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STAGES OF CHANGE

JAMES O. PROCHASKA
University of Rhode Island

Empirical research on the stages of
change has taken a number of tacks over
the past 20 years. In this article, we
review those published research studies
that have directly examined the stages
(precontemplation, contemplation,
preparation, action, maintenance, and.
termination) as they relate to treatment
outcome, broadly defined. The
cumulative evidence indicates that
tailoring the therapy relationship and
treatment intervention to the stage of
change can enhance outcome,
specifically in the percentage of patients
completing therapy and in the ultimate
success of treatment. Several limitations
of this body of research are noted. We
conclude by advancing therapeutic
practices both for conventional
psychotherapy with individual patients
and for proactive recruitment of entire
populations.

In the transtheoretical model, behavior change
is conceptualized as a process that unfolds over
time and involves progression through a series
of six stages: preconiemplation, contemplation,
preparation, action, maintenance, and terrnina-

_tion. At each stage of change, different processes

of change optimally produce progress. Matching
change processes to the respective stages requires
that the therapeutic relationship be matched to the
client’s stage of change. Furthermore, as clients
progress from one stage to the next the therapeutic
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relationship also progresses. In this article, we
review the cumulative research evidence on how
tailoring the therapy relationship to stage of
change can enhance outcome, specifically in the
percentage of patients completing therapy and in
the ultimate success of treatment.

Stage Definitions and Assessment

Each stage represents a period of time as well
as a set of tasks needed for movement to the next
stage. Although the time an individual spends in
each stage will vary, the tasks to be accomplished
are assumed to be invariant.

Precontemplation is the stage in which there is
no intention to change behavior in the foreseeable
future. Most individuals in this stage are unaware
or under-aware of their problems. Families,
friends, neighbors, or employees, however, are
often well aware that the precontemplators have
problems. When precontemplators present for
psychotherapy, they often do so becadse of pres-
sure from others.

There are multiple ways to measure stage of
change. In our studies employing the discrete
measyie of stages, we ask if the individual is
seriously intending to change the problem in the
near future, typically within the next 6 months,
If not, they are classified as precontemplators.
Even precontemplators can wish to change but
this is quite different from intending or seriously
considering change. Items that are used to identify
precontemplation on the continuous stage-of-
change measure (McConnaughy, Prochaska, &

. Velicer, 1983) include “As far as I'm concerned,

I don’t have any problems that need changing”
and “I guess I have faults but there’s nothing that
I really need to change.”

Contemplation is the stage in which people are
aware that a problem exists and are seriously
thinking about overcoming it but have not yet
made a commitment to take action. People fre-
quently remain stuck in the contemplation stage
for long periods. On discrete measures, individu-
als who state that they are seriously considering
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changing the problem behavior in the next 6
months are classified as contemplators. On the
continuous measure these individuals would be
endorsing such items as “I have a problem and I
really think I should work on it” and *I've been
thipking that I might want to change something
about myself.”

Preparation 15 a stage that combines intention
and behavioral criteria. Individuals in this stage
are intending to take action in the next month and
have unsuccessfully taken action in the past year.
As a group, individuals who are prepared for ac-
tion report some small behavioral changes—
“baby steps,” so to speak. While they have made
some reductions in their problem, individuals in
the preparation stage have not yet reached a crite-
rion for effective action, such as abstinence from
smoking or absence of clinical depression. They
are intending, however, to take such action in the
very near future. On the continuous measure they
score high on both the contemplation and action
scales.

Action is the stage in which individuals modify
their behavior, experiences, and environment in
order to overcome their problems. Action invelves
the most overt behavioral changes and requires
considerable commitment of time and energy.
Modifications of the problem behavior made in
the action stage tend to be most visible and receive
the greatest external recognition. Individuals are
classified in the action stage if they have success-
fully altered the dysfunctional behavior for a pe-
riod from 1 day to 6 months. On the continuous
measure individuals in the action stage endorse
statements like, “I am really working hard to
change” and “Anyone can talk about changing; I
am actually doing something about it.” They
score high on the action scale and lower on the
other scales.

Maintenance is the stage in which people work
to prevent relapse and consolidate the gains at-
tained during action, Being able to remain free
of the problem behavior and to consistently en-
gage in a new incompatible behavior for more
than 6 months are the criteria for considering
someone to be in the maintenance stage. On the
continuous measure, representative maintenance
items are, “I may need a boost right now to help
me maintain the changes I've already made” and
“I’'m here to prevent myself from having a relapse
of my problem.”

