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XXii

PREFACE TO THE THIRD EDITION

Why I first wrote this book

I first wrote this book in 1995 after several years of teaching my own course in Health
Psychology. The texts I recommended to my students were by US authors and this
was reflected in their focus on US research and US health care provision. In addition,
they tended to be driven by examples rather than by theories or models which made
them difficult to turn into lectures (from my perspective) or to use for essays or revision
(from my students perspective). I decided to write my own book to solve some of these
problems. I wanted to supplement US work with that from my colleagues from the UK,
the rest of Europe, New Zealand and Australia. I also wanted to emphasize theory and
to write the book in a way that would be useful (‘easily plagiarized’ I often think!). I hope
that the first two editions have succeeded.

Aims of this new third edition

This third edition started as a quick update but has ended up as a fairly major revision.
Health psychologists sometimes refer to the indirect and direct pathways between
psychology and health. The indirect pathway refers to the role of factors such as health
related behaviours (smoking, drinking, eating, etc.), social support and coping on the
link between the mind and the body. To date this book has mostly reflected this indirect
pathway with its emphasis on beliefs and a range of health behaviours. These chapters
have always been the strongest and have presented the theories and research in greatest
depth, probably reflecting my own research interests. In contrast, the direct pathway
refers to the role of factors such as stress and pain and draws upon the more biologically
minded literatures. The weakest chapters in this book have always been the ones on
stress and pain.

B This edition is an attempt to strengthen stress and pain and to cover the biological
aspects of health psychology in greater depth.

B I have now included two chapters on stress rather than one.

The first chapter (Chapter 10) examines models of stress, stress and changes in physi-
ology and how stress is measured. The second chapter (Chapter 11) describes the link
between stress and illness. It includes a review of the literature on whether stress does
result in illness and describes research which has explored how this association might
come about.

B I have also greatly expanded the section on PNI to reflect the growing interest in this
field.

This chapter also describes the role of coping, social support, control and personality in
moderating the stress illness link.
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B The chapter on pain has also been expanded.

I have included more work on how psychological factors may exacerbate pain perception
and have detailed the recent reviews of pain management and the interesting work on
pain acceptance.

B The other major revision has been a new chapter on eating behaviour (Chapter 6)
and the placement of obesity with the chronic illnesses at the end of the book
(Chapters 14 and 15).

In addition to these major changes I have added sections on problems with social
cognition models (Chapter 2), predicting adherence (Chapter 3), patient centredness
(Chapter 4), the psychological consequences of CHD and the rehabilitation of CHD
patients (Chapter 15). In addition, the book has been updated throughout.

The structure of the third edition

Health psychology is an expanding area in terms of teaching, research and practice.
Health psychology teaching occurs at both the undergraduate and postgraduate level and
is experienced by both mainstream psychology students and those studying other health-
related subjects. Health psychology research also takes many forms. Undergraduates are
often expected to produce research projects as part of their assessment, and academic
staff and research teams carry out research to develop and test theories and to explore
new areas. Such research often feeds directly into practice, with intervention programmes
aiming to change the factors identified by research. This book aims to provide a com-
prehensive introduction to the main topics of health psychology. The book will focus
on psychological theory supported by research. In addition, how these theories can be
turned into practice will also be described. This book is now supported by a comprehen-
sive website which includes teaching supports such as lectures and assessments.

Health psychology focuses on the indirect pathway between psychology and health
which emphasizes the role that beliefs and behaviours play in health and illness. The
contents of the first half of this book reflect this emphasis and illustrate how different
sets of beliefs relate to behaviours and how both these factors are associated with illness.

Chapters 2—4 emphasize beliefs. Chapter 2 examines changes in the causes of death
over the twentieth century and why this shift suggests an increasing role for beliefs
and behaviours. The chapter then assesses theories of health beliefs and the models
that have been developed to describe beliefs and predict behaviour. Chapter 3 examines
beliefs individuals have about illness and Chapter 4 examines health professionals’ health
beliefs in the context of doctor—patient communication.

Chapters 5-9 examine health-related behaviours and illustrate many of the theories
and constructs which have been applied to specific behaviours. Chapter 5 describes
theories of addictive behaviours and the factors that predict smoking and alcohol con-
sumption. Chapter 6 examines theories of eating behaviour drawing upon develop-
mental models, cognitive theories and the role of weight concern. Chapter 7 describes
the literature on exercise behaviour both in terms of its initiation and methods to
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encourage individuals to continue exercising. Chapter 8 examines sexual behaviour and
the factors that predict self-protective behaviour both in terms of pregnancy avoidance
and in the context of HIV. Chapter 9 examines screening as a health behaviour and
assesses the psychological factors that relate to whether or not someone attends for a
health check and the psychological consequences of screening programmes.

Health psychology also focuses on the direct pathway between psychology and
health and this is the focus for the second half of the book. Chapter 10 examines
research on stress in terms of its definition and measurement and Chapter 11 assesses
the links between stress and illness via changes in both physiology and behaviour and
the role of moderating variables. Chapter 12 focuses on pain and evaluates the psycho-
logical factors in exacerbating pain perception and explores how psychological interven-
tions can be used to reduce pain and encourage pain acceptance. Chapter 13 specifically
examines the interrelationships between beliefs, behaviour and health using the example
of placebo effects. Chapters 14 and 15 further illustrate this interrelationship in the
context of illness, focusing on HIV and cancer (Chapter 14) and obesity and coronary
heart disease (Chapter 15). Chapter 16 explores the problems with measuring health
status and the issues surrounding the measurement of quality of life.

Finally, Chapter 17 examines some of the assumptions within health psychology
that are described throughout the book.

My thanks again go to my psychology and medical students and to my colleagues over
the years for their comments and feedback. For this edition I am particularly grateful to
Derek Johnston and Amanda Williams for pointing me in the right direction, to David
Armstrong for conversation and cooking, to Cecilia Clementi for help with all the new
references and for Harry and Ellie for being wonderful and for going to bed on time.
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An Introduction to
health psychology

CHAPTER OVERVIEW

This chapter examines the background against which health
psychology developed in terms of (1) the traditional
biomedical model of health and iliness that emerged in the
nineteenth century, and (2) changes in perspectives of health
and illness over the twentieth century. The chapter highlights
differences between health psychology and the biomedical
model and examines the kinds of questions asked by health
psychologists. Then the possible future of health psychology
in terms of both clinical health psychology and becoming a
professional health psychologist is discussed. Finally, this
chapter outlines the aims of the textbook and describes how
the book is structured.

This chapter covers:
» The background to health psychology
» What is the biomedical model?
» What are the aims of health psychology?
» What is the future of health psychology?

» How is this book structured?
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THE BACKGROUND TO HEALTH PSYCHOLOGY

During the nineteenth century, modern medicine was established. ‘Man’ (the nineteenth-
century term) was studied using dissection, physical investigations and medical exami-
nations. Darwin's thesis, The Origin of Species, was published in 1856 and described the
theory of evolution. This revolutionary theory identified a place for Man within Nature
and suggested that we were part of nature, that we developed from nature and that we
were biological beings. This was in accord with the biomedical model of medicine, which
studied Man in the same way that other members of the natural world had been studied
in earlier years. This model described human beings as having a biological identity in
common with all other biological beings.

WHAT IS THE BIOMEDICAL MODEL?

The biomedical model of medicine can be understood in terms of its answers to the
following questions:

B  What causes illness? According to the biomedical model of medicine, diseases either
come from outside the body, invade the body and cause physical changes within the
body, or originate as internal involuntary physical changes. Such diseases may be
caused by several factors such as chemical imbalances, bacteria, viruses and genetic
predisposition.

B Who is responsible for illness? Because illness is seen as arising from biological changes
beyond their control, individuals are not seen as responsible for their illness. They
are regarded as victims of some external force causing internal changes.

B How should illness be treated? The biomedical model regards treatment in terms of
vaccination, surgery, chemotherapy and radiotherapy, all of which aim to change the
physical state of the body.

B Who is responsible for treatment? The responsibility for treatment rests with the
medical profession.

B What is the relationship between health and illness? Within the biomedical model, health
and illness are seen as qualitatively different — you are either healthy or ill, there is no
continuum between the two.

B What is the relationship between the mind and the body? According to the biomedical
model of medicine, the mind and body function independently of each other. This
is comparable to a traditional dualistic model of the mind-body split. From this
perspective, the mind is incapable of influencing physical matter and the mind and
body are defined as separate entities. The mind is seen as abstract and relating to
feelings and thoughts, and the body is seen in terms of physical matter such as skin,
muscles, bones, brain and organs. Changes in the physical matter are regarded as
independent of changes in state of mind.

B What is the role of psychology in health and illness? Within traditional biomedicine,
illness may have psychological consequences, but not psychological causes.



AN INTRODUCTION TO HEALTH PSYCHOLOGY 3

For example, cancer may cause unhappiness but mood is not seen as related to either
the onset or progression of the cancer.

THE TWENTIETH CENTURY

Throughout the twentieth century, there were challenges to some of the underlying
assumptions of biomedicine. These developments have included the emergence of
psychosomatic medicine, behavioural health, behavioural medicine and, most recently,
health psychology. These different areas of study illustrate an increasing role for
psychology in health and a changing model of the relationship between the mind
and body.

Psychosomatic medicine

The earliest challenge to the biomedical model was psychosomatic medicine. This was
developed at the beginning of the twentieth century in response to Freud's analysis of
the relationship between the mind and physical illness. At the turn of the century, Freud
described a condition called ‘hysterical paralysis’, whereby patients presented with
paralysed limbs with no obvious physical cause and in a pattern that did not reflect
the organization of nerves. Freud argued that this condition was an indication of the
individual’s state of mind and that repressed experiences and feelings were expressed in
terms of a physical problem. This explanation indicated an interaction between mind
and body and suggested that psychological factors may not only be consequences of
illness but may contribute to its cause.

Behavioural health

Behavioural health again challenged the biomedical assumptions of a separation of
mind and body. Behavioural health was described as being concerned with the main-
tenance of health and prevention of illness in currently healthy individuals through
the use of educational inputs to change behaviour and lifestyle. The role of behaviour
in determining the individual's health status indicates an integration of the mind
and body.

Behavioural medicine

A further discipline that challenged the biomedical model of health was behavioural
medicine, which has been described by Schwartz and Weiss (1977) as being an amalgam
of elements from the behavioural science disciplines (psychology, sociology, health edu-
cation) and which focuses on health care, treatment and illness prevention. Behavioural
medicine was also described by Pomerleau and Brady (1979) as consisting of methods
derived from the experimental analysis of behaviour, such as behaviour therapy and
behaviour modification, and involved in the evaluation, treatment and prevention
of physical disease or physiological dysfunction (e.g. essential hypertension, addictive
behaviours and obesity). It has also been emphasized that psychological problems such
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as neurosis and psychosis are not within behavioural medicine unless they contribute
to the development of illness. Behavioural medicine therefore included psychology
in the study of health and departed from traditional biomedical views of health by
not only focusing on treatment, but also focusing on prevention and intervention. In
addition, behavioural medicine challenged the traditional separation of the mind and
the body.

Health psychology

Health psychology is probably the most recent development in this process of including
psychology into an understanding of health. It was described by Matarazzo as the

aggregate of the specific educational, scientific and professional contribution of the discipline
of psychology to the promotion and maintenance of health, the promotion and treatment of
illness and related dysfunction.

(Matarazzo 1980: 815)

Health psychology again challenges the mind-body split by suggesting a role for the
mind in both the cause and treatment of illness but differs from psychosomatic medicine,
behavioural health and behavioural medicine in that research within health psychology
is more specific to the discipline of psychology.

Health psychology can be understood in terms of the same questions that were asked
of the biomedical model:

B What causes illness? Health psychology suggests that human beings should be
seen as complex systems and that illness is caused by a multitude of factors and not
by a single causal factor. Health psychology therefore attempts to move away from a
simple linear model of health and claims that illness can be caused by a combination
of biological (e.g. a virus), psychological (e.g. behaviours, beliefs) and social (e.g.
employment) factors. This approach reflects the biopsychosocial model of health and
illness, which was developed by Engel (1977, 1980) and is illustrated in Figure 1.1.
The biopsychosocial model represented an attempt to integrate the psychological (the
‘psycho’) and the environmental (the ‘social’) into the traditional biomedical (the
‘bio’) model of health as follows: (1) The bio contributing factors included genetics,
viruses, bacteria and structural defects. (2) The psycho aspects of health and illness
were described in terms of cognitions (e.g. expectations of health), emotions (e.g. fear
of treatment), and behaviours (e.g. smoking, diet, exercise or alcohol consumption).

Bio: Psycho: Social:
e Viruses ® Behaviour e Class
e Bacterias “ e Beliefs “ ° Employment
e | esions e Coping e Ethnicity
e Stress
* Pain

m The biopsychosocial model of health and illness (after Engel 1977, 1980)
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(3) The social aspects of health were described in terms of social norms of behaviour
(e.g. the social norm of smoking or not smoking), pressures to change behaviour (e.g.
peer group expectations, parental pressure), social values on health (e.g. whether
health was regarded as a good or a bad thing), social class and ethnicity.

Who is responsible for illness? Because illness is regarded as a result of a combination
of factors, the individual is no longer simply seen as a passive victim. For example, the
recognition of a role for behaviour in the cause of illness means that the individual
may be held responsible for their health and illness.

How should illness be treated? According to health psychology, the whole person should
be treated, not just the physical changes that have taken place. This can take the
form of behaviour change, encouraging changes in beliefs and coping strategies and
compliance with medical recommendations.

Who is responsible for treatment? Because the whole person is treated, not just their
physical illness, the patient is therefore in part responsible for their treatment. This
may take the form of responsibility to take medication, responsibility to change beliefs
and behaviour. They are not seen as a victim.

What is the relationship between health and illness? From this perspective, health and
illness are not qualitatively different, but exist on a continuum. Rather than being
either healthy or ill, individuals progress along this continuum from healthiness to
illness and back again.

What is the relationship between the mind and body? The twentieth century has seen a
challenge to the traditional separation of mind and body suggested by a dualistic
model of health and illness, with an increasing focus on an interaction between the
mind and the body. This shift in perspective is reflected in the development of a
holistic or a whole person approach to health. Health psychology therefore maintains
that the mind and body interact. However, although this represents a departure from
the traditional medical perspective, in that these two entities are seen as influencing
each other, they are still categorized as separate — the existence of two different terms
(the mind/the body) suggests a degree of separation and ‘interaction’ can only occur
between distinct structures.

What is the role of psychology in health and illness? Health psychology regards psycho-
logical factors not only as possible consequences of illness but as contributing to
its aetiology. Health Psychologists considers both a direct and indirect association
between psychology and health. The direct pathway is reflected in the physiological
literature and is illustrated by research exploring the impact of stress on illnesses
such as coronary heart disease and cancer. From this perspective the way a person
experiences their life (‘T am feeling stressed’) has a direct impact upon their body
which can change their health status. The indirect pathway is reflected more in the
behavioural literature and is illustrated by research exploring smoking, diet, exercise
and sexual behaviour. From this perspective, the ways a person thinks (‘I am feeling
stressed’) influences their behaviour (‘I will have a cigarette’) which in turn
can impact upon their health. The direct and indirect pathways are illustrated in
Figure 1.2.
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Psychological factors

‘I am feeling stressed’
‘I value my health’

‘I am healthy’
Health status

Indirect
pathway

Direct pathway

Smoking
Drinking
Eating
Screening
Exercise
Sex

m Psychology and health: direct and indirect pathways

WHAT ARE THE AIMS OF HEALTH PSYCHOLOGY?

Health psychology emphasizes the role of psychological factors in the cause, progression
and consequences of health and illness. The aims of health psychology can be divided
into (1) understanding, explaining, developing and testing theory and (2) putting this
theory into practice.

1 Health psychology aims to understand, explain, develop and test theory by:

(a) Evaluating the role of behaviour in the aetiology of illness. For example:

B Coronary heart disease is related to behaviours such as smoking, food intake,
lack of exercise.

B Many cancers are related to behaviours such as diet, smoking, alcohol and
failure to attend for screening or health check-ups.

B A stroke is related to smoking, cholesterol and high blood pressure.

B An often overlooked cause of death is accidents. These may be related to
alcohol consumption, drugs and careless driving.

(b) Predicting unhealthy behaviours. For example:
B Smoking, alcohol consumption and high fat diets are related to beliefs.
B Beliefs about health and illness can be used to predict behaviour.

(c) Evaluating the interaction between psychology and physiology. For example:
B The experience of stress relates to appraisal, coping and social support.
B Stress leads to physiological changes which can trigger or exacerbate illness.
B Pain perception can be exacerbated by anxiety and reduced by distraction.

(d) Understanding the role of psychology in the experience of illness. For example:
B Understanding the psychological consequences of illness could help to
alleviate symptoms such as pain, nausea and vomiting.
B Understanding the psychological consequences of illness could help alleviate
psychological symptoms such as anxiety and depression.
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(e) Evaluating the role of psychology in the treatment of illness. For example:
m If psychological factors are important in the cause of illness they may also
have a role in its treatment.
B Changing behaviour and reducing stress could reduce the chances of a further
heart attack.
B Treatment of the psychological consequences of illness may have an impact on
longevity.

2 Health psychology also aims to put theory into practice. This can be implemented by:

(a) Promoting healthy behaviour. For example:
B Understanding the role of behaviour in illness can allow unhealthy behaviours
to be targeted.
B Understanding the beliefs that predict behaviours can allow these beliefs to be
targeted.
B Understanding beliefs can help these beliefs to be changed.

(b) Preventing illness. For example:
B Changing beliefs and behaviour could prevent illness onset.
B Modifying stress could reduce the risk of a heart attack.
B Behavioural interventions during illness (e.g. stopping smoking after a heart
attack) may prevent further illness.
B Training health professionals to improve their communication skills and to
carry out interventions may help to prevent illness.

WHAT IS THE FUTURE OF HEALTH PSYCHOLOGY?

Health psychology is an expanding area in the UK, across Europe, in Australia and New
Zealand and in the USA. For many students this involves taking a health psychology
course as part of their psychology degree. For some students health psychology plays a
part of their studies for other allied disciplines, such as medicine, nursing, health studies
and dentistry. However, in addition, to studying health psychology at this preliminary
level, an increasing number of students carry out higher degrees in health psychology as
a means to develop their careers within this field. This has resulted in a range of debates
about the future of health psychology and the possible roles for a health psychologist.
To date these debates have highlighted two possible career pathways: the clinical health
psychologist and the professional health psychologist.

The clinical health psychologist

A clinical health psychologist has been defined as someone who merges ‘clinical
psychology with its focus on the assessment and treatment of individuals in distress . . .
and the content field of health psychology’ (Belar and Deardorff 1995). In order to
practise as a clinical health psychologist, it is generally accepted that someone would first
gain training as a clinical psychologist and then later acquire an expertise in health
psychology, which would involve an understanding of the theories and methods of
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health psychology and their application to the health care setting (Johnston and
Kennedy 1998). A trained clinical health psychologist would tend to work within the
field of physical health, including stress and pain management, rehabilitation for
patients with chronic illnesses (e.g. cancer, HIV or cardiovascular disease) or the develop-
ment of interventions for problems such as spinal cord injury and disfiguring surgery.

