mygfie indicated they were no longer

practising, leaving a total of 784 potential pap@nts.

Procedures

An important criticism of the majority of research the Theory of Planned
Behaviour is that behaviour is measured contempoasly with intentions.
Contemporaneous measures of behaviour are higbblgmatic, as they measure past
behaviour rather than future behaviour (Armitag€&nner, 1999; Elliott et al.,
2003). Contemporaneous measures are also likslyfter from consistency biases
that artificially inflate relationships between gretor variables and measures of
behaviour (Armitage & Conner, 1999; Elliott et &003). Consequently,
contemporaneous measures of behaviour can noebaaéeest whether the Theory of
Planned Behaviour is able to predict future behavido address this limitation, the

current studies employed a prospective measuretlaour, where the frequency
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with which dental hygienists and Emergency Depantmnerses identified and
assisted patients was measured one week followeasaorement of the Theory of
Planned Behaviour constructs and other predictoabies.

Participants were mailed an initial questionnalomg with an information
sheet about the study, a letter of introductiom, ameply-paid envelope. No
identifying information was required and confidalty and anonymity was assured.

Upon receipt of a completed questionnaire, the egfdof the participant was
detached from the last page of the first questimarend a second questionnaire was
mailed to this address in order to be receivechbyparticipant one week following
receipt of the first questionnaire. The second tioiesaire measured frequency of
behaviour and participants were instructed to ceteql for the week they worked
following completion of the first questionnaire.&two questionnaires were matched
using a unique, anonymous identifying code compgishe first three letters of their

mother’s maiden name followed by the day of the tinar the participant’s birth.

Measures

Both the predictor and behaviour questionnairegwerided into two parts:
identifying patients who smoke, and assisting pési¢o quit smoking. The predictor
guestionnaire was constructed according to Ajz€&082b) guidelines for Theory of
Planned Behaviour questionnaires. With the excepifaneasures of behaviour,
organisational policy, education and training, dedhographic variables, scores for
each scale were calculated by averaging respoosessdtems. Negatively worded
items were reverse coded. This process yieldeagscanging from 1 (low) to 5

(high). Copies of the questionnaires are incluagedppendix E.
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In the predictor questionnaire, each section casthdirect and indirect
measures of attitudes, social norms, and percdigbdvioural control and a measure
of intention. Items for the indirect measures wanavn from the interviews in the
previous study which were conducted in accordante Ayzen’s (2002b) guidelines
for eliciting behavioural, normative, and contreliefs. The predictor questionnaire
also contained measures of role adequacy, rolerteagy, workload, autonomy,
organisational policy, co-worker support, supervsapport, and education and
training, and a section on demographic questions.

Intentions.This study adopted Fishbein and Ajzen’s (1975)inaldefinition
of intentions (see discussion in Chapter 2, p. Bfi¢ntions to identify patients and
intentions to assist patients were measured usiedgtem per behaviour, for example
“Over the next week, | intend to assist patientgui smoking.” Responses were
recorded on five point Likert scales ranging frdih trongly disagree to (5) strongly

agree.

Direct and Indirect Measures of Attitudes, SubjeztNorms and Perceived
Behavioural Control

According to the Theory of Planned Behaviour, atk#s, subjective norms,
and perceived behavioural control are determinedriglerlying beliefs (Ajzen,
1991). The primary constructs of attitudes, subjeatorms, and perceived
behavioural control are often termed the directsuess, and behavioural, normative
and control beliefs the indirect measures (Ajz&91). Study 2, reported in Chapter 4
(p. 61), addressed the content of these indirdietfdsased measures.

Direct and indirect measures serve two separatditns. Indirect measures

provide detailed information yielded on beliefs arlging the impact of the
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determinants on intentions and behaviour. FishbethAjzen (1975) emphasise the
importance of these underlying beliefs in undemditaghn behaviour and designing
interventions targeting behaviour change. Direcasnees provide an overall
assessment of an individual’s attitude towardstebeur, perceptions of norms
surrounding the behaviour and perceived contrditglmver performing the

behaviour.

Direct Measures of Attitudes, Subjective Norms Recteived Behavioural Control

For all direct measures, the principle of corresfgmte (Fishbein & Ajzen,
1975) was followed by specifying the target (thégrd), action (identifying or
assisting patients to quit smoking) and time (“aver next week”). The context
(dental surgery) was specified in the introductiothe questionnaire and was
deemed not necessary to include explicitly in aterh.

Direct measures of attitudeshe direct measures of attitudes consisted of four
items which asked whether the behaviour (e.g., ifi@ua consultation, assisting
patients to quit smoking is ...”) would be harmfulbmneficial, pleasant or
unpleasant, good or bad, and valuable or worthRssponses were recorded on five
point semantic differential scales.

Direct measures of perceived behavioural contfgien (1991) originally
presented perceived behavioural control as a ueidsmnal construct, concerning
how easy or difficult the actor judged performihg tehaviour to be. However,
researchers have included issues of autonomy arttbtiability either alongside or in
place of ease or difficulty of performing the beloav (e.g., Breslin et al., 2001;
Conner, Sheeran, Norman, & Armitage, 2000; FaulknBrddle, 2001). Ajzen

(2002a) later argued that ease or difficulty andticdlability were two distinct
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dimensions of perceived behavioural control: s#ltacy and controllability, and

that researchers could look at perceived behavicordrol either as a unitary
construct, or as two separate dimensions. Reseasndicated that the two
dimensions of perceived behavioural control contelseparately to the prediction of
intentions and behaviour (Conner & Armitage, 1998yey, Conner, Sparks, James,
& Shepherd, 2000b; Trafimow, Sheeran, Conner, 8&an2002). Given this
research, the self-efficacy and controllability dimsions were analysed separately in
order to elucidate the effect of the two differdimhensions on behaviour and
intention.

The direct measures of perceived behavioural cbotrasisted of five items.
Three items tapped the self-efficacy dimensionesteived behavioural control:
assessing how easy or difficult it would be to parf the behaviour, how possible or
impossible it would be to perform the behaviour &od confident or unconfident
they were that they could perform the behavioug.(éAssisting patients to quit
smoking is ...”). Two items tapped the controllalyililimension of perceived
behavioural control: whether or not performing biehaviour was entirely up to them
(e.q., “Whether or not | ask patients about theioking is entirely up to me”) and
how much control they had over performing the behavfull control — no control)
(e.g., “How much control do you have over assispiagents to quit smoking?”).
Responses for each item were recorded on a five poale.

Direct measures of subjective norriibe direct measures of subjective norms
consisted of three items. The first two items askbdther the participant felt it was
expected of them that they performed the beha\siuwngly agree — strongly
disagree) (e.qg., “It is expected of me that | asltgmts about smoking”) and whether

those whose professional opinions the participahted would approve or disapprove
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of them performing the behaviour (e.g. “Those whos#essional opinions | value
would __ of me asking patients whether they stjolk he third item measured
descriptive norms in terms of whether the partictgzerceived that in general, other
dental hygienists identified patients who smokassisted patients to quit smoking
(e.g., “In general, other hygienists assist thatrgnts to quit smoking”). Responses
were recorded on five point scales.

Descriptive norms are perceptions of whether orkegtreferents perform the
target behaviour (Conner & McMillan, 1999). Destkip norms were included in the
subjective norms measure because researchers drasistently noted that subjective
norms are almost always a substantially weakerqgadf intentions than attitudes,
and often, perceived behavioural control (Connév@Millan, 1999; Godin & Kok,
1996). One possible reason is that the definitiosubjective norms as the approval
or disapproval of key referents is too narrow (Gang McMillan, 1999). Descriptive
norms may be relevant to subjective norms becagisavours of others may exert
normative pressure on individuals to behave imalar manner (Cialdini, Kallgren,

& Reno, 1991; Conner & McMillan, 1999). Descriptimerms have been found to be
predictive of intentions to perform behaviours sastsmoking (DeVries, Backbier,
Kok, & Dijkstra, 1995; Grube, Morgan, & McGree, B8exercise behaviour (Okun,
Karoly, & Lutz, 2002), healthy eating (Povey, Conrgparks, James, & Shepherd,
2000a), and dieting (Conner et al., 1997).

Descriptive norms warrant inclusion in organisaiogpplications of the
Theory of Planned Behaviour as they are likelynipact on intentions in the
workplace where employees often work in teamsregaired to compete with
colleagues, for example for commission or promqt@rotherwise have the ability

and motivation to evaluate colleagues’ behaviownsgquently, the direct measure of
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subjective norms used in the current studies wpareed to include an item

measuring descriptive norms.

Indirect Measures of Attitudes, Subjective Nornt Rarceived Behavioural Control

The vast majority of studies examining underlyirajdfs have used modally
salient beliefs, that is, beliefs generally heldbéosalient in a particular population,
drawn from a prior focus group with representatigethe population, or from
previous research (e.g., Bell et al., 2000; Chaatantis & Hagger, 2005; Limbert &
Lamb, 2002; Quine et al., 2001). However, an imgoartriticism of modally salient
beliefs is that they only represent beliefs thdividualsmaypossibly hold salient,
and it may be that for some or all individuals syed, the modally salient beliefs are
not personally salient (Conner & Armitage, 1998pdliefs that are not personally
salient for a particular individual are used tocodédte a particular scale, then the scale
is unlikely to accurately reflect the views of ihdividual.

Instead of using modally salient beliefs, the pnéséudies identified
personally salient beliefs for each participanhgsran der Pligt and de Vries’ (1998)
methodology. Using this method, participants corgale scale comprised of the
modally salient beliefs, and then in a ranking ebs&r, indicated which beliefs were
personally salient. A scale was then constructdividually for each participant
using only the beliefs that the individual indichigere personally salient (van der
Pligt & de Vries, 1998).

The few studies that have assessed the advantbgsis@ personally salient
beliefs have found that scales comprised only cdgureally salient beliefs are more
strongly related to general measures of attituddsb@haviour than modally salient

beliefs, and discriminate between groups more gy than modally salient beliefs
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(Budd, 1986; van der Pligt & de Vries, 1998). Frample, beliefs about smoking
that are personally salient may differ more strgroggtween smokers and non-
smokers compared to modally salient beliefs (Bu®@®6; van der Pligt & de Vries,
1998). Hence, personally salient beliefs may moceiately reflect the beliefs that
determine individuals’ attitudes, subjective normmnsl perceived behavioural control.

The additional advantages of using van der PligtdaVries’ (1998) rating
and ranking methodology is that Cronen and Corisil[€975) solution to the issues
of using multiplicative composites can be employed] Ajzen’s (1991) controversial
optimal rescaling can be avoided. The main conggtimthe use of multiplicative
composites in the Theory of Reasoned Action ofTtieory of Planned Behaviour is
that a vital assumption of multiplicative composjtthat the variables being
multiplied have true, rational zero points, is ateld (French & Hankins, 2003). The
consequence of violating this assumption is thatetations between indirect
(involving the multiplicative composites) and dir@eeasures vary as a function of
the scales used to measure belief strength andagia (French & Hankins, 2003;
Hankins, French, & Horne, 2000).

Cronen and Conville (1975) recommend using per$pralient beliefs rather
than modally salient beliefs, and employing onlgleations of beliefs instead of
multiplicative composites. Cronen and Conville (89ibund that when modally
salient beliefs were measured, evaluations muétipliy belief strength were more
strongly related to the general attitude measwae #valuations alone. However,
when personally salient beliefs were used, betigtngth did not increase the
predictive power of the indirect measure of at@u@ronen and Conville (1975)
concluded that evaluation of personally salienidbgkeflected the actual cognitive

processes undertaken when forming attitudes, aatdhb empirical effects of belief
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strength were an artefact of using lists of modsé#lifent beliefs. Consequently, it is
possible to identify individuals’ personally salidaeliefs, and sum their evaluations
of their salient beliefs to form the indirect me@suather than using multiplicative
composites.

Indirect measures of attitudesll indirect measures used followed Cronen
and Conville’s (1975) methodology for measuringspeglly salient beliefs. The
indirect measure of attitudes comprised a listexhs (identifying - 8 items; assisting
- 11 items) related to possible outcomes of idgimtif or assisting patients. Example
items include “May diminish my rapport with the jgaat” and “Allows me to assess
the patient’s oral health”. Participants rated e&atm on a five point scale ranging
from (1) very disadvantageous to (5) very advardageTo measure belief salience,
participants then ranked (from one to five) thefoutcomes they felt were most
important to consider when deciding whether ortagierform the behaviour. Only
these top five items were averaged to calculaténttieect attitude score for each
participant. Selection of five salient beliefs véasompromise between Fishbein and
Ajzen’s (1975) guideline of five to nine salientibés and van der Plight and Eiser’s
(1984) guideline of three to five beliefs.

Indirect measures of perceived behavioural conffble indirect measures of
perceived behavioural control comprised a listaggible barriers or facilitators for
each behaviour (identifying - 9 items; assistifggitems). Participants indicated how
much easier or more difficult each barrier or figaior would make performing the
behaviour on a five point scale ranging from (19tamore difficult to (5) a lot easier.
Similar to the indirect measures of attitudes,ipgndnts then ranked (from one to
five) the five factors they felt were most impottém consider, and only these five

responses were summed to calculate the indirectumesof perceived behavioural
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control. Example items are “The patient has visggs of smoking” and “The
amount of time available in an appointment”.

Indirect measures of subjective norfibe indirect measures of subjective
norms comprised a list of nine key referents idaatiin Study 2. To limit the size of
the questionnaire, only one measure of indirecfestive norms was taken that
applied to both identifying and assisting. Paraeifs indicated how the key referents
would feel about them performing the behaviouriga point scales ranging from (1)
strongly approve to (5) strongly disapprove. Simitathe indirect measures of
attitudes and perceived behavioural control, p@diats then ranked (from one to
five) the five referents they felt were most impmttto consider, and only these five
responses were summed to calculate the overatkictdneasure of subjective norms.
Example items are “Other dental hygienists”, “Tlaignt”, and “Health
professionals”.

Role adequacyRole adequacy was measured using the role adegubsygale
of the Alcohol and Alcohol Problems Perception Quesaire (AAPPQ)

(Cartwright, 1980). The wording of the items wa®iad to reflect smoking rather
than alcohol consumption. The scale comprisediferas and responses were given
on five point Likert scales ranging from (1) stronggree to (5) strongly disagree. An
example item is “I feel | can appropriately adumsg patients about smoking and its
effects.” Cartwright (1980) demonstrated goodnmdé consistency for the AAPPQ,
reporting Cronbach alphas of between 0.7 and 0.théosubscales, and presented
some evidence of construct validity by indicateghiavements in scores on the
subscales among participants who attended traomngssisting clients with alcohol-

related problems. The AAPPQ has been widely usédeialcohol and other drug
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field, both to assess attitudes towards alcohal,aatapted to assess attitudes towards
other drugs (Abouyanni et al., 2000; Groves & Sirét001).

Role legitimacyRole legitimacy was measured using the role legitiyn
subscale of the Alcohol and Alcohol Problems PdroagQuestionnaire (Cartwright,
1980). The wording of the items was altered toefsmoking rather than alcohol
consumption. The scale comprised four items angbreses were given on five point
scales ranging from (1) strongly disagree to (&)rsjly agree. An example itemis “I
feel | have the right to ask patients questionsiatieeir smoking when necessary.”

