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Health behavior is often explained through motivation, knowledge, intention, or self-regulatory capacity, yet these constructs 

alone cannot account for why people frequently sustain behaviors they wish to change or abandon behaviors they value. This 

conceptual article develops a contextual theory in which behavioral persistence reflects the temporary stability of relations 

among motivation, automaticity, social influence, material opportunity, healthcare alignment, and recurrent friction and 

reinforcement. The theory distinguishes willingness from feasibility, habit from structural constraint, social support from social 

control, advice receipt from behavioral alignment, and isolated decisions from behavior embedded in repeated daily contexts. 

It further treats persistence as dynamic rather than fixed: behaviors may remain stable because several maintaining conditions 

converge, whereas changes in routines, environments, relationships, healthcare circumstances, or life transitions can destabilize 

an established pattern. Evidence from health psychology, behavioral medicine, social science, healthcare communication, and 

intervention research supports the component premises but does not validate the integrated theory as a causal or predictive 

model. The proposed framework therefore generates bounded, testable explanations for why apparently similar individuals may 

respond differently to the same advice or intervention and why changing context can sometimes matter more than increasing 

motivation. 
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Introduction 

Health behavior is frequently interpreted as the 

downstream expression of knowledge, intention, 

motivation, or perceived risk. These constructs are 

important, but even well-developed motivational theories 

retain unresolved questions about mechanisms, 

moderators, measurement, and comprehensive testing 

[1]. Intervention research likewise demonstrates that 

changing behavior does not necessarily reveal which 

mechanism produced the change [2]. A behavior can 

therefore remain stable despite altered intentions, or 

change without a large observable shift in explicit 

motivation. 

 This problem becomes clearer when behavior is treated 

as dynamically embedded rather than as a sequence of 

isolated choices. Dynamical accounts describe stability 

and transition as properties of interacting behavioral and 

contextual conditions rather than simple products of 

momentary preference [3]. Evidence on self-regulation 

also shows that the concept encompasses multiple 

processes whose mechanisms are inconsistently 

measured and cannot be assumed to operate identically 

across behaviors [4]. 
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This article consequently proposes a contextual theory of 

health-behavior change and persistence. Its central claim 

is not that motivation is unimportant, but that motivation 

becomes behavior only through a configuration of 

opportunities, routines, social influences, healthcare 

relationships, recurring costs, and feedback. The theory 

is non-empirical and has not been prospectively 

validated. Its purpose is to organize established but 

dispersed evidence into a testable explanation of why 

health behaviors persist, destabilize, or reorganize under 

different contextual conditions. 

The problem of behavioral persistence 

Persistence is often interpreted retrospectively as 

evidence that a person preferred an existing behavior 

strongly enough to resist change. In healthcare, the same 

logic can appear in labels such as poor adherence, 

insufficient engagement, or lack of motivation. Such 

interpretations risk converting an observed behavioral 

outcome into an assumed psychological cause. 

Illness self-regulation research provides a different 

starting point. People interpret symptoms, diagnoses, 

treatment recommendations, and consequences through 

evolving representations of illness and coping rather than 

responding mechanically to medical information [5]. 

Persistence may therefore reflect a continuing 

interpretation of what the behavior accomplishes, 

protects against, costs, or makes possible. A 

recommendation can be understood and even accepted 

without becoming the dominant guide to action. 

Context also changes the meaning of apparent stability. 

Daily-life research on stress and health behavior reports 

heterogeneous positive, negative, and null relationships, 

with findings depending on behavior, temporal 

resolution, measurement, and situational conditions [6]. 

Stable behavior cannot therefore be assumed to arise 

from a stable internal motive. 

The proposed theory defines behavioral persistence as 

continued reproduction of a behavioral pattern because 

the current configuration of psychological and contextual 

conditions continues to favor, permit, cue, reward, or 

require it. This formulation does not imply that every 

maintaining condition is consciously represented. It also 

separates persistence from preference: a behavior may 

persist because alternatives remain difficult, unfamiliar, 

socially costly, poorly supported, or incompatible with 

daily demands. 