A professional health psychologist

A professional health psychologist is someone who is trained to an acceptable standard in
health psychology and works as a health psychologist. Within the UK, the British Psycho-
logical Society has recently sanctioned the term ‘Chartered Health Psychologist’. Across
Europe, Australasia and the USA, the term ‘professional health psychologist’ or simply
‘health psychologist’ is used (Marks et al. 1998). Although still being considered by a
range of committees, it is now generally agreed that a professional health psychologist
should have competence in three areas: research, teaching and consultancy. In addition,
they should be able to show a suitable knowledge base of academic health psychology
normally by completing a higher degree in health psychology. Having demonstrated
that they meet the required standards, a professional/chartered health psychologist
could work as an academic within the higher education system, within the health
promotion setting, within schools or industry, and/or work within the health service.
The work could include research, teaching and the development and evaluation of
interventions to reduce risk-related behaviour.

WHAT ARE THE AIMS OF THIS BOOK?

Health psychology is an expanding area in terms of teaching, research and practice.
Health psychology teaching occurs at both the undergraduate and postgraduate level and
is experienced by both mainstream psychology students and those studying other health-
related subjects. Health psychology research also takes many forms. Undergraduates are
often expected to produce research projects as part of their assessment, and academic
staff and research teams carry out research to develop and test theories and to explore
new areas. Such research often feeds directly into practice, with intervention programmes
aiming to change the factors identified by research. This book aims to provide a com-
prehensive introduction to the main topics of health psychology. The book will focus
on psychological theory supported by research. In addition, how these theories can be
turned into practice will also be described. This book is now supported by a compre-
hensive website which includes teaching supports such as lectures and assessments.

A note on theory and health psychology

Health psychology draws upon a range of psychological perspectives for its theories. For
example, it uses learning theory with its emphasis on associations and modelling, social
cognition theories with their emphasis on beliefs and attitudes, stage theories with their
focus on change and progression, decision-making theory highlighting a cost benefit
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analysis and the role of hypothesis testing and physiological theories with their interest
in biological processes and their links with health. Further, it utilizes many key psycho-
logical concepts such as stereotyping, self-identity, risk perception, self-efficacy and
addiction. This book describes many of these theories and explores how they have been
used to explain health status and health related behaviours. Some of these theories have
been used across all aspects of health psychology such as social cognition models and
stage theories. These theories are therefore described in detail in Chapter 2. In contrast,
other theories and constructs have tended to be used to study specific behaviours. These
are therefore described within each specific chapter. However, as cross-fertilization is
often the making of good research, many of these theories could also be applied to other
areas.

A note on methodology and health psychology

Health psychology also uses a range of methodologies. It uses quantitative methods
in the form of surveys, randomized control trials, experiments and case control studies.
It also uses qualitative methods such as interviews and focus groups and researchers
analyse their data uses approaches such as discourse analysis, interpretative phenomo-
logical analysis (IPA) and grounded theory. A separate chapter on methodology has not
been included as there are many comprehensive texts which cover methods in detail. The
aim of this book is to illustrate this range of methods and approaches to data analysis
through the choice of examples described throughout each chapter.

THE CONTENTS OF THIS BOOK

Health psychology focuses on the indirect pathway between psychology, and health
emphasizes the role that beliefs and behaviours play in health and illness. The contents of
the first half of this book reflect this emphasis and illustrate how different sets of beliefs
relate to behaviours and how both these factors are associated with illness.

Chapters 2—4 emphasize beliefs. Chapter 2 examines changes in the causes of death
over the twentieth century and why this shift suggests an increasing role for beliefs
and behaviours. The chapter then assesses theories of health beliefs and the models
that have been developed to describe beliefs and predict behaviour. Chapter 3 examines
beliefs individuals have about illness and Chapter 4 examines health professionals’ health
beliefs in the context of doctor—patient communication.

Chapters 5-9 examine health-related behaviours and illustrate many of the theories
and constructs which have been applied to specific behaviours. Chapter 5 describes
theories of addictive behaviours and the factors that predict smoking and alcohol
consumption. Chapter 6 examines theories of eating behaviour drawing upon develop-
mental models, cognitive theories and the role of weight concern. Chapter 7 describes
the literature on exercise behaviour both in terms of its initiation and methods to
encourage individuals to continue exercising. Chapter 8 examines sexual behaviour and
the factors that predict self-protective behaviour both in terms of pregnancy avoidance
and in the context of HIV. Chapter 9 examines screening as a health behaviour and
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assesses the psychological factors that relate to whether or not someone attends for a
health check and the psychological consequences of screening programmes.

Health psychology also focuses on the direct pathway between psychology and
health and this is the focus for the second half of the book. Chapter 10 examines
research on stress in terms of its definition and measurement and Chapter 11 assesses
the links between stress and illness via changes in both physiology and behaviour
and the role of moderating variables. Chapter 12 focuses on pain and evaluates the
psychological factors in exacerbating pain perception and explores how psychological
interventions can be used to reduce pain and encourage pain acceptance. Chapter 13
specifically examines the interrelationships between beliefs, behaviour and health using
the example of placebo effects. Chapters 14 and 15 further illustrate this interrelation-
ship in the context of illness, focusing on HIV and cancer (Chapter 14) and obesity and
coronary heart disease (Chapter 15). Chapter 16 explores the problems with measuring
health status and the issues surrounding the measurement of quality of life.

Finally, Chapter 17 examines some of the assumptions within health psychology
that are described throughout the book.

THE STRUCTURE OF THIS BOOK

This book takes the format of a complete course in health psychology. Each chapter could
be used as the basis for a lecture and/or reading for a lecture and consists of the following
features:

A chapter overview, which outlines the content and aims of the chapter.

A set of questions for seminar discussion or essay titles.

Recommendations for further reading.

Diagrams to illustrate the models and theories discussed within the text.

A ‘focus on research’ section, which aims to illustrate two aspects of health
psychology: (1) ‘testing a theory’, which examines how a theory can be turned into
a research project with a description of the background, methods used (including
details of measures), results and conclusions for each paper chosen; and (2) ‘putting
theory into practice’, which examines how a theory can be used to develop an inter-
vention. Each ‘focus on research’ section takes one specific paper that has been
chosen as a good illustration of either theory testing or practical implications.

B An ‘assumptions in health psychology’ section, which examines some of the assump-
tions that underlie both the research and practice in health psychology, such as
the role of methodology and the relationship between the mind and body. These
assumptions are addressed together in Chapter 17.

In addition, there is a glossary at the end of the book, which describes terms within
health psychology relating to methodology.
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QUESTIONS

To what extent does health psychology challenge the assumptions of the
biomedical model of health and illness?

Discuss the interactions described by the biopsychosocial model of health.
Discuss the role of the whole person in health psychology.

What are the implications of health psychology for the mind—-body debate?
Design a research study to evaluate the role of the biopsychosocial model in
predicting an illness of your choice.

FOR DISCUSSION

Consider the last time you were ill (e.g. flu, headache, cold, etc.). Discuss the extent
to which factors other than biological ones may have contributed to your illness.

FURTHER READING

Carroll, D., Bennett, P. and Davey Smith, G. (1993) Socio-economic health
inequalities: their origins and implications, Psychology and Health, 8: 295-316.
This paper discusses the problematic relationship between inequality and
health status and illustrates an integration of psychological factors with the
wider social world.

Johnston, M. and Weinman, J. (1995) Health Psychology, in British Psychological
Society: Professional Psychology Handbook, pp. 61-8. Leicester: BPS Books.
This chapter describes the different skills of a health psychologist, where they
might be employed and the types of work they might be involved in.

Kaplan, R.M. (1990) Behaviour as the central outcome in health care, American
Psychologist, 45: 1211-20.

This paper provides an interesting discussion about the aims of health
psychology and suggests that rather than focusing on biological outcomes,
such as longevity and cell pathology, researchers should aim to change
behaviour and should therefore evaluate the success of any interventions on the
basis of whether this aim has been achieved.

Maes, S. and Kittel, F. (1990) Training research health psychologists, Psychology
and Health, 4: 39-50.

This paper discusses the interrelationship between research, theory and
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Changes in causes of death throughout the twentieth century
can in part be explained in terms of changes of behaviour-
related illnesses, such as coronary heart disease, cancers
and HIV. This chapter first examines lay theories of health and
then explores theories of health behaviours and the extent to
which health behaviours can be predicted by health beliefs
such as the attributions about causes of health and
behaviour, perceptions of risk and the stages of change
model. In particular, the chapter describes the integration of
these different types of health beliefs in the form of models
(health belief model, protection motivation theory, theory of
reasoned action, theory of planned behaviour, health action
process approach). It explores problems with these models
and describes studies that address the gap between
behavioural intentions and actual behaviour. Finally, the
chapter explores how these theories can be used for

developing interventions designed to change behaviour.

What are health behaviours?

Why study health behaviours?

Lay theories about health

What factors predict health behaviours?
Social cognition models

Problems with social cognition models

The intention-behaviour gap

Developing theory based interventions
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WHAT ARE HEALTH BEHAVIOURS?

Kasl and Cobb (1966) defined three types of health-related behaviours. They suggested
that:

B a health behaviour was a behaviour aimed to prevent disease (e.g. eating a healthy
diet);

B an illness behaviour was a behaviour aimed to seek remedy (e.g. going to the
doctor);

B a sick role behaviour was any activity aimed to get well (e.g. taking prescribed
medication, resting).

Health behaviours were further defined by Matarazzo (1984) in terms of either:

B health impairing habits, which he called ‘behavioural pathogens’ (e.g. smoking, eating
a high fat diet), or

B health protective behaviours, which he defined as ‘behavioural immunogens’ (e.g.
attending a health check).

In short, Matarazzo distinguished between those behaviours that have a negative
effect (the behavioural pathogens, such as smoking, eating foods high in fat, drinking
large amounts of alcohol) and those behaviours that may have a positive effect (the
behavioural immunogens, such as tooth brushing, wearing seat belts, seeking health
information, having regular check-ups, sleeping an adequate number of hours per
night).

Generally health behaviours are regarded as behaviours that are related to the health
status of the individual.

WHY STUDY HEALTH BEHAVIOURS?

Over the past century health behaviours have played an increasingly important role in
health and illness. This relationship has been highlighted by McKeown (1979).

McKeown’s thesis

The decline of infectious diseases

In his book The Role of Medicine, Thomas McKeown (1979) examined the impact of
medicine on health since the seventeenth century. In particular, he evaluated the widely
held assumptions about medicine’s achievements and the role of medicine in reducing
the prevalence and incidence of infectious illnesses, such as tuberculosis, pneumonia,
measles, influenza, diphtheria, smallpox and whooping cough. McKeown argued that
the commonly held view was that the decline in illnesses, such as tuberculosis, measles,
smallpox and whooping cough, was related to medical interventions such as
chemotherapy and vaccinations; for example, that antibiotics were responsible for the
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decline in illnesses such as pneumonia and influenza. He showed, however, that the
reduction in such illnesses was already underway before the development of the relevant
medical interventions. This is illustrated in Figure 2.1 for tuberculosis.

McKeown therefore claimed that the decline in infectious diseases seen throughout
the past three centuries is best understood not in terms of medical intervention, but in
terms of social and environmental factors. He argued that:

The influences which led to [the] predominance [of infectious diseases] from the time of the first
agricultural revolution 10,000 years ago were insufficient food, environmental hazards and
excessive numbers and the measures which led to their decline from the time of the modern
Agricultural and Industrial revolutions were predictably improved nutrition, better hygiene and
contraception.

(McKeown 1979: 117)

The role of behaviour

McKeown also examined health and illness throughout the twentieth century. He argued
that contemporary illness is caused by ‘influences . . . which the individual determines by
his own behaviour (smoking, eating, exercise, and the like)’ (McKeown 1979: 118) and
claimed that ‘it is on modification of personal habits such as smoking and sedentary
living that health primarily depends’ (McKeown 1979: 124). To support this thesis,
McKeown examined the main causes of death in affluent societies and observed that
most dominant illnesses, such as lung cancer, coronary heart disease, cirrhosis of the
liver, are caused by behaviours.

Behaviour and mortality

It has been suggested that 50 per cent of mortality from the ten leading causes of death
is due to behaviour. This indicates that behaviour and lifestyle have a potentially major
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effect on longevity. For example, Doll and Peto (1981) reported estimates of the role of
different factors as causes for all cancer deaths. They estimated that tobacco consumption
accounts for 30 per cent of all cancer deaths, alcohol — 3 per cent, diet — 35 per cent, and
reproductive and sexual behaviour — 7 per cent. Accordingly, approximately 75 per cent
of all deaths due to cancer are related to behaviour. More specifically, lung cancer, which
is the most common form of cancer, accounts for 36 per cent of all cancer deaths in men
and 15 per cent in women in the UK. It has been calculated that 90 per cent of all lung
cancer mortality is attributable to cigarette smoking, which is also linked to other ill-
nesses such as cancers of the bladder, pancreas, mouth, larynx and oesophagus and
coronary heart disease. The impact of smoking on mortality was shown by McKeown
when he examined changes in life expectancies in males from 1838 to 1970. His data are
shown in Figure 2.2, which indicate that the increase in life expectancy shown in non-
smokers is much reduced in smokers. The relationship between mortality and behaviour
is also illustrated by bowel cancer, which accounts for 11 per cent of all cancer deaths in
men and 14 per cent in women. Research suggests that bowel cancer is linked to
behaviours such as a diet high in total fat, high in meat and low in fibre.

12+
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Longevity: Cross-cultural differences

The relationship between behaviour and mortality can also be illustrated by the
longevity of people in different countries. For example, in the USA and the UK, only
three people out of every 100,000 live to be over 100. However, in Georgia, among
the Abkhazians, 400 out of every 100,000 live to be over 100, and the oldest
recorded Abkhazian is 170 (although this is obviously problematic in terms of the
validity of any written records in the early 1800s). Weg (1983) examined the
longevity of the Abkhazians and suggested that their longevity relative to that in
other countries was due to a combination of biological, lifestyle and social factors
including:

genetics;

maintaining vigorous work roles and habits;

a diet low in saturated fat and meat and high in fruit and vegetables;
no alcohol or nicotine;

high levels of social support;

low reported stress levels.

Analysis of this group of people suggests that health behaviours may be related to
longevity and are therefore worthy of study. However, such cross-sectional studies are
problematic to interpret, particularly in terms of the direction of causality: Does the
lifestyle of the Abkhazians cause their longevity or is it a product of it?

Longevity: The work of Belloc and Breslow

Belloc and Breslow (1972), Belloc (1973) and Breslow and Enstrom (1980) examined
the relationship between mortality rates and behaviour among 7000 people. They
concluded from this correlational analysis that seven behaviours were related to health
status. These behaviours were:

sleeping 7—8 hours a day;

having breakfast every day;

not smoking;

rarely eating between meals;

being near or at prescribed weight;

o O A ON =

having moderate or no use of alcohol;

taking regular exercise.

The sample was followed up over five-and-a-half and ten years in a prospective study and
the authors reported that these seven behaviours were related to mortality. In addition,
they suggested for people aged over 75 who carried out all of these health behaviours,
health was comparable to those aged 35-44 who followed less than three.

Health behaviours seem to be important in predicting mortality and the longevity
of individuals. Health psychologists have therefore attempted to understand and predict
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health-related behaviours. Some of this research has used qualitative methods to explore
and understand ‘lay theories’ and the ways in which people make sense of their health.
Other research has used quantitative methods in order to describe and predict health
behaviours.

LAY THEORIES ABOUT HEALTH

Such research has examined lay theories about health and has tended to use a qualitative
methodology rather than a quantitative one.

In particular medical sociologists and social anthropologists have examined beliefs
about health in terms of lay theories or lay representations. Using in-depth interviews to
encourage subjects to talk freely, studies have explored the complex and elaborate beliefs
that individuals have. Research in this area has shown that these lay theories are at least as
elaborate and sophisticated as medicine’s own explanatory models, even though they
may be different. For example, medicine describes upper respiratory tract infections such
as the common cold as self-limiting illnesses caused by viruses. However, Helman (1978)
in his paper, ‘Feed a cold starve a fever’, explored how individuals make sense of the
common cold and other associated problems and reported that such illnesses were ana-
lysed in terms of the dimensions hot—cold, wet—dry with respect to their aetiology and
possible treatment. In one study, Pill and Stott (1982) reported that working-class mothers
were more likely to see illness as uncontrollable and to take a more fatalistic view of their
health. In one study, Graham (1987) reported that, although women who smoke are
aware of all the health risks of smoking, they report that smoking is necessary to their
well-being and an essential means for coping with stress (see Chapter 4 for a further
discussion of what people think health is). Lay theories have obvious implications for
interventions by health professionals; communication between health professional and
patient would be impossible if the patient held beliefs about their health that were in conflict
with those held by the professional (see Chapter 4 for a discussion of communication).

PREDICTING HEALTH BEHAVIOURS

Much research has used quantitative methods to explore and predict health behaviours.
For example, Kristiansen (1985) carried out a correlational study looking at the seven
health behaviours defined by Belloc and Breslow (1972) and their relationship to a set
of beliefs. She reported that these seven health behaviours were correlated with (1) a
high value on health; (2) a belief in world peace; and (3) a low value on an exciting
life. Obviously there are problems with defining these different beliefs, but the study
suggested that it is perhaps possible to predict health behaviours.

Leventhal et al. (1985) described factors that they believed predicted health behaviours:

social factors, such as learning, reinforcement, modelling and social norms;

genetics, suggesting that perhaps there was some evidence for a genetic basis for
alcohol use;
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emotional factors, such as anxiety, stress, tension and fear;
perceived symptoms, such as pain, breathlessness and fatigue;

the beliefs of the patient;

the beliefs of the health professionals.

Leventhal et al. suggested that a combination of these factors could be used to predict
and promote health-related behaviour.

In fact, most of the research that has aimed to predict health behaviours has
emphasized beliefs. Approaches to health beliefs include attribution theory, the health
locus of control, unrealistic optimism and the stages of change model.

Attribution theory

The development of attribution theory

The origins of attribution theory can be found in the work of Heider (1944, 1958),
who argued that individuals are motivated to see their social world as predictable and
controllable — that is, a need to understand causality. Kelley (1967, 1971) developed
these original ideas and proposed a clearly defined attribution theory suggesting that
attributions about causality were structured according to causal schemata made up of
the following criteria:

B Distinctiveness: the attribution about the cause of a behaviour is specific to the
individual carrying out the behaviour.

Consensus: the attribution about the cause of a behaviour would be shared by others.

m Consistency over time: the same attribution about causality would be made at any
other time.

m  Consistency over modality: the same attribution would be made in a different situation.