Workload.Workload was measured using the role overload sibs¢ the
Michigan Organization Assessment Questionnaire (@anm, Fichman, Jenkins, &
Klesh, 1983). Workload comprised three items wile point scales ranging from (1)
strongly disagree to (5) strongly agree. An exantpla is “I have too much work to
do everything well.” The Michigan Organization Assment Questionnaire is a
widely used questionnaire with established religbénd construct validity
(Cammann et al., 1983). Cammann et al. (1983) tega Cronbach’s alpha of .65
for the role overload scale, and demonstrateditipatdicted overall, intrinsic and
extrinsic job satisfaction with correlation coeiéints of -.13, -.20, and -.30
respectively, and was distinct from other task abtaristics. Factor analysis indicated
that all items in the scale tapped a single factor.

AutonomyAutonomy was measured using the Freedom subscéthe of
Michigan Organization Assessment Questionnaire (@amm et al., 1983). The scale
comprised three items, “I have the freedom to deeitlat | do on my job”, “It is
basically my responsibility to decide how my jolisgdone”, both with five point
scales ranging from (1) strongly disagree to (&)rsgly agree, and “How much

freedom do you have on your job? That is, how mimlyou decide on your own
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what you do on your job?” with a 5 point scale riaggrom (1) very little to (5) very
much. Cammann et al. (1983) reported a Cronbadpfeaf .75 for the freedom
scale, and demonstrated that it predicted ovarall.25) and intrinsic job satisfaction
(r =.19). Factor analysis indicated that all itemshie scale tapped a single factor.

Education and trainingParticipants indicated what education or trainimgyt
had undertaken concerning identifying and assigiatgents who smoke by selecting
one or more categories from a list. Categories Wwased on participants’ responses
in Study 2 (see Chapter 4) concerning educatiortraming undertaken. Categories
included no education or training, TAFE/undergrdduaiversity, seminar run by
Quit, other seminar, or other education or trainiigla number of participants
selected more than one type of education or trgjrihre education and training
measure was calculated as the number of diffeypetstof education or training
experiences reported.

Organisational policyParticipants were asked whether or not their wadgl
had a policy governing identifying and assistinggrgs who smoke. Participants who
were aware of a policy were asked to give detdith@ policy.

Co-worker supportCo-worker support was measured using the co-worker
support subscale of the Job Content Questionndaratek et al., 1998). The scale
comprised four items, and responses were givenfive @oint Likert scale ranging
from (1) strongly disagree to (5) strongly agrea.example item is “My co-workers
are helpful in getting the job done.” The Job Caht@uestionnaire is a widely used,
theory-based instrument with demonstrated religtand validity (Karasek, 1985;
Karasek et al., 1998). In a cross cultural studthefJob Content Questionnaire
(Karasek et al., 1998), internal consistency fenaker support among different

samples ranged from .72 to .80, with an averagéof
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Supervisor supporSupervisor support was measured using the supervis
support subscale of the Job Content Questionndaratek et al., 1998). The scale
comprised four items, and responses were givenfime @oint Likert scale ranging
from (1) strongly disagree to (5) strongly agrea.example item is “My supervisor is
successful in getting people to work together.éintl consistencies reported by
Karasek et al. (1998) for supervisor support rarfgea .80 to .89, with an average of
.84,

Demographic variableR?articipants were also asked their age, genders yea
of experience in dental hygiene, sector (publitygte or education), and smoking
status (smoker, ex-smoker or never regularly smoked

Behaviour.The second questionnaire, completed one weeknltpthe first
guestionnaire, measured frequency of identifyinigepés who smoke and
performance of behaviours to assist patients tosguoking. Participants were also
asked to estimate how many patients they had settie last week, and how many
patients they saw in the last week who they thosgiaked.

Identifying patients who smokeental hygienists’ frequency of identifying
patients who smoke were assessed using two iteskisigaa patient about smoking
and otherwise ascertaining a patient’s smokingistatuch as checking history or
looking for visible signs of smoking. Scores frome two items were summed and
divided by the number of patients seen in thevasgk to give a ‘per patient’ measure
of identifying.

Assisting patients who smok&ental hygienists’ frequency of assisting
patients who smoke were assessed using 12 itenesicg\advising and referring
patients, giving out Quit material and offeringpsoviding follow up (e.g., “How

many times in the last week do you estimate you avea patient a Quit brochure or
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pack?”). Scores from the 12 items were summed anded by the number of

smokers seen in the last week to give a ‘per smokeasure of assisting.

To allow examination of fluctuation in future bel@w that may be due to
responding to the questionnaire, the initial preiquestionnaire also included two
items measuring frequency of identifying patientshie last week and one item
measuring overall frequency of assisting patiemthe last week. Three
corresponding items in the behaviour questionmarasured frequency of identifying
patients in the last week and overall frequencgssisting patients in the last week.

Prior to data collection, the questionnaires wel@gx on a sample of six
dental hygienists. Modifications were made to tisdructions, layout and wording of

items based on feedback from the pilot participants

Statistical Analyses

Two tests of the Theory of Planned Behaviour weredacted: dental
hygienists’ (1) identification of patients who sneoland (2) provision of assistance to
patients who smoke. The theoretical models werenged using structural equation
modelling. The main advantage of structural equatnmdelling over standard
multiple regression analysis is the ability to st theoretical model as a whole
rather than testing individual path coefficientyi(iige, 2001).

Ajzen recommends that the direct measures of dégusubjective norms and
perceived behavioural control be used to predienitions as these measures are
consistent with the direct measurement of intemsti@avis, Ajzen, Saunders, &
Williams, 2002). The indirect measures can be cbéct& determine whether they

correlate with the direct measures, and then aedlgad interpreted independently of
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the rest of the model (Davis et al., 2002). Thigrapch was taken in the current

study.

Study 3a Results: Dental Hygienists

A total of 362 dental hygienists returned the fgaestionnaire (46.2%). Of
those who returned the first questionnaire, 2886%d) also returned the second
guestionnaire measuring behaviour, although s42.could not be matched to the
first questionnaire, and nine (3.1%) indicated thagl not seen any patients in the
intervening week, leaving 273 usable second quasdioes. Analyses not focused on
behaviour used the full data set of 362 casesevanhlyses involving behaviour used
the subset of 273 cases with valid behaviour measur

The sample comprised 351 females (97%) and 11 r{2dés The mean age
was 37.23 (SD =9.07). The majority of participantgked in the private sectan €
306, 85%), with fewer participants working in thebpic sector § = 36, 10%), or
working in both f = 3, 5%) (3 missing cases). The gender, age, anat@/public
sector profile of the current sample was not sigairitly different from the Australian
Institute of Health and Welfare’s (2005c) dentagjiepist labour force estimate
(gendery? (1, N =932) = 0.96, p = 0.33; age: M = 36.558B= 1.516, p = .13;
sectory? (1, N =912) = 0.12, p = 0.73).

The majority of dental hygienists had never redulamoked (n = 267,
73.8%). Fifteen participants (4.1%) were smokewd] below the national prevalence
rate of 17% (Australian Institute of Health and[¥&iee, 2005b) and 78 (21.5%) were

ex-smokers (2 missing cases, 0.6%).
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Levels of the Theoretical Variables and Organisagio-actors

Approximately a quarter of dental hygienists (n8; 87.1%) were aware of an
organisational policy concerning identifying oriatiag patients who smoke. Policies
most frequently covered asking about smoking asgfdahe medical history.
Approximately two thirds of participants had conmpbesmoking cessation education
or training (n = 226, 63%). The majority indicatibey received this training either
during undergraduate studies (n = 145, 40% of gaaiple) or from a Quit seminar (n
= 84, 23% of total sample).

The means and standard deviations for the TheoPjarined Behaviour
variables and organisational factors are showrainld21. Mean scores on all
theoretical variables were above the scale midp®ims indicated generally positive
attitudes, strong intentions to perform the behawistrong perceptions of approval
from others that they should perform the behaviand positive evaluations of the
ease and possibility of performing the behavioueall scores on the organisational
factors were also positive; role adequacy, rolé@ilegcy, autonomy, co-worker
support, and supervisor support were high, and wadkwas low.

Reported frequency of identifying and assistinggras was high, with dental
hygienists using approximately one identifying &gy on average per patient visit.
Smokers received approximately three interventtaatesgies on average per visit. To
examine potential effects of participation in thedy on behaviour, estimated rates of
identification and assistance were compared betweemitial questionnaire and the
second questionnaire. Frequencies of behaviouedsed from the first questionnaire
to the second (identifying — Time 1: M = 25.6, SRE8, Time 2: M2 = 20.7, SD2 =
22.9, 1(286) = 3.62, p <.001; assisting — Tim&11:= 6.0, SD1 = 6.8, Time 2: M2 =

4.8, SD2 = 4.5, t1(246) = 3.20, p = .002). The dicetwas opposite to what may be
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expected in terms of Hawthorne effects, where bebawften increases as a result of
measurement (Adair, 1984), and may indicate thatintal hygienists had initially
overestimated their behaviour, and provided moceirate estimates in the week

following the questionnaire.
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Table 21

Means and Standard Deviations for Theory of PlanBeldaviour Variables and

Organisational Factors for Dental Hygienists

Variable M SD Range

Theory of Planned Behaviour Variables

Identify
Intention 4.39 1.00 1.00 - 5.00
Self-efficacy 4.16 0.67 1.33-5.00
Controllability 3.89 0.77 1.00 - 5.00
Attitude 413 0.52 1.00 —5.00
Subjective norms 4.04 0.56 1.50-5.00
Assist
Intention 3.91 0.94 1.00-5.00
Self-efficacy 3.39 0.71 1.33-5.00
Controllability 3.35 0.85 1.00 —5.00
Attitude 3.98 0.55 1.75 -5.00
Subjective norms 3.68 0.64 1.50 - 5.00
Organisational Factors
Role adequacy 3.42 0.87 1.00 - 5.00
Role legitimacy 3.87 0.63 2.00 -5.00
Workload 2.25 0.78 1.00 — 4.67
Autonomy 3.79 0.78 1.33-5.00
Amount of education and training 0.77 0.70 0-(800
Co-worker support 4.32 0.63 1.00-5.00
Supervisor support 4.14 0.76 1.00 - 5.00
Behaviour
Identify (per patient) 1.03 0.59 0.00 - 2.00
Assist (per smoker) 3.15 2.10 0.00 - 10.50

Note.For all variables except age, amount of educati@hteaining, identify,
and assist, scales range from 1 (low) to 5 (high)ns ranged from 356 to 362, with

the exception of behaviour (N = 273 for identifydaassist).
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Examination of the Ability of the Theory of Plangshaviour to Predict Behaviour

For the analyses examining prediction of behavionly the cases with valid
measures of behaviours were used 73). Each analysis was also conducted on the
full data set, but the results did not substartidiffer for any of the analyses.
Appendix F contains the correlation matrices onclvlihe analyses were based.

Testing for interaction effects between intentiand perceived behavioural
control requires interaction terms to be includethie analysis. In order to include
these interaction terms, scores for intention &edwo dimensions of perceived
behavioural control were centred by subtractingntiean for the variable from each
score (Aiken & West, 1991). Centring reduces théticallinearity introduced by the
interaction terms and makes the path coefficiemts$hie first order terms more
meaningful (Aiken & West, 1991).

The full theoretical model was tested first. Fottbiolentification and
assistance, the controllability dimension of peredibehavioural control was not
independently related to intentions or behaviond there was no interaction effect
between controllability and intentions in the padidin of behaviour. Hence,
controllability was not included in the presentedlgsis. Similarly, supervisor
support, experience, workload, and education wetéaund to be related to
behaviour or Theory of Planned Behaviour constriart&gdentification or assistance,
and hence, these factors were removed. The reguhle analysis are presented in
Figure 4.

Intentions and the self-efficacy dimension of pareé behavioural control
predicted behaviour for both identification andistssice. Intention to identify

patients who smoke was predicted by attitudes,enhtention to provide assistance
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to patients to quit smoking was predicted by ate) subjective norms, and self-
efficacy. A number of organisational factors inthged the theoretical variables.
Knowledge of an organisational policy was assodiatgh higher subjective norms.
Participants who smoke expressed more negatitaddti than participants who did
not smoke. Greater role adequacy (confidence aifld)skas associated with more
favourable perceptions of the ease of identifyind assisting patients who smoke.
Higher role legitimacy was associated with moreitpasattitudes, perceptions of
subjective norms and perceptions of the ease dfifgiing and assisting patients who
smoke. As the organisational factors were expecté@ correlated, intercorrelations
between the organisational factors were includegtiérmodel. To simplify the
presentation of Figure 4, the significant interetations are shown in Table 22.

The goodness of fit indices for identificatioff (36) = 113.46 (p < .001), NFI
=.79, CFl = .84, RMSEA = .09) and assistanég36) = 164.13 (p < .001), NFI =
.81, CFl = .84, RMSEA = .11) indicated moderatebpd fit. For comparison, the
goodness of fit indices were calculated for modwsttuding only the Theory of
Planned Behaviour variables, and not the orgaoisatifactors. For identification, the
fit indices were slightly poorer than when the anigational factors were includegk:
(6) =52.86 (p <.001), NFI =.75, CFl =.75, RMSEALY. For assistance, there was
a small increase in the extent to which the datidnd modely? (6) = 26.83 (p < .001),

NFI = .95, CFIl = .96, RMSEA = .11.
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Figure 4 Standardised path coefficients and variance exgdiefor the Theory of Planned Behaviour accourdasftal hygienists
identifying patients who smoke (top coefficientaglassisting patients to quit smoking (bottom aoigfiits).

*p < .05, **p< .01, ***p<.001
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Table 22
Standardised Path Coefficients for Relationshipsv@en Organisational

Variables Included in the Model (N = 273)

Relationship r

Policy — Coworker support .18%*
Policy — Role legitimacy VY i
Policy — Role adequacy 2] xx%
Role legitimacy — Role adequacy 56***
Role legitimacy — Coworker support 2Q***
Role adequacy — Coworker support A3*

*p<.05 *p<.01,** p<.001

Cohen’s (1992) indication of effect siz&? was calculated for variance
explained in behaviour, where a small effect is @&hedium effect is .15, and a large
effect is .35. Theoretical predictors accountedafemall to medium amount of
variance in identifyingf? = .12) and a large amount of variance in assigfifg
A41).

The interactions between intentions and self-effydar identification and
assistance were explored further by examiningetaionship between intentions and
behaviour according to level of self-efficacy. kaentification, higher levels of self-
efficacy were associated with a weaker relationbeipveen intentions and behaviour:
at average levels of self-efficacy, the relatiopdbetween intentions and behaviour
was .16. For one standard deviation below the méaglf-efficacy, the relationship
between intentions and behaviour increased toF@4one standard deviation above

the mean of self-efficacy, the relationship betwegentions and behaviour decreased
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to .08. For assistance, higher levels of self-afficwere associated with a stronger
relationship between intentions and behaviour.advarage levels of self-efficacy, the
relationship between intentions and assisting hebawas .27. For one standard
deviation below the mean of self-efficacy, the tielaship between intentions and
behaviour decreased to .14. For one standard dmvigbove the mean of self-
efficacy, the relationship between intentions aaldviour increased to .40.

The ability of the Theory of Planned Behaviour aates to mediate the
influence of the organisational factors was asskgsang a second structural equation
model with additional paths from the organisatioradables to behaviour. None of
the additional paths were significant for iden@ifion or assistance which is
consistent with the proposition that the Theoryta#nned Behaviour variables
mediate the influence of the organisational factordehaviour. The mediation

analyses are contained in detail in Appendix G.