Motivation, goals, and self-regulation 

Motivation influences whether a person values change, 

attends to relevant information, forms goals, and invests 

effort. Yet the structure of the goal also matters. 

Emerging work on open goals questions the assumption 

that highly specific targets are always optimal; less 

prescriptive goal structures may be useful under some 

conditions, although this evidence remains developing 

and context dependent [7]. Goal strength and goal 

architecture should therefore be separated. 

Self-control is similarly more complex than resistance to 

temptation. Multi-behavior evidence suggests that self-

control may support health behavior through several 

pathways, including prioritization, valuation, habitual 

organization, and translating intention into action [8]. 

Thus, two people with similar stated intentions may 

differ substantially in the processes available to enact 

them. 

The proposed theory treats motivation as one component 

of a wider behavioral configuration. When feasible 

alternatives are available and competing routines are 

weak, motivation may be a major limiting factor. When 

opportunity is restricted, a behavior is highly automatic, 

or recurrent costs are large, further motivational 

strengthening may have little immediate effect. 

Conversely, environmental change can sometimes alter 

behavior before attitudes or goals visibly change. 

This distinction prevents behavioral failure from being 

automatically interpreted as motivational failure. It also 

yields a more precise intervention question: not simply 

whether motivation is strong, but whether motivation is 

currently the condition limiting behavioral change. 

Habit and behavioral automaticity 

Repeated health behavior can become partly 

disconnected from active deliberation. Reviews of illness 

self-regulation show that automatic processes can 

contribute to symptom interpretation, coping, treatment-

related behavior, and other health actions alongside 

reflective processes [9]. This makes explicit intention an 

incomplete indicator of what will occur in a familiar 

situation. 

Meta-analytic evidence further indicates that habit and 

intention have distinguishable relationships with 

behavior and that these relationships vary with factors 

such as behavioral complexity, opportunity, and 

measurement conditions [10]. Habit should therefore not 

be treated as an irresistible internal force. Automaticity 

depends on a recurring relation between cues, actions, 

and contexts. 
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Behavioral specification is equally important. A broad 

outcome such as “sedentary behavior” may contain 

multiple concrete transitions embedded in work, 

transport, leisure, and other higher-order goals. 

Conceptual work on sitting behavior illustrates why the 

action that must change may differ from the aggregate 

outcome usually measured [11]. 

Within the proposed theory, habit is therefore a context-

dependent stabilizer. It increases persistence when cues 

and opportunities remain sufficiently stable for an 

established response to recur. When context changes, 

automaticity may weaken, but this does not guarantee 

healthier behavior: the replacement action must still be 

feasible, socially compatible, and sufficiently reinforced. 

Social influence and normative environments 

Health behavior occurs within social systems that 

provide information, expectations, models, approval, 

sanctions, and practical assistance. A systematic review 

of health-related choices shows that social influence can 

arise from different sources and perform distinguishable 

functions rather than representing one general construct 

[12]. Advice from a clinician, expectations from family 

members, identification with a peer group, and 

observation of online behavior may therefore affect 

action through different pathways. 

Social identity is one such pathway. Meta-analytic 

evidence indicates an overall positive association 

between social identification and health-related behavior, 

but the relationship varies across identities, behaviors, 

and measurement approaches [13]. Group belonging 

cannot therefore be assumed to promote healthier 

conduct. What matters includes the behavior attached to 

the identity and how strongly the relevant norm is 

perceived. 

Interpersonal influence may also involve active attempts 

to change another person's behavior. Longitudinal 

evidence on health-related social control and alcohol use 

demonstrates that such control can vary across time and 

social networks rather than functioning as a fixed 

protective exposure [14]. Pressure, monitoring, 

encouragement, and conflict should consequently remain 

analytically distinct. 

Digital environments add further complexity. A 

systematic review of social-media influencer 

interventions found both potentially beneficial and 

harmful health effects across different outcomes, while 

emphasizing substantial methodological limitations [15]. 