Kelley argued that attributions are made according to these different criteria and that
the type of attribution made (e.g. high distinctiveness, low consensus, low consistency
over time, low consistency over modality) determine the extent to which the cause of
a behaviour is regarded as a product of a characteristic internal to the individual or
external (i.e. the environment or situation).

Since its original formulation, attribution theory has been developed extensively and
differentiations have been made between self-attributions (i.e. attributions about one’s
own behaviour) and other attributions (i.e. attributions made about the behaviour of
others). In addition, the dimensions of attribution have been redefined as follows:

B internal versus external (e.g. my failure to get a job is due to my poor performance in
the interview versus the interviewer’s prejudice);

W stable versus unstable (e.g. the cause of my failure to get a job will always be around
versus was specific to that one event);

m  global versus specific (e.g. the cause of my failure to get the job influences other areas
of my life versus only influenced this specific job interview);
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B controllable versus uncontrollable (e.g. the cause of my failure to get a job was
controllable by me versus was uncontrollable by me).

Brickman et al. (1982) have also distinguished between attributions made about the
causes of a problem and attributions made about the possible solution. For example, they
claimed that whereas an alcoholic may believe that he is responsible for becoming an
alcoholic due to his lack of willpower (an attribution for the cause), he may believe that
the medical profession is responsible for making him well again (an attribution for the
solution).

Attributions for health-related behaviours

Attribution theory has been applied to the study of health and health-related behaviour.
Herzlich (1973) interviewed 80 people about the general causes of health and illness
and found that health is regarded as internal to the individual and illness is seen as
something that comes into the body from the external world.

More specifically, attributions about illness may be related to behaviours. For
example, Bradley (1985) examined patients’ attributions for responsibility for their
diabetes and reported that perceived control over illness (‘is the diabetes controllable by
me or a powerful other?’) influenced the choice of treatment by these patients. Patients
could either choose (1) an insulin pump (a small mechanical device attached to the skin,
which provides a continuous flow of insulin); (2) intense conventional treatment; or (3)
a continuation of daily injections. The results indicated that the patients who chose
an insulin pump showed decreased control over their diabetes and increased control
attributed to powerful doctors. Therefore, if an individual attributed their illness
externally and felt that they personally were not responsible for it, they were more likely
to choose the insulin pump and were more likely to hand over responsibility to the
doctors. A further study by King (1982) examined the relationship between attributions
for an illness and attendance at a screening clinic for hypertension. The results demon-
strated that if the hypertension was seen as external but controllable by the individual
then they were more likely to attend the screening clinic (‘T am not responsible for my
hypertension but I can control it").

Health locus of control

The internal versus external dimension of attribution theory has been specifically
applied to health in terms of the concept of a health locus of control. Individuals differ
as to whether they tend to regard events as controllable by them (an internal locus
of control) or uncontrollable by them (an external locus of control). Wallston and
Wallston (1982) developed a measure of the health locus of control which evaluates
whether an individual regards their health as controllable by them (e.g. ‘T am directly
responsible for my health’), whether they believe their health is not controllable by
them and in the hands of fate (e.g. ‘whether T am well or not is a matter of luck’), or
whether they regard their health as under the control of powerful others (e.g. ‘T can
only do what my doctor tells me to do’). Health locus of control has been shown to be
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related to whether an individual changes their behaviour (e.g. gives up smoking) and
to the kind of communication style they require from health professionals. For example,
if a doctor encourages an individual who is generally external to change their life-
style, the individual is unlikely to comply if they do not deem themselves responsible
for their health. The health locus of control is illustrated in Focus on research 9.1
(page 217).

Although, the concept of a health locus of control is intuitively interesting, there are
several problems with it:

B Is health locus of control a state or a trait? (Am I always internal?)
Is it possible to be both external and internal?

Is going to the doctor for help external (the doctor is a powerful other who can make
me well) or internal (I am determining my health status by searching out appropriate
intervention)?

Unrealistic optimism

Weinstein (1983, 1984) suggested that one of the reasons why people continue to
practise unhealthy behaviours is due to inaccurate perceptions of risk and susceptibility
— their unrealistic optimism. He asked subjects to examine a list of health problems and
to state ‘compared to other people of your age and sex, what are your chances of getting
[the problem] greater than, about the same, or less than theirs?’ The results of the study
showed that most subjects believed that they were less likely to get the health problem.
Weinstein called this phenomenon unrealistic optimism as he argued that not everyone
can be less likely to contract an illness. Weinstein (1987) described four cognitive factors
that contribute to unrealistic optimism: (1) lack of personal experience with the problem;
(2) the belief that the problem is preventable by individual action; (3) the belief that if
the problem has not yet appeared, it will not appear in the future; and (4) the belief that
the problem is infrequent. These factors suggest that perception of own risk is not a
rational process.

In an attempt to explain why individuals’ assessment of their risk may go wrong,
and why people are unrealistically optimistic, Weinstein (1983) argued that individuals
show selective focus. He claimed that individuals ignore their own risk-increasing
behaviour (‘I may not always practise safe sex but that’s not important’) and focus
primarily on their risk-reducing behaviour (‘but at least I don’t inject drugs’). He also
argues that this selectivity is compounded by egocentrism; individuals tend to ignore
others’ risk-decreasing behaviour (‘my friends all practise safe sex but that’s irrelevant’).
Therefore, an individual may be unrealistically optimistic if they focus on the times they
use condoms when assessing their own risk and ignore the times they do not and, in
addition, focus on the times that others around them do not practise safe sex and ignore
the times that they do.

In one study, subjects were required to focus on either their risk-increasing (‘unsafe
sex’) or their risk-decreasing behaviour (‘safe sex’). The effect of this on their unrealistic
optimism for risk of HIV was examined (Hoppe and Ogden 1996). Heterosexual subjects
were asked to complete a questionnaire concerning their beliefs about HIV and their
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sexual behaviour. Subjects were allocated to either the risk-increasing or risk-decreasing
condition. Subjects in the risk-increasing condition were asked to complete questions
such as ‘since being sexually active how often have you asked about your partners’ HIV
status?’ It was assumed that only a few subjects would be able to answer that they had
done this frequently, thus making them feel more at risk. Subjects in the risk-decreasing
condition were asked questions such as ‘since being sexually active how often have you
tried to select your partners carefully?’ It was believed that most subjects would answer
that they did this, making them feel less at risk. The results showed that focusing on risk-
decreasing factors increased optimism by increasing perceptions of others’ risk. There-
fore, by encouraging the subjects to focus on their own healthy behaviour (‘I select my
partners carefully’), they felt more unrealistically optimistic and rated themselves as less
at risk compared with those who they perceived as being more at risk.

The stages of change model

The transtheoretical model of behaviour change was originally developed by Prochaska
and DiClemente (1982) as a synthesis of 18 therapies describing the processes involved
in eliciting and maintaining change. It is now more commonly known as the stages
of change model. Prochaska and DiClemente examined these different therapeutic
approaches for common processes and suggested a new model of behaviour change
based on the following stages:

1 Precontemplation: not intending to make any changes.
2 Contemplation: considering a change.

3 Preparation: making small changes.

4 Action: actively engaging in a new behaviour.

5 Maintenance: sustaining the change over time.

These stages, however, do not always occur in a linear fashion (simply moving from
1 to 5) but the theory describes behaviour change as dynamic and not ‘all or nothing’.
For example, an individual may move to the preparation stage and then back to the
contemplation stage several times before progressing to the action stage. Furthermore,
even when an individual has reached the maintenance stage, they may slip back to the
contemplation stage over time.

The model also examines how the individual weighs up the costs and benefits of
a particular behaviour. In particular, its authors argue that individuals at different
stages of change will differentially focus on either the costs of a behaviour (e.g. stopping
smoking will make me anxious in company) or the benefits of the behaviour (e.g.
stopping smoking will improve my health). For example, a smoker at the action (I have
stopped smoking) and the maintenance (for four months) stages tend to focus on the
favourable and positive feature of their behaviour (I feel healthier because I have stopped
smoking), whereas smokers in the precontemplation stage tend to focus on the negative
features of the behaviour (it will make me anxious).

The stages of change model has been applied to several health-related behaviours,
such as smoking, alcohol use, exercise and screening behaviour (e.g. DiClemente et al.
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1991; Marcus et al. 1992). If applied to smoking cessation, the model would suggest the
following set of beliefs and behaviours at the different stages:

1 Precontemplation: ‘T am happy being a smoker and intend to continue smoking’.

2 Contemplation: ‘T have been coughing a lot recently, perhaps I should think about
stopping smoking’.

3 Preparation: ‘T will stop going to the pub and will buy lower tar cigarettes’.

4 Action: ‘T have stopped smoking’.

5 Maintenance: ‘T have stopped smoking for four months now’.

This individual, however, may well move back at times to believing that they will con-
tinue to smoke and may relapse (called the revolving door schema). The stages of change
model is illustrated in Focus on research 5.1, page 115.

The stages of change model is increasingly used both in research and as a basis to
develop interventions that are tailored to the particular stage of the specific person
concerned. For example, a smoker who has been identified as being at the preparation
stage would receive a different intervention to one who was at the contemplation stage.
However, the model has recently been criticized for the following reasons (Weinstein et al.
1998; Sutton 2000, 2002a):

m It is difficult to determine whether behaviour change occurs according to stages
or along a continuum. Researchers describe the difference between linear patterns
between stages which are not consistent with a stage model and discontinuity
patterns which are consistent.

B However, the absence of qualitative differences between stages could either be due
to the absence of stages or because the stages have not been correctly assessed and
identified.

B Changes between stages may happen so quickly as to make the stages unimportant.

Interventions that have been based on the stages of change model may work because
the individual believes that they are receiving special attention, rather than because
of the effectiveness of the model per se.

B Most studies based on the stages of change model use cross-sectional designs
to examine differences between different people at different stages of change.
Such designs do not allow conclusions to be drawn about the role of different
causal factors at the different stages (i.e. people at the preparation stage are
driven forward by different factors than those at the contemplation stage). Experi-
mental and longitudinal studies are needed for any conclusions about causality to be
valid.

B The concept of a ‘stage’ is not a simple one as it includes many variables: current
behaviour, quit attempts, intention to change and time since quitting. Perhaps these
variables should be measured separately.
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Integrating these different health beliefs: developing models

In summary, attribution theory and the health locus of control emphasize attributions
for causality and control, unrealistic optimism focuses on perceptions of susceptibility
and risk and the stages of change model emphasizes the dynamic nature of beliefs,
time and costs and benefits. These different aspects of health beliefs have been integrated
into structured models of health beliefs and behaviour. For simplicity, these models
are often all called social cognition models as they regard cognitions as being shared by
individuals within the same society. However, for the purpose of this chapter these
models will be divided into cognition models and social cognition models in order to
illustrate the varying extent to which the models specifically place cognitions within a
social context.

COGNITION MODELS

Cognition models examine the predictors and precursors to health behaviours. They are
derived from subjective expected utility (SEU) theory (Edwards 1954), which suggested
that behaviours result from a rational weighing up of the potential costs and benefits
of that behaviour. Cognition models describe behaviour as a result of rational informa-
tion processing and emphasize individual cognitions, not the social context of those
cognitions. This section examines the health belief model and the protection motivation
theory.

The health belief model

The health belief model (HBM; see Figure 2.3) was developed initially by Rosenstock
(1966) and further by Becker and colleagues throughout the 1970s and 1980s in order
to predict preventive health behaviours and also the behavioural response to treatment
in acutely and chronically ill patients. However, over recent years, the health belief model
has been used to predict a wide variety of health-related behaviours.

Components of the HBM

The HBM predicts that behaviour is a result of a set of core beliefs, which have been
redefined over the years. The original core beliefs are the individual’s perception of:

B susceptibility to illness (e.g. ‘my chances of getting lung cancer are high’);

B the severity of the illness (e.g. ‘lung cancer is a serious illness’);

B the costs involved in carrying out the behaviour (e.g. ‘stopping smoking will make me
irritable’);

B the benefits involved in carrying out the behaviour (e.g. ‘stopping smoking will save
me money’);

B cues to action, which may be internal (e.g. the symptom of breathlessness), or
external (e.g. information in the form of health education leaflets).
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The HBM suggests that these core beliefs should be used to predict the likelihood that a
behaviour will occur. In response to criticisms the HBM has been revised originally to add
the construct ‘health motivation’ to reflect an individual’s readiness to be concerned
about health matters (e.g. ‘I am concerned that smoking might damage my health’).
More recently, Becker and Rosenstock (1987) have also suggested that perceived control
(e.g. ‘T am confident that I can stop smoking’) should be added to the model.

Using the HBM

If applied to a health-related behaviour such as screening for cervical cancer, the
HBM predicts regular screening for cervical cancer if an individual perceives that she is
highly susceptible to cancer of the cervix, that cervical cancer is a severe health threat,
that the benefits of regular screening are high, and that the costs of such action are
comparatively low. This will also be true if she is subjected to cues to action that are
external, such as a leaflet in the doctor’s waiting room, or internal, such as a symptom
perceived to be related to cervical cancer (whether correct or not), such as pain or
irritation. When using the new amended HBM, the model would also predict that a
woman would attend for screening if she is confident that she can do so and if she is
motivated to maintain her health. Using the HBM to predict screening behaviour
is described in Focus on research 9.1, page 217.

Support for the HBM

Several studies support the predictions of the HBM. Research indicates that dietary
compliance, safe sex, having vaccinations, making regular dental visits and taking part
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in regular exercise programmes are related to the individual’s perception of susceptibility
to the related health problem, to their belief that the problem is severe and their percep-
tion that the benefits of preventive action outweigh the costs (e.g. Becker 1974; Becker
et al. 1977; Becker and Rosenstock 1984).

Research also provides support for individual components of the model. Norman
and Fitter (1989) examined health screening behaviour and found that perceived bar-
riers are the greatest predictors of clinic attendance. Several studies have examined
breast self-examination behaviour and report that barriers (Lashley 1987; Wyper
1990) and perceived susceptibility (Wyper 1990) are the best predictors of healthy
behaviour.

Research has also provided support for the role of cues to action in predicting
health behaviours, in particular external cues such as informational input. In fact,
health promotion uses such informational input to change beliefs and consequently
promote future healthy behaviour. Information in the form of fear-arousing warnings
may change attitudes and health behaviour in such areas as dental health, safe
driving and smoking (e.g. Sutton 1982; Sutton and Hallett 1989). General information
regarding the negative consequences of a behaviour is also used both in the prevention
and cessation of smoking behaviour (e.g. Sutton 1982; Flay 1985). Health information
aims to increase knowledge and several studies report a significant relationship between
illness knowledge and preventive health behaviour. Rimer et al. (1991) report that
knowledge about breast cancer is related to having regular mammograms. Several
studies have also indicated a positive correlation between knowledge about breast self-
examination (BSE) and breast cancer and performing BSE (Alagna and Reddy 1984;
Lashley 1987; Champion 1990). One study manipulated knowledge about pap tests for
cervical cancer by showing subjects an informative videotape and reported that the
resulting increased knowledge was related to future healthy behaviour (O'Brien and
Lee 1990).

Conflicting findings

However, several studies have reported conflicting findings. Janz and Becker (1984)
found that healthy behavioural intentions are related to low perceived severity, not high
as predicted, and several studies have suggested an association between low susceptibility
(not high) and healthy behaviour (Becker et al. 1975; Langlie 1977). Hill et al. (1985)
applied the HBM to cervical cancer, to examine which factors predicted cervical screen-
ing behaviour. The results suggested that barriers to action was the best predictor of
behavioural intentions and that perceived susceptibility to cervical cancer was also sig-
nificantly related to screening behaviour. However, benefits and perceived severity were
not related. Janz and Becker (1984) carried out a study using the health belief model and
found that the best predictors of health behaviour are perceived barriers and perceived
susceptibility to illness. However, Becker and Rosenstock (1984) in a review of 19 studies
using a meta-analysis that included measures of the health belief model to predict
compliance, calculated that the best predictors of compliance are the costs and benefits
and the perceived severity.
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Criticisms of the HBM

The HBM has been criticized for these conflicting results. It has also been criticized for
several other weaknesses, including:

m Its focus on the conscious processing of information (for example, is tooth-brushing
really determined by weighing up the pros and cons?);

B [ts emphasis on the individual (for example, what role does the social and economic
environment play?);

B The interrelationship between the different core beliefs (for example, how should
these be measured and how should they be related to each other? Is the model linear
or multifactorial?);

B The absence of a role for emotional factors such as fear and denial;

It has been suggested that alternative factors may predict health behaviour, such as
outcome expectancy and self-efficacy (Seydel et al. 1990; Schwarzer 1992);

B Schwarzer (1992) has further criticized the HBM for its static approach to health
beliefs and suggests that within the HBM, beliefs are described as occurring
simultaneously with no room for change, development or process;

B Leventhal et al. (1985) have argued that health-related behaviour is due to the
perception of symptoms rather than to the individual factors as suggested by
the HBM.

Although there is much contradiction in the literature surrounding the HBM,
research has used aspects of this model to predict screening for hypertension, screening
for cervical cancer, genetic screening, exercise behaviour, decreased alcohol use, changes
in diet and smoking cessation.

The protection motivation theory

Rogers (1975, 1983, 1985) developed the protection motivation theory (PMT) (see
Figure 2.4), which expanded the HBM to include additional factors.

Components of the PMT

The original protection motivation theory claimed that health-related behaviours are a
product of four components:

1 Severity (e.g. ‘Bowel cancer is a serious illness’);

2 Susceptibility (e.g. ‘My chances of getting bowel cancer are high’);

3 Response effectiveness (e.g. ‘Changing my diet would improve my health’);

4 Self-efficacy (e.g. ‘T am confident that I can change my diet’).

These components predict behavioural intentions (e.g. ‘T intend to change my behaviour’),

which are related to behaviour. Rogers (1985) has also suggested a role for a fifth com-
ponent, fear (e.g. an emotional response), in response to education or information.
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The PMT describes severity, susceptibility and fear as relating to threat appraisal (i.e.
appraising to outside threat) and response effectiveness and self-efficacy as relating to
coping appraisal (i.e. appraising the individual themselves). According to the PMT, there
are two types of sources of information, environmental (e.g. verbal persuasion, obser-
vational learning) and intrapersonal (e.g. prior experience). This information influences
the five components of the PMT (self-efficacy, response effectiveness, severity, susceptibil-
ity, fear), which then elicit either an ‘adaptive’ coping response (i.e. behavioural inten-
tion) or a ‘maladaptive’ coping response (e.g. avoidance, denial).

Using the PMT

If applied to dietary change, the PMT would make the following predictions: information
about the role of a high fat diet in coronary heart disease would increase fear; increase
the individual’s perception of how serious coronary heart disease was (perceived severity);
and increase their belief that they were likely to have a heart attack (perceived suscepti-
bility/susceptibility). If the individual also felt confident that they could change their
diet (self-efficacy) and that this change would have beneficial consequences (response
effectiveness), they would report high intentions to change their behaviour (behavioural
intentions). This would be seen as an adaptive coping response to the information. The
PMT is illustrated in Focus on research 2.1, below.