Termination is the stage in which people have
completed the change process and no longer have
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to work to prevent relapse. Termination is defined
as total confidence or self-efficacy across all high-
risk situations and zero temptation to relapse.

Research Review

Empirical research on the stages of change has
taken a number of tacks over the past 20 years
(for reviews, see DiClemente, 1991; Prochaska,
DiClemente, & Norcross, 1992; Prochaska, Redd-
ing, & Evers, in press; Norcross, 2002a, 2002b).
Here, we review only those published research
studies that have directly examined the stages and
processes of change as they relate to treatment
outcome, broadly defined.

Stages X Processes

The transtheoretical model posits that different
processes of change are differentially effective in
certain stages of change. In general terms, change
processes traditionally associated with the experi-
ential, cognitive, and psychoanalytic orientations
are most useful during the earlier precontempla-
tion and contemplation stages. Change processes
traditionally associated with the existential and
behavioral traditions, by contrast, are most useful
during action and maintenance.

Twenty years of research in behavioral medi-
cine and psychotherapy converge in showing that
different processes of change are indeed differen-
tially effective in certzin stages of change. Rosen
(2000) published a meta-analysis of 47 cross-
sectional studies examining the relationships of
the stages and the processes of change. The stud-
ies involved smoking, substance abuse, exercise,
diet, and psychotherapy. The mean effect size (d)
was .70 for variation in cognitive-affect processes
by stage and .80 for variation in behavioral pro-
cesses by stage, both moderate to large effects.
At the same time, the sequencing of change pro-
cesses by stage varied somewhat by disorder or
sample, Of patticuiar interest was the finding that
“use of helping relationships was strongly related
to stages in studies of psychotherapy” (Rosen,
2000, p. 601).

The therapist’s stance at different stages can
be characterized as follows. With patients in pre-
contemplation, often the role is like that of a nur-
turing parent joining with a resistant and defen-
sive youngster who is both drawn to and repelled
by the prospects of becoming more independent.
With clients in contemplation, the role is akin
to a Socratic teacher who encourages clients to
achieve their own insights into their condition.
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With clients who are in the preparation stage, the
stance i1s more like that of an experienced coach
who has been through many crucial matches and
can provide a fine game plan or can review the
participant’s own plan. With clients who are pro-
gressing into action and maintenance, the psycho-
therapist becomes more of a consultant who is
available to provide expert advice and support
when action is not progressing as smoothly as
expected.

Predicting Dropout

When people present for psychotherapy, the
initial challenge is to help them continue. A meta-
analysis across 126 studies found that the dropout
rate was about 50% (Wierzbicki & Pekarik,
1993). :

Research has identified stage-of-change-related
variables as the best predictors of dropout across
a growing number of problems, such as heroin
addiction, cocaine abuse, alcoholism, domestic
violence, obesity, chronic mental illness, and
mental health diagnoses. In one of our studies we
were able to predict psychotherapy dropout with
90% accuracy among clients with a variety of
mental health problems (Brogan, Prochaska, &
Prochaska, 1999). The 40% of the patients who
terminated quickly (fewer than three sessions) and
prematurely, as judged by their therapists, had a
group profile representing the precontemplation
stage, The 20% of patients who terminated
quickly but appropriately had a group profile rep-
resenting action. The 40% who continued in ther-
apy had a mixed profile, with the majority being
in the contemnplation stage.

Stage as an Outcome Predictor

The amount of progress clients make during
treatment tends to be a function of their pretreat-
ment stage of change. For example, an intensive
action- and maintenance-oriented smoking-
cessation program for cardiac patients achieved
success for 22% of precontemplators and 43%
of the contemplators; 76% of those in action or
prepared for action at the start of the study were
not smoking 6 months later (Ockene, Kristellar,
Ockene, & Goldberg, 1992).

If clients progress from one stage fo the next
during the first month of treatment, they can dou-
ble their chances of taking action in the following
6 months. Among smokers, for example, of the
precontemplators who were still in precontempla-
tion at l-month follow-up, only 3% took action
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by 6 months. For the precontemplators who pro-
gressed to contemplation at 1 month, 7% took
action by 6 months. Similarly, of the contempla-
tors who remained in conternplation at 1 month,
only 20% took action by 6 months. At 1 month,
41% of the contemplators who progressed to the
preparation stage atternpted to quit by 6 months
(Prochaska, Norcross, & DiClemente, 1995).
These data indicate that treatment programs de-
signed to help people progress just one stage in
a month may be able to double the chances of
participants taking action on their own in the
near future.