Visibility and reach are therefore not equivalent to 

health-promoting influence. 

Norm interventions provide additional evidence that 

social environments can be changed. Tobacco-focused 

research suggests that interventions targeting social 

norms can influence normative perceptions and behavior, 

but the evidence base is heterogeneous and heavily 

concentrated in higher-income settings [16]. Transfer 

across cultural and institutional contexts should not be 

assumed. 

Norms are also connected to power and social roles. 

Population evidence indicates that gender norms can 

contribute to patterned differences in health behavior 

[17]. A broader health-lifestyles framework similarly 

positions gender, socioeconomic conditions, identity, 

and life course as interacting influences on bundles of 

behavior rather than isolated choices [18]. 

For this theory, social influence matters when it changes 

the perceived acceptability, expected consequences, 

practical support, or recurrent reinforcement attached to 

an action. The same social exposure can therefore 

facilitate change, strengthen persistence, or generate 

conflict depending on its source, function, and alignment 

with the individual's circumstances. 

The distinctions are easiest to preserve when influence is 

separated by what is actually measured and by what 

consequence can legitimately be inferred; Table 1 

therefore organizes the principal social configurations 

without treating them as interchangeable causes. 

Table 1. Distinguishing Social Influence Configurations by What They Measure and What They Can Explain 

What is primarily 

observed or 

measured 

Behavioral process 

implicated 

Context that 

changes 

interpretation 

Major competing 

explanation or 

boundary 

Consequence for the 

proposed theory 

Social influence configuration — Informational guidance 

Advice, 

recommendations, 

communicated 

Updating beliefs or 

available options 

Credibility, 

relationship, cultural 

meaning, prior 

knowledge 

Information may be 

understood without 

becoming actionable 

Information changes 

behavior only when it 

alters a behaviorally 

relevant part of the 
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beliefs, perceived 

expertise 

maintaining 

configuration 

Social influence configuration — Group identification and perceived norms 

Identification, 

perceived typical or 

approved behavior 

Alignment with 

valued group 

expectations 

Identity salience, 

group norms, 

behavior type 

Group identification 

is not intrinsically 

health promoting 

Identity stabilizes 

behavior when the 

relevant group norm 

favors its repetition 

Social influence configuration — Interpersonal social control 

Monitoring, 

persuasion, pressure, 

encouragement 

External prompting, 

accountability, 

resistance, relational 

feedback 

Relationship quality, 

network structure, 

repeated exposure 

Control may coexist 

with conflict or 

reactance 

Repeated social input 

may reinforce or 

destabilize a behavioral 

state depending on 

relational consequences 

Social influence configuration — Digital modelling and influencer exposure 

Exposure to online 

figures, messages, 

comparison and 

endorsement 

Modelling, attention, 

persuasion, social 

comparison 

Platform, message 

content, credibility, 

digital access 

High visibility does 

not establish 

beneficial influence 

Digital influence is a 

context-specific 

pathway rather than a 

uniform intervention 

mechanism 

Social influence configuration — Gendered and role-based normative environments 

Social expectations 

linked to roles and 

identities 

Patterning of 

acceptable conduct, 

obligations and 

opportunity 

Culture, 

socioeconomic 

position, life course, 

institutional 

arrangements 

Differences cannot be 

reduced to inherent 

group traits 

Normative 

environments can shape 

both motivation and the 

feasible set of behaviors 

Social influence configuration — Deliberate norm-change intervention 

Norm messages, role 

models, counselling 

or community 

strategies 

Modification of 

perceived or enacted 

norms 

Setting, intervention 

intensity, existing 

social structure 

Geographic 

concentration and 

intervention 

heterogeneity limit 

transfer 

Norm change should be 

expected to work only 

where the targeted norm 

is genuinely 

maintaining the 

behavior 

Table note: The final column represents proposed theoretical implications derived from the preceding evidence patterns. The matrix does not rank 

influence types or imply equivalent causal strength. 