FOCUS ON RESEARCH 2.1: TESTING A THEORY -
PREDICTING SEXUAL BEHAVIOUR

A study to predict sexual behaviour and behavioural intentions using the
protection motivation theory (van der Velde and van der Pligt 1991).

This study integrates the protection motivation theory (PMT) with other cognitions in
order to predict sexual behaviour in the context of HIV. It highlights the possibility
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adapting models to fit the specific factors related to a specific behaviour. This
study is interesting as it represents an attempt to integrate different models of
health behaviour.

Background

Since the identification of the HIV virus, research has developed means to predict
and therefore promote safer sexual behaviour. The PMT suggests that behaviour is a
consequence of an appraisal of the threat and an appraisal of the individual's coping
resources. It suggests that these factors elicit a state called ‘protection motivation’,
which maintains any activity to cope with the threat. This study examines the role
of the PMT in predicting sexual behaviour and in addition examines the effect of
expanding the PMT to include variables such as coping styles, social norms and previous
behaviour.

Methodology

Subjects A total of 147 homosexual and 84 heterosexual subjects with multiple
partners in the past six months took part in the study. They were recruited from Amster-
dam through a variety of sources including informants, advertisements and a housing
service.

Design  Subjects completed a questionnaire (either postal or delivered).

Questionnaire The questionnaire consisted of items on the following areas rated on a
5-point Likert scale:

1 Sexual behaviour and behavioural intentions: the subjects were asked about their
sexual behaviour during the previous six months, including the number and type of
partners, frequencies of various sexual techniques, condom use and future intentions.

2 Protection motivation variables: (a) perceived severity, (b) perceived susceptibility,
(c) response efficacy, (d) self-efficacy, (e) fear.

3 Additional beliefs: (a) social norms, (b) costs, (c) benefits, (d) knowledge, (e)
situational constraints.

4 In addition, the authors included variables from Janis and Mann’s (1977) conflict
theory: (a) vigilance, (b) hypervigilance, (c) defensive avoidance.

Results

The results were analysed to examine the best predictors of sexual behaviour in both
homosexual and heterosexual subjects. It was found that although the variables of the
PMT were predictive of behaviour and behavioural intentions in both populations, the
results were improved with the additional variables. For example, when social norms and
previous behaviour were also considered, there was improved associations with future
behaviour. In addition, the results suggested that although there was a relationship
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between fear and behavioural intentions, high levels of fear detracted from this rela-
tionship. The authors suggested that when experiencing excess fear, attention may
be directed towards reducing anxiety, rather than actually avoiding danger through
changing behaviour.

Conclusion

The results from this study support the use of the PMT to predict sexual behaviour in the
context of HIV. Further, the model is improved by adding additional variables. Perhaps,
rather than developing models that can be applied to a whole range of behaviours,
individual models should be adapted for each specific behaviour. Furthermore, the results
have implications for developing interventions, and indicate that the health education
campaigns which promote fear may have negative effects, with individuals having to deal
with the fear rather than changing their behaviour.

Support for the PMT

Rippetoe and Rogers (1987) gave women information about breast cancer and examined
the effect of this information on the components of the PMT and their relationship to the
women'’s intentions to practise breast self-examination (BSE). The results showed that
the best predictors of intentions to practise BSE were response effectiveness, severity and
self-efficacy. In a further study, the effects of persuasive appeals for increasing exercise on
intentions to exercise were evaluated using the components of the PMT. The results
showed that susceptibility and self-efficacy predicted exercise intentions but that none of
the variables were related to self-reports of actual behaviour. In another study, Beck and
Lund (1981) manipulated dental students’ beliefs about tooth decay using persuasive
communication. The results showed that the information increased fear and that severity
and self-efficacy were related to behavioural intentions. Norman et al. (2003) also used
the PMT to predict children’'s adherence to wearing an eye patch. Parents of children
diagnosed with eye problems completed a baseline questionnaire concerning their beliefs
and a follow-up questionnaire after two months describing the child’s level of adherence.
The results showed that perceived susceptibility and response costs were significant
predictors of adherence.

Criticisms of the PMT

The PMT has been less widely criticized than the health belief model; however, many
of the criticisms of the HBM also relate to the PMT. For example, the PMT assumes that
individuals are conscious information processors, it does not account for habitual
behaviours, nor does it include a role for social and environmental factors.



HEALTH BELIEFS 31

SOCIAL COGNITION MODELS

Social cognition models examine factors that predict behaviour and/or behavioural
intentions and in addition examine why individuals fail to maintain a behaviour to
which they are committed. Social cognition theory was developed by Bandura (1977,
1986) and suggests that behaviour is governed by expectancies, incentives and social
cognitions. Expectancies include:

B Situation outcome expectancies: the expectancy that a behaviour may be dangerous
(e.g. ‘smoking can cause lung cancer’);

B Outcome expectancies: the expectancy that a behaviour can reduce the harm to health
(e.g. ‘stopping smoking can reduce the chances of lung cancer’);

m  Self-efficacy expectancies: the expectancy that the individual is capable of carrying out
the desired behaviour (e.g. ‘I can stop smoking if I want to’).

The concept of incentives suggests that a behaviour is governed by its consequences.
For example, smoking behaviour may be reinforced by the experience of reduced anxiety,
having a cervical smear may be reinforced by a feeling of reassurance after a negative
result.

Social cognitions are a central component of social cognition models. Although (as
with cognition models) social cognition models regard individuals as information pro-
cessors, there is an important difference between cognition models and social cognition
models — social cognition models include measures of the individual’s representations of
their social world. Accordingly, social cognition models attempt to place the individual
within the context both of other people and the broader social world. This is measured
in terms of their normative beliefs (e.g. ‘people who are important to me want me to stop
smoking’).

Several models have been developed using this perspective. This section examines the
theory of planned behaviour (derived from the theory of reasoned action) and the health
action process approach.

The theories of reasoned action and planned behaviour

The theory of reasoned action (TRA) (see Figure 2.5) was extensively used to examine
predictors of behaviours and was central to the debate within social psychology con-
cerning the relationship between attitudes and behaviour (Fishbein 1967; Ajzen and
Fishbein 1970; Fishbein and Ajzen 1975). The theory of reasoned action emphasized a
central role for social cognitions in the form of subjective norms (the individual’s beliefs
about their social world) and included both beliefs and evaluations of these beliefs
(both factors constituting the individual’s attitudes). The TRA was therefore an import-
ant model as it placed the individual within the social context and in addition suggested a
role for value which was in contrast to the traditional more rational approach to
behaviour. The theory of planned behaviour (TPB) (see Figure 2.6) was developed
by Ajzen and colleagues (Ajzen 1985; Ajzen and Madden 1986; Ajzen 1988) and
represented a progression from the TRA.
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Components of the TPB

The TPB emphasizes behavioural intentions as the outcome of a combination of several
beliefs. The theory proposes that intentions should be conceptualized as ‘plans of action
in pursuit of behavioural goals’ (Ajzen and Madden 1986) and are a result of the

following beliefs:

Attitude towards a behaviour, which is composed of both a positive or negative
evaluation of a particular behaviour and beliefs about the outcome of the behaviour
(e.g. ‘exercising is fun and will improve my health’);

Subjective norm, which is composed of the perception of social norms and pressures
to perform a behaviour and an evaluation of whether the individual is motivated to

Behavioural
intention
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comply with this pressure (e.g. ‘people who are important to me will approve if I lose
weight and I want their approval’);

B Perceived behavioural control, which is composed of a belief that the individual can
carry out a particular behaviour based upon a consideration of internal control
factors (e.g. skills, abilities, information) and external control factors (e.g. obstacles,
opportunities), both of which relate to past behaviour.

According to the TPB, these three factors predict behavioral intentions, which are then
linked to behaviour. The TPB also states that perceived behavioural control can have a
direct effect on behaviour without the mediating effect of behavioural intentions.

Using the TPB

If applied to alcohol consumption, the TPB would make the following predictions: if
an individual believed that reducing their alcohol intake would make their life more
productive and be beneficial to their health (attitude to the behaviour) and believed
that the important people in their life wanted them to cut down (subjective norm),
and in addition believed that they were capable of drinking less alcohol due to
their past behaviour and evaluation of internal and external control factors (high
behavioural control), then this would predict high intentions to reduce alcohol
intake (behavioural intentions). The model also predicts that perceived behavioural
control can predict behaviour without the influence of intentions. For example, if
perceived behavioural control reflects actual control, a belief that the individual
would not be able to exercise because they are physically incapable of exercising
would be a better predictor of their exercising behaviour than their high intentions
to exercise. Using the TPB to predict exercise is described in Focus on research 7.2,
page 179.

Support for the TPB

The theory of planned behaviour has been used to assess a variety of health-related
behaviours. For example, Brubaker and Wickersham (1990) examined the role of the
theory’s different components in predicting testicular self-examination and reported that
attitude towards the behaviour, subjective norm and behavioural control (measured as
self-efficacy) correlated with the intention to perform the behaviour. A further study
evaluated the TPB in relation to weight loss (Schifter and Ajzen 1985). The results
showed that weight loss was predicted by the components of the model; in particular,
goal attainment (weight loss) was linked to perceived behavioural control.

Criticisms of the TPB

Schwarzer (1992) has criticized the TPB for its omission of a temporal element and
argues that the TPB does not describe either the order of the different beliefs or any
direction of causality. However, in contrast to the HBM and the PMT, the model attempts to
address the problem of social and environmental factors (in the form of normative beliefs).
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In addition, it includes a role for past behaviour within the measure of perceived
behavioural control.

The health action process approach

The health action process approach (HAPA) (see Figure 2.7) was developed by Schwarzer
(1992) following his review of the literature, which highlighted the need to include
a temporal element into the understanding of beliefs and behaviour. In addition,
it emphasized the importance of self-efficacy as a determinant of both behavioural
intentions and self-reports of behaviour. The HAPA includes several elements from
all previous theories and attempts to predict both behavioural intentions and actual
behaviour.

Components of the HAPA

The main addition made by the HAPA to the existing theories is the distinction between a
decision-making/motivational stage and an action/maintenance stage. Therefore, the
model adds a temporal and process factor to understanding the relationship between
beliefs and behaviour and suggests individuals initially decide whether or not to carry
out a behaviour (the motivation stage), and then make plans to initiate and maintain this
behaviour (the action phase).

According to the HAPA, the motivation stage is made up of the following
components:

m  self-efficacy (e.g. ‘T am confident that I can stop smoking');

Self-
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expectancies \
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B outcome expectancies (e.g. ‘stopping smoking will improve my health’), which has a
subset of social outcome expectancies (e.g. ‘other people want me to stop smoking and if
I stop smoking I will gain their approval’);

B threat appraisal, which is composed of beliefs about the severity of an illness and
perceptions of individual vulnerability.

According to the HAPA the end result of the HAPA is an intention to act.

The action stage is composed of cognitive (volitional), situational and behavioural
factors. The integration of these factors determines the extent to which a behaviour is
initiated and maintained via these self-regulatory processes. The cognitive factor is
made up of action plans (e.g. ‘if offered a cigarette when I am trying not to smoke I
will imagine what the tar would do to my lungs’) and action control (e.g. ‘T can survive
being offered a cigarette by reminding myself that I am a non-smoker’). These two
cognitive factors determine the individual's determination of will. The situational fac-
tor consists of social support (e.g. the existence of friends who encourage non-
smoking) and the absence of situational barriers (e.g. financial support to join an
exercise club).

Schwarzer (1992) argued that the HAPA bridges the gap between intentions
and behaviour and emphasizes self-efficacy, both in terms of developing the intention to
act and also implicitly in terms of the cognitive stage of the action stage, whereby self-
efficacy promotes and maintains action plans and action control, therefore contributing
to the maintenance of the action. He maintained that the HAPA enables specific pre-
dictions to be made about causality and also describes a process of beliefs whereby
behaviour is the result of a series of processes.

Support for the HAPA

The individual components of the HAPA have been tested providing some support for
the model. In particular, Schwarzer (1992) claimed that self-efficacy was consistently
the best predictor of behavioural intentions and behaviour change for a variety
of behaviours such as the intention to dental floss, frequency of flossing, effective use of
contraception, breast self-examination, drug addicts’ intentions to use clean needles,
intentions to quit smoking, and intentions to adhere to weight loss programmes and
exercise (e.g. Beck and Lund 1981; Seydal et al. 1990).

Criticisms of the HAPA

Again, as with the other cognition and social cognition models, the following questions
arise when assessing the value of the HAPA in predicting health behaviours: Are
individuals conscious processors of information? And what role do social and environ-
mental factors play? The social cognition models attempt to address the problem of the
social world in their measures of normative beliefs. However, such measures only access
the individual’s cognitions about their social world.
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PROBLEMS WITH THE MODELS

Cognition and social cognition models provide a structured approach to understanding

health beliefs and predicting health behaviours. However, over recent years several
papers have been published criticizing these models. These problems can be categorized
as conceptual, methodological and predictive.

Conceptual problems

Some researchers have pointed to some conceptual problems with the models in terms of
their variables and their ability to inform us about the world. These problems are as
follows:

Each model is made up of different concepts such as perceived behavioural control,
behavioural intentions, perceived vulnerability and attitudes. Norman and Conner
(1996) have argued that there is some overlap between these variables and Armitage
and Conner (2000) have argued for a ‘consensus’ approach to studying health
behaviour, whereby key constructs and integrated across models.

The models describe associations between variables which assume causality. For
example, the TPB describes attitude as causing behavioural intention. Sutton (2002a)
argues that these associations are causally ambiguous and cannot be concluded unless
experimental methods are used. Similarly, Smedlund (2000) criticized the models for
their logical construction and said that assumptions about association are flawed.

A theory should enable the collection of data which can either lead to theory being
supported or rejected. Ogden (2003) carried out an analysis of studies using the
HBM, TRA, PMT and TPB over a four year period and concluded that the models
cannot be rejected as caveats can always be offered to perpetuate the belief that the
model has been supported.

Research should generate truths which are true by observation and require an empir-
ical test (e.g. smoking causes heart disease) rather than by definition (i.e. heart dis-
ease causes narrowing of the arteries). Ogden (2003) concluded from her analysis
than much research using the models produces statements that are true by definition
(i.e. I am certain that I will use a condom therefore I intend to use a condom). She
argues that the findings are therefore tautological.

Research should inform us about the world rather than create the world. Ogden
(2003) argues that questionnaires which ask people questions such as ‘do you think
the female condom decreases sexual pleasure for a man’ may change the way in
which people think rather than just describe their thoughts. This is similar to changes
in mood following mood check lists, and the ability of diaries to change behaviour.

Methodological problems

Much research using models such as the TPB, TRA and HBM use cross-sectional designs

involving questionnaires which are analysed using multiple regression analysis.
Researchers have highlighted some problems with this approach.



HEALTH BELIEFS 37

B Cross-sectional research can only show associations rather than causality. To solve
this prospective studies are used which separate the independent and dependent
variables by time. Sutton (2002a) argues that both these designs are problematic and
do not allow inferences about causality to be made. He suggests that randomized
experimental designs are the best solution to this problem.

B Hankins et al. (2000a) provide some detailed guidelines on how data using the TRA
and TPB should be analysed and state that much research uses inappropriate analy-
sis. They state that if multiple regression analysis is used adjusted R* should be the
measure of explained variance, that residuals should be assessed and that semi par-
tial correlations should be used to assess the unique contribution of each variable.
They also state that ‘Structural Equation Modelling’ might be a better approach as
this makes explicit the assumptions of the models.

B Much psychological research does not involve a sample size calculation or a consider-
ation of the power of the study. Hankins et al. (2000) argue that research using
social cognition models should do this if the results are to be meaningful.

® The TRA involves a generalized measure of attitude which is reflected in the inter-
action between ‘expectancy beliefs’ about the likelihood of the given behaviour lead-
ing to particular consequences and evaluations about the desirability of these con-
sequences. For example an attitude to smoking is made up of the belief ‘smoking will
lead to lung cancer’ and the belief ‘lung cancer is unpleasant’. This is calculated by
multiplying one belief with the other to create a ‘multiplicative composite’. This is
called the ‘expectancy value’ belief. In subsequent analysis this new variable is sim-
ply correlated with other variables. French and Hankins (2003) argue that this is
problematic as the correlation between a multiplicative composite and other vari-
ables requires a ratio scale with a true zero. As with other psychological constructs,
the ‘expectancy value belief has no true zero only an arbitrary was chosen by the
researcher’. Therefore they argue that the expectancy value belief should not be
used.

Predictive problems

Models such as the TRA, TPB, HBM and PMT are designed to predict behavioural
intentions and actual behaviour. However, two main observations have been
made. First, it has been suggested these models are not that successful at predicting
behavioural intentions and that they should be expanded to incorporate new cog-
nitions. Second, it has been argued that they are even less successful in predicting
actual behaviour. This second criticism has resulted in research exploring the intention—
behaviour gap.

Predicting intentions: the need to incorporate new cognitions

Sutton (1998a) argued that studies using models of health beliefs only manage to
predict between 40 and 50 per cent of the variance in behavioural intentions. Therefore,
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up to 50 per cent of the variance remains unexplained. Some new variables have been
developed to improve the effectiveness of the models.

Expanded norms

The theory of reasoned action and the theory of planned behaviour include measures
of social pressures to behave in a particular way — the subjective norms variable.
However, it has been suggested that they should also assess other forms of norms. For
example, the intention to carry out behaviours that have an ethical or moral dimen-
sion such as donating blood, donating organs for transplant, committing driving
offences or eating genetically produced food may result from not only general social
norms but also moral norms. Some research has shown the usefulness of including a
moral norms variable (e.g. Sparks 1994; Parker et al. 1995; Légaré et al. 2003).
However, moral norms may only be relevant to a limited range of behaviours (Norman
and Conner 1996). The concept of social norms has also been further expanded to
include ‘descriptive norms’ which reflect the person’s perception of whether other
people carry out the behaviour (i.e. ‘Do you think doctors eat healthily’) and
‘injunctive norms’ which reflect that other people might approve or disapprove of the
behaviour (e.g. Povey et al. 2000).

Anticipated regret

The protection motivation theory explicitly includes a role for emotion in the form of
fear. Researchers have argued that behavioural intentions may be related to anticipated
emotions. For example, the intention to practise safer sex ‘I intend to use a condom’
may be predicted by the anticipated feeling ‘If I do not use a condom I will feel guilty’.
Some research has shown that anticipated regret is important for predicting behavioural
intentions (Richard and van der Pligt 1991).