Relationship Between Underlying Beliefs and DilMdetasures

The relationships between the underlying beliefs the direct measures were
examined to check the correspondence betweenrthe dnd indirect measures. For
this analysis, the self-efficacy and controllaliliems were averaged to create a
general perceived behavioural control measure haga in Figure 5, behavioural
beliefs were associated with the direct measusdtiifide and normative beliefs were
associated with the direct measures of subjectiveng, with medium to large effect
sizes observed. Control beliefs were associatdd twé direct measure of perceived

behavioural control for assistance (medium effext)dbut not for identification.
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Figure 5 Relationships between underlying beliefs andctlineeasures for

identify (above the line), and assist (below time)j for dental hygienists.

** < 001.

To examine the ability of the underlying beliefspt@dict intentions and
behaviour, and the effect of organisational factorsinderlying beliefs, the
theoretical model was analysed with the indireetigf-based measures in place of the
direct measures of attitude, subjective norms andgived behavioural control. Path

coefficients and goodness of fit indices were cstesitly lower than for the model

assessed using the direct measures.
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Study 3b: Emergency Department Nurses

Method

Participants

Emergency Department nurses were recruited threagéral avenues.
Members of the Australian College of Emergency hgr¢N = 202) were mailed out
a questionnaire. Three were returned to sendefiniga participant pool of 199.
Questionnaires were also distributed to Emergerggyaitment nurses through nurse
managers in A.C.T. (n = 20), Queensland (n = 1), South Australia (n = 45). In
addition, 38 nurses were recruited through staftings at a second South Australian
hospital (total participant pool = 312). Uniquenti&ers were checked to ensure no

individuals participated twice.

Procedures

The procedures for Study 3b were identical to thessl in Study 3a, with the
exception of the Emergency Department nurses tecrtiirough staff meetings, who
were handed, rather than mailed, the questionnaf@mation sheet and letter of

introduction at the meeting.

Measures

The measures in Study 3b were largely identic#héaomeasures used in Study
3a (see p. 109). Details of the measures thatrddféom Study 3a are described
below. Copies of the questionnaires are include8ppendix E. The predictor and

behaviour questionnaires were divided into twogadentification of patients at risk
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of alcohol-related harm, and provision of assistaiocpatients to modify their alcohol
consumption.

The measure of intentions, and the direct measidrattitudes, subjective
norms and perceived behavioural control were idahtd the measures employed in
Study 3a, with the wording reflecting alcohol ratbiean smoking. The scales for the
indirect measures, however, comprised items réflgctifferent underlying
behavioural, normative, and control beliefs tollkéefs measured in Study 3a, and
contained different numbers of items. The beliglas were calculated using the
same procedures as in Study 3b.

Indirect measures of attitudeBhe indirect measure of attitudes comprised a
list of items (identifying - 11 items; assistin@2 items) related to possible outcomes
of identifying or assisting patients. Example itemduded “May cause a hostile or
aggressive reaction” and “Improves the diagnostsuarderstanding of the patient’s
condition”.

Indirect measures of perceived behavioural conffbk indirect measures of
perceived behavioural control comprised a listaggible barriers or facilitators for
each behaviour (identifying - 12 items; assistid@ items). Example items were
“Having a good rapport with the patient” and “letpatient is heavily intoxicated”.

Indirect measures of subjective norfibe indirect measures of subjective
norms comprised a list of ten key referents ideadifn Study 2b. Example items are
“Other nursing staff” and “The patient’s parentstfly”.

Organisational factorsOrganisational factors were measured using th&sam
scales and items as in Study 3a, with the wordiraqnged to reflect alcohol rather
than smoking. For the role adequacy and role legitly scales, this corresponded to

the original scale items which concerned drinkifige only exception was that
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response categories for the education and tramegsure were altered to reflect the
responses of Emergency Department nurse particgpa@tudy 2b. Categories
included no education or training, in-service tnagy external short course,
undergraduate nursing studies, postgraduate siuidther education or training.

Demographic variableR?articipants were asked their age, gender, andrsect
(public, private or education). Participants wdsmasked about their years of
experience in the Emergency Department and theshal consumption based on the
NHMRC (2001) cut offs for high risk alcohol consutiop associated with short term
harms. Nurses were asked how many times in th&adays they had consumed 11
or more (for men) or 7 or more (for women) standéidks on any one day.

Behaviour.The second questionnaire, completed one weeknltpthe first
guestionnaire, measured frequency of identifyinigepés at risk of alcohol-related
harms and assisting patients to modify their alccbasumption. Participants were
also asked to estimate how many patients they &l is the last week.

Identifying patients at risk of alcohol-related Inas.The frequency with
which Emergency Department nurses identified pegiahrisk of alcohol-related
harms was measured using two items: asking patdast their alcohol consumption
and breathalysing patients or otherwise measuhieiy blood alcohol. Scores from
the two items were summed and divided by the nurabpatients seen in the last
week to give a ‘per patient’ measure of identifying

Assisting patients at risk of alcohol-related harfise frequency with which
Emergency Department nurses provided assistanuatients to modify their alcohol
consumption was measured using 14 items rangimg &sking patients if they
wanted help managing their alcohol consumptiorgugh advising and referring

patients, assisting with alcohol withdrawal symps$o@ind giving out business cards
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for specialist services or material on alcohol atignts (e.g., “How many times in the
last week do you estimate you ... referred a pateatsocial worker for their alcohol
consumption?”). Scores on the 14 items were surmanddlivided by the number of
patients seen in the last week to give a ‘per pttieeasure of assisting.

The initial questionnaire also included two itemsasuring frequency of
identifying patients in the last week and one iteeasuring overall frequency of
assisting patients in the last week. Three cormedipg items in the second
guestionnaire measured frequency of identifyingepds in the last week and overall
frequency of assisting patients in the last week.

The questionnaires were piloted on a sample oEsiergency Department

nurses prior to data collection, and changes wer@enm response to feedback.

Statistical Analyses

Two tests of the Theory of Planned Behaviour weredacted: Emergency
Department nurses’ (1) identification of patientsisk of alcohol-related harms, and
(2) provision of assistance to patients to modiiit alcohol consumption. The
theoretical models were examined using path arsalisith analysis was chosen for
Emergency Department nurses as the sample sineifees did not allow for

structural equation modelling methods.

Study 3b Results: Emergency Department Nurses

Of the 312 questionnaires distributed to Emergddhegartment nurses, 125
were returned (40%). Of the 125 participants, 88 aéturned the second

guestionnaire (63%). Four of these (5%) could motfatched to the first
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guestionnaire, and four participants (5%) indicatexy had not worked in the
Emergency Department in the intervening week, legvil valid cases. For three
cases, the total number of patients seen was cotded. The average number of
patients seen (59 patients) was used as the deatumfor the ‘per patient’ measures
of behaviour. Analyses not focused on behavioud tise full data set of 125 cases,
while analyses involving behaviour used the subk&t cases with valid behaviour
measures.

The sample comprised 17 males (14%) and 106 fer(#66) (2 missing
cases). The proportion of males and females wasigoificantly different to the
Australian Institute of Health and Welfare’s (2095drsing labour force estimatg (
(1, N =236,767) = 0.04, p = 0.84). The mean age 3va02 (SD = 10.00), which was
lower than the mean age for the nursing labourefestimate (M = 43.1, t(122) = -
6.74, p <.001) (Australian Institute of Health ah@lfare, 2005d). This could reflect
a lower mean age for all Emergency Department suwwrsmpared to the total
population of nurses. The vast majority of partérifs worked in the public sectar (
=115, 96%), with few working in private € 4, 3%) or both public and private £
1, 1%, 5 missing cases). The proportion of nursakiwg in the public and private
sectors were not available in the labour forcarestes.

Thirty two participants (26%) reported consumingpdilol at a high risk level
on at least one occasion in the last 30 days (dingsases). The number of
occasions of high risk drinking ranged from 1 to(b= 3.28, SD = 3.50). This
exceeded the national prevalence rate of 13% (Aliestr Institute of Health and
Welfare, 2005b) for risky or high risk drinking last monthly combined (i.e., the cut
off for the national prevalence rate was for a Iowagegory of risk: 7 standard drinks

for males or 5 standard drinks for females on amg @ccasion), and the 9.2%
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prevalence rate of risky or high risk drinking 8¥rort term harms among health and

welfare associate professionals reported by Pigd;yBHarrison et al. (2006).

Levels of the Theoretical Variables and Organisagio-actors

Approximately two thirds of participants € 86, 69%) had undertaken
education or training to assist patients to mothBir alcohol consumption, with in-
service training most frequently reported= 48, 38%). Thirty one percent of
participants were aware of a policy in their haspithich covered asking patients
about alcohol or assisting patients to modify tladsohol consumptiom(= 34, 14
missing cases). Participants indicated that pdioest commonly covered asking
patients about alcohol or breathalysing patientadmission. However, this was not
seen as mandatory, but dependent on time available.

The means and standard deviations for the TheoPyasined Behaviour
variables and organisational factors are showrainld 23. Mean scores on all
theoretical variables were above the scale midpuitth the exception of the
controllability dimension of perceived behavioutahtrol for assisting. This
indicated generally positive attitudes, strongntitns to perform the behaviours,
strong perceptions that others would approve ahtperforming the behaviours, and
positive perceptions of the ease of performingableaviours. For identifying,
participants generally felt it was in their contvahether or not to perform the
behaviour, but for assisting, participants felt extirat external factors controlled
whether or not they could assist patients. Avetagels of role legitimacy, autonomy,
workload, co-worker support, and supervisor suppere high, while average levels

of role adequacy were below the scale midpoint.
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Participants reported using an identifying strategyaverage once for every
three patients, and averaged 0.63 assisting Seatpgr patient. To examine potential
effects of participation in the study on behaviastimated rates of identification and
assistance were compared between the initial questire and the second
guestionnaire. Frequencies of behaviour had inectlitesm the week before the
guestionnaire (identifying: M= 9.6, S =12.4, M = 16.6, SR = 26.9, t(71) = -

2.88, p = .005, assisting: M 3.5, SD1 = 6.7, M= 7.0, SD = 12.3, 1(69) =-2.41, p =
.019). This finding is consistent with the Hawthe®ffect as reported behaviour

increased potentially as a result of measuremet#i(A1984).
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Table 23

Means and Standard Deviations for Theory of PlanBeldaviour Variables and

Organisational Factors for Emergency Department $ésr

Variable M SD Range

Theory of Planned Behaviour Variables

Identify
Intention 3.78 .80 1.00 -5.00
Self-efficacy 3.72 .62 2.60 — 5.00
Controllability 3.38 .81 1.50 - 5.00
Attitude 3.74 42 2.75-5.00
Subjective norms 3.65 .63 2.50 -5.00
Assist
Intention 3.57 .82 1.00 -5.00
Self-efficacy 3.11 .58 1.20 -4.50
Controllability 3.00 .73 1.00 — 4.50
Attitude 3.94 A7 2.75-5.00
Subjective norms 3.40 .65 2.00 -5.00
Organisational Factors
Role adequacy 2.74 .87 1.00 - 5.00
Role legitimacy 3.44 .64 1.00 - 5.00
Workload 3.22 .85 1.00 - 5.00
Autonomy 3.25 g2 1.00 - 5.00
Amount of education and training 91 .76 0.000690
Co-worker support 4.02 .59 2.00 -5.00
Supervisor support 3.54 1.01 1.00 - 5.00
Behaviour
Identify (per patient) 31 34 0.00 - 1.36
Assist (per patient) .63 .94 0.00 -4.90

Note.For all variables except age, amount of educati@hteaining, identify,
and assist, scales range from 1 (low) to 5 (high)Ns ranged between 121-

125 with the exception of behaviour (N = 71 forntdfy and assist).
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Examination of the Ability of the Theory of Plangshaviour to Predict Behaviour

The correlation matrix on which the path analyseéswased is contained in
Appendix F. The results of the path analysis exargithe prediction of identifying
and assisting patients are shown in Figure 6. Niabies significantly predicted
identifying or assisting patients. Theoretical pceats explained a small to medium
amount of variance for identifying{ = .11) and a small amount of variance for
assistingf(* = .07). The sole predictor of intentions for bitantifying and assisting
was subjective norms.

Awareness of an organisational policy predictedestitye norms for
identifying and assisting, and also attitudes talwadentifying. Role legitimacy
predicted attitudes and subjective norms for bethalviours, and also predicted self-
efficacy for identifying. Co-worker support predidtattitudes towards identifying,
and role adequacy predicted self-efficacy for &isgjsSupervisor support predicted
attitudes to identifying and assisting.

No other organisational factors impacted on théabées in the model.
Additional regression analyses examined the infteesf organisational factors on
behaviour (contained in Appendix G). For both idgntg and assisting, no
organisational factors were directly related todhebur which supports the role of the
Theory of Planned Behaviour variables as the mastimal determinants of

behaviour.
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Figure 6 Standardised betas for the regression analystsnefrgency Department nurses identifying (top coiefiits) and assisting

(bottom coefficients) patients.

*p<.05 *p<.01, **p<.001
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Relationship Between Underlying Beliefs and Ditetasures

The relationships between the underlying beliets the direct measures were
examined to check the correspondence betweenrhe dnd indirect measures. For
this analysis, the self-efficacy and controllalgiitems were averaged to create a
general perceived behavioural control measure haga in Figure 7, behavioural
beliefs, normative beliefs, and control beliefs veorrelated with the direct measures
of attitudes, subjective norms and perceived behaal control respectively. Effect

sizes ranged from just below medium to large.

1 * k%
Beha\(loural .68 . Attitudes
Beliefs A D¥xk
Normative 26%* R Norms
Beliefs 3G*** "
. .
Control Beliefs = > Percewed
DG** Behavioural
Control

Figure 7. Relationships between underlying beliefs andctlineeasures for
identify (above the line) and assist (below the)ifor Emergency Department nurses.

*p <.05, * p <.01, ** p < .001

Discussion

The aims of Study 3 were to assess:
1) whether the Theory of Planned Behaviour variabteslipted the frequency

with which dental hygienists and Emergency Depantmerses identified
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patients at risk and provided assistance to sutarps for smoking and
alcohol consumption respectively,

2) which factors were most predictive of frequencyehaviour, and

3) whether the Theory of Planned Behaviour could acttar the influence of

organisational factors on behaviour.

These studies formed the second step in the apphcaf the Theory of Planned
Behaviour to these behaviours, and were designedadon the third step, a behaviour
change intervention targeting frequency of behavidhe extent to which the Theory
of Planned Behaviour was able to predict the fpacgied behaviours is discussed

below.

Factors Predictive of Frequency of Behaviour

The Theory of Planned Behaviour predicted the feagy with which dental
hygienists identified and assisted patients whok&mo Study 3a. Intentions and the
self-efficacy dimension of perceived behaviouraitcol explained a small to medium
amount of variance in frequency of identifying pats who smoke, and a large amount
of variance in assisting patients who smoke. Aaraattion effect was found for
intentions and self-efficacy on dental hygieni$tsguency of assisting. A smaller
interaction effect was also found for identifyitogt in an opposite direction to that
predicted, as higher levels of self-efficacy wessaziated with a weaker relationship
between intentions and behaviour. This is the oppd#ection to that specified by
Ajzen (1991), and was a small effect (.12), heleefinding may be due to chance.

Alternatively, it may indicate that self-efficacyas a more powerful predictor of
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behaviour than intentions in such a way that whethefficacy was high, it reduced the
predictive ability of intentions.

For assisting patients, when self-efficacy was higdre was a medium
correlation between intentions and behaviour, themself-efficacy was low, there was
no correlation. Hence, self-efficacy can be seea a®-requisite for hygienists who
wish to assist patients to quit smoking. Self-effig was also more predictive of
behaviour than intentions for both identifying assisting, and for assisting patients,
self-efficacy was also predictive of intentions €8k findings suggest that self-efficacy
Is a pivotal factor for dental hygienists to asth&ir patients to quit smoking. This is
consistent with the findings from the only otherstyalian survey of dental hygienists
on the issue of assisting patients to quit smokirigch indicated that confidence was
the most important predictor of behaviour (EdwaKtgeman& Roche, 2006).