 

Material opportunity and environmental constraint 

A person cannot repeatedly enact an unavailable 

behavior. Material opportunity includes physical 

availability, affordability, time, transport, working 

conditions, service access, competing obligations, and 

the organization of everyday environments. These factors 

can alter behavior without first changing preferences. 

Experimental and quasi-experimental environmental 

research supports this distinction. A Cochrane review 

found that altering the availability or proximity of food, 

alcohol, or tobacco products can affect selection and 

consumption, although certainty and generalizability 

were limited [19]. The result is important conceptually: 

changing the environment can modify what occurs even 

when no new motivational intervention is delivered. 

Real-world workplace research similarly evaluates 

choice architecture as a way of modifying diet and 

physical activity within ordinary organizational 

environments [20]. Such interventions do not 

demonstrate that contextual redesign is universally 

sufficient, but they show why opportunity should not be 

treated as background noise. 

Material conditions also intersect with social position. 

Longitudinal contextual research demonstrates that 

social and economic environments can have different 

health implications across intersecting identities [21]. 

Constraint therefore cannot be represented as one 

homogeneous exposure. The same nominal 

recommendation may require very different money, time, 

mobility, safety, digital access, or negotiating power 

from different people. 

The proposed theory treats material opportunity as a 

feasibility gate between wanting and doing. When 

feasibility is high, motivation, habit, and social influence 
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may determine which available option is enacted. When 

feasibility is low, motivational differences may have little 

behavioral expression. Repeated constraints can also 

generate feedback: unsuccessful attempts may reduce 

future effort, while environmental improvement may 

allow an already-valued behavior to emerge without 

major motivational change. 

This dynamic is represented in Figure 1 because prose 

alone cannot show how constraint, opportunity, 

interruption, adaptation, and recovery can operate 

simultaneously without reducing the relationship to a 

one-way environment-to-behavior pathway. 

 

 

Figure 1. Feasibility Gates and Recovery Loops in Materially Constrained Health Behavior 

Healthcare advice and behavioral alignment 

Healthcare advice creates a potential behavioral input, 

not a guaranteed behavioral outcome. Shared decision-

making illustrates this distinction. An umbrella review 

found effects ranging from neutral to positive across 

outcomes while also identifying substantial variation and 

limitations in the underlying evidence [22]. Participation 

in decision-making should therefore not be equated 

automatically with improved behavior. 

Patient-provider collaboration can also produce different 

outcomes across domains. In type 2 diabetes, autonomy 

support and shared decision-making showed 

distinguishable relationships with satisfaction and self-

management adherence [23]. Similarly, a large outpatient 

study found that communication quality, trust, 

participation, and satisfaction were related but non-

equivalent aspects of healthcare experience [24]. 

Alignment is also conditioned by comprehension and 

service organization. Qualitative diabetes research 

indicates that health-literacy-sensitive communication 

depends not only on clear interpersonal explanation but 

also on continuity, coordination, and access to 

appropriate care [25]. Digital communication creates 

additional conditions: qualitative synthesis shows that 
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remote clinical interaction changes communication 

dynamics and requires modality-specific skills and 

access rather than simply reproducing face-to-face 

encounters [26]. 

Relational communication may matter alongside 

biomedical information. Evidence from Chinese patients 

links both medical and phatic communication with 

patient-centered processes and healthier lifestyle 

behavior, but its cross-sectional design does not establish 

temporal causality [27]. 

The proposed theory consequently defines healthcare 

alignment as the degree to which clinical advice is 

simultaneously understood, accepted sufficiently for 

consideration, relationally credible, practically feasible, 

and compatible with the patient's wider behavioral 

context. Failure at any one level can weaken enactment 

even when the recommendation itself is medically clear. 

This definition separates advice receipt from behavioral 

alignment and avoids interpreting non-enactment as 

proof that a patient rejected the advice. 

Friction, reinforcement, and feedback 

Health behaviors are reproduced through repeated 

encounters with small costs and consequences. Friction 

includes effort, inconvenience, treatment burden, 

scheduling difficulty, discomfort, cognitive demand, 

social conflict, or repeated disruption. Reinforcement 

includes immediate relief, convenience, social approval, 

visible progress, easier routines, or successful 

completion. Neither needs to be large at any single 

encounter to influence persistence. 