Self-identity

Another variable which has been presented as a means to improve the model’s ability
to predict behavioural intentions is self-identity. It has been argued that individuals
will only intend to carry out a behaviour if that behaviour fits with their own image of
themselves. For example, the identity ‘T am a healthy eater’ should relate to the intention
to eat healthily. Further, the identity ‘I am a fit person’ should relate to the intention to
carry out exercise. Some research has supported the usefulness of this variable (Sparks
and Shepherd 1992). However, Norman and Conner (1996) suggested that this variable
may also only have limited relevance.

Ambivalence

Most models contain a measure of attitude towards the behaviour which conceptual-
izes individuals as holding either positive or negative views towards a given object.
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Recent studies, however, have also explored the role of ambivalence in predicting
behaviour (Thompson et al. 1995) which has been defined in a variety of different ways.
For example, Breckler (1994) defined it as ‘a conflict aroused by competing evaluative
predispositions’ and Emmons (1996) defined it as ‘an approach — avoidance conflict —
wanting but at the same time not wanting the same goal object’. Sparks et al. (2001)
incorporated the concept of ambivalence into the Theory of Planned Behaviour and
assessed whether it predicted meat or chocolate consumption. A total of 325 volunteers
completed a questionnaire including a measure of ambivalence assessed in terms of the
mean of both positive and negative evaluations (e.g. ‘how positive is chocolate’ and ‘how
negative is chocolate’) and then subtracting this mean from the absolute difference
between the two evaluations (i.e. ‘total positive minus total negative’). This computation
provides a score which reflects the balance between positive and negative feelings. The
results showed that the relationship between attitude and intention was weaker in those
participants with higher ambivalence. This implies that holding both positive and
negative attitudes to a food makes it less likely that the overall attitude will be translated
into an intention to eat it.

Predicting behaviour: exploring the intention-behaviour gap

Sutton (1998a) argued that although structured models are ineffective at predict-
ing behavioural intentions they are even less effective at predicting actual behaviour. In
fact, he suggested that studies using these models only predict 19-38 per cent of the
variance in behaviour. Some of this failure to predict behaviour may be due to the
behaviour being beyond the control of the individual concerned. For example, ‘T intend
to study at university’ may not be translated into ‘T am studying at university’ due to
economic or educational factors. Further, ‘I intend to eat healthily’ may not be trans-
lated into ‘I am eating healthily’ due to the absence of healthy food. In such instances,
the correlation between intentions and behaviour would be zero. However, for most
behaviours the correlation between intentions and behaviour is not zero but small,
suggesting that the individual does have some control over the behaviour. Psychologists
have addressed the problem of predicting actual behaviour in three ways: (1) the con-
cept of behavioural intentions has been expanded; (2) past behaviour has been used as
a direct predictor of behaviour; and (3) variables that bridge the intention—behaviour
gap have been studied.

Expanding behavioural intentions

Much of the research that uses models to predict health behaviours focuses on
behavioural intentions as the best predictor of actual behaviour. However, recent
researchers have called for additional variables to be added which expand behavioural
intentions. These include the following:

m  Self-predictions — Sheppard et al. (1988) argued that rather than just measuring
behavioural intentions (i.e. ‘T intend to start swimming next week’) it is also
important to assess an individual's own prediction that this intention is likely to be
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fulfilled (e.g. ‘It is likely that I will start swimming next week’). They suggested that
such self-predictions are more likely to reflect the individual’s consideration of
those factors that may help or hinder the behaviour itself. To date, some research
supports the usefulness of this new variable (Sheppard et al. 1988) whilst some
suggests that the correlation between intentions and self-predictions is too high for
self-predictions to add anything extra to a model of health behaviour (Norman and
Smith 1995).

B Behavioural willingness — Along similar lines to the introduction of self-predictions,
researchers have called for the use of behavioural willingness. For example, an
individual may not only intend to carry out a behaviour (e.g. ‘T intend to eat
more fruit’) but is also willing to do so (e.g. ‘T am willing to eat more fruit’). Gibbons
et al. (1998) explored the usefulness of both intentions and willingness, and
suggested that willingness may be of particular importance when exploring
adolescent behaviour, as adolescents may behave in a less reasoned way,
and be unwilling to carry out behaviour that is unpleasant (‘I intend to stop
smoking’).

B Perceived need — It may not only be intentions to behave, or self-predictions or
even willingness that are important. Paisley and Sparks (1998) argued that it is
the perception by an individual that they need to change their behaviour which
is critical. For example, an intention ‘T intend to stop smoking’ may be less influential
than a perceived need to stop smoking ‘T need to stop smoking’. They examined the
role of perceived need in predicting expectations of reducing dietary fat and argued
for the use of this variable in future research.

Therefore, by expanding behavioural intentions to include self-predictions, behavioural
willingness and/or perceived need it is argued that the models will be become better
predictors of actual behaviour.

The role of past behaviour

Most research assumes cognitions predict behavioural intentions, which in turn predict
behaviour. This is in line with the shift from ‘I think, therefore I intend to do, therefore
I do’. It is possible, however, that behaviour is not predicted by cognitions but by
behaviour. From this perspective, individuals are more likely to eat healthily tomorrow if
they ate healthily today. They are also more likely to go to the doctor for a cervical smear
if they have done so in the past. Behaviour has been measured in terms of both past
behaviour and habit. In terms of past behaviour, research suggests that it predicts
behaviours such as cycle helmet use (Quine et al. 1998), breast self-examination
(Hodgkins and Orbell 1998), bringing up condom use (Yzer et al. 2001), wearing an eye
patch (Norman et al. 2003) and attendance at health checks (Norman and Conner
1993). In addition, past behaviour may itself predict cognitions that then predict
behaviour (Gerrard et al. 1996). In terms of habit, research indicates a role in explaining
condom use (Trafimow 2000) and that habit reduces people’s use of information (Aarts
et al. 1998).
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Bridging the intention-behaviour gap

The third approach to address the limited way in which research has predicted behaviour
has been to suggest variables that may bridge the gap between intentions to behave
and actual behaviour. In particular, some research has highlighted the role of plans
for action, health goals commitment and trying as a means to tap into the kinds of
cognitions that may be responsible for the translation of intentions into behaviour
(Bagozzi and Warshaw 1990; Schwarzer 1992; Bagozzi 1993; Luszczynska and
Schwarzer 2003). Most research, however, has focused on Gollwitzer's (1993) notion of
implementation intentions. According to Gollwitzer, carrying out an intention involves
the development of specific plans as to what an individual will do given a specific set of
environmental factors. Therefore, implementation intentions describe the ‘what’ and the
‘when’ of a particular behaviour. For example, the intention ‘I intend to stop smoking’
will be more likely to be translated into ‘I have stopped smoking’ if the individual makes
the implementation intention ‘T intend to stop smoking tomorrow at 12.00 when I have
finished my last packet’. Further, ‘T intend to eat healthily’ is more likely to be translated
into ‘T am eating healthily’ if the implementation intention ‘T will start to eat healthily by
having an apple tomorrow lunchtime’ is made. Some experimental research has shown
that encouraging individuals to make implementation intentions can actually increase
the correlation between intentions and behaviour for behaviours such as taking a
vitamin C pill (Sheeran and Orbell 1998), performing breast self-examination (Orbell
et al. 1997) and writing a report (Gollwitzer and Brandstatter 1997). This approach is
also supported by the goal-setting approach of cognitive behavioural therapy. Therefore,
by tapping into variables such as implementation intentions it is argued that the models
may become better predictors of actual behaviour.

Developing theory based interventions

The cognition and social cognition models have been developed to describe and predict
health behaviours such as smoking, screening, eating and exercise. Over recent years
there has been a call towards using these models to inform and develop health behaviour
interventions. This has been based upon two observations. First, it was observed that
many interventions designed to change behaviour were only minimally effective. For
example, reviews of early interventions to change sexual behaviour concluded that these
interventions had only small effects (e.g. Oakley et al. 1995) and dietary interventions
for weight loss may result in weight loss in the short term but the majority show a return
to baseline by follow up (e.g. NHS Centre for Reviews and Dissemination 1997). Second,
it was observed that many interventions were not based upon any theoretical frame-
work nor were they drawing upon research which had identified which factors were
correlated with the particular behaviour (e.g. Fisher and Fisher 1992). One interesting
illustration of this involved the content analysis of health promotion leaflets to assess
their theoretical basis. Abraham et al. (2002) collected sexual health leaflets from
general practitioners’ surgeries and clinics for the treatment of sexually transmitted
diseases (STDs) across Germany (37 leaflets) and the UK (74 leaflets). They included
those which promoted the use of condoms and/or prevention of STDs including HIV
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and AIDS and were available widely. They excluded those that were aimed at lesbians
due to their focus on protective measures other than condoms and those that targeted a
limited audience such as HIV positive men. The authors then identified the best cognitive
and behavioural correlates of condom use based upon a meta analysis by Sheeran
et al. (1999), defined 20 correlate representative categories to reflect these correlates
and then rated the leaflets according to the inclusion and frequency of these factors.
The results showed very little association between theory and this form of behavioural
intervention. Specifically, only 25 per cent of the leaflets referred to ten or more of the
correlates and two-thirds of the leaflets failed to frequently target more than two of
the correlates. Although, research is often aimed at informing practice, it would seem
that this is not often the case. How theory can be used to inform practice will now be
explored.

Putting theory into practice

Given the call for more theory based interventions, some researchers have outlined how
this can be done. In particular, Sutton (2002b) draws upon the work of Fishbein and
Middlestadt (1989) and describes a series of steps which can be followed to develop an
intervention based upon the TRA although he argued that the steps could also be applied
to other models.

Step 1: Identify target behaviour and target population.

Step 2: Identify the most salient beliefs about the target behaviour in the target popula-
tion using open ended questions.

Step 3: Conduct a study involving closed questions to determine which beliefs are
the best predictors of behavioural intention. Chose the best belief as the target
belief.

Step 4: Analyse the data to determine the beliefs which best discriminate between
intenders and non intenders. These are further target beliefs.

Step 5: Develop an intervention to change these target beliefs.

However, as Sutton (2002b) points out this process provides clear details about the
preliminary work before the intervention. But the intervention itself remains unclear.
Hardeman et al. (2002) carried out a systematic review of 30 papers which used the TPB
as part of an intervention and described a range of frameworks which had been used.
These included persuasion, information, increasing skills, goal setting and rehearsal of
skills. Sutton (2002b) indicates that two additional frameworks could also be useful. These
are guided mastery experiences which involve getting people to focus on specific beliefs
(e.g. Bandura 1997) and the ‘Elaboration Likelihood” model (Petty and Cacioppo 1986)
involving the presentation of ‘strong arguments’ and time for the recipient to think
about and elaborate upon these arguments. Studies have also used a range of methods
for their interventions including leaflets, videos, lectures and discussions. However,
to date although there has been a call for interventions based upon social cognition
models clear guidelines concerning how theory could translate into practice have yet to
be developed.
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Existing theory based interventions

Over recent years an increasing number of behavioural interventions have drawn upon a
theory of behaviour change (Rutter and Quine 2002). Those based upon social cognition
models have attempted to change a range of behaviours. For example, Quine et al.
(2001) followed the steps outlined above to identify salient beliefs about safety helmet
wearing for children. They then developed an intervention based upon persuasion to
change these salient beliefs. The results showed that after the intervention the partici-
pants showed more positive beliefs about safety helmet wearing than the control group
and were more likely to wear a helmet at five months follow up. Similarly, McClenden
and Prentice-Dunn (2001) targeted suntanning and developed an intervention based
upon the PMT. PMT variables were measured at baseline and one month follow-up
and those in the intervention group were subjected to lectures, videos, an essay and
discussions. The results showed that the intervention was associated with an increase
in PMT variables and lighter skin as judged by independent raters. Other theory based
interventions have targeted behaviours such as condom use (Conner et al. 1999),
sun cream use (Castle et al. 1999) and cervical cancer screening (Sheeran and Orbell
2000). However, as Hardemen et al. (2002) found from their systematic review,
although many interventions are based upon theory this is often used for the design of
process and outcome measures and to predict intention and behaviour rather than
to design the intervention itself. Further, although there is some evidence that theory
based interventions are successful, whether the use of theory relates to the success of
the intervention remains unclear. For example, Hardemann et al. (2002) reported that
the use of the TPB to develop the intervention was not predictive of the success of the
intervention.

TO CONCLUDE

The role of health beliefs in predicting health-related behaviours has become
increasingly salient with the recent changes in causes of mortality. Some studies
exploring health beliefs have emphasized lay theories, which present individuals as
having complex views and theories about their health which influence their behaviour.
This perspective regards individuals as less rational and examines lay theories in a
relatively unstructured format using a qualitative approach. Other studies have taken a
more quantitative approach and have explored constructs such as attributions, health
locus of control, unrealistic optimism and stages of change. Psychologists have also
developed structured models to integrate these different beliefs and to predict health
behaviours such as the health belief model, the protection motivation theory, the theory
of planned behaviour and the health action process approach. These models consider
individuals to be processors of information and vary in the extent to which they address
the individual’s cognitions about their social world. The models can be used to pre-
dict health behaviours quantitatively and have implications for developing methods to
promote change.
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? QUESTIONS

1

Recent changes in mortality rates can be explained in terms of behaviour related
illnesses. Discuss.

Discuss the contribution of attribution theory to understanding health
behaviours.

Health beliefs predict health behaviours. Discuss with reference to two
models.

Discuss the role of the social world in understanding health behaviours.

Human beings are rational information processors. Discuss.

Discuss the argument that changing an individual’s beliefs would improve their
health.

Discuss some of the problems with the structured models of health beliefs.
Design a research project to promote non-smoking in a group of smokers using
two models of health beliefs.

FOR DISCUSSION

Consider a recent change in your health-related behaviours (e.g. stopped/started
smoking, changed diet, aimed to get more sleep, etc.). Discuss your health beliefs
that relate to this change.

ASSUMPTIONS IN HEALTH PSYCHOLOGY

Research into health beliefs highlights some of the assumptions in health psychology:

1

Human beings as rational information processors. Many models of health beliefs
assume that behaviour is a consequence of a series of rational stages that can be
measured. For example, it is assumed that the individual weighs up the pros and cons
of a behaviour, assesses the seriousness of a potentially dangerous illness and then
decides how to act. This may not be the case for all behaviours. Even though some of
the social cognition models include past behaviour (as a measure of habit), they still
assume some degree of rationality.

Cognitions as separate from each other. The different models compartmentalize
different cognitions (perceptions of severity, susceptibility, outcome expectancy,
intentions) as if they are discrete and separate entities. However, this separation may
only be an artefact of asking questions relating to these different cognitions. For
example, an individual may not perceive susceptibility (e.g. ‘T am at risk from HIV’) as
separate to self-efficacy (e.g. ‘T am confident that I can control my sexual behaviour
and avoid HIV’) until they are asked specific questions about these factors.

Cognitions as separate from methodology. In the same way that models assume
that cognitions are separate from each other they also assume they exist independent
of methodology. However, interview and questionnaire questions may actually create
these cognitions.



HEALTH BELIEFS 45

4 Cognitions without a context. Models of health beliefs and health behaviours tend
to examine an individual’s cognitions out of context. This context could either be the
context of another individual or the wider social context. Some of the models
incorporate measures of the individuals’ representations of their social context
(e.g. social norms, peer group norms), but this context is always accessed via the
individuals’ cognitions.

FURTHER READING

» Conner, M. and Norman, P. (1996) Predicting Health Behaviour. Buckingham:
Open University Press.
This book provides an excellent overview of the different models, the studies
that have been carried out using them and the new developments in this area.

»  Conner, M. and Norman, P. (eds) (1998) Special issue: Social cognition models in
Health Psychology, Psychology and Health, 13: 179-85.
This special issue presents recent research in the area of social cognition
models. The editorial provides an overview of the field.

» Rutter, D. and Quine, L. (eds) Changing health behaviour: Intervention and
research with social cognition models. Buckingham: Open University Press.
This edited book provides an excellent review of the intervention literature
including an analysis of the problems with designing interventions and with their
evaluation.

» Schwarzer, R. (1992) Self efficacy in the adoption and maintenance of health
behaviours: Theoretical approaches and a new model, in R. Schwarzer (ed.),
Self Efficacy: Thought Control of Action, pp. 217-43. Washington, DC:
Hemisphere.

This chapter provides an interesting overview of the different models and
emphasizes the central role of self-efficacy in predicting health-related
behaviours. It illustrates a quantitative approach to health beliefs.

»  Woodcock, A., Stenner, K. and Ingham, R. (1992) Young people talking about
HIV and AIDS: Interpretations of personal risk of infection, Health Education
Research: Theory and Practice, 7: 229-47.

This paper illustrates a qualitative approach to health beliefs and is a good
example of how to present qualitative data.






Chapter 2 described health beliefs and the models that have
been developed to evaluate these beliefs and their
relationship to health behaviours. Individuals, however, also
have beliefs about illness. This chapter examines what it
means to be ‘healthy’ and what it means to be ‘sick’ and
reviews these meanings in the context of how individuals
cognitively represent illness (their iliness cognitions/illness
beliefs). The chapter then assesses how illness beliefs can be
measured and places these beliefs within Leventhal’s self-
regulatory model. It then discusses the relationship between
illness cognitions, symptom perception and coping
behaviour. Finally, the chapter examines the relationship

between illness cognitions and health outcomes.
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WHAT DOES IT MEAN TO BE HEALTHY?

For the majority of people living in the Western world, being healthy is the norm — most
people are healthy for most of the time. Therefore, beliefs about being ill exist in the
context of beliefs about being healthy (e.g. illness means not being healthy, illness means
feeling different to usual, etc.). The World Health Organization (1947) defined good
health as ‘a state of complete physical, mental and social well being’. This definition
presents a broad multidimensional view of health that departs from the traditional
medical emphasis on physical health only.

Over recent years this multidimensional model has emerged throughout the results
of several qualitative studies that have asked lay people the question ‘what does it
mean to be healthy?” For example, from a social anthropological perspective, Helman
(1978) explored the extent to which beliefs inherent within the eighteenth century’s
humoral theory have survived alongside those of conventional medicine. In particular,
he focused on the saying ‘feed a cold and starve a fever’, and argued that lay constructs
of health could be conceptualized according to the dimensions ‘hot/cold’ and ‘wet/dry’.
For example, problems with the chest were considered either ‘hot and wet’ (e.g. fever
and productive cough) or ‘cold and wet’ (e.g. cold and non-productive cough). Like-
wise, problems could be considered ‘hot and dry’ (e.g. fever, dry skin, flushed face, dry
throat, non-productive cough) or ‘cold and dry’ (e.g. cold, shivering, rigor, malaise,
vague muscular aches). In a similar vein, medical sociologists have also explored lay
conceptions of health. For example, Herzlich (1973) interviewed 80 French subjects
and categorized their models of health into three dimensions: ‘health in a vacuum’,
implying the absence of illness; ‘the reserve of health’, relating to physical strength
and resistance to illness; and ‘equilibrium’ indicating a full realization of the indi-
vidual’s reserve of health. Likewise, Blaxter (1990) asked 9000 individuals to describe
someone whom they thought was healthy and to consider, ‘What makes you call them
healthy?” and, ‘What is it like when you are healthy?’ A qualitative analysis was then
carried out on a sub-sample of these individuals. For some, health simply meant not
being ill. However, for many health was seen in terms of a reserve, a healthy life filled
with health behaviours, physical fitness, having energy and vitality, social relationships
with others, being able to function effectively and an expression of psychosocial well-
being. Blaxter also examined how a concept of health varied over the life course and
investigated any sex differences. Furthermore, Calnan (1987) explored the health
beliefs of women in England and argued that their models of health could be con-
ceptualized in two sets of definitions: positive definitions including energetic, plenty of
exercise, feeling fit, eating the right things, being the correct weight, having a positive
outlook and having a good life/marriage; and negative definitions including don’t get
coughs and colds, only in bed once, rarely go to the doctor and have check-ups —
nothing wrong.