Proactive Treatment

Psychotherapy has traditionally taken a passive
and narrow perspective on its relationship to pa-
tient populations. Like most health care provid-
ers, psychotherapists initially relate to patient
populations in a reactive pattern. Therapists wait
for patients to seek their services, Passive reactive
relating is appropriate when practicing acuie
care—when patients are acutely ill, in pain, or
distressed. But the major cripplers and cost-
drivers of the 20th century are chronic conditions.

One of our recent studies investigated the re-
suits of reaching out to patient populations. With
a representative sample of 5,000 smokers we pro-
actively offered therapeutic services. Because we
knew less than 20% of this population would be
ready to take action on their smoking, we let them
know the services were designed for smokers at
every stage of change: the 20% or less in the
preparation stage who were ready to act in the
next month; the 40% in the contemplation stage
who were getting ready to quit in the next 6
months; and the 40% in the precontemplation
stage who were not ready to quit.

By proactively reaching out to these patients
and customizing our clinical communications to
their stage of change we were able to have 80%
participate in our clinical services (Prochaska ,
Velicer et al., 2001). That results in a quantum
increase in our ability to care for this addiction.
We replicated these results with a health mainte-
nance organizations (HMO) population of about
4,000 smokers (Prochaska & Velicer et al., 2000)
and a teenage population of about 4,000 teenagers
with multiple behavior risks and their parents
(Prochaska, Redding et al., 2002).

Two transformations in therapeutic relating can
increase the percentage of high-risk and suffering
people receiving clinical services. The first is to
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reach out proactively and offer them therapeutic
services. The second is to match the service to
each individual’s stage of change.

Stage-Marched Treatments

A series of clinical trials applying stage-
matched interventions have been conducted. in
our first large-scale clinical trial, we compared
four treatments: a home-based action-oriented
cessation program (standardized), stage-matched
manuals (individualized), expert system com-
puter reports plus manuals (interactive), and
counselors plus computers and manuals (person-
alized). We randomly assigned by stage 739
smokers to one of the four treatments (Prochaska,
DiClementes, Velicer, & Rossi, 1993).

In the computer condition, participants com-
pleted by mail or telephone 40 questions that were
entered into our central computers that generated
feedback reports. These reports informed partici-
pants about their stage of change, their pros and

cons of changing, and their use of change pro-

cesses appropriate to their stages. At baseline,
participants were given positive feedback on what
they were doing correctly and guidance on which
principles and processes they needed to apply
more in order to progress. In two progress reports
delivered over the next 6 months, participants
also received positive feedback on any improve-
ment they made on any of the variables relevant
to progressing.

In the personalized condition, smokers re-
ceived four proactive counselor calls over the
6-month intervention. Three of the calls were
based on the computer reports. Counselors re-
ported much more difficulty in interacting with
participants without any progress data. Without
scientific assessments, it was harder for both
clients and counselors to tell whether any sig-
nificant progress had occurred since their last
interaction. :

Point-prevalence abstinence rates were com-
pared for each of the four treatments over 18
months with treatment ending at 6 months. The
two self-help manual conditions paralleled each
other for 12 months. At 18 months, the stage-
matched manuals moved ahead (18% vs. 11%
abstinent). This is an example of a delayed action
effect, which we often observe with stage-
matched programs specifically and others have
observed with self-help programs generally. It
takes time for participants in early stages to prog-
ress all the way to action.
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The computer alone and computer plus coun-
selor conditions paralleled each other for 12
months. Then, the effects of the counselor con-
dition flattened out (18%) while the computer
condition effects continued to increase (25%
abstinent).

The next test was to demonstrate the efficacy
of the expert system when applied to an entire
population recruited proactively. With over 80%
of 5,170 smokers participating and fewer than
20% in the preparation stage, we demonstrated
significant benefit of the expert system at each 6-
month follow-up (Prochaska, Velicer et al.,
2001). The point-prevalent abstinence rates for
expert systems versus assessment alone were
9.7% versus 7.4%; 18.0% versus 14.5%; 21.7%
versus 16.6%, and 25.6% versus 19.7% at 6, 12,
18, and 24 months, respectively. The advantages
over proactive assessment alone increased at each
follow-up for the full 2 years assessed. The impli-
cations here are that stage-matched treatments in
a population can continue to demonsttate benefits
long after the intervention has ended.