Disease-specific intervention evidence illustrates this 

cumulative logic. Self-management interventions among 

patients receiving dialysis can improve relevant 

behavioral and related outcomes, but the evidence 

remains embedded in a setting with substantial treatment 

burden and cannot be generalized automatically to 

unrelated behaviors or diseases [28]. A broader review of 

multiple-health-behavior interventions in chronic 

conditions likewise found substantial variation in 

intervention components and outcomes, undermining the 

idea that one component package is uniformly effective 

[29]. 

Feedback is also temporally dynamic. Research on stress 

and health behavior increasingly emphasizes 

bidirectionality, timing, within-person variation, and 

context when explaining why stress is associated with 

healthier behavior in some situations, less healthy 

behavior in others, and no detectable change elsewhere 

[30]. An outcome can therefore alter the conditions 

governing the next behavioral episode. 

The proposed theory interprets persistence as partly 

cumulative. A behavior becomes increasingly stable 

when its repeated enactment encounters low friction and 

produces reliable reinforcement, while alternatives 

repeatedly encounter greater costs or uncertain rewards. 

Conversely, a previously stable pattern may weaken 

when its friction rises, its reinforcement declines, or an 

alternative becomes easier and more consistently 

rewarded. 

This logic generates testable state propositions rather 

than a universal ranking of barriers. Table 2 therefore 

specifies what observations would distinguish different 

friction–feedback configurations instead of assuming 

that apparent persistence always reflects weak 

motivation. 

Table 2. Testability Register for Friction–Feedback States in Behavioral Persistence 

Proposed patient 

or care-context 

state 

Recurrent friction 

pattern 

Reinforcement or 

feedback pattern 

Proposed 

persistence 

consequence 

Observation that 

would discriminate 

the proposition 

Critical boundary 

or alternative 

explanation 

Valued change 

with persistently 

high 

implementation 

friction 

Repeated time, 

access, effort, 

treatment or 

organizational cost 

Intention remains 

favorable but 

successful enactment 

is uncommon 

Existing behavior 

persists despite 

motivation for 

change 

Behavior improves 

when practical 

friction is reduced 

without requiring a 

large motivational 

shift 

Apparent friction 

may instead reflect an 

unmeasured 

preference or 

competing goal 

Established 

routine with low 

immediate friction 

Familiar action is 

easy to repeat in 

stable contexts 

Convenience and 

predictability 

reinforce repetition 

Automatic 

persistence remains 

strong even when 

explicit intention 

weakens 

Context disruption 

reduces recurrence 

more than additional 

motivational 

messaging 

Repetition alone does 

not establish habit 
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Stress-sensitive 