The results for Study 3b were less straightforwhesh for Study 3a, and more
difficult to interpret. The Theory of Planned Belaw did not adequately predict
Emergency Department nurses’ frequency of idemigfyor assisting patients in Study
3b. Neither intentions nor perceived behaviouraltad predicted frequency of either
behaviour. Subjective norms were the major predigtintentions for both identifying
and assisting, and subjective norms were predloyddhowledge of an organisational
policy, co-worker support, and role legitimacy.

It was unclear which factors could be targetedrprove Emergency
Department nurses’ frequency of behaviour. Peroaptof norms surrounding
identifying and assisting patients at risk of alolefelated harms could be improved by
implementation of organisational policies, targgtimorkers’ sense of role legitimacy
and improving co-worker support networks among esiwrslowever, given that the

relationship between intentions and behaviour vasuapported for nurses, an
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improvement in subjective norms may not necesstalyslate into improvement in
frequency of behaviour. Further investigation iguieed to ascertain what factors may
enhance Emergency Department nurses’ frequendeatfifying patients at risk of
alcohol-related harms and assisting patients taifjntteir alcohol consumption.

The controllability dimension of perceived behavadicontrol did not predict
intentions or behaviour for dental hygienists. Hoare for Emergency Department
nurses, the path coefficient for the influence afteollability on identifying behaviour
was a small to medium effect, and may have reasiggdficance with a larger sample
size. The lack of predictive ability of controll&iby may indicate that this dimension of
perceived behavioural control is not as importariighaviour or intentions as self-
efficacy, at least for dental hygienists. The staddleviations for dental hygienists’
perceptions of controllability were higher thangbdor self-efficacy, suggesting the
results were not due to lack of variance in pgtots’ perceptions of controllability.
This finding highlights the importance of consiaegyithe two dimensions of perceived
behavioural control separately in order to undesthe factors influencing behaviour.

The theoretical model included descriptive hormseldeon previous research
and their potential importance found in the qualiainterviews, and separated the
self-efficacy and controllability dimensions on peived behavioural control based on
previous research indicating they operate indepgthdéConner & Armitage, 1998;
Povey et al., 2000b; Trafimow et al., 2002). Thadditions are included in a recently
developed two factor model of the Theory of PlanBetaviour (Ajzen & Fishbein,
2005; Conner & Sparks, 2005). The two factor madisb included distinction of
instrumental attitudes (cognitive judgements) affielciive attitudes (emotional

responses) (Lawton, Conner, & Parker, 2007). Tlas mot included in the current
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model, and future research could examine the patente of these two types of

attitudes in the formation of workers’ intentions.

Organisational Factors

One of the aims of Study 3 was to examine whetimeiheory of Planned
Behaviour accounted for the influence of organgsstl factors on health professionals’
behaviour. To this end, the studies also includgsgssment of the influence of
organisational variables on behaviour and the #tea predictors of behaviour, and
whether the Theory of Planned Behaviour mediatedrtfiuence of organisational
factors on behaviour. For Study 3a, a range ofrosgéional factors influenced the
theoretical determinants of dental hygienists’ e, including the presence of an
organisational policy addressing assistance t@epitito quit smoking, and dental
hygienists’ smoking status, role legitimacy, rotkequacy, and level of support from
co-workers.

A similar pattern was evident for Emergency Deparitmurses in Study 3b.
Role legitimacy, role adequacy, co-worker and super support, and knowledge of an
organisational policy all influenced theoreticateteninants. Contrary to the effect of
smoking status on dental hygienists’ attitudes, énx@w, personal alcohol consumption
did not predict any of the nurses’ theoretical dateants of behaviour.

Participants’ experience in their current job relerkload, or education or
training undertaken to assist patients to quit Sngpkr modify their alcohol
consumption did not influence behaviour or the thgoal determinants of behaviour
for either profession. These factors may not haflaenced frequency of identification
or assistance. Alternatively, despite the use difrgsearched measures, the failure to

find relationships may have been due to the s¢atebese variables not adequately
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tapping the organisational factor. The lack oftietsships between education or
training and behaviour or Theory of Planned Behawvi@riables supports research
indicating that training may not necessarily regulthanges to work practice, and that
workplace factors such as available co-worker pestisor support, or the presence of
organisational policies, can influence workersligpto transfer training into practice
(Goldstein & Ford, 2002).

The current study provided support for the medratigpothesis of the Theory
of Planned Behaviour. The influence of all orgatigsel factors on behaviour was
mediated by Theory of Planned Behaviour variabiesice, while the importance of
role adequacy, role legitimacy, and co-worker suppmvides support for Shaw et
al.’s (1978) model of therapeutic commitment, thiastors appear to affect behaviour
through influencing attitudes, subjective normgj perceived behavioural control.
Similarly, the importance of an organisational pplaccords with previous research
(Cooke et al., 1998). The current findings sugtiest organisational policies affect
behaviour through increasing perceptions of noramsinding the behaviour, and also

potentially through increasing their attitudes todgaperforming the behaviour.

Comparison of Dental Hygienists and Nurses

The Theory of Planned Behaviour’'s account of demygienists’ frequency of
identifying and assisting patients who smoke wasensaccessful than the theory’s
account of Emergency Department nurses’ frequeh@eotifying and assisting
patients at risk of alcohol-related harms. Mor¢heftheoretical relationships were
supported, including the interaction between inters and self-efficacy, and a greater
amount of variance in behaviour was predicted &tdl hygienists compared to

nurses. Path coefficients were uniformly weakerHorergency Department nurses than
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for dental hygienists. However, the failure to abt@large enough sample size for
nurses in Study 3b may partially explain the modieslings for this group. With a
larger sample, some of the standardised path cesfts may have reached
significance. Future research with Emergency Depamt nurses may consider
methods and avenues for recruiting larger numblgpamicipants.

The results for the two groups diverge on sevdararomportant points. Firstly,
the findings for dental hygienists emphasise the obthe self-efficacy dimension of
perceived behavioural control, while the findings fiurses emphasise the importance
of subjective norms. The greater emphasis on stivgecorms among Emergency
Department nurses may reflect the fact that nursek in a group setting, while dental
hygienists largely work alone with the patient.

Beliefs underlying attitudes, subjective norms, pedceived behavioural
control measured in the questionnaires were diftei@ hygienists and nurses, and
there was little similarity in regard to which lef§ emerged as the most critical. This
difference is important, and highlights the needesearch a target population’s
underlying beliefs before designing a behavioumgeaintervention rather than
generalising from other settings. In contrast malifngs in relation to underlying beliefs
in Study 2, findings for the impact of organisaibfactors were similar between nurses
and hygienists. This may indicate that certain oiggtional factors, such as available
support and organisational policies, have simiteacts across a range of health
professionals’ prevention behaviours. Replicatibthese findings in further studies
targeting different health professionals and dédfgrbehaviours would provide more
evidence for this possibility. This finding suggesite potential to identify particular
organisational factors that could be beneficialf@ny professional practice change

efforts to address.
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Implications for the Behaviour Change Intervention

The present surveys were undertaken to inform awetr change intervention
targeting factors found to be most predictive efjtrency of behaviour. The findings
indicated that the Theory of Planned Behaviour mast successful in predicting
dental hygienists’ frequency of assisting patieatquit smoking. The results suggested
that an intervention based on the Theory of PlarBedthviour would be more likely to
be effective to increase dental hygienists’ freaquyenf assisting patients to quit
smoking. Hence, this behaviour/professional groap shosen as the focus for the
intervention subsequently undertaken and reportela following chapter (Chapter 6).

The major predictor of frequency of assisting pasdo quit smoking was the
self-efficacy dimension of perceived behaviouraltcol. Hence, the intervention was
designed to target dental hygienists’ perceptidribeease or difficulty of assisting

patients to quit smoking.

Underlying Beliefs

Underlying beliefs are central to the developméritleeory of Planned
Behaviour-based behaviour change interventionfjéis & Ajzen, 1975).
Interventions need to be developed to target dabielefs that underlie important
predictors of behaviour. In order to test the githrof the relationship between the
underlying beliefs and the direct measures of hleeretical constructs, the correlations
between the direct and indirect measures were exanCorrelations were not as large
as has been previously found in the literature. rEftetionships between attitudes and
behavioural beliefs, and subjective norms and nowabeliefs were generally large for

both dental hygienists and Emergency Departmersasymwhile correlations between
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perceived behavioural control and control belieésewmore modest. Critically for the
intervention reported in Chapter 6, the relatiopdietween the direct measure of
perceived behavioural control and the underlyingticd beliefs was of medium
strength for dental hygienists’ provision of assmste. It may be that Cronen and
Conville’s (1975) method of rating then rankingibtd results in lower correlations
between the direct and indirect measures. Dedpgtéact that Cronen and Conville
(1975) published their suggested methodology oQerears ago, no other Theory of
Planned Behaviour studies could be found whichiimgudemented this method, so this
possible explanation could not be evaluated.

Cronen and Conville’s (1975) method eliminates'é&x@ectancy’ dimension of
expectancy-value scales and replaces it with auneas belief salience. This may
cause confusion for participants if expectancyosmeasured at all. In particular,
feedback from Emergency Department nurse partitsparStudy 3b indicated some
confusion, especially around behavioural beliegstiBipants were asked to rate how
advantageous or disadvantageous different outcaraes however they appeared to
expect and prefer to be asked how likely each onécavas. In some cases, participants
had crossed out the provided scale anchors anacexpthem with anchors reflecting
expectancy. In these cases the data were recosdadsaing data. Hence, future
research may wish to include expectancy measuwggyifto eliminate this confusion.

Alternatively, the low correlations may be duehe fact that many of the
beliefs, particularly control beliefs, were heavlgtient-dependent. For example,
analysis of correlation coefficients for individuantrol beliefs with perceived
behavioural control indicated that items to do wgéttient factors, such as if the patient
Is receptive, tended to have lower correlations \parceived behavioural control. It

may be the case that such patient factors are tapobut that because they vary from
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patient to patient, there was less of a relatignbletween ratings of these factors and

the global perceptions of ease or difficulty reqdifor the direct measure.

Amount of Variance Explained in Behaviour

One of the shortcomings of the ability of the Theot Planned Behaviour to
predict the behaviours was the low amount of vaeaexplained in behaviour.
Armitage and Conner’s (2001) meta-analysis foundwerage of 27% of the variance
in behaviour was explained by the Theory of PlanBeldaviour. The amount of
variance explained in dental hygienists’ provisafrassistance exceeded this mean
effect size, while the variance explained in theaming three behaviours fell below
the mean effect size.

It is feasible that the current research did nke tato account the full range of
contextual factors that may influence health preifasals’ frequency of performance of
these behaviours. For example, it is possiblefdrdEmergency Department nurses, the
hectic and unpredictable work environment, whea# stre required to respond to many
and varied urgent presentations, had a consideiraplgct on their ability to identify
and assist patients at risk of alcohol-related IsaiBmergency Department nurses may
not be able to anticipate the impact of such emvirental factors on their ability to
perform behaviours, and therefore may not be abéetount for their influence on
actual behavioural control (Levin, 1999; Renfro@let1990). Perceived behavioural
control can only predict behaviour insofar as imndlnals’ perceptions of behavioural
control accurately reflect actual behavioural contAjzen, 1991). Hence, inaccuracies
in Emergency Department nurses’ perceptions of\aeheal control, or an inability to
anticipate behavioural controls may reduce thatglwf perceived behavioural control

to predict behaviour. In another study applying Theory of Planned Behaviour to a
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busy hospital environment, O’Boyle et al. (2001)aswed nurses’ hand-washing
behaviour and found intensity of unit activity wasre predictive of rates of hand-
washing than intentions or perceived behaviouratroh The authors concluded that
intensity of activity impacted on actual behavidwentrol, and nurses could not
predict this in their perceptions of behaviouratttol. The unpredictable nature of such
factors may place limitations on the ability of peived behavioural control to predict
behaviour, and hence while this does not providéesce against the theory, it may
limit the usefulness of the theory in settings sastthe Emergency Department. Future
research could examine measurement of perceivea/lmemal control in this setting
and investigate potential methods for incorporatimgunpredictable and high pressure
nature of the Emergency Department in the prediatidbehaviour. Similarly, the
influence of Emergency Department protocols anitys on nurses’ actual
behavioural control may not have been adequatgiuoad in the measurement of
organisational policy, or the controllability dinmsan of perceived behavioural control.
Three measurement issues may have contribute@ tmollest amounts of
variance accounted for in both studies. Firstlgcouracy in the behaviour measure due
to self-report and recall issues may have redutedariance explained in behaviour.
Research has suggested that health professiongleveaestimate the extent of
preventive behaviours they perform with their paiseon self-report recall measures
(Wilson & McDonald, 1994). The limitations of selport and recall may account for
one of the differences found between Study 3a andy3b. In Study 3a, dental
hygienists’ levels of behaviour decreased fromvileek before the questionnaire to the
week after the questionnaire, while in Study 3bses’ levels of behaviour increased. It
Is possible that nurses’ motivation to addresstatocreased in the week following

the questionnaire, while dental hygienists, wheady had a fairly high level of
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addressing smoking, became more accurate at negdieir behaviour through
focusing on the issue in the intervening week.

Secondly, there was a "violation of scale corresgigoce” (Sutton, 1998, p.
1328) between the perceived behavioural controkdsion scales, which were
measured using two or three item scales ranging frdo 5, the intention scale, which
was measured using a one item scale ranging fraovbland the behaviour measures
which were multiple item scales with no upper lindtich a large difference in the
possible variance in the scales restricts the atafurariance intentions or perceived
behavioural control dimensions could possibly shatk the behaviour measure.
Courneya (1994) notes that such a violation is wemmmon in Theory of Planned
Behaviour research and results in reduced predietbility. However, corresponding
measures for intentions and behaviour may not aveaypossible, especially in cases,
such as the current study, where behaviours amteduor when behaviour can only be
measured as a dichotomous variable, i.e., perfaimoegerformed. In many cases of
Theory of Planned Behaviour research, therefook, ¢& scale correspondence and the
resulting attenuation may need to be acknowledgedaacepted.

A third measurement problem relating to intentiensestriction of range. As
the means and standard deviations for the intemtieasures show, very few
participants in either study selected disagredrongly disagree for any of the
measures of intention. For all four intention measuless than 10% of participants
disagreed or strongly disagreed. The resultingiotisin in range is likely to lead to
reduced predictive ability (Sackett & Yang, 200Dhe questionnaires were clearly
presented as concerning identification of and ts®e to patients who smoke or are at
risk of alcohol-related harms, and response ratebdth professions were moderate.

Hence, the range restriction is most likely dusdtf-selection, with those individuals
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who may have selected disagree or strongly disagyeparticipating in the survey. For
both nurses and dental hygienists, a similar «&&in in range was seen for self-
efficacy and, to a lesser extent, controllabildy identifying patients, but no range
restriction was evident for self-efficacy or comiability for assisting patients.
However, these measurement problems are limitabbtise majority of Theory of
Planned Behaviour research, and hence may notietpadifference between the

average effect sizes found in previous researchtandffect sizes found in this study.