The issue of ‘what is health?’ has also been explored from a psychological perspective
with a particular focus on health and illness cognitions. For example, Lau (1995)
found that when young healthy adults were asked to describe in their own words ‘what
being healthy means to you’, their beliefs about health could be understood within the
following dimensions:
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Physiological/physical, e.g. good condition, have energy.
Psychological, e.g. happy, energetic, feel good psychologically.
Behavioural, e.g. eat, sleep properly.

Future consequences, e.g. live longer.

The absence of, e.g. not sick, no disease, no symptoms.

Lau (1995) argued that most people show a positive definition of health (not just the
absence of illness), which also includes more than just physical and psychological
factors. He suggested that healthiness is most people’s normal state and represents the
backdrop to their beliefs about being ill. Psychological studies of the beliefs of the elderly
(Hall et al. 1989), those suffering from a chronic illness (Hays and Stewart 1990) and
children (Normandeau et al. 1998; Schmidt and Frohling 2000) have reported that
these individuals also conceptualize health as being multidimensional. This indicates
some overlap between professional (WHO) and lay views of health (i.e. a multi-
dimensional perspective involving physical and psychological factors).

WHAT DOES IT MEAN TO BE ILL?

In his study of the beliefs of young healthy adults, Lau (1995) also asked ‘what does
it mean to be sick?” Their answers indicated the dimensions they use to conceptualize
illness:

Not feeling normal, e.g. ‘I don‘t feel right’.

Specific symptoms, e.g. physiological/psychological.
Specific illnesses, e.g. cancer, cold, depression.
Consequences of illness, e.g. ‘I can’t do what I usually do’.

Time line, e.g. how long the symptoms last.

The absence of health, e.g. not being healthy.

These dimensions of ‘what it means to be ill' have been described within the context of
illness cognitions (also called illness beliefs or illness representations).

WHAT ARE ILLNESS COGNITIONS?

Leventhal and his colleagues (Leventhal et al. 1980, 1997; Leventhal and Nerenz 1985)
defined illness cognitions as ‘a patient’s own implicit common sense beliefs about their
illness’. They proposed that these cognitions provide patients with a framework or a
schema for coping with and understanding their illness, and telling them what to look
out for if they are becoming ill. Using interviews with patients suffering from a variety
of different illnesses, Leventhal and his colleagues identified five cognitive dimensions of
these beliefs:



50 HEALTH PSYCHOLOGY

B Identity: This refers to the label given to the illness (the medical diagnosis) and
the symptoms experienced (e.g. I have a cold, ‘the diagnosis’, with a runny nose, ‘the
symptoms’).

B The perceived cause of the illness: These causes may be biological, such as a virus or a
lesion, or psychosocial, such as stress or health-related behaviour. In addition,
patients may hold representations of illness that reflect a variety of different causal
models (e.g. ‘My cold was caused by a virus’, ‘My cold was caused by being run
down’).

B Time line: This refers to the patients’ beliefs about how long the illness will last,
whether it is acute (short-term) or chronic (long-term) (e.g. ‘My cold will be over in a
few days’).

B Consequences: This refers to the patient’s perceptions of the possible effects of the
illness on their life. Such consequences may be physical (e.g. pain, lack of mobility),
emotional (e.g. loss of social contact, loneliness) or a combination of factors (e.g.
‘My cold will prevent me from playing football, which will prevent me from seeing my
friends’).

B Curability and controllability: Patients also represent illnesses in terms of whether they
believe that the illness can be treated and cured and the extent to which the outcome
of their illness is controllable either by themselves or by powerful others (e.g. ‘If I rest,
my cold will go away’, ‘If T get medicine from my doctor my cold will go away’).

Evidence for these dimensions of iliness cognitions

The extent to which beliefs about illness are constituted by these different dimensions has
been studied using two main methodologies — qualitative and quantitative research.

Qualitative research

Leventhal and his colleagues carried out interviews with individuals who were
chronically ill, had been recently diagnosed as having cancer, and with healthy adults.
The resulting descriptions of illness suggest underlying beliefs that are made up of the
above dimensions. Leventhal and his colleagues argued that interviews are the best way
to access illness cognitions as this methodology avoids the possibility of priming the
subjects. For example, asking a subject ‘to what extent do you think about your illness in
terms of its possible consequences’ will obviously encourage them to regard con-
sequences as an important dimension. However, according to Leventhal, interviews
encourage subjects to express their own beliefs, not those expected by the interviewer.

Quantitative research

Other studies have used more artificial and controlled methodologies, and these too
have provided support for the dimensions of illness cognitions. Lau et al. (1989) used a
card sorting technique to evaluate how subjects conceptualized illness. They asked 20
subjects to sort 65 statements into piles that ‘made sense to them’. These statements had
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been made previously in response to descriptions of ‘your most recent illness’. They
reported that the subjects’ piles of categories reflected the dimensions of identity
(diagnosis/symptoms), consequences (the possible effects), time line (how long it
will last), cause (what caused the illness) and cure/control (how and whether it can be
treated).

A series of experimental studies by Bishop and colleagues also provided support for
these dimensions. For example, Bishop and Converse (1986) presented subjects with
brief descriptions of patients who were experiencing six different symptoms. Subjects
were randomly allocated to one of two sets of descriptions: high prototype in which all
six symptoms had been previously rated as associated with the same disease, or low
prototype in which only two of the six symptoms had been previously rated as associated
with the same disease. The results showed that subjects in the high prototype condition
labelled the disease more easily and accurately than subjects in the low prototype con-
dition. The authors argued that this provides support for the role of the identity dimension
(diagnosis and symptoms) of illness representations and also suggested that there is some
consistency in people’s concept of the identity of illnesses. In addition, subjects were
asked to describe in their own words ‘what else do you think may be associated with this
person’s situation?’. They reported that 91 per cent of the given associations fell into
the dimensions of illness representations as described by Leventhal and his colleagues.
However, they also reported that the dimensions consequences (the possible effects) and
time line (how long it will last) were the least frequently mentioned.

There is also some evidence for a similar structure of illness representations in other
cultures. Weller (1984) examined models of illness in English-speaking Americans and
Spanish-speaking Guatemalans. The results indicated that illness was predominantly
conceptualized in terms of contagion and severity. Lau (1995) argued that contagion is
a version of the cause dimension (i.e. the illness is caused by a virus) and severity is a
combination of the magnitude of the perceived consequences and beliefs about time line
(i.e. how will the illness effect my life and how long will it last) — dimensions which
support those described by Leventhal and his colleagues. Hagger and Orbell (2003)
carried out a meta analysis of 45 empirical studies which used Leventhal’s model of
illness cognitions. They concluded from their analysis that there was consistent support
for the different illness cognition dimensions and that the different cognitions showed a
logical pattern across different illness types.

Measuring illness cognitions

Leventhal and colleagues originally used qualitative methods to assess people’s illness
cognitions. Since this time other forms of measurement have been used. These will be
described in terms of questionnaires that have been developed and methodological issues
surrounding measurement.

The use of questionnaires

Although it has been argued that the preferred method to access illness cognitions
is through interview, interviews are time consuming and can only involve a limited
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number of subjects. In order to research further into individuals’ beliefs about illness,
researchers in New Zealand and the UK have developed the ‘Tliness Perception Question-
naire’ (IPQ) (Weinman et al. 1996). This questionnaire asks subjects to rate a series of
statements about their illness. These statements reflect the dimensions of identity (e.g. a
set of symptoms such as pain, tiredness), consequences (e.g. ‘My illness has had major
consequences on my life’), time line (e.g. ‘My illness will last a short time’), cause (e.g.
‘Stress was a major factor in causing my illness’) and cure/control (e.g. ‘There is a lot
I can do to control my symptoms’). This questionnaire has been used to examine beliefs
about illnesses such as chronic fatigue syndrome, diabetes and arthritis and provides
further support for the dimensions of illness cognitions (Weinman and Petrie 1997).
Recently a revised version of the IPQ has been published — IPQR (Moss-Morris et al.
2002) which had better psychometric properties than the original IPQ and included
three additional subscales: cyclical timeline perceptions, illness coherence and emotional
representations. However, people have beliefs not only about their illness but also about
their treatment, whether it is medication, surgery or behaviour change. In line with this
Horne (1997; Horne et al. 1999) developed a questionnaire to assess beliefs about medi-
cine which was conceptualized along four dimensions: two of these are specific to the
medication being taken: ‘specific necessity’ (to reflect whether their medicine is seen as
important) and ‘specific concerns’ (to reflect whether the individual is concerned about
side effects) and two are these are general beliefs about all medicines: ‘general-overuse’
(to reflect doctors over use of medicines) and ‘general-harm’ (to reflect the damage that
medicines can do).

Measurement issues

Beliefs about illness can be assessed using a range measures. Some research has used
interviews (e.g. Leventhal et al. 1980; Leventhal and Lorenz 1985; Schmidt and
Frohling 2000), some has used formal questionnaires (e.g. Horne and Weinman 2002;
Llewellyn et al. 2003), some have used vignette studies (e.g. French et al. 2002) and
others have used a repertory grid method (e.g. Walton and Eves 2001). French and
colleagues asked whether the form of method used to elicit beliefs about illness influ-
enced the types of beliefs reported. In one study French et al. (2002) compared the
impact of eliciting beliefs using either a questionnaire or a vignette. Participants were
asked either simply to rate a series of causes for heart attack (the questionnaire) or to
read a vignette about a man and to estimate his chances of having a heart attack. The
results showed that the two different methods resulted in different beliefs about the
causes of heart attack and different importance placed upon these causes. Specifically,
when using the questionnaire smoking and stress came out as more important causes
than family history, whereas when using the vignette smoking and family history came
out as more important causes than stress. In a similar vein French et al. (2001) carried
out a systematic review of studies involving attributions for causes of heart attack and
compared these causes according to method used. The results showed stressors, fate or
luck were more common beliefs about causes when using interval rating scales (i.e. 1-5)
than when studies used dichotomous answers (i.e. yes/no).

In summary, it appears that individuals may show consistent beliefs about illness
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that can be used to make sense of their illness and help their understanding of any
developing symptoms. These illness cognitions have been incorporated into a model of
illness behaviour to examine the relationship between an individual's cognitive repre-
sentation of their illness and their subsequent coping behaviour. This model is known as the
‘self-regulatory model of illness behaviour’.

LEVENTHAL’S SELF-REGULATORY MODEL OF
ILLNESS COGNITIONS

Leventhal incorporated his description of illness cognitions into his self-regulatory model
of illness behaviour. This model is based on approaches to problem solving and suggests
that illness/symptoms are dealt with by individuals in the same way as other problems
(see Chapter 4 for details of other models of problem solving). It is assumed that given a
problem or a change in the status quo the individual will be motivated to solve the
problem and re-establish their state of normality. Traditional models describe problem
solving in three stages: (1) interpretation (making sense of the problem); (2) coping
(dealing with the problem in order to regain a state of equilibrium); and (3) appraisal
(assessing how successful the coping stage has been). According to models of problem
solving these three stages will continue until the coping strategies are deemed to be
successful and a state of equilibrium has been attained. In terms of health and illness,
if healthiness is an individual‘s normal state, then any onset of illness will be interpreted
as a problem and the individual will be motivated to re-establish their state of health
(i.e. illness is not the normal state).

These stages have been applied to health using the self-regulatory model of illness
behaviour (see Figure 3.1) and are described briefly here and in more detail later on
page 58.
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Stage 1: Interpretation

An individual may be confronted with the problem of a potential illness through two
channels: symptom perception (I have a pain in my chest), or social messages (the doctor
has diagnosed this pain as angina).

Once the individual has received information about the possibility of illness through
these channels, according to theories of problem solving, the individual is then moti-
vated to return to a state of ‘problem-free’ normality. This involves assigning meaning to
the problem. According to Leventhal, the problem can be given meaning by accessing
the individual’s illness cognitions. Therefore, the symptoms and social messages will
contribute towards the development of illness cognitions, which will be constructed
according to the following dimensions: identity, cause, consequences, time line, cure/
control. These cognitive representations of the ‘problem’ will give the problem meaning
and will enable the individual to develop and consider suitable coping strategies.

However, a cognitive representation is not the only consequence of symptom percep-
tion and social messages. The identification of the problem of illness will also result in
changes in emotional state. For example, perceiving the symptom of pain and receiving
the social message that this pain may be related to coronary heart disease may result in
anxiety. Therefore, any coping strategies have to relate to both the illness cognitions and
the emotional state of the individual.

Stage 2: Coping

The next stage in the self-regulatory model is the development and identification of
suitable coping strategies. Coping can take many forms, which will be discussed in detail
later in this chapter and in Chapter 11. However, two broad categories of coping have
been defined that incorporate the multitude of other coping strategies: approach coping
(e.g. taking pills, going to the doctor, resting, talking to friends about emotions) and
avoidance coping (e.g. denial, wishful thinking). When faced with the problem of illness,
the individual will therefore develop coping strategies in an attempt to return to a state of
healthy normality.

Stage 3: Appraisal

The third stage of the self-regulatory model is appraisal. This involves individuals evalu-
ating the effectiveness of the coping strategy and determining whether to continue with
this strategy or whether to opt for an alternative one.

WHY IS THE MODEL CALLED SELF-REGULATORY?

This process is regarded as self-regulatory because the three components of the model
(interpretation, coping, appraisal) interrelate in order to maintain the status quo (i.e.
they regulate the self). Therefore, if the individual's normal state (health) is disrupted (by
illness), the model proposes that the individual is motivated to return the balance back
to normality. This self-regulation involves the three processes interrelating in an ongoing
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and dynamic fashion. Therefore, interactions occur between the different stages. For
example:

B Symptom perception may result in an emotional shift, that may exacerbate the
perception of symptoms (e.g. ‘I can feel a pain in my chest. Now I feel anxious. Now I
can feel more pain as all my attention is focused on it.’).

m If the individual opts to use denial as their coping strategy, this may result in a
reduction in symptom perception, a decrease in any negative emotions and a shift
in their illness cognition (e.g. ‘This pain is not very bad’ (denial); ‘Now I feel less
anxious’ (emotions); ‘This pain will not last for long’ (time line); ‘This illness will not
have any serious consequences for my lifestyle’ (consequences)).

B A positive appraisal of the effectiveness of the coping strategy may itself be a coping
strategy (e.g. ‘My symptoms appear to have been reduced by doing relaxation
exercises’ may be a form of denial).

FOCUS ON RESEARCH 3.1: TESTING A THEORY -
ILLNESS REPRESENTATIONS AND COPING

A study to examine the relationship between illness representations, coping
and psychological adjustment in sufferers of chronic fatigue syndrome (Moss-
Morris et al. 1996).

This study examined the interrelationship between illness representations, coping and
psychological adjustment in the context of chronic fatigue syndrome (CFS). The aim
of the study was to test directly elements of Leventhal's self-regulatory model and to
examine whether the way an individual makes sense of their illness (their illness repre-
sentation) and the way they cope with their illness (their coping strategies) relates to
their level of functioning (the outcome measure).

Background

Chronic fatigue syndrome (sometimes called myalgic encephalomyelitis (ME) or post-
viral fatigue syndrome) has interested psychologists for over a decade as it appears to
have no apparent simple organic origin or to be a psychiatric disorder. Recent theorists
have suggested that CFS is best characterized as an interaction between psychological
and physical factors with cognitive and behavioural responses mediating between an
acute organic illness and a chronic syndrome. Because of the hypothesized role of
cognitions in the maintenance/progression of CFS, Moss-Morris et al. aimed to examine
the role of illness cognitions and coping strategies in sufferers’ level of functioning.

Methodology

Subjects A total of 520 members of the Australian and New Zealand Myalgic
Encephalomyelitis Society were sent an invitation to take part in the study, of whom 308
returned the consent forms and were sent a questionnaire. A total of 233 CFS sufferers
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(189 female and 44 male) completed and returned the questionnaire and were included
in the data analysis. These subjects ranged in age from 18 to 81, 61 per cent were
married, 55 per cent had received tertiary education and the mean length of illness was
10.8 years.

Design The study involved a cross-sectional design with all subjects completing a
questionnaire once.

Measures Subjects were sent a questionnaire consisting of the following measures:
1 The Illness Perception Questionnaire. This questionnaire measured illness representa-
tions and included items reflecting the following aspects of illness representations:

B Identity: This consisted of a set of 12 core symptoms (e.g. pain) and 13 symptoms
specific to CFS (e.g. tiredness). Subjects were asked to rate each symptom according to
how often they experienced them from ‘never’ to ‘all the time’.

B Time line: This consisted of items relating to the subjects’ predicted length of their
illness (e.g. ‘My CFS will last a long time’).

B Control/cure: This consisted of items relating to the degree to which the subjects
believed that their illness could be controlled/cured (e.g. ‘There is a lot I can do to
control my symptoms’).

B Consequences: Subjects were asked to rate statements concerning the perceptions of
the possible consequences (e.g. ‘My illness has strongly affected the way I see myself
as a person’).

B Cause: Subjects also rated statements relating to the cause of their illness (e.g. ‘Stress
was a major factor in causing my illness’).

2 Coping strategies. Subjects completed a shortened version of the COPE Inventory
(Carver et al. 1989), which has been designed to measure aspects of coping. The
authors included items relating to problem-focused coping (e.g. active coping, planning,
suppression of competing activities, seeking support for instrumental reasons), emotion-
focused coping (e.g. positive reinterpretation and growth, venting emotions, seeking
emotional support), behavioural disengagement coping (e.g. using substances for distrac-
tion) and mental disengagement coping (e.g. wishful thinking).

3 Level of functioning: Subjects completed the five-item mental health scale (MHI5) as
a measure of psychological adjustment, a four-item vitality scale (Ware and Sherbourne
1992) as a measure of subjective well-being and the Sickness Impact Profile (Bergner
et al. 1981) as a measure of dysfunction.