behavioral 

instability 

Friction varies with 

daily stress and 

coping demands 

Short-term relief or 

reduced effort may 

reinforce context-

specific responses 

Behavior fluctuates 

rather than 

remaining uniformly 

persistent 

Intensive longitudinal 

measurement shows 

within-person 

coupling that changes 

across contexts 

Association may 

reflect common 

causes rather than 

direct stress-to-

behavior effects 

Clinically aligned 

but logistically 

constrained self-

management 

Advice is understood 

and accepted but 

repeated 

implementation costs 

remain high 

Clinical 

encouragement 

competes with 

treatment burden and 

daily demands 

Alignment does not 

reliably become 

enactment 

Removing logistical 

burden changes 

behavior while advice 

and expressed 

preferences remain 

similar 

Clinical 

understanding and 

acceptance must be 

measured separately 

Multi-component 

intervention with 

weak contextual fit 

Several techniques 

are delivered, but 

dominant 

maintaining 

conditions remain 

unchanged 

Some proximal 

responses improve 

without durable 

behavioral 

reorganization 

Limited or 

heterogeneous 

behavioral change 

Effects differ when 

components are 

matched to the 

condition actually 

maintaining behavior 

Component-response 

associations do not 

prove unique causal 

mechanisms 

Reduced friction 

with stable positive 

feedback 

Alternative behavior 

becomes easier to 

initiate and repeat 

Successful repetition 

supplies predictable 

functional or social 

reward 

Transition may 

consolidate into a 

new persistent 

pattern 

Continued enactment 

remains after the 

initiating support is 

reduced 

Persistence could 

depend on ongoing 

external support 

rather than 

internalized 

reorganization 

Table note: Every row is a proposed, falsifiable configuration derived from the article's synthesis rather than an empirically validated state 

classification. The register deliberately separates motivational interpretation from contextual alternatives and does not assign scores, thresholds, or 

effect magnitudes. 

 

Life transitions and behavioral reorganization 

Behavioral contexts are not equally stable over time. 

Retirement, relocation, diagnosis, caregiving, 

employment change, treatment initiation, or disruption of 

social networks can alter routines, available time, 

identities, and environmental cues simultaneously. 

Evidence from retirement research shows that such 

transitions can coincide with changes in physical activity 

and other health behaviors, but direction and magnitude 

vary by socioeconomic circumstances, prior work, and 

behavioral domain [31]. Transition is therefore not 

inherently health promoting. 

The proposed theory treats major transitions as 

reorganization windows: periods in which previously 

aligned cues, opportunities, social expectations, and 

reinforcers become less synchronized. A transition may 

weaken an established pattern, but the replacement 

pattern depends on what resources and constraints 

occupy the newly opened context. Disruption may occur 

without creating feasible healthier alternatives. 

A contextual model of change and persistence 

The proposed contextual model integrates six interacting 

conditions: motivational direction, behavioral 

automaticity, social-normative influence, material 

opportunity, healthcare alignment, and recurrent friction 

or reinforcement. Dynamical accounts support treating 

behavior as stable yet perturbable [3]. Habit effects vary 

with opportunity and task characteristics [10]. Stress 

relationships vary across time and context [6]. 

Environmental intervention research shows that 

changing opportunity can alter behavior without first 

changing motivation [20]. 

Persistence is predicted when several maintaining 

conditions converge. Change becomes more likely when 

one or more dominant stabilizers weaken and a feasible 

alternative acquires sufficient support to be repeated. No 

fixed threshold is proposed, and the model does not 

assume that all six conditions must change. 

Table 3 makes the model's equity-sensitive pathway 

logic explicit without treating demographic membership 

as a psychological mechanism. 

Table 3. Equity-Sensitive Pathways Through Contextual Behavioral States 

Destabilizing condition Equity-sensitive modifier Proposed behavioral response Required test 
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Maintaining configuration — Strong intention, restricted opportunity 

Access or resource 

constraint is reduced 

Income, transport, time, 

mobility 

Previously intended behavior 

becomes more enactable 

Compare behavioral change after 

opportunity shifts while 

motivation remains measured 

Maintaining configuration — Stable cues and automatic routine 

Routine or setting disruption 
Work schedule, housing, 

caregiving 

Existing pattern becomes less 

automatic 

Measure cue exposure and 

behavior before and after 

disruption 

Maintaining configuration — Normatively reinforced behavior 

Salient group norm or 

network changes 

Identity position, relationship 

power, culture 
Persistence weakens or redirects 

Track norms, network exposure, 

and behavior longitudinally 

Maintaining configuration — Clinically endorsed but poorly aligned action 

Communication or care-

process alignment improves 

Health literacy, continuity, 

digital access 

Advice becomes more 

behaviorally usable 

Separate comprehension, 

participation, feasibility, and 

enactment 

Maintaining configuration — High-friction alternative 

Recurrent effort or burden 

decreases 

Treatment burden, service 

access, competing obligations 

Alternative gains repetition 

opportunities 

Test whether reduced friction 

predicts repetition independently 

of stated intention 

Maintaining configuration — Transition-prone context 

New routines and reinforcers 

consolidate 

Socioeconomic resources and 

available support 

New pattern stabilizes or prior 

pattern re-emerges 

Follow multiple contextual 

conditions across the transition 

Table note: All pathways are proposed theoretical configurations. Equity-sensitive modifiers indicate conditions that may alter exposure, feasibility, 

or consequences; they do not imply psychological characteristics based on group membership. 