Conclusion

This chapter reported Study 3, which tested theofijhef Planned Behaviour’'s
ability to predict behaviour, as well as the théapbility to account for the influence
of organisational factors on behaviour. The Theawrlanned Behaviour predicted
dental hygienists’ frequency of providing assisegnith self-efficacy emerging as the
most important factor in the prediction of this beiour. The theory was less able to
predict dental hygienists’ frequency of identifyipgtients or Emergency Department
nurses’ frequency of identifying or assisting. Toke of the Theory of Planned
Behaviour variables as the most proximal predictbisehaviour was supported for all
behaviours, as the theoretical variables medidtednfluence of organisational factors
on behaviour.

The two studies were the second step in a 3-stglpcapon of the Theory of
Planned Behaviour to the behaviours under exansimalihe third step in this process
is a behaviour change intervention targeting fregyeof behaviour. Based on the

findings of these studies, the intervention in $tddargeted dental hygienists’
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frequency of providing assistance, focusing on-stl€acy. The methodology and

results of this intervention are described in tieving chapter.
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CHAPTER 6.
STUDY NO. 4: A RANDOMISED CONTROLLED TRIAL OF AN INERVENTION
TARGETING DENTAL HYGIENISTS' FREQUENCY OF ASSISTINGATIENTS

TO QUIT SMOKING

The professional behaviour change interventionntedan this chapter formed
the final stage of the program of research. Thdysitovolved a randomised controlled
trial of a Theory of Planned Behaviour-based irgeation targeting dental hygienists’
frequency of assisting patients to quit smokinge $tudy was designed to assess the
ability of the Theory of Planned Behaviour to infoprofessional behaviour change
interventions.

The design and evaluation of a professional belaabange intervention
based on the Theory of Planned Behaviour is thed §itep in Fishbein and Ajzen’s
(1975) 3-step methodology for applying the thedjgen and Fishbein (2004) argue
that the evaluation of interventions based on theofy of Planned Behaviour provides
a critical test of the theory. A randomised conéaltrial of an intervention allows
manipulation of theoretical predictors of behavjaunich provides a stronger test of
the causal pathways specified by the theory tharbeaachieved with a cross-sectional
survey. Hence, this study involved the design araduation of an intervention based
on the Theory of Planned Behaviour and was infortmethe previous studies.

The meta-analysis presented in Chapter 3 highlthtite potential importance
of perceived behavioural control for work behaveunvolving clients. Subsequently,
qualitative interviews (Study 2, reported in Chagtpwere used to elicit relevant

behavioural, normative, and control beliefs fort@dé&hygienists and Emergency
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Department nurses, and to examine which organisatfactors may be relevant to the
behaviours of interest. The quantitative surveydentaken in Study 3 (Chapter 5)
indicated that of the behaviours and professiomdiastl, the Theory of Planned
Behaviour was most successful in predicting demgglenists’ frequency of assisting
patients to quit smoking. Consistent with the rissof the meta-analysis, the self-
efficacy dimension of perceived behavioural contvak the most important predictor.
The purpose of the current study was to designcanduct an intervention

targeting these factors in order to determine if:

1) an intervention based on the Theory of PlanngldbBiour is more

effective than a placebo intervention, and

2) any changes in behaviour are predicted by the®ifyhof Planned

Behaviour variables.

The study involved a randomised controlled triahofintervention, thus
providing the most rigorous test of the Theory @rnded Behaviour in this program of
research. The intervention is held to be basedeheory of Planned Behaviour
because the factor targeted by the interventiomtadl@ygienists’ self-efficacy, is a
Theory of Planned Behaviour construct and its sieleevas based on a study of the
Theory of Planned Behaviour’s account of dentalidnwygts’ frequency of assisting
patients to quit smoking. In developing the interwen, the three steps prescribed by
Fishbein and Ajzen (1975) were followed. The fewvious trials of Theory of Planned
Behaviour-based interventions that approximatesi3kstep methodology were

previously described in Chapter 2 (see Table B4p.and are briefly summarised here.
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Previous Theory of Planned Behaviour-Based Intdigan

Eight studies were located which tested a TheoR®lafned Behaviour-based
intervention. In total these eight studies repoded.2 interventions. The results of
these studies were mixed. Two interventions, aystydQuine et al. (2001), and one of
Crawley and Koballa’s (1992) two interventions, gogted the Theory of Planned
Behaviour, finding increases in the theoreticakdainants and in behaviour and
intentions. However, no characteristics of thervegations or methodology were
apparent that may have distinguished these twoveions from other, less successful
interventions.

Of most concern to the Theory of Planned Behavaoerthe four interventions
that increased behaviour, but not the theoretiaebbles (Armitage & Conner, 2002;
Brubaker & Fowler, 1990; Murphy & Brubaker, 199The findings of these
interventions suggest that the improvements obddrvbehaviour could not be
explained by the theory, as corresponding increases not found in the theoretical
determinants of behaviour. The authors either sstggethat the findings could be
attributed to non-theory-specific positive effesfghe interventions (Armitage &
Conner, 2002), or that the interventions targetadkedying beliefs that determined
behaviour, but that were not captured by the thealeanodel (Brubaker & Fowler,
1990; Murphy & Brubaker, 1990).

Four interventions increased theoretical deterntgaat not behaviour or
intentions (Chantzisarantis & Hagger, 2005; Cravw8eyoballa, 1992; Hoogstraten et
al., 1985; Parker et al., 1996). A further two (epd in Parker et al., 1996) did not
succeed in changing determinants or intentionsafielr was not measured). These
results are less problematic for the theory thamptievious group of interventions

because they do not challenge the causal relaimshhe results for Chatzisarantis
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and Hagger (2005), Crawley and Koballa (1992), ldadgstraten et al. (1985) may be
attributable to the studies not researching whaahdrs were most predictive of
behaviour. Lack of knowledge of which factors werest crucial to the performance of
behaviour may have resulted in less important fadbeing targeted in the interventions
(Sutton, 2002). Alternatively, the interventionsynteave lacked enough potency to
achieve behaviour or intervention change. Increastee theoretical determinants may
not have been large enough to achieve changetemtions or behaviour. As Sutton
(2002) and Armitage and Conner (2002}e, because the theoretical determinants only
explain a proportion of the variance in behavi@urjncrease in a theoretical
determinant will produce a smaller increase in b&ha. The resulting increase in
behaviour may be too small to detect. Potentiateawf low potency in these
interventions may have been insufficient intendity example, the short, media
campaign style videos used in Parker et al., 169@&)essages that were not sufficiently
persuasive. For example, Hoogstraten et al. (188fi)ed that the length of the
persuasive message used in their intervention raag prevented participants from
engaging in the content.

In summary, the findings of previous Theory of Plad Behaviour-based
intervention studies suggest that it may be imprta assess what factors are most
predictive of behaviour, and to target these fachoithe intervention. The findings also
suggest that the intervention needs to be of seffipotency to achieve change in
behaviour as well as change in the theoreticalraetants. The design of the current
study was informed by these considerations, araladss to the above body of
research by providing the first evaluation of a dityeof Planned Behaviour-based

intervention targeting work behaviours.
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The present study involved an intervention targetiantal hygienists’
frequency of assisting patients to quit smokingviius behaviour change
interventions, not based on the Theory of PlanneldbBiour, have targeted dental
professionals’ provision of assistance to patievte smoke, and these are discussed

below.

Previous Interventions Targeting Dental ProfessishAssistance to Patients to Quit
Smoking

Four interventions targeting dental professiongisvision of assistance to
patients to quit smoking were located. Albert, Alsilia, Ward, and Sadowsky (2004)
described an academic detailing intervention tosiase dentists’ frequency of helping
patients to quit smoking. Importantly, only pani@nts’ perceived barriers to assisting
patients to quit smoking were discussed, not th@aweural outcome of the trial.
Barriers reported included dental professionalsicesns over patient confidentiality,
lack of patient cooperation, beliefs that few pasesmoked, and dental professionals’
lack of knowledge about assisting patients to sjunbking.

Wood, Cecchini, Nathason, and Hiroshige (1997) ootetl office-based
smoking cessation training with dentists, dentagiéyists, and dental assistants. The
training comprised a 90 minute seminar on smokeggation and a follow up phone
call two weeks later. The researchers found thetrtining resulted in increased
frequency of advising and assisting patients athihee month follow up. In a similar
study, Havlicek, Stafne and Pronk (2006) providedtdl clinics who expressed interest
in providing brief smoking cessation interventiavigh two 2-hour training sessions.
The training increased prescription of nicotinelaepment therapies and bupropion,

referrals to and enrolments in telephone-based smgaessation counselling programs,
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knowledge of behaviour change, and use of the “SRe3scription rates were
compared to 12 clinics who did not receive theniraj, and clinics which received the
training showed increased frequency of prescribicgtine replacement therapies and
bupropion. However, neither intervention was theeaged, so it is difficult to
understand what factors were responsible for ti@veur change. It may have been
that the training sessions increased normativespren participants to perform the
behaviour, or the training may have improved tBelf-efficacy in discussing smoking
with patients. Additionally, due to the lack of ¢ groups, the potential for the
findings to be due to measurement issues or extefliiences can not be ruled out.
Only one randomised controlled trial of an intervem targeting dental
professionals’ smoking cessation activity was ledaCohen et al. (1987) randomly
assigned 50 dentists to either a control conditidrich involved a one hour lecture and
booklet on helping patients to quit smoking, oote of three intervention conditions,
which involved the same lecture and booklet with addition of either reminder
stickers for patient notes, access to free nicajuma to patients, or both. The presence
of reminder stickers on patient notes and avaitgtof free nicotine gum increased the
time dentists spent on smoking cessation activaresincreased the proportion of
smokers who were asked about their smoking, ad¥esgdit and asked about setting a
quit date. Increased behaviour was most promimetita group that received both
reminder stickers and access to free nicotine ddowever, similar to the two previous
studies discussed, the intervention was not thbasgd and so there is little indication
as to what factors caused the behaviour changee Tvess no discussion of why
reminder stickers and free nicotine gum were chaserhy they increased behaviour.
In summary, previous interventions have lacked gzl investigation into

what mechanisms were responsible for increasing\betir. Examination of what
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factors increase behaviour is important in ordentorm future interventions aiming to
increase behaviour, and to understand why an ieéion was or was not successful.
The aim of the current study was to address thpsbhyaapplying the Theory of Planned
Behaviour to the design and evaluation of an irgetion targeting dental professionals’

provision of smoking cessation assistance.

Factors Targeted in the Intervention

The structural equation model for dental hygien(Stsidy 3a) indicated that the
primary predictor of assisting behaviour was tHeefficacy dimension of perceived
behavioural control. Pre-existing levels of dettgienists’ intentions to assist patients
to quit smoking were high (M = 3.91 on a 5 poirdleg, and intentions explained less
variance than self-efficacy in behaviour (7%). Heitavas deemed that it would be
difficult to achieve behaviour change through térggintentions. Rather, the results of
Study 3a suggested that hygienists’ intentionsgisapatients are high, but that levels
of self-efficacy are reducing their ability to tedate those intentions into behaviour.
Specifically, self-efficacy directly predicted imt&on and behaviour, and interacted
with intention in the prediction of behaviour, sublat when perceptions of behavioural
control were high, intentions were more predictivédehaviour. Hence, self-efficacy
formed the target for the behaviour change intergan

However, Sutton (2002) notes that perceived beha&ia@ontrol is only a proxy
predictor of behaviour in place of actual behavicamtrol. Hence, interventions need to
target actual behavioural control and not just @gtions in order to succeed in
changing behaviour. To increase participants’ leweélself-efficacy, the organisational
factors that predicted self-efficacy in Study 3deradequacy and role legitimacy, and

the most important control beliefs underlying sdfficacy were targeted.
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To examine which control beliefs were most predebf self-efficacy for
assisting patients to quit smoking, mean ratingsdmtrol beliefs were examined (see
Table 24). The ratings of the different beliefs &vased instead of the correlations
between the different beliefs and the direct meastiperceived behavioural control
because of the potential shortcomings of theseelations, as described in Chapter 5

(see p. 151).

Table 24

Mean Ratings for Control Beliefs for Dental HygisiAssisting Patients to Quit

Smoking
Control Belief (Assisting Patients to Quit Smoking) M (SD)
Having personal experiences or success storiegktalbout 4.24 (.73)
Having regular appointments with the patient 4. 89)
The amount of time available in an appointment 4.24)
Patients tend to be anxious or tense in the deatahg 2.28 (.78)
If the patient is not receptive to discussing smgki 1.48 (.71)
Having a good rapport with the patient 4.42 (.64)
Having the confidence and knowledge to talk aboudlsng 4.59 (.62)

The factor rated as most important in making it endifficult to assist patients
to quit smoking was the control belief ‘lack of jgat receptiveness’. This control belief
was targeted in the intervention. The factor ratednost important in making it easier
to assist patients to quit smoking was the coretief *having the confidence and

knowledge to talk about smoking’. However, this ttcohbelief may not be
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conceptually distinct from role adequacy, which &ks® targeted in the intervention.
Hence, the second most important control beliefda@is making assisting easier,
‘having a good rapport with the patient’, was taegeinstead.

In summary, the four factors found to be most rate\to dental hygienists’ self-
efficacy were: role adequacy, role legitimacy, m@ppvith the patient, and patient
receptiveness. These four factors were targetdteimtervention in order to increase
dental hygienists’ behavioural control and frequeofcassisting patients to quit
smoking. It was predicted that the frequency oifstisg patients to quit smoking would
increase among the dental hygienists who partiegat the intervention. It was further
predicted that the increase in behaviour wouldXpdagned by increases in self-efficacy
and intentions, which in turn would be explainedrmyreases in the four predictors of

self-efficacy that the intervention targeted.

Intervention Format

The current study used academic detailing as this far the behaviour change
intervention. There are a number of strategieslfi@nging self-efficacy that have been
found to be effective. Academic detailing was clmofee this study because it was
developed specifically to target health profesd®in@haviour (Soumerai & Avorn,
1990), and it was deemed to be most appropriat@eaatical strategy to involve dental
hygienists from many different surgeries. Acadedgtailing, also called educational
outreach, is an intervention where a trained wovikgts a health professional, face to
face, at their place of work to provide educationacspecific topic (Thomson O'Brien
et al., 1997). Detailing was originally developgddharmaceutical companies as a
marketing strategy to promote their products (Saam& Avorn, 1990). Academic

detailing has since been applied to GPs’ over-pitaag or incorrect prescribing of
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medications and health professionals’ correct mamagmt of common health problems
and performance of prevention activities (ThomsdBrién et al., 1997). Numerous
reviews of the literature support the efficacy ch@emic detailing as a technique for
promoting behaviour change in health professio@aslerson & Jane-Llopis, 2004;
Gill et al., 1999; Grol & Grimshaw, 2003; Sohn, BEmM& Tellez, 2004; Thomson
O'Brien et al., 1997; Tu & Davis, 2002). These es8 indicate that academic detailing
can result in improvements of up to a 50% in tmgdted behaviour for activities such

as the delivery of preventive care (Thomson O'Betal., 1997).

Method

Participants

All dental hygienists registered with the DentalBib of South Australia who
had a South Australian mailing address (n = 192went information about the study,
a letter inviting them to participate, and a congernm with a reply paid envelope. As
an incentive, each package included a bookletr@ssand burnout, an explanation of
rates of burnout among hygienists and how the makhy help. In addition,
participants were advised that participation wastlvone hour of continuing education
points (approved by the Victorian branch of the aeHlygienist Association of

Australia)?