Results

The relationship between components of illness representations

The results showed that a strong illness identity was related to a belief in serious con-
sequences and a more chronic time line (e.g. ‘T have lots of symptoms, my illness has
serious effects on my life and I believe that it will last for a long time’). A chronic time line
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was related to more negative beliefs about consequences and a belief that the illness was
less controllable and less curable (e.g. ‘I believe that my illness will last for a long time,
that it has a serious effect on my life and that it cannot be either controlled or cured’). In
addition, a belief that CFS was caused by psychological factors (e.g. stress) was related to
a greater belief in serious consequences (e.g. ‘My illness was caused by stress and has
serious effects on my life’).

The relationship between illness representations and coping

The results showed a positive relationship between identity (the illness representation)
and coping strategies such as planning venting emotions, behavioural disengagement
and mental disengagement (e.g. ‘T experience lots of symptoms and cope by forming
plans of action, venting my feelings, and distracting myself from my symptoms by using
substances such as alcohol and by engaging in wishful thinking’). The results also
showed a positive relationship between consequences (the illness representation) and
coping strategies such as planning, suppression of competing activities, seeking emo-
tional social support, venting emotions, mental disengagement (e.g. ‘I believe that my
illness has seriously effected my life, and cope by forming plans of action, stopping doing
other activities, talking to my friends about my feelings, expressing my emotions and
thinking about other things’). In addition, the results showed a positive relationship
between internal control/cure (the illness representation) and coping strategies such as
active coping, planning, positive reinterpretation and a negative relationship with
behavioural disengagement (e.g. ‘I believe that I can control/cure my illness and cope
actively, form plans, attempt to see my illness in a positive light and do not use sub-
stances’). Finally, the results showed a belief that the illness would last a long time (the
illness representation) was related to coping by suppressing competing activities,
behavioural disengagement (e.g. ‘T believe that my illness is chronic and cope by not
doing other activities and using substances’) and a belief that the illness was caused by
psychological factors was related to behavioural disengagement (e.g. ‘I believe that stress
caused my illness and cope by drinking alcohol’).

The relationship between illness representations and level
of functioning

The results showed that the illness representation components of illness identity, emo-
tional causes of the illness, controllability/curability and consequences had the strongest
overall association with measures of functioning, suggesting that individuals who
had the most symptoms, believed that their illness was out of their control, caused by
stress and had serious consequences, showed low levels of psychological adjustment and
well-being and higher levels of dysfunction.

The relationship between coping and levels of functioning

The results from this analysis showed that psychological dysfunction and low psycho-
logical well-being were related to behavioural and mental disengagement and that
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psychological adjustment was related to positive reinterpretation, seeking emotional
support, not using substances and not venting emotions.

Conclusion

The results from this study provide support for the predicted association between cogni-
tive variables (illness representations and coping) and level of functioning (psychological
adjustment, well-being and dysfunction) in CFS. In addition, the results provide support
for Leventhal’s self-regulatory model as illness representations were related to coping and
a measure of outcome (level of functioning). However, because of the cross-sectional
nature of the design it is not possible to say whether illness representations cause
changes in either coping or outcome and as the authors conclude ‘only a prospective
design can clarify some of these issues’.

Problems with assessment

This dynamic, self-regulatory process suggests a model of cognitions that is complex and
intuitively sensible, but poses problems for attempts at assessment and intervention. For
example:

1 If the different components of the self-regulatory model interact, should they be
measured separately? For example, is the belief that an illness has no serious
consequences an illness cognition or a coping strategy?

2 1If the different components of the self-regulatory model interact, can individual com-
ponents be used to predict outcome or should the individual components be seen
as co-occurring? For example, is the appraisal that symptoms have been reduced a
successful outcome or is it a form of denial (a coping strategy)?

The individual processes involved in the self-regulatory model will now be examined
in greater detail.

STAGE 1: INTERPRETATION
Symptom perception

Individual differences in symptom perception

Symptoms such as a temperature, pain, a runny nose or the detection of a lump may
indicate to the individual the possibility of illness. However, symptom perception is not a
straightforward process (see Chapter 12 for details of pain perception). For example,
what might be a sore throat to one person could be another’s tonsillitis and whereas a
retired person might consider a cough a serious problem a working person might be
too busy to think about it. Pennebaker (1983) has argued that there are individual
differences in the amount of attention people pay to their internal states. Whereas some
individuals may sometimes be internally focused and more sensitive to symptoms, others
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may be more externally focused and less sensitive to any internal changes. However, this
difference is not always consistent with differences in accuracy. Some research suggests
internal focus is related to overestimation. For example, Pennebaker (1983) reported
that individuals who were more focused on their internal states tended to overestimate
changes in their heart rate compared with subjects who were externally focused. In
contrast Kohlmann et al. (2001) examined the relationship between cardiac vigilance
and heart beat detection in the laboratory and reported a negative correlation; those who
stated they were more aware of their heart underestimated their heart rate. Being
internally focused has also been shown to relate to a perception of slower recovery from
illness (Miller et al. 1987) and to more health protective behaviour (Kohlmann et al.
2001). Being internally focused may result in a different perception of symptom change,
not a more accurate one.

Mood, cognitions, environment and symptom perception

Skelton and Pennebaker (1982) suggested that symptom perception is influenced by
factors such as mood, cognitions and the social environment.

Mood: The role of mood in symptom perception is particularly apparent in
pain perception with anxiety increasing self-reports of the pain experience (see Chapter
12 for a discussion of anxiety and pain). In addition, anxiety has been proposed as an
explanation for placebo pain reduction as taking any form of medication (even a sugar
pill) may reduce the individual’s anxiety, increase their sense of control and result in pain
reduction (see Chapter 13 for a discussion of anxiety and placebos). Stegen et al. (2000)
directly explored the impact of negative affectivity on both the experience of symptoms
and attributions for these symptoms. In an experimental study, participants were exposed
to low intensity somatic sensations induced by breathing air high in carbon dioxide. They
were then told that the sensation would be either positive, negative or somewhere
between and were asked to rate both the pleasantness and intensity of their symptoms.
The results showed that what the participants were told about the sensation influenced
their ratings of its pleasantness. The results also showed that although people who rated
high on negative affectivity showed similar ratings of pleasantness to those low on
negative affectivity they did report more negative meanings and worries about their
symptoms. This indicates that expectations about the nature of a symptom can alter the
experience of that symptom and that negative mood can influence the attributions made
about a symptom.

Cognition: An individual’'s cognitive state may also influence their symptom per-
ception. This is illustrated by the placebo effect with the individual's expectations of
recovery resulting in reduced symptom perception (see Chapter 13). It is also illustrated
by Stegen et al.’s (2000) study of breathing symptoms with expectations changing
symptom perception. Ruble (1977) carried out a study in which she manipulated
women'’s expectations about when they were due to start menstruating. She gave sub-
jects an ‘accurate physiological test’ and told women either that their period was due
very shortly or that it was at least a week away. The women were then asked to report
any premenstrual symptoms. The results showed that believing that they were about
to start menstruating (even though they were not) increased the number of reported
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premenstrual symptoms. This indicates an association between cognitive state and
symptom perception. Pennebaker also reported that symptom perception is related to
an individual's attentional state and that boredom and the absence of environmental
stimuli may result in over-reporting, whereas distraction and attention diversion
may lead to under-reporting (Pennebaker 1983). One study provides support for
Pennebaker’s theory. Sixty-one women who had been hospitalized during pre-term
labour were randomized to receive either information, distraction or nothing (van
Zuuren 1998). The results showed that distraction had the most beneficial effect on
measures of both physical and psychological symptoms suggesting that symptom per-
ception is sensitive to attention. Symptom perception can also be influenced by the ways
in which symptoms are elicited. For example, Eiser (2000) carried out an experimental
study whereby students were asked to indicate their symptoms, from a list of 30 symp-
toms, over the past month and the past year and also to rate their health status. However,
whereas half were asked to endorse their symptoms (i.e. mark those they had had), half
were asked to exclude their symptoms (i.e. mark those they had not had). The results
showed that those in the ‘exclude’ condition reported 70 per cent more symptoms than
those in the ‘endorse’ condition. In addition, those who had endorsed the symptoms
rated their health more negatively than those who had excluded symptoms. This suggests
that it is not only focus and attention that can influence symptom perception but also the
ways in which this focus is directed.

Environment: Symptom perception is therefore influenced by mood and cognition.
It is also influenced by an individual’'s social context. These different factors are
illustrated by a condition known as ‘medical students’ disease’, which has been described
by Mechanic (1962). A large component of the medical curriculum involves learning
about the symptoms associated with a multitude of different illnesses. More than
two-thirds of medical students incorrectly report that at some time they have had the
symptoms they are being taught about. Perhaps this phenomena can be understood in
terms of:

B Mood: medical students become quite anxious due to their workload. This anxiety
may heighten their awareness of any physiological changes making them more
internally focused.

B Cognition: medical students are thinking about symptoms as part of their course,
which may result in a focus on their own internal states.

B Social: once one student starts to perceive symptoms, others may model themselves
on this behaviour.

Therefore, symptom perception influences how an individual interprets the problem
of illness.

Social messages

Information about illness also comes from other people. This may come in the form of
a formal diagnosis from a health professional or a positive test result from a routine
health check. Such messages may or may not be a consequence of symptom perception.
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For example, a formal diagnosis may occur after symptoms have been perceived, the
individual has subsequently been motivated to go to the doctor and has been given a
diagnosis. However, screening and health checks may detect illness at an asymptomatic
stage of development and therefore attendance for such a test may not have been moti-
vated by symptom perception. Information about illness may also come from other lay
individuals who are not health professionals. Before (and after) consulting a health
professional, people often access their social network, which has been called their ‘lay
referral system’ by Freidson (1970). This can take the form of colleagues, friends or
family and involves seeking information and advice from multiple sources. For example,
coughing in front of one friend may result in the advice to speak to another friend who
had a similar cough, or a suggestion to take a favoured home remedy. Alternatively, it
may result in a lay diagnosis or a suggestion to seek professional help from the doctor. In
fact, Scambler et al. (1981) reported that three-quarters of those taking part in their
study of primary care attenders had sought advice from family or friends before seeking
professional help. Such social messages will influence how the individual interprets the
‘problem’ of illness.

STAGE 2: COPING

There is a vast literature on how people cope with a range of problems including stress,
pain and illness. Coping with stress and pain is covered in Chapters 11 and 12. This
section will examine three approaches to coping with illness: (1) coping with a diagnosis;
(2) coping with the crisis of illness; and (3) adjustment to physical illness and the theory
of cognitive adaptation. These different theoretical approaches have implications for
understanding the differences between adaptive and maladaptive coping, and the role of
reality and illusions in the coping process. They therefore have different implications for
understanding the outcome of the coping process.

Coping with a diagnosis

Shontz (1975) described the following stages of coping that individuals often go through
after a diagnosis of a chronic illness:

B Shock: initially, according to Shontz most people go into a state of shock following a
diagnosis of a serious illness. Being in shock is characterized by being stunned and
bewildered, behaving in an automatic fashion and having feelings of detachment
from the situation.

B Encounter reaction: following shock, Shontz argued that the next stage is an encounter
reaction. This is characterized by disorganized thinking and feelings of loss, grief,
helplessness and despair.

B Retreat: retreat is the third stage in the process of coping with a diagnosis. Shontz
argued that this stage is characterized by denial of the problem and its implications
and a retreat into the self.
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Implications for the outcome of the coping process

Shontz developed these stages from observations of individuals in hospital and suggested
that once at the retreat stage, individuals with a diagnosis of a serious illness can
gradually deal with the reality of their diagnosis. According to Shontz, retreat is only a
temporary stage and denial of reality cannot last for ever. Therefore, the retreat stage acts
as a launch pad for a gradual reorientation towards the reality of the situation and as
reality intrudes the individual begins to face up to their illness. Therefore, this model of
coping focuses on the immediate changes following a diagnosis, suggesting that the
desired outcome of any coping process is to face up to reality and that reality orientation
is an adaptive coping mechanism.

Coping with the crisis of illness

In an alternative approach to coping with illness, Moos and Schaefer (1984) have applied
‘crisis theory’ to the crisis of physical illness.

What is crisis theory?

Crisis theory has been generally used to examine how people cope with major life
crises and transitions and has traditionally provided a framework for understanding
the impact of illness or injury. The theory was developed from work done on grief
and mourning and a model of developmental crises at transition points in the life cycle.
In general, crisis theory examines the impact of any form of disruption on an indi-
vidual’s established personal and social identity. It suggests that psychological systems
are driven towards maintaining homeostasis and equilibrium in the same way as
physical systems. Within this framework any crisis is self-limiting as the individual
will find a way of returning to a stable state; individuals are therefore regarded as
self-regulators.

Physical illness as a crisis

Moos and Schaefer (1984) argued that physical illness can be considered a crisis as it
represents a turning point in an individual’s life. They suggest that physical illness causes
the following changes, which can be conceptualized as a crisis:

B Changes in identity: illness can create a shift in identity, such as from carer to patient,
or from breadwinner to person with an illness.

B Changes in location: illness may result in a move to a new environment such as
becoming bedridden or hospitalized.

B Changes in role: a change from independent adult to passive dependant may occur
following illness, resulting in a changed role.

B Changes in social support: illness may produce isolation from friends and family
effecting changes in social support.
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B Changes in the future: a future involving children, career or travel can become
uncertain.

In addition, the crisis nature of illness may be exacerbated by factors that are often
specific to illness such as:

B [llness is often unpredicted: if an illness is not expected then the individual will not have
had the opportunity to consider possible coping strategies.

B Information about the illness is unclear: much of the information about illness is
ambiguous and unclear, particularly in terms of causality and outcome.

B A decision is needed quickly: illness frequently requires decisions about action to be
made quickly (e.g. should we operate, should we take medicines, should we take time
off from work, should we tell our friends).

B Ambiguous meaning: because of uncertainties about causality and outcome, the
meaning of the illness for an individual will often be ambiguous (e.g. is it serious?
how long will it effect me?).

B Limited prior experience: most individuals are healthy most of the time. Therefore,
illness is infrequent and may occur to individuals with limited prior experience. This
lack of experience has implications for the development of coping strategies and
efficacy based on other similar situations (e.g. ‘I've never had cancer before, what
should I do next?’).

Many other crises may be easier to predict, have clearer meanings and occur to indi-
viduals with a greater degree of relevant previous experience. Within this framework,
Moos and Schaefer considered illness a particular kind of crisis, and applied crisis theory
to illness in an attempt to examine how individuals cope with this crisis.

The coping process

Once confronted with the crisis of physical illness, Moos and Schaefer (1984) described
three processes that constitute the coping process: (1) cognitive appraisal; (2) adaptive
tasks; and (3) coping skills. These processes are illustrated in Figure 3.2.

Process 1: Cognitive appraisal At the stage of disequilibrium triggered by the
illness, an individual initially appraises the seriousness and significance of the illness
(e.g. Is my cancer serious? How will my cancer influence my life in the long run?).
Factors such as knowledge, previous experience and social support may influence this
appraisal process. In addition, it is possible to integrate Leventhal’s illness cognitions at
this stage in the coping process as such illness beliefs are related to how an illness will
be appraised.

Process 2: Adaptive tasks Following cognitive appraisal, Moos and Schaefer
describe seven adaptive tasks that are used as part of the coping process. These can be
divided into three illness specific tasks and four general tasks. These are illustrated in
Table 3.1.
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m Coping with the crisis of illness

Illness-related tasks

B Dealing with pain and other symptoms

B Dealing with the hospital environment and treatment procedures

B Developing and maintaining relationships with health professionals

General tasks

B Preserving an emotional balance

B Preserving self-image, competence and mastery
B Sustaining relationships with family and friends
B Preparing for an uncertain future

Table 3.1 Adaptive tasks

The three illness-specific tasks can be described as:

1 Dealing with pain, incapacitation and other symptoms. This task involves dealing
with symptoms such as pain, dizziness, loss of control and the recognition of changes
in the severity of the symptoms.

2 Dealing with the hospital environment and special treatment procedures. This
task involves dealing with medical interventions such as mastectomy, chemotherapy
and any related side effects.

3 Developing and maintaining adequate relationships with health care staff.
Becoming ill requires a new set of relationships with a multitude of health
professionals. This task describes the development of those relationships.

The four general tasks can be described as:
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1 Preserving a reasonable emotional balance. This involves compensating for the
negative emotions aroused by illness with sufficient positive ones.

2 Preserving a satisfactory self-image and maintaining a sense of competence
and mastery. This involves dealing with changes in appearance following illness
(e.g. disfigurement) and adapting to a reliance on technology (e.g. pacemaker).

3 Sustaining relationships with family and friends. This involves maintaining social
support networks even when communication can become problematic due to changes
in location and mobility.

4 Preparing for an uncertain future. Illness can often result in loss (e.g. of sight,
lifestyle, mobility, life). This task involves coming to terms with such losses and
redefining the future.

Process 3: Coping skills Following both appraisal and the use of adaptive tasks,
Moos and Schaefer described a series of coping skills that are accessed to deal with the
crisis of physical illness. These coping skills can be categorized into three forms: (1)
appraisal-focused coping; (2) problem-focused coping; and (3) emotion-focused coping
(see Table 3.2).

Appraisal-focused

B Logical analysis and mental preparation
B Cognitive redefinition

B Cognitive avoidance or denial

Problem-focused

B Seeking information and support
B Taking problem-solving action

® Identifying rewards

Emotion-focused

m Affective regulation

B Emotional discharge
B Resigned acceptance

Table 3.2 Coping skills

Appraisal-focused coping involves attempts to understand the illness and represents a
search for meaning. Three sets of appraisal-focused coping skills have been defined:

1 Logical analysis and mental preparation, involving turning an apparently
unmanageable event into a series of manageable ones.

2 Cognitive redefinition, involving accepting the reality of the situation and redefining
it in a positive and acceptable way.

3 Cognitive avoidance and denial, involving minimizing the seriousness of the illness.
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Problem-focused coping involves confronting the problem and reconstructing it as
manageable. Three types of problem-focused coping skills have been defined:

1 Seeking information and support, involving building a knowledge base by accessing
any available information.

2 Taking problem-solving action, involving learning specific procedures and behaviours
(e.g. insulin injections).

3 Identifying alternative rewards, involving the development and planning of events
and goals that can provide short-term satisfaction.

Emotion-focused coping involves managing emotions and maintaining emotional
equilibrium. Three types of emotion-focused coping skills have been defined:

1 Affective, involving efforts to maintain hope when dealing with a stressful situation.
2 Emotional discharge, involving venting feelings of anger or despair.

3 Resigned acceptance, involving coming to terms with the inevitable outcome of an
illness.

Therefore, according to this theory of coping with the crisis of a physical illness,
individuals appraise the illness and then use a variety of adaptive tasks and coping skills
which in turn determine the outcome.

However, not all individuals respond to illness in the same way and Moos and
Schaefer (1984) argued that the use of these tasks and skills is determined by three
factors:

Demographic and personal factors, such as age, sex, class, religion.