The expert system’s efficacy was replicated in
an HMO population of 4,000 smokers with 85%
participation (Prochaska et al., 2000). In the first
population-based study, the expert system was
34% more effective than assessment alone; in the
second it was 31% more effective (23.2% absti-
nent vs. 17.5%). These replicated differences
were clinically significant as well. While working
on a population basis, we were able to produce
the level of success normally found only in intense
clinic-based programs with low participation rates
of much more selected samples of smokers, namely
about 25% abstinence at long-term follow-up.

Limitations of the Research

Although at least 100 empirical studies have
been conducted on the core transtheoretical con-
struct of the stages of change, none have directly
and prospectively matched and mismatched the
therapist’s relational style in psychotherapy out-
come stodies. Rather, the available research
concerns the predictive utility of the stages of
change in terms of outcomes and dropouts, the
differential use of the processes of change at
various stages of change, and the relative effi-
cacy of diverse forms of treatment. Further, the
majority of published research concerns self-
help interventions for addictive behaviors, as
contrasted to psychotherapy for a wide range of
neurotic disorders.



Therapeutic Practices

* Assess the client's stage of change. Probably
the most obvious and direct implication of the
research evidence is the need to assess the stage
of a client’s readiness for change and to tailor
therapy relationships and interventions accord-
ingly.

Beware of treating all patients as though they
are in action. Professionals frequently design
excellent action-oriented treatments, but then
are disappointed when only a small percentage
of clients remain in therapy. The vast majority
of patients are not in the action stage. Aggregat-
ing across studies and populations, we estimate
that 10% to 20% are prepared for action, ap-
proximately 30% to 40% are in the contempla-
tion stage, and 50% to 60% in the precontem-
plation stage. Thus, those professionals only
with action-oriented programs are likely to un-
- derserve or misserve the majority of their tar-
get population.

Set realistic goals; move one stage at a time.
A reasonable expectation for many patients is
to set realistic goals, such as progressing from
precontemplation to contemplation. Such prog-
ress means that patients are changing, if we
view change as a process that unfolds over time,
through a series of stages. Helping patients
break out of the stuck phase of precontempla-
tion is a therapeutic success, since it about dou-
bles the chances that patients will take effective
action in the next 6 months. If we can help
them progress two stages with brief therapy,
we triple to quadruple the chances they will
take effective action.

Prescribe stage-matched “relationships of choice”
as well as “treatments of choice.” We concep-
tualize this practice, paralieling the notion of
“treatrnents of choice” in terms of techniques,
as offering “therapeutic relationships of choice”
in terms of interpersonal stances (Norcross,
1953). The integration of stages of change and
relationships of choice is an important practical
guide for psychotherapists. Once you know a
patient’s stage of change, then you will know
which relationship stances to apply in order to
help him or her progress to the next stage and
eventually to maintenance. Rather than apply

-

the relationship stances in a haphazard or trial-.

and-etror manner, practitioners can use them in
a more systematic and efficient style across the
course of psychotherapy.

Stages of Change

* Avoid mismaiching stages and processes. A
person’s stage of change provides proscriptive
as well as prescriptive information on treat-
ments of choice. Action-oriented therapies may
be quite effective with individuals who are in
the preparation or action stages. These same
programs may be ineffective or detrimental,
however, with individuals in precontemplation
or contemplation stages. :

We have observed two frequent mismatches
{Prochaska et al., 1995). First, some therapists
and self-changers appear to rely primarily on
change processes most indicated for the con-
templation stage—consciousness raising, self-
reevaluation-—while they are moving into the
action stage. They try to modify behaviors by
becoming more aware, a common criticism of
classical psychoanalysis: insight alone does not
necessarily bring about behavior change. Sec-
ond, other therapists and self-changers rely pri-
marily on change processes most indicated for
the action stage—reinforcement management,
sttmulus control, and counterconditioning-——
without the requisite awareness, decision mak-
ing, and readiness provided in the contempla-
tion and preparation stages. They try to modify
behavior without awareness, a common criti-
cism of radical behaviorism: overt action with-
out insight is Iikely to lead to temporary change,

« Shift to proactive recruitment in population-
based treatments. If our results continue to be
replicated, proactive and stage-matched treat-
ments will be able to produce enormous impacts
on entire populations.
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