Z While continuing education is not mandatory for dental hygienists in South Australia, achieving
65 such points allowed hygienists to enter into a competition run by Oral B and the Dental
Hygienist Association of Australia for attendance at the next International Symposium on Dental

Hygiene up to the value of $4,500.
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In addition to the mail out, dental hygienists kmote the academic detailer
were approached and a “snowball” recruitment methiasl used where participants
referred on colleagues interested in participatikigparticipants met the inclusion
criteria. Participants were randomly allocateditbex group ‘A’ or ‘B’ using a random
number generation spreadsheet. The academic déteredetermined which group
received the intervention and which group receivedcontrol intervention by tossing a

coin. The researcher was blind to group allocatvben entering and analysing data.

Procedures

The current study was a randomised controlled ¢oahparing a Theory of
Planned Behaviour-based intervention to a placetamiention that was not evidence-
or theory-based. Having a closely matched placetamiention allowed examination of
whether the Theory of Planned Behaviour framewaoik @rior research into salient
underlying beliefs adds to the efficacy of an imétion over and above other positive
effects that can be expected, such as potentrathgasing frequency of behaviour
through focusing the participants’ attention onle@aviour and social desirability
effects.

The experimental and control interventions wereedash Soumerai and
Avorn’s (1990) principles of academic detailingglunding 1) researching the
motivations of the target professional group, 2pkying a credible educator, 3)
allowing discussion of both the positive and negatispects of the behaviour, 4)
promoting active learning through two-way commutiag 5) repeating and
reinforcing the main points of the interventionda) using brief graphic print
materials. The motivations of the dental hygienstd been previously researched in

Studies 2a and 3a (see Chapters 4 and 5). A ceeelihicator was used as the academic
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detailer: the interventions were run by an acadetatailer qualified as a dental
hygienist and counsellor who had experience colingelnd supporting oral health
professionals and was known to many dental hygemsthis role. In both
interventions, positive aspects of assisting p&iemquit smoking, such as improving
the patient’s dental health and the success ohtgratment, and negative aspects,
such as dealing with patients who are not receptivaglvice on smoking, were
discussed. The interventions were highly interactas the interventions were partly
directed by the participants’ concerns, questiortsexperiences. Key points were
repeated and reinforced at the end of the inteimerind in two follow up phone calls.
All participants were given short, graphic printterals on assisting patients to quit
smoking produced by the Dental Practice Educatiesegrch Unit at Adelaide
University and QuitSA. These included a flowchdrthe “5As”, a pamphlet on the
dental health effects of smoking, and a ‘Produztdelp You Quit’ fact sheet on
available nicotine replacement therapies and ZyBasopy of these materials is
contained in Appendix H.

Both the experimental and control interventions posed three sessions: one
face to face, conducted at the participant’s wa&e) lasting approximately 20 to 30
minutes, and two subsequent phone calls lastingpappately 5 to 10 minutes. The
first phone call was scheduled approximately twekgeafter the first session, and the
second call approximately one week after the Gadt An exception to this occurred
with four rural participants who either met witretacademic detailer outside their
workplace, or received the initial session overghene rather than face to face.

The academic detailer received two days of “Quiitskémoking cessation
training from QuitSA. In addition, the academicalkr was provided with literature on

academic detailing principles and techniques anthemral health effects of smoking.
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Scripts for the intervention and control particifsawere devised with the help of the
academic detailer, and these were practiced waffii siembers of the Adelaide
University Dental School, who provided feedbacklos scripts.

The initial face to face session differed betwdenedxperimental and control
groups. The content of these initial sessions seileed below. The second and third
sessions were the same for both interventions, asing five to ten minute phone calls
from the academic detailer. Participants were agkibey had seen any smokers in the
intervening period, what actions they had takein wibse smokers and whether any
questions, issues or difficulties had arisen. Téedamic detailer gave positive
reinforcement for any behaviour relating to assgspatients to quit smoking, and
discussed any issues or questions with the paatitip

Intervention In the face to face session in the experimentalg the academic
detailer delivered content targeting role legitimaole adequacy, rapport with the
patient, and patient receptiveness. How thesesssaee targeted is described below.

Role legitimacy is the belief that assisting paseio quit smoking is a
legitimate part of the dental hygienist’s role (&t al., 1978). The intervention was
designed to increase participants’ belief in thggtiemacy of addressing smoking as part
of their role. The academic detailer discusseceffexts of smoking on the mouth and
how it interferes with the success of dental treathof patients who smoke. Just prior
to the study, a new graphic warning on cigarettskes about mouth cancer was
introduced, and this warning was also discussed.eflucator suggested that patients
may be aware of the link between smoking and il health, and that they may ask
about smoking in their appointment. It was empleastbat what the dental hygienist
was prepared to do with patients was up to therntha they could think about the

need to inform their patients about the importasicemoking in dental health and
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dental treatment. The printed materials providepaxicipants were also used as
evidence that addressing smoking is widely segrag<f the dental professional’s
role.

Role adequacy refers to the confidence and sHillseodental hygienist in
assisting patients to quit smoking (Shaw et al78)9Role adequacy was targeted by
providing printed materials to dental hygienistsmiprove their knowledge of smoking,
including the effects of smoking on the mouth, gt pharmaceutical and other
options were available to help patients. To incegaarticipants’ skills in discussing
smoking with patients, an article by Stafne anddzesk (2000) was used to illustrate
example approaches to raising and discussing pie. fbhe academic detailer
emphasised the dental hygienists’ expert knowledgkental health and how this could
be used to talk confidently about the dental hesaifidacts of smoking. Participants were
also asked to discuss any particular aspects @tiagspatients to quit smoking that
they were least confident about so that these sssoild be addressed.

The first control belief the intervention targeteds the need to have good
rapport with the patient before discussing smokirmaddress this barrier, the
academic detailer discussed techniques for buildapgort with patients and how to
bring up the issue of smoking sensitively and pliagethe context of their oral care,
then assess their reaction. The academic det&sledascussed building rapport with
the patient over several appointments, and devajadie discussion on smoking over
those appointments.

The second control belief the intervention targeted that patients may not be
receptive to discussing smoking. To reduce thisdrathe academic detailer
emphasised findings from surveys of smokers whdhicate high rates of wanting to

quit (e.g., Miller & Kriven, 2001) to increase dahhygienists’ understanding that
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many patients may be receptive to discussing qgigmoking. The academic detailer
also discussed strategies for tailoring the disonssf smoking to match the level of
patient receptiveness, with particular referenc8tedne and Bakdash’s (2000) article.
The latter includes examples of different conveosetwith patients based on varying
levels of receptiveness to discussing quitting SmgpKThis encouraged dental
hygienists to tailor discussions according to patreceptiveness, rather than seeing
receptiveness as a barrier to discussing smoking.

Control interventionThe control intervention focused on coping witless and
burnout. The participants were informed that therwention was targeting worker
stress because stress had been found to be afarinfluencing dental hygienists’
ability to assist patients to quit smoking. Strasd burnout were chosen for the content
of the control intervention as in Study 3a, worklpan important component of stress
and burnout, was not found to be a significant jgted of behaviour or the theoretical
predictors of behaviour for this professional grgsge Chapter 5). Additionally, the
content could still be of general benefit to cohprarticipants.

For the first session in the control interventithre academic detailer focused on
general issues of stress, such as scheduling, @rgos, and strategies to cope with
stress. Participants in the control interventiacereed the same smoking cessation
materials as participants in the experimental v@etion, with the exception of Stafne
and Bakdash'’s (2000) article, which was used sjpadyf as a tool to address the
targeted factors in the experimental group. Altiggrants in the control group were
debriefed at follow up and were provided with Seaéimd Bakdash’s (2000) article and
notes detailing the content of the experimentarirgntion.

Only a small number of dental hygienists partiagoain the study from the same

dental surgery as another participant. Discussiidim these participants following the
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intervention indicated that the dental hygienistsked in separate rooms in the
surgery, that they had not discussed the intereemtith each other, and that no
contamination had occurred between control andraxpatal groups.

All participants completed three questionnaires:iptervention, post-
intervention, and follow up. Participants completiee pre-intervention questionnaire
immediately prior to the first intervention sessi@n completion of the full
intervention, participants were mailed the posgfiméntion questionnaire with a reply
paid envelope. Two months following the completodithe intervention, participants
were mailed the follow up questionnaire with a ygphid envelope. The pre-
intervention, post-intervention and follow up queshaires for each participant were
linked using the same anonymous code as in StudyegaChapter 5), comprising the
first three letters of the participant’s mother’aiden name, followed by the day of the
month of the participant’s birth. The pre-tests everarked with an A or a B by the
academic detailer. To reduce the possibility ogpthe analysis was conducted blind;
the academic detailer did not reveal which groweireed the intervention until the

analysis was complete.

Measures

The pre-intervention, post-intervention and follaprquestionnaires measured
participants’ behaviour in the last week, role fiegacy, role adequacy, rapport with the
patient, patient receptiveness, the self-efficanyethsion of perceived behavioural
control, and intentions. With the exception of tlwe control beliefs of rapport with the
patient and patient receptiveness, all variable®gweeasured in the same manner as for

Study 3a. A copy of each of these questionnairesnsained in Appendix I.
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Behaviour Participants responded to 12 items on advisingrefatring
patients, giving out Quit material and offeringpwoviding follow up. For each item,
participants were asked to estimate how many tim@ghad performed that activity in
the last week. Participants were also asked tmagti how many patients they had seen
in the last week who they thought smoked. Responses summed across behaviour
items and then divided by the estimated numbemuaikers seen in the last week to
yield a ‘per smoker’ measure of total behaviour.

Role legitimacyRole legitimacy was measured using the role legitiyn
subscale of the Alcohol and Alcohol Problems PdroagQuestionnaire (Cartwright,
1980). The wording of the items was changed tece8moking rather than alcohol
consumption. The scale comprised four items angbreses were given on five point
scales ranging from (1) strongly disagree to (B)rsjly agree. Scores across items were
averaged to calculate an overall score for roléitegcy.

Role adequacyRole adequacy was measured using the role adegubsygale
of the Alcohol and Alcohol Problems Perception Quesaire (Cartwright, 1980). The
wording of the items was changed to reflect smokatger than alcohol consumption.
The scale comprised five items and responses vixea gn five point Likert scales
ranging from (1) strongly disagree to (5) stronaglyee. Scores across items were
averaged to calculate an overall score for rolejadey.

Rapport with the patient and patient receptiveng&sg control beliefs of
needing rapport with the patient and patient regepess were measured with one item
each. Participants were asked “To what extent dddtowing two issues discourage
you from trying to assist patients to quit smokihfyflowed by “Needing a rapport

with the patient” and “If the patient is not reaeptto discussing smoking”. Scores
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ranged from (1) “not at all” to (5) “very much”. 8&®s were reverse coded so that high
scores indicated participants found the issuesdss®uraging.

Self-efficacyThree items with five point semantic differentiasponse scales
tapped self-efficacy: assessing how easy or ditficwould be to perform the
behaviour, how possible or impossible it would b@erform the behaviour and how
confident or unconfident they felt. Scores acrtssis were averaged to calculate an
overall score for self-efficacy.

Intention.Intention was measured with one item: “l intenésgsist patients to
guit smoking.” Responses were given on five poikelt scales ranging from (1)

strongly disagree to (5) strongly agree.
Results

Eighty two dental hygienists consented to partitgpa the study (response rate
= 43%). No information was available on non-resmwadAll participants completed
the pre-intervention questionnaire and completeduh extent of the experimenta (
= 46) or controlf = 36) intervention Sixty five dental hygienists (79%) returned the
post-intervention questionnaire: 35 in the expentakcondition and 30 in the control
condition. The main analysis was conducted on tb&sgases. The remaining 17
participants received a reminder phone call bugditio return the questionnaire. Of the
65 dental hygienists for whom post-test data waslave, 35 returned the follow up

questionnaire two months later (54%).

® The number of participants allocated to each group were not equal due to the randomisation
and allocation methods used. Due to the design of the paperwork, potential participants were

randomly allocated before agreeing to participate in the study.
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Pre-Intervention to Post-Intervention Comparison

To evaluate the effectiveness of the interventumst-intervention means were
compared between experimental and control parttgoasing ANCOVAs controlling
for pre-intervention scores, as recommended byafgknd Altman (2001). The results
of the ANCOVA analyses and the means and standanatibns for the pre- and post-
intervention scores for experimental and controtip@ants are shown in Table 25
below. Pre-intervention means for intentions, sdfiicacy, role adequacy and role
legitimacy were above the midpoint, indicating highels of these constructs among
participants. Control beliefs were rated belowrtidpoint, indicating that participants
found the need for good rapport with the patiermt e potential for dealing with
patients with low receptiveness discouraged themm firying to assist patients to quit

smoking.

Table 25

Means (and Standard Deviations) for Pre- and Paggiivention Scores for
Experimental (n = 35) and Control (n = 30) Partiapts, and ANCOVA Results
Comparing Post-Intervention Scores Between Coiaindl Experimental Groups

Controlling For Pre-Intervention Scores

Variable Control Experimental ANCOVA
Pre Post Pre Post F (dfl, df2)
Intention 4.37 (.62) 4.03 (.96) 4.09 (.79) 4175 2.08 (1, 62)

Self-Efficacy 3.12(.61) 3.29(.53) 3.31 (.59) 3(248) 1.45 (1, 62)
Role adequacy 3.66 (.94) 3.67(.88) 3.26 (.70) 86D 0.96 (1, 63)

Role legitimacy ~ 3.82 (.70)  3.88 (.76) 3.68 (.75) 793(.63) 0.16 (1, 63)
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Receptiveness 2.17 (1.09)1.97 (.98) 2.23 (.97) 2.29 (1.12) 1.37 (1, 61)
Patient rapport 2.37 (1.50)2.10 (1.29) 2.26 (1.12) 2.53(1.11) 3.66 (1, 61)

Behaviour 4.42 (3.90)4.52 (3.04)  3.53(2.79) 3.88(2.58)  0.12 (1, 59)

Note.df = Degrees of freedom. For all F values, p > .05

For all variables, with the exception of self-effay, small increases were
evident in the experimental group. However, nonthefpost-intervention variables
differed significantly between control and expenta participants after controlling for
pre-intervention scores. A differential increas@atient rapport in the experimental
group, however, approached significance (p = 0.06¢. trend for patient rapport
indicates it may have decreased in the controlgend increased in the experimental
group.

The ANCOVA analyses tested for differential chanfyem pre-intervention to
post-intervention. Since the control group alsenesd academic detailing and printed

materials, paired sample t-tests were conductadle@group as a whole (see Table 26).

Table 26
Paired Sample T-Test Analyses of Behaviour andr€hieal Predictors for

Experimental and Control Groups Combined (N = 65)

Variable Pre-Intervention Post-Intervention t (df)
Intention 4.22 (.72) 4.13 (.77) .85 (63)
Self-efficacy 3.22 (.61) 3.25 (.50) -.31 (63)
Role adequacy 3.45 (.84) 3.60 (.75) -2.11 (64)*
Role legitimacy 3.74 (.73) 3.81 (.69) -.87 (64)
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Patient receptiveness 2.19 (1.03) 2.14 (1.06) 633 (

Patient rapport 2.29 (1.30) 2.33 (1.20) -.34 (62)
Behaviour 3.89 (3.37) 4.17 (2.80) -.89 (60)
*p<.05

As Table 26 shows, when the experimental and cbgtoaps were combined, a
small but significant increase in role adequacyfiare-intervention to post
intervention was observed.