 

The temporal logic is summarized in Figure 2, which 

distinguishes supported component relationships from 

the article's proposed state transitions. 
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Figure 2. Temporal Reorganization of Behavioral States Under Contextual Stability and Disruption 

 

Predictions across behavioral domains 

The model generates comparative rather than universal 

predictions. Habit-dominant behaviors should be 

especially sensitive to cue disruption [10]. Constraint-

dominant behaviors should respond more to changes in 

opportunity than to additional motivational messaging 

[20]. Socially reinforced behaviors should vary with 

identity and normative exposure [13]. Interpersonal 

control may generate different trajectories as network 

conditions change [14]. Clinically recommended 

behaviors should depend partly on whether 

communication, trust, feasibility, and participation align 

rather than on advice receipt alone [24]. Relational 

communication may matter, but its temporal pathway 

requires testing [27]. Stress-sensitive behaviors should 

show within-person temporal variation [30]. These 

predictions are proposed and require prospective testing 

across behaviors, populations, and timescales. 

Implications for intervention design 

Intervention design should begin by identifying the 

condition currently maintaining the behavior. Planning 

strategies may help where volitional translation is 

limiting, but their effects are heterogeneous across 

behaviors and delivery conditions [32]. Environmental, 

social, clinical, or organizational redesign may be more 

relevant when motivation is already sufficient. 

System interventions also require equity evaluation. 

Evidence from health-management decentralization 

shows that behavioral and health effects can differ across 

socioeconomic groups [33]. A context-sensitive 

intervention should therefore ask not only whether an 

intervention changes average behavior, but whose 

feasibility, burden, exposure, or reinforcement it 

changes. 

Results and Discussion 

The theory reframes persistence from a presumed deficit 

inside the individual to a property of person-context 

organization. Its component premises are supported 

across several evidence traditions, but those traditions 

use different populations, measures, timescales, and 

designs. Heterogeneous stress findings [6], for example, 

caution against assuming a uniform direction. Social-

identity effects also vary across behaviors and identities 

[13]. Environmental evidence has important 

transportability and certainty limitations [19]. Shared-

decision outcomes are likewise not uniformly beneficial 

[22]. These differences preclude treating the integrated 

model as validated. 

Measurement is central to this test because intention, 

automaticity, perceived norms, material access, 

communication experience, and observed behavior are 

not interchangeable indicators. Studies should therefore 

measure candidate maintaining conditions repeatedly and 

at timescales appropriate to the behavior, rather than infer 

them from the outcome itself. Apparently similar 

persistence may arise from different configurations, so 

intervention response should be interpreted alongside 

contextual change. 

The model's value is therefore organizational and 

predictive. It specifies distinctions that future 

longitudinal, experimental, and implementation studies 

can test: whether the dominant maintaining condition can 

be identified; whether changing it destabilizes behavior; 

whether alternative behaviors become repeatable; and 

whether effects differ across resource, cultural, clinical, 

and digital contexts. Failure of these predictions would 

require revising the proposed architecture rather than 

relabeling persistence as insufficient motivation. 

Conclusion 

Health behaviors can persist even when people want 

them to change and can change without major shifts in 

explicit motivation. The proposed contextual theory 

explains this by locating behavior within interacting 

motivational, automatic, social, material, healthcare, and 

feedback conditions that vary over time. Persistence 

reflects temporary contextual stability, not necessarily 

preference or personal deficiency. Change becomes more 

plausible when the conditions maintaining a pattern are 

disrupted and a feasible alternative can be repeatedly 

enacted and reinforced. The theory remains unvalidated 

as an integrated model and should be tested prospectively 

across behaviors, populations, care settings, and life 

transitions. 
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