Two of the four targeted factors, role adequacyratallegitimacy, had high
pre-intervention levels. Pre-intervention levelole adequacy correlated -.61 with
degree of change in role adequacy (35, p <.001). The lower the initial level oteo
adequacy, the greater the improvement in role aa®ga participant was likely to
report following the intervention. Similarly, pratervention level of role legitimacy
correlated -.61 with degree of change in role legity ( = 35, p <.001). The lower
the initial level of role legitimacy, the greatéetdegree of improvement in role
legitimacy the participant was likely to report.eBe findings suggest that ceiling
effects may be present. That is, overall changesléadequacy and role legitimacy
may not have been sizable because the majoritartitgants in the experimental
group had relatively high (above the midpoint) pxésting levels of role adequacy
(65%) and role legitimacy (76%). The average ingeda role adequacy among
participants in the experimental group with preemention levels of role adequacy
below the midpoint was 1.06 (SD = 0.82). The averagrease in role legitimacy
among participants with pre-intervention levelsal€ legitimacy below the midpoint

was 1.00 (SD = 0.64).
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Follow Up

To evaluate the long term effect of the intervemtimean scores for control and
experimental participants were compared at themwath follow up using ANCOVAs
controlling for pre-test scores. Since there wersignificant differences at post-
intervention, post-intervention scores were noti@ied for. The means and standard
deviations for the follow up scores for the contanotl experimental groups and the
results of the ANCOVAs are shown in Table 27 beldw.indicated by the ANCOVAS,
none of the variables differed between experimeantdl control groups after controlling
for pre-intervention levels. This finding is notrgtising given no changes were
observed immediately following the intervention eTdifferential trend observed in

patient rapport at post-intervention was not evidegriollow up.
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Table 27

Means (and Standard Deviations) for the Two Morthdw Up Measures of
Theoretical Predictors and Behaviour for Control f\22) and Experimental (N = 13)
Participants, and ANCOVA Results Comparing Follogv&tores Between Control and

Experimental Participants Controlling for Pre-Iniention Scores

Variable Control Experimental F (dfy, dfy)
Intention 4.31 (.48) 3.95 (.90) 1.09 (1, 33)
Self-efficacy 3.36 (.54) 3.37 (.46) 0.15 (1, 33)
Role adequacy 4.02 (.77) 3.54 (.65) 0.11 (1, 33)
Role legitimacy 3.98 (.56) 3.67 (.93) 1.33 (1, 33)
Patient receptiveness 2.38 (1.26) 2.00 (.89) 1832
Patient rapport 2.77 (1.36) 2.14 (.96) 2.15 (1, 32)
Behaviour 4.72 (3.65) 4.13 (2.12) 0.25 (1, 32)

Note.For all F values, p > .05.

A second whole group paired t-test analysis waslgcted on role adequacy at
follow up compared to pre-intervention. The rolequacy increases observed at post-
intervention were maintained at follow up (t(342:96, p = .006). No other differences

emerged.

Discussion

This study involved a randomised controlled trigad heory of Planned

Behaviour-based intervention targeting dental hyigis’ frequency of provision of
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assistance to patients to quit smoking. The twaafthis study were to see if the
intervention was successful in increasing behayiand whether the Theory of Planned

Behaviour variables predicted change in behaviour.

Outcome of the Intervention

Although post-intervention scores for the experitabgroup were generally in
the desired direction, no statistically significahtanges were found. While a trend was
observed at post-intervention for the experimegitalp participants to report increased
patient rapport compared to the control group, tleisd was not significant, and the
trend was not apparent at the two month followHgnce, the intervention did not
succeed in increasing dental hygienists’ frequeri@ssisting their patients to quit
smoking or any of the targeted theoretical predsctd behaviour relative to the control
group. The whole group analysis suggested thedadkference between the
experimental and control groups was not due teeames in the control group. The only
overall gain identified in this analysis was a driradrease in role adequacy. This may
be attributable to the printed materials received the general positive effects of
academic detailing. The increase in role adequacyained at follow up.

Since the intervention did not succeed in increatie theoretical predictors of
behaviour, the intervention could not provide & téshe Theory of Planned Behaviour.
There are several possible factors that could e@xplhy the intervention did not
increase levels of role adequacy, role legitim@agient receptiveness or patient
rapport. Possible explanations include ceilingaffeexternal influences, insufficient
intervention potency, inappropriate change agewck bf intervention fidelity, and lack

of power. Each of these potential contributorsasadibed in more detail below.
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Ceiling effectsOne potential explanation for the lack of improwsrhin role
adequacy and role legitimacy among the experimgntalp is that pre-intervention
levels of these variables were high. Hence, thex® imnited scope for the intervention
to achieve increases in levels of role adequacyra@ledegitimacy. Strong correlations
between pre-intervention levels and degree of ohafigr the intervention provide
support for this explanation. These correlatiorggested that participants in the
experimental group who had higher pre-intervenkswels of role adequacy or role
legitimacy were less likely to demonstrate chamgéhése variables. Pre-intervention
levels of intentions and behaviour were also hagiggesting little scope to achieve
increases (see Table 25). Such ceiling effecta @@mnmmon phenomenon reported in
health professional practice change research (Faly, 2002; Jamtvedt, Young,
Kristoffersen, O'Brien, & Oxman, 2006). Professigmactice change interventions
have been found to be more effective when baskireds and participants’ motivation
are lower (Foy et al., 2002; Jamtvedt et al., 20@8&urneya, Conner, and Rhodes
(2006) also note that ceiling effects are commonhaory of Planned Behaviour
research.

The high pre-intervention levels, particularly fote legitimacy, may be
attributable to sample self-selection bias, asaldmngienists who felt smoking was a
legitimate part of their role, and who had someficemce and skills in assisting
patients to quit smoking, may have been more likelyarticipate in the intervention.
Future professional interventions could considéedint means of recruiting
participants that may overcome the potential ftfrs&ection bias. The potential
participant pool for the current study was only Hgatal hygienists (the population of
dental hygienists in the state of South Austrakay. health professionals with larger

populations, ceiling effects could be avoided, grehter behaviour change could
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potentially be achieved, by screening potentiadgfparticipants and selecting only
those with low levels of behaviour and motivation.

Subsequent to the implementation of the curreetrweintion, Courneya et al.
(2006) published a study on methods to increasedhability in the measurement of
Theory of Planned Behaviour constructs that magmilse suffer from ceiling effects.
In a study applying the Theory of Planned Behavtowxercise behaviour, Courneya
et al. (2006) presented four potential scale respdormats that increased the
variability in responses, including extending tials to 7 or 11 points, including more
extreme endpoints “phenomenally”, and truncatirgghhlf of the scale which received
fewer responses. Such scales may improve theyatilfiture research to detect
change in particular constructs.

Despite the strength of the relationship betwedresecacy and intentions and
behaviour among dental hygienists, a case coulddme to target other variables in the
model to avoid ceiling effects. If the average léwe the main predictor of intentions
or behaviour (in this case, self-efficacy) was higjleould be argued that less central
predictors of intentions or behaviour may achiesater behaviour change if average
levels of these predictors are lower, and therdfiarnge greater scope for improvement.
However, in the current research, dental hygiehnastsrage levels of attitudes and
subjective norms concerning assisting patientaitbsgnoking were in fact even higher
than for self-efficacy (see Table 21, p. 125). Gapgently, no other predictors emerged
as potential targets for intervention for dentagieyists’ frequency of assisting patients
to quit smoking.

Alternatively, it could be argued that selectingdtgency Department nurses
for the intervention instead of dental hygienisesyrhave avoided ceiling effects, as the

levels of the theoretical predictors of behaviobserved in Study 3b (see Table 23, p.
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139) were lower than for dental hygienists in St@dy(see Table 21, p. 125). However,
as discussed in Chapter 5, it was unclear fronfiticiengs of Study 3b what factors
could be targeted in an intervention to improvesear identifying or assisting
behaviour.

Despite the potential for ceiling effects, the highels of role adequacy, role
legitimacy, intentions and behaviour among the admggienist participants are
encouraging. These high levels suggest that atdgasoportion of dental hygienists are
identifying and assisting patients who smoke amdlifes important and not too
difficult to do so.

External influencesAnother possible explanation for the lack of difece
between the experimental and control groups ismipact of an external factor. At the
time of the study, a national Quit media campaidpchv focused on mouth cancer due
to smoking was launched. The campaign consistgdaghic warning labels on
cigarette packets and a television advertisemeaplaliing a woman affected by mouth
cancer. The campaign was controversial, with extenaedia coverage surrounding
the warning labels and television advertisements,(&ilchrist, 2005; Powell, 2006).
The campaign was particularly controversial in &otistralia, where the current study
was conducted, with substantial media coverage et@mpted introduction of
cigarette packet covers to hide the warning lafigdsry, 2006; Owen, 2006a, 2006b).
This campaign may have increased levels of awasdmath among dental professionals
and patients about the link between smoking andheath. Quit also disseminated a
fact sheet about the mouth cancer campaign amaadthh@ofessionals, which may
have further increased awareness of the oral heti#hts of smoking among dental
professionals. Appendix J includes the Quit faetestand selected newspaper articles

concerning the campaign and cigarette packet cokeditionally, an unpublished
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survey of smokers by QuitVictoria (Harper, 200@icates that not all smokers
accepted the veracity of the advertisement. Thig Inaae led to an increased number of
smoking patients discussing the oral health effetsnoking with dental

professionals. These increases would have occummediately prior to and during the
intervention for both the control and experimegtaups.

The timing of the Quit media campaign targeting oeancer may have
influenced the outcomes of the intervention. Ascdesd above, this campaign created
considerable controversy, particularly in South #alga, and would have increased the
saliency of the link between smoking and oral lreafhong both dental professionals
and the general public. This campaign would hafectdd dental hygienists
immediately prior to, and during, their particifatiin the intervention. While the
effects of the campaign on dental hygienists, tagitudes towards their role in
assisting patients to quit smoking, and their fexgpy of assisting patients to quit
smoking are unknown, these effects would have emibed the experimental and
control groups equally. This may have reduced hiyaof the study to identify post-
intervention differences between the two group® dWwareness raised by the campaign
may also have contributed to the high pre-inteneentole adequacy and role
legitimacy scores of participants.

Another potential external influence that may heestributed to the lack of
predicted changes is contamination and fatiguetsffdue to Studies 2a and 3a. Dental
hygienists in the experimental or control groupSiandy 4 were not surveyed about
their participation in these two prior studiesslpossible that these studies influenced
participants’ role legitimacy by highlighting thesue of addressing smoking in the
dental setting. Participation in these studies alag have motivated dental hygienists

to seek training or information about assistingguds to quit smoking.
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Dental hygienists may also have experienced fatefigets from participating
in prior studies in this program of research. Ragigffects may have contributed to
self-selection bias in the current sample, as déytzenists who were more committed
to assisting patients to quit smoking may haveig@peted. Fatigue may also have
reduced dental hygienists’ receptiveness to trexvention if they did participate in the
current study.

Such contamination and fatigue effects may alsecaftiture research that
applies Fishbein and Ajzen’s (1975) 3-step methaghplas this requires three studies
to be conducted on one population. Future resdalichving this methodology could
select larger study populations and measure paatioin in the previous steps in order
to monitor the potential for contamination anddag effects.

Intervention potencyA further consideration is whether the interventapplied
in the experimental group had sufficient potencgchieve significant behaviour
change over the control group. As noted earliayfiicient potency may have been a
contributing factor to the failure to find increasa behaviour in previous Theory of
Planned Behaviour-based interventions. Other ThebRlanned Behaviour-based
interventions have also failed to find increasetheoretical predictors (Armitage &
Conner, 2002; Chantzisarantis & Hagger, 2005; Hivatgn et al., 1985; Parker et al.,
1996). The current intervention may have also ldckéficient potency. The lack of
increase in role adequacy and role legitimacy nmeelbeen due to the already high
pre-intervention levels of these variables. Howepeg-intervention levels for the
control beliefs concerning patient rapport andgrdtreceptiveness were lower than
levels for role adequacy and role legitimacy, iatireg that participants did find these
two issues discouraging. The intervention did mateed in increasing perceptions of

these two barriers. This suggests that the intéiss@may not have been intensive or
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effective enough to substantially alter dental byggts’ feelings about these two issues.
Future interventions may wish to enhance the ietetion components to fully assess
their effectiveness and consider a more time-imienatervention. Michie et al.’s
(2005) review of behaviour change interventionsydner, indicated that the
relationship between intensity of intervention adcome is not clear. How much time
is required of a professional for an adequate ggdémal behaviour change intervention
Is an important question for the professional pcaathange field, and will need to be
balanced against evaluations of the cost-effectissmf the intervention. As mentioned
in Chapter 1, factors external to the interventiway also influence successful
implementation, such as reimbursement, supervesprirements and treatment
protocols. Such factors need to be considered tomise the potential impact of
interventions on professional practice change.

Inappropriate change agenthe success of academic detailing is contingent
upon the credibility and suitability of the charagent (Soumerai & Avorn, 1990). A
potential reason for the failure to increase tingated factors in the intervention may
have been the inappropriateness of the change.&mnherai and Avorn (1990) cite
neutral professional groups, school-based acadeanat&xpert consultants as
appropriate change agents for academic detailitegv@ntions targeting health
professionals. Some of the change agents employte istudies in Thomson O’Brien
et al.’s (1997) review of academic detailing intawtions targeting health professionals
included clinical pharmacists and physician-edusat®éhe change agent employed in
the current study was a professional from the Adel&niversity Dental School with
degrees in both dental hygiene and counsellingnaedcarefully trained in the
intervention protocol. The educator had experiemenselling dental hygienist

students, was known to many of the participantbisrole, was personable, and had
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good inter-personal skills. Given this match whie principles of academic detailing, it
seems unlikely that the educator was an inapprgpciaange agent.

Lack of intervention fidelityAnother potential reason for lack of intervention
effectiveness may have been that the in-situ agijpdic of the intervention lacked total
fidelity to the procedures devised for the inteti@m (Baer et al., 2007). Lack of
fidelity could result from the needs of participgrduch as participants rescheduling
appointments due to workload, sick leave, or rameal leave, or diverting the focus
of the conversation during the face to face sessworiollow up phone calls.
Alternatively, it could have been caused by thengesagent deviating from the scripts
or procedures (for example, skipping componertisafrecipient is assumed to be
knowledgeable or skilled in these areas), or frowirenmental barriers such as
interruptions at the place of work. Debriefing witie academic detailer, however,
indicated that rescheduling, interruptions and otlewiations occurred with only a
minority of participants. Hence, while it is notgsible to fully verify this, there is no
evidence to suggest that lack of intervention fitgehay have contributed excessively
to the outcome of the intervention.

Lack of powerThe recruitment strategy for the intervention unigd all
registered dental hygienists in South Australia amesponse rate of 43% was
achieved. Sixty two dental hygienists participatethe study and completed the pre-
and post-intervention questionnaires. This sampkwas adequate to have a power of
.80 to detect large effects, but was less than €el{@992) requirements for a power of
.80 to detect medium or small effects. Hence, jtassible that the intervention had
moderate effects that were not detectable in tladysis. However, to achieve a power
of .80 to detect medium effects, a sample size28fdarticipants would have been

needed. A sample of this size was not feasiblengilie potential participant pool was
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only 192 dental hygienists. A target of sixty pagants was set to achieve a power of
.80 for large effects with the understanding thatstudy may not be powerful enough
to identify small to medium effects. Nevertheldbs, effect sizes observed in the study
were small to very small. Hence, even with a lasganple, it is unlikely that

significant differences between the interventiod aantrol groups would have been
found.

Of the factors discussed above that may have inflee the outcomes of the
intervention, the most likely reasons for lack ofgiicted changes are ceiling effects
from the high pre-intervention levels of some viales, in combination with the
external influence of the high profile Quit medantaign. These factors may have
substantially reduced the ability of the interventto produce the expected differences
between the experimental and control groups. Toesmddhese limitations in future
work, replication of the study could be undertakeanother jurisdiction with a larger
number of dental hygienists. Further research exialg the current intervention or
other, similar interventions, may shed more lightloe factors that influence the
success of behaviour change interventions targetngal professionals’ provision of

assistance to patients who smoke.

Support for Theory of Planned Behaviour-Based \r@ntions

As the current intervention could not provide a tdéshe Theory of Planned
Behaviour, Quine et al.’s (2001) intervention am& of Crawley and Koballa’s (1992)
two interventions remain the only trials to providé support for a Theory of Planned
Behaviour-based intervention. Given the importafsgen and Fishbein (2004) place
on evidence provided by trials of interventionss fack of support is a serious

shortcoming in the evidence base for the Theo®lahned Behaviour. Further trials of
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Theory of Planned Behaviour interventions are né¢derovide more support for the
theory’s ability to inform behaviour change intemtiens and, importantly, to examine

why some interventions are successful while othezaot.

Conclusion

This chapter presented a randomised controllelbdtfria professional
intervention targeting dental hygienists’ frequefwssisting patients to quit smoking.
The academic detailing intervention targeted fawatdrs found in Study 3a (see
Chapter 5) to predict frequency of assisting pasi¢m quit smoking. The intervention
resulted in small but not statistically significamiprovements. Overall, the intervention
was not successful in increasing the theoreticadiptors of behaviour, and hence could
not provide a test of the Theory of Planned Behavidhere are several potential
factors that may have contributed to the failurentwease the theoretical predictors of
behaviour. The most likely factors are the extemiiences of a concurrent Quit
media campaign targeting the oral health effecenufking, and ceiling effects which
may have existed for some variables due to highrpgeevention levels, thus precluding
scope for significant change. The Theory of PlanBelaviour’s ability to inform
successful behaviour change interventions, thezefemains supported by little

research.
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CHAPTER 7.

GENERAL DISCUSSION

The program of research presented in this thegibeaithe Theory of Planned
Behaviour to dental hygienists’ and Emergency Dipant nurses’ provision of brief
interventions for smoking and alcohol consumptiespectively. It is unique in a
number of respects. In particular, it is the frestearch to: 1) apply the Theory of
Planned Behaviour to these behaviours, 2) exarhmability of the theory to account
for the influence of organisational factors on hatiar, and 3) implement a Theory of
Planned Behaviour-based behaviour change inteorentian organisational setting.

The research comprised a meta-analysis of predppbcations of the theory to
organisational settings (Study 1) followed by theespirical studies corresponding to
Fishbein and Ajzen’s (1975) 3-step methodologyajaplying the Theory of Planned
Behaviour. The three steps in the application efttieory were qualitative interviews
eliciting underlying beliefs (Study 2), quantitaigurveys testing the Theory of
Planned Behaviour’s account of the behaviours tefr@st (Study 3), and a trial of a
Theory of Planned Behaviour-based professionaltigeachange intervention (Study
4).

The program of research was designed to addressifog. These were to:

1) examine the role of dental hygienists and Emerg&uepartment nurses
in the provision of brief interventions for smokiagd alcohol
consumption respectively,

2) assess the ability of the Theory of Planned Beham understand and

predict health professionals’ identifying and assgsbehaviour,
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3) assess the ability of the theory to account fonriflaence of
organisational factors on workers’ behaviour, and
4) design and evaluate a Theory of Planned Behaviased professional
practice change intervention.
How the research met each of these aims, and fhlecations of the findings to

the wider field of professional practice change, discussed below.

Aim #1: Examine the Role of Dental Hygienists anteEjency Department Nurses in
the Prevention of Smoking- and Alcohol-Related Harm

The first aim of this program of research was tamexe the delivery of
interventions by two different health professiotiental hygienists and Emergency
Department nurses. The research highlighted th&ibation these two professions
could make to the prevention of smoking- and altoélated harms respectively.
Quantitative, nationwide surveys of both professjamdertaken in Study 3, provided
findings relevant to these professions’ roleshis study, participants’ scores on role
legitimacy and subjective norms for both professiaere above the midpoint,
indicating that participants felt that providingddrinterventions for smoking or alcohol
was part of their profession’s role, and that thexgeived approval and encouragement
for these behaviours from important professionaligs. The behaviour measure in
Study 3 asked participants to estimate the numbgateents they intervened with in the
past week. Analysis of these responses indicatgdrifone week, the 273 dental
hygienists who completed this measure intervengid an estimated total of 1,394
patients concerning smoking. The 71 Emergency eyt nurses who completed the

behaviour measure intervened with an estimatedl @b#88 patients concerning
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alcohol. These numbers demonstrate the considgpable health benefits to be
gained from supporting these two professions tiveebrief interventions targeting
smoking or alcohol.

While the results may overestimate the actual feegy with which patients are
identified and assisted due to self-selection siade results nevertheless indicate
considerable potential for the prevention of smgkand alcohol-related harm if all
dental hygienists and Emergency Department nurges supported in this role. If
future public health efforts provided this supptinese two professions could make a
substantial contribution to the number of peoplthencommunity receiving assistance
from health professionals to quit smoking or modifgir alcohol consumption.

A key goal of the current program of research, hagewas to move beyond a
descriptive account of the behaviours and potehaaliers to a theory-driven analysis
of factors that influence these professions’ deliva brief interventions for smoking
and alcohol consumption. This goal is reflectethmfollowing three aims, which
concerned the application of the Theory of PlarBelaviour to understand, predict,

and change these behaviours.

Aim #2: Assess the Ability of the Theory of PlanBelaviour to Understand and
Predict Health Professionals’ Identifying and Assig Behaviour

To examine a theoretically-driven approach to enlmnhealth professionals’
practice, the Theory of Planned Behaviour was apglh dental hygienists’ and
Emergency Department nurses’ identifying and asgjisiehaviour. A Theory of
Planned Behaviour framework was used in the quiaatudies undertaken in Study 2
to elicit dental hygienists’ and Emergency Departtmurses’ underlying beliefs. This

provided valuable insight into the factors that npagvent or facilitate performance of

191



identifying or assisting behaviours. The study ided important issues such as
participants’ concerns over their rapport with ffagient, and the benefits to routine
care of asking patients about smoking or alcohol.

A quantitative test of the ability of the TheoryRianned Behaviour to predict
participants’ identifying and assisting behaviowswrovided in Study 3. The
theoretical model predicted dental hygienists’ jsmn of assistance to patients to quit
smoking, but was less successful in predictingtifleation of patients who smoke or
Emergency Department nurses’ identifying or assgstiehaviour. The results of the
analysis of dental hygienists’ responses suppdhtedinding from the meta-analysis
that identified perceived behavioural control asmaportant predictor of frequency of
identifying and assisting. For Emergency Departnmemses, subjective norms were
more influential. The prominent role of subjectvems may be due to the group
setting within which Emergency Department nurseskwand the need to work as part
of a team in a busy work environment.

The Theory of Planned Behaviour only accountedcfaelatively small
proportion of variance in frequency of identifyingd assisting. The exception to this
was the large amount of variance explained in diéry@ienists’ frequency of assisting
patients to quit smoking. The more modest resalt&Mmergency Department nurses
may be due to not capturing the barriers formethkeyhectic nature of Emergency
Department work, which may reduce nurses’ oppotiesio translate their intentions
into actions. Perceived behavioural control andibekload measure may not have
accurately assessed this issue, or it may be thatdency Department nurses find the
influence of the hectic work environment diffictdt predict and therefore are unable to

factor it into their assessment of behavioural cdnPrevious applications of the
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Theory of Planned Behaviour to nurses’ behaviowetaso acknowledged this
possibility (Levin, 1999; Renfroe et al., 1990).

The amount of variance explained for dental hygishassisting behaviour, and
the findings of the meta-analysis, indicate thatttieory has been found to successfully
predict behaviour in a range of other organisatisettings. The unique barriers to
performing prevention behaviours in the Emergenepdtment are an important issue
to address given the crucial nature of the workeutatken in this setting. Identification
of these barriers using a Theory of Planned Beha¥ramework could provide further
support for the theory. Identification of thesetéas could also contribute substantially
to professional practice change efforts targetiregEmergency Department.

Important differences were found in underlying éfdiand the factors that
predicted behaviour between dental hygienists andrBency Department nurses. For
example, self-efficacy was the most important prediof behaviour for dental
hygienists, while subjective norms may have bepree important theoretical
determinant for Emergency Department nurses. Ttiéfeeences suggest that findings
cannot be assumed to generalise to other healfbgsionals, health care settings, or
behaviours. What the program of research doesatelis the potential utility in
applying the Theory of Planned Behaviour to hepitifessionals’ behaviour and the
ability of the theory to explain the influence afjanisational factors on health
professionals’ behaviour. Extending the researatthier health professional
behaviours, such as frequency of conducting prexestreening or providing
interventions targeting illicit drug-related harorsother health issues, and to other
health professionals such as pharmacists and G widen the evidence base for
the applicability of the theory to health professits’ behaviour and efforts to increase

uptake of such behaviours. The meta-analysis iedwseveral studies applying the
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Theory of Planned Behaviour to other health protesd behaviours, with encouraging
results.

A second way the Theory of Planned Behaviour magtie to contribute to the
understanding of health professionals’ behaviotinisugh accounting for the influence
of organisational factors on workers’ behaviourisiwas explored in the third aim of

the thesis, discussed below.

Aim #3: Assess the Ability of the Theory of PlanBeldaviour to Account for the
Influence of Organisational Factors on Workers’ Beiour

An important and unique aspect of this program ofliwas the third aim
which addressed the extent to which the Theorylarfiied Behaviour could account for
organisational influences on workers’ behavioure Galitative interviews undertaken
in Study 2 indicated a range of organisationaldescthat may potentially impact on
identifying and assisting behaviour. These orgaimsal factors included role
legitimacy, role adequacy, autonomy, workload, arg@ional policy, education and
training, co-worker support, and supervisor sup@ditdy 3 then assessed the ability of
the Theory of Planned Behaviour to account foritfleence of these organisational
factors on behaviour. The ability of the TheoryRtdnned Behaviour variables to
account for the influence of organisational factmmsehaviour was supported, as the
Theory of Planned Behaviour variables fully mediatee influence of organisational
factors on participants’ behaviour. The key findingere that role legitimacy
influenced attitudes, subjective norms, and sdi&aty; role adequacy influenced self-
efficacy; and that presence of an organisationb¢ypmfluenced perceptions of norms.

Co-worker and supervisor support also influencemtétical predictors.
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The ability of the Theory of Planned Behaviour to@unt for the effects of
organisational factors on behaviour highlightsdbasiderable potential contribution
the theory could make to the design of workplaterirentions. Understanding how
organisational factors work to influence behavisugssential in planning and
designing behaviour change interventions in thekplace. For example, for both
dental hygienists and Emergency Department nuksesyledge of an organisational
policy was associated with increased subjectivensoAlthough causal relationships
can only be inferred, as the survey was crosses@itand non-experimental, these
findings nonetheless suggest that implementatianpdlicy in an organisation may
only influence workers’ perceptions of subjectiviems surrounding the behaviour.
Hence, organisations would therefore be advisedsio deliver interventions targeting
workers’ attitudes and perceived behavioural contrensure performance of the
behaviours required by the policy.

The ultimate goal in predicting and understandiaglth professionals’
behaviour is to change the behaviour. The end @fahle current program of research
was to increase the frequency with which the twafgssions provided brief smoking or
alcohol interventions to their patients. Examinatud the Theory of Planned
Behaviour’s ability to inform professional practickekange formed the fourth aim of the

research, and this aim is discussed below.

Aim #4: Design and Evaluate a Theory of PlannedaBetur-Based Professional
Practice Change Intervention

The fourth aim of the current program of researels to examine the ability of
the theory to inform professional practice changerventions. A randomised

controlled trial of a Theory of Planned BehaviowasBd intervention targeting dental
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hygienists’ provision of assistance to patientqud smoking was undertaken in Study
4. The behaviour change intervention was designéearget dental hygienists’ self-
efficacy using academic detailing principles. Thiervention was compared to a
control intervention which replicated the acadedetailing procedure but focused on
general issues of stress and burnout rather tHanegtimacy, role adequacy, and the
two control beliefs.

The intervention did not succeed in increasingetkigerimental group
participants’ role adequacy, role legitimacy, a tvo control beliefs relative to the
control group. A trend for increased patient rappothe experimental group
approached significance at post-intervention, bisttrend did not remain at follow up.
The lack of change in the experimental group wagated to ceiling effects for role
adequacy and role legitimacy, and the externali@mfte of a high profile Quit media
campaign targeting the oral health effects of smgkihat coincided with the
intervention. Because the intervention did notease behaviour or the targeted
predictors of behaviour, the study could not prevadtest of the theoretical pathways.

The majority of previous Theory of Planned Behawbased interventions have
also been unsuccessful in increasing behaviouoydieal determinants, or both
(Armitage & Conner, 2002; Chantzisarantis & Hag@®05; Hoogstraten et al., 1985;
Parker et al., 1996). This highlights that while fheory of Planned Behaviour can aid
in the identification of factors to target in bel@aw change interventions, the theory
provides limited guidance on how to successfullgrahese factors. While the theory
can aid in the identification of which underlyingliefs to target, it provides no
guidance on how to alter these beliefs. The ladkfigict found for the current

intervention, and the low success rate of previdusory of Planned Behaviour-based
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interventions, indicates this is an important asgeat needs to be addressed if the
theory is to provide a useful framework for effgetbehaviour change interventions.

Armitage and Conner (2002) and Sutton (2002) algoeathat because the
Theory of Planned Behaviour only accounts for gpron of variance in a given
behaviour, achieving increases in the theoretietdrhinants of behaviour may not
result in significant behaviour change. This mdient the real world difficulties
inherent in attempts to change behaviour usinguetgions of limited intensity and
duration. There are few methodologically rigoroledry of Planned Behaviour-based
interventions reported in the literature with whtohsupport the ability of the theory to
inform successful behaviour change interventiongc8ssful Theory of Planned
Behaviour-based interventions, particularly in aiigational settings, that provide a test
of the causal pathways specified in the theorynaexed. Without such interventions,
the Theory of Planned Behaviour can not be consdlr have adequate empirical

support in this regard.

Conclusion

The purpose of applying the Theory of Planned Behao health
professionals’ provision of brief interventions ®noking and alcohol was to examine
contributions the theory could make to understagdind addressing barriers to the
transfer of research findings into practice andeaghg professional practice change.
The ability of the Theory of Planned Behaviour toc@unt for the influence of
organisational factors on behaviour, and to idgntifportant predictors of behaviour in
organisational settings may provide valuable insigto factors that need to be targeted

to achieve these goals and to successfully adtesgdth professionals’ behaviour.
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However, two significant issues reduce the capadithe theory to contribute
meaningfully to professional practice change aiseaech transfer efforts. Firstly, the
theory did not predict Emergency Department nurselaviour. Further research is
needed to investigate the factors that influend¢ebieur in hectic settings such as the
Emergency Department that were not adequately aptn this application of the
Theory of Planned Behaviour. Secondly, signifiaanteases were not observed in the
factors targeted by the intervention. As a reshé#re remains little research supporting
the ability of the Theory of Planned Behaviourritorm successful behaviour change
interventions. If these two issues could be adeédsbhe scope of the theory to extend
research on barriers to these goals could be sulats&5uch advances could yield
considerable improvements in evidence-based patsgatand ultimately in health

outcomes in the community.
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