2 Physical and social/environmental factors, such as the accessibility of social support
networks and the acceptability of the physical environment (e.g. hospitals can be dull
and depressing).

3 Illness-related factors, such as any resulting pain, disfigurement or stigma.

Implications for the outcome of the coping process

Within this model, individuals attempt to deal with the crisis of physical illness via
the stages of appraisal, the use of adaptive tasks and the employment of coping skills.
The types of tasks and skills used may determine the outcome of this process and such
outcome may be psychological adjustment or well-being, or may be related to longevity
or quality of life (see Chapter 16). According to crisis theory, individuals are motivated to
re-establish a state of equilibrium and normality. This desire can be satisfied by either
short-term or long-term solutions. Crisis theory differentiates between two types of
new equilibrium: healthy adaptation, which can result in maturation and a maladaptive
response resulting in deterioration. Within this perspective, healthy adaptation involves
reality orientation and adaptive tasks and constructive coping skills. Therefore,
according to this model of coping the desired outcome of the coping process is reality
orientation.
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Adjustment to physical illness and the theory of
cognitive adaptation

In an alternative model of coping, Taylor and colleagues (e.g. Taylor 1983; Taylor et al.
1984) examined ways in which individuals adjust to threatening events. Based on a
series of interviews with rape victims and cardiac and cancer patients, they suggested
that coping with threatening events (including illness) consists of three processes: (1) a
search for meaning; (2) a search for mastery; and (3) a process of self-enhancement.
They argued that these three processes are central to developing and maintaining
illusions and that these illusions constitute a process of cognitive adaptation. Again, this
model describes the individual as self-regulatory and as motivated to maintain the status
quo. In addition, many of the model’s components parallel those described earlier
in terms of illness cognitions (e.g. the dimensions of cause and consequence). This
theoretical perspective will be described in the context of their results from women who
had recently had breast cancer (Taylor et al. 1984).

A search for meaning

A search for meaning is reflected in questions such as ‘Why did it happen?’, ‘What impact
has it had?’, ‘What does my life mean now?’ A search for meaning can be understood in
terms of a search for causality and a search to understand the implications.

A search for causality (Why did it happen?) Attribution theory suggests that
individuals need to understand, predict and control their environment (e.g. Weiner
1986). Taylor et al. (1984) reported that 95 per cent of the women they interviewed
offered an explanation of the cause of their breast cancer. For example, 41 per cent
explained their cancer in terms of stress, 32 per cent held carcinogens such as the birth
control pill, chemical dumps or nuclear waste as responsible, 26 per cent saw hereditary
factors as the cause, 17 per cent blamed diet and 10 per cent considered a blow to the
breast to blame. Several women reported multiple causes. Taylor (1983) suggested that
no one perception of cause is better than any other, but that what is important for the
process of cognitive adaption is the search for any cause. People need to ask ‘Why did it
happen?’.

Understanding the implications (What effect has it had on my life?) Taylor
(1983) also argued that it is important for the women to understand the implications
of the cancer for their life now. Accordingly, over 50 per cent of the women stated that
the cancer had resulted in them reappraising their life, and others mentioned improved
self-knowledge, self-change and a process of reprioritization.

Understanding the cause of the illness and developing an insight into the implica-
tions of the illness gives the illness meaning. According to this model of coping, a sense
of meaning contributes to the process of coping and cognitive adaptation.
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A search for mastery

A search for mastery is reflected in questions such as ‘How can I prevent a similar event
reoccurring?’, ‘What can I do to manage the event now?’ Taylor et al. (1984) reported
that a sense of mastery can be achieved by believing that the illness is controllable. In
accordance with this, 66 per cent of the women in the study believed that they could
influence the course or reoccurrence of the cancer. The remainder of the women
believed that the cancer could be controlled by health professionals. Taylor reported that
a sense of mastery is achieved either through psychological techniques such as develop-
ing a positive attitude, meditation, self-hypnosis or a type of causal attribution, or by
behavioural techniques such as changing diet, changing medications, accessing
information or controlling any side effects.

These processes contribute towards a state of mastery, which is central to the
progression towards a state of cognitive adaptation.

The process of self~-enhancement

Following illness, some individuals may suffer a decrease in their self-esteem. The theory
of cognitive adaption suggests that, following illness, individuals attempt to build their
self-esteem through a process of self-enhancement. Taylor et al. (1984) reported that
only 17 per cent of the women in their study reported only negative changes following
their illness, whereas 53 per cent reported only positive changes. To explain this result,
Taylor et al. (1984) developed social comparison theory (Festinger 1957). This theory
suggests that individuals make sense of their world by comparing themselves with
others. Such comparisons may either be downward comparisons (e.g. a comparison with
others who are worse off: ‘At least I've only had cancer once’), or upward (e.g. a com-
parison with others who are better off: ‘Why was my lump malignant when hers was
only a cyst?’). In terms of their study of women with breast cancer, Taylor et al. (1984)
reported that, although many of the women in their study had undergone disfiguring
surgery and had been diagnosed as having a life-threatening illness, most of them
showed downward comparisons. This indicates that nearly all the women were com-
paring themselves with others worse off than themselves in order to improve their self-
esteem. For example, women who had had a lumpectomy compared themselves with
women who had had a mastectomy. Those who had had a mastectomy compared them-
selves with those who had a possibility of having generalized cancer. Older women
compared themselves favourably with younger women, and younger women compared
themselves favourably with older women. Taylor and her colleagues suggested that
the women selected criteria for comparison that would enable them to improve their
self-esteem as part of the process of self-enhancement.

The role of illusions

According to the theory of cognitive adaptation, following a threatening event indi-
viduals are motivated to search for meaning, search for mastery and to improve their
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sense of self-esteem. It is suggested that these processes involve developing illusions. Such
illusions are not necessarily in contradiction to reality but are positive interpretations
of this reality. For example, although there may be little evidence for the real causes of
cancer, or for the ability of individuals to control the course of their illness, those who
have suffered cancer wish to hold their own illusions about these factors (e.g. ‘I under-
stand what caused my cancer and believe that I can control whether it comes back’).
Taylor and her colleagues argued that these illusions are a necessary and essential
component of cognitive adaptation and that reality orientation (as suggested by other
coping models) may actually be detrimental to adjustment.

The need for illusions raises the problem of disconfirmation of the illusions (what
happens when the reoccurrence of cancer cannot be controlled?) Taylor argued that the
need for illusions is sufficient to enable individuals to shift the goals and foci of their
illusions so that the illusions can be maintained and adjustment persist.

Implications for the outcome of the coping process

According to this model of coping, the individual copes with illness by achieving cogni-
tive adaptation. This involves searching for meaning (‘T know what caused my illness’),
mastery (‘T can control my illness’) and developing self-esteem (‘T am better off than a lot
of people’). These beliefs may not be accurate but they are essential to maintaining
illusions that promote adjustment to the illness. Therefore, within this perspective
the desired outcome of the coping process is the developing of illusions, not reality
orientation.

THE POSITIVE INTERPRETATION OF ILLNESS

Most theories of coping emphasize a desire to re-establish equilibrium and a return to the
status quo. Therefore, effective coping would be seen as that which enables adjustment to
the illness and a return to normality. Some research however, indicates that some people
perceive benefits from being ill and see themselves as being better off because they have
been ill. This approach is in line with positive psychology and its emphasis on positive
rather than negative affect (see stress and positive psychology Chapters 10-11). For
example, Laerum et al. (1988) interviewed 84 men who had had a heart attack and
found that although the men reported some negative consequences for their lifestyle and
quality of life, 33 per cent of the men considered their life to be somewhat or consider-
ably improved. Similarly, Collins et al. (1990) interviewed 55 cancer patients and also
reported some positive shifts following illness. Sodergren and colleagues have explored
positivity following illness and have developed a structured questionnaire called the
Silver Lining Questionnaire (SLQ) (Sodergren and Hyland 2000; Sodergren et al. 2002).
They concluded from their studies that the positive consequences of illness are varied
and more common than often realized. They also suggest that positivity can be improved
by rehabilitation.
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USING THE SELF-REGULATORY MODEL TO
PREDICT OUTCOMES

The self-regulatory model describes a transition from interpretation, through illness cog-
nitions, emotional response and coping to appraisal. This model has primarily been used
in research to ask the questions ‘How do different people make sense of different
illnesses?” and ‘How do illness cognitions relate to coping?’ Research, however, has
also explored the impact of illness cognitions on psychological and physical health out-
comes. Some research has addressed the links between illness cognitions and adherence
to treatment. Other research has examined their impact on recovery from illnesses
including stroke and myocardial infarction (MI; heart attack).

Predicting adherence to treatment

Beliefs about illness in terms of the dimensions described by Leventhal and colleagues
(1980, 1997) have been shown to relate to coping. They have also been associated with
whether or not a person takes their medication and/or adheres to other suggested treat-
ments. For example, Brewer et al. (2002) examined the relationship between illness
cognitions and both adherence to medication and cholesterol control in patients with
hypercholesterolaemia (involving very high cholesterol). The results showed that a
belief that the illness has serious consequences was related to medication adherence. In
addition, actual cholesterol control was related to the belief that the illness was stable,
asymptomatic with serious consequences. Some research has also included a role for
treatment beliefs. For example, Horne and Weinman (2002) explored the links between
beliefs about both illness and treatment and adherence to taking medication for asthma
in 100 community-based patients. The results showed that non-adherers reported more
doubts about the necessity of their medication, greater concerns about the consequences
of the medication and more negative beliefs about the consequences of their illness.
Overall, the analysis indicated that illness and treatment beliefs were better predictors of
adherence than both clinical and demographic factors. In a similar study, Llewellyn et al.
(2003) explored the interrelationships between illness beliefs, treatment beliefs and
adherence to home treatment in patients with severe haemophilia. The results showed
that poor adherence was related to beliefs about the necessity of the treatment, concerns
about the consequences of treatment and beliefs about illness identity.

Predicting recovery from stroke

Research has also explored links between illness cognitions and recovery from stroke. For
example, Partridge and Johnston (1989) used a prospective study and reported that
individuals’ beliefs about their perceived control over their problem predicted recovery
from residual disability in stroke patients at follow-up. The results showed that this
relationship persisted even when baseline levels of disability were taken into account. In
line with this, Johnston et al. (1999a) also explored the relationship between perceived
control and recovery from stroke and followed up 71 stroke patients one and six months
after discharge from hospital. In addition, they examined the possible mediating effects of
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coping, exercise and mood. Therefore, they asked the questions ‘Does recovery from
stroke relate to illness cognitions?” and ‘If so, is this relationship dependent upon other
factors?’ The results showed no support for the mediating effects of coping, exercise and
mood but supported earlier work to indicate a predictive relationship between control
beliefs and recovery.

Predicting recovery from Ml

Research has also explored the relationship between illness cognitions and recovery from
MI. From a broad perspective research suggests that beliefs about factors such as the
individual’'s work capacity (Maeland and Havik 1987), helplessness towards future MIs
(called ‘cardiac invalidism’) (Riegel 1993) and general psychological factors (Diederiks
et al. 1991) relate to recovery from MI as measured by return to work and general social
and occupational functioning. Using a self-regulatory approach, research has also indi-
cated that illness cognitions relate to recovery. In particular, the Heart Attack Recovery
Project, which was carried out in New Zealand and followed 143 first time heart attack
patients aged 65 or under for 12 months following admission to hospital. All subjects
completed follow-up measures at 3, 6 and 12 months after admission. The results
showed that those patients who believed that their illness had less serious consequences
and would last a shorter time at baseline, were more likely to have returned to work by
six weeks (Petrie et al. 1996). Furthermore, those with beliefs that the illness could be
controlled or cured at baseline predicted attendance at rehabilitation classes (Petrie et al.
1996). In a recent study authors did not only explore the patients beliefs about MI but
also the beliefs of their spouse to ask whether congruence between spouse and patients
beliefs was related to recovery from MI (Figueiras and Weinman 2003). Seventy couples
in which the man had had an MI completed a baseline measure of the illness cognitions
which were correlated with follow-up measures of recovery taken at 3, 6 and 12 months.
The results showed that in couples who had similar positive beliefs about the identity and
consequences of the illness, the patients showed improved recovery in terms of better
psychological and physical functioning, better sexual functioning and lower impact of
the MI on social and recreational activities. In addition, similar beliefs about time line
were related to lower levels of disability and similar cure/control beliefs were associated
with greater dietary changes. Beliefs about illness therefore seem to be associated with
recovery. Further, congruence in beliefs also seems to influence outcomes.

A self-regulatory approach may be useful for describing illness cognitions and
for exploring the relationship between such cognitions and coping, and also for
understanding and predicting other health outcomes.

TO CONCLUDE

In the same way that people have beliefs about health they also have beliefs about illness.
Such beliefs are often called ‘illness cognitions’ or ‘illness representations’. Beliefs about
illness appear to follow a pattern and are made up of: (1) identity (e.g. a diagnosis and
symptoms); (2) consequences (e.g. beliefs about seriousness); (3) time line (e.g. how long
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it will last); (4) cause (e.g. caused by smoking, caused by a virus); and (5) cure/control
(e.g. requires medical intervention). This chapter examined these dimensions of illness
cognitions and assessed how they relate to the way in which an individual responds to
illness via their coping and their appraisal of the illness. Further, it has described the
self-regulatory model and its implications for understanding and predicting health
outcomes.

? QUESTIONS

How do people make sense of health and illness?

Discuss the relationship between iliness cognitions and coping.

Why is Leventhal’s model ‘self-regulatory’?

Discuss the role of symptom perception in adapting to iliness.

lllusions are a central component of coping with iliness. Discuss.

lliness cognitions predict health outcomes. Discuss.

Design a research project to evaluate the role of coping in adaptation to iliness.

NOoO Ok WON =2

FOR DISCUSSION

Think about the last time you were ill (e.g. headache, flu, broken limb, etc.). Consider
the ways in which you made sense of your illness and how they related to your
coping strategies.

ASSUMPTIONS IN HEALTH PSYCHOLOGY

The literature examining illness cognitions highlights some of the assumptions in health
psychology:

1 Humans as information processors. The literature describing the structure of ill-
ness cognitions assumes that individuals deal with their illness by processing the
different forms of information. In addition, it assumes that the resulting cognitions
are clearly defined and consistent across different people. However, perhaps the
information is not always processed rationally and perhaps some cognitions are made
up of only some of the components (e.g. just time line and cause), or made up of other
components not included in the models.

2 Methodology as separate to theory. The literature also assumes that the structure
of cognitions exists prior to questions about these cognitions. Therefore, it is assumed
that the data collected are separate from the methodology used (i.e. the different
components of the illness cognitions pre-date questions about time line, causality,
cure, etc.). However, it is possible that the structure of these cognitions is in part
an artefact of the types of questions asked. In fact, Leventhal originally argued that
interviews should be used to access illness cognitions as this methodology avoided
‘contaminating’ the data. However, even interviews involve the interviewer’'s own
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preconceived ideas that may be expressed through the structure of their questions,
through their responses to the interviewee, or through their analysis of the
transcripts.
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and also in terms of the effect on recovery, and then reviews
the adherence model, which was an attempt to go beyond
the traditional model of doctor—patient communication. Next,
the chapter focuses on the problem of variability and
suggests that variability in health professionals’ behaviour is
not only related to levels of knowledge but also to the
processes involved in clinical decision making and the health
beliefs of the health professional. This suggests that many of
the health beliefs described in Chapter 2 are also relevant to
health professionals. Finally, the chapter examines doctor-
patient communication as an interaction and the role of
agreement and shared models.

What is compliance?

The work of Ley

How can compliance be improved?

The role of knowledge in doctor-patient communication
The problem of doctor variability

Explaining variability — the role of clinical decision-making
Explaining variability — the role of health beliefs

Doctor—patient communication as an interaction
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WHAT IS COMPLIANCE?

Haynes et al. (1979) defined compliance as ‘the extent to which the patient’s behaviour
(in terms of taking medications, following diets or other lifestyle changes) coincides
with medical or health advice’. Compliance has excited an enormous amount of clinical
and academic interest over the past few decades and it has been calculated that 3200
articles on compliance in English were listed between 1979 and 1985 (Trostle 1988).
Compliance is regarded as important primarily because following the recommendations
of health professionals is considered essential to patient recovery. However, studies
estimate that about half of the patients with chronic illnesses, such as diabetes and
hypertension, are non-compliant with their medication regimens and that even com-
pliance for a behaviour as apparently simple as using an inhaler for asthma is poor
(e.g. Dekker et al. 1992). Further, compliance also has financial implications as money
is wasted when drugs are prescribed, prescriptions are cashed, but the drugs not taken.

PREDICTING WHETHER PATIENTS ARE COMPLIANT:
THE WORK OF LEY

Ley (1981, 1989) developed the cognitive hypothesis model of compliance. This claimed
that compliance can be predicted by a combination of patient satisfaction with the
process of the consultation, understanding of the information given and recall of this
information. Several studies have been done to examine each element of the cognitive
hypothesis model. This model is illustrated in Figure 4.1.

Patient satisfaction

Ley (1988) examined the extent of patient satisfaction with the consultation. He
reviewed 21 studies of hospital patients and found that 41 per cent of patients were
dissatisfied with their treatment and that 28 per cent of general practice patients were
dissatisfied. Studies by Haynes et al. (1979) and Ley (1988), found that levels of patient

Understanding

v

Satisfaction

Compliance

Memory

m Ley’s model of compliance
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satisfaction stem from various components of the consultation, in particular the affective
aspects (e.g. emotional support and understanding), the behavioural aspects (e.g.
prescribing, adequate explanation) and the competence (e.g. appropriateness of referral,
diagnosis) of the health professional. Ley (1989) also reported that satisfaction is
determined by the content of the consultation and that patients want to know as
much information as possible, even if this is bad news. For example, in studies looking at
cancer diagnosis, patients showed improved satisfaction if they were given a diagnosis of
cancer rather than if they were protected from this information.

Berry et al. (2003) explored the impact of making information more personal to the
patient on satisfaction. Participants were asked to read some information about medica-
tion and then to rate their satisfaction. Some were given personalized information such
as, ‘If you take this medicine, there is a substantial chance of you getting one or more of
its side effects’ whereas some were given non personalized information, ‘A substantial
proportion of people who take this medication get one or more of its side effects’. The
results showed that a more personalized style was related to greater satisfaction, lower
ratings of the risks of side effects and lower ratings of the risk to health.

Sala et al. (2002) explored the relationship between humour in consultation and
patient satisfaction. The authors coded recorded consultations for their humour content
and for the type of humour used. They then looked for differences between high and low
satisfaction rated consultations. The results showed that high satisfaction was related to
the use of more light humour, more humour that relieved tension, more self-effacing
humour and more positive-function humour. Patient satisfaction is increasingly used in
health care assessment as an indirect measure of health outcome based on the assump-
tion that a satisfied patient will be a more healthy patient. This has resulted in the
development of a multitude of patient satisfaction measures and a lack of agreement as
to what patient satisfaction actually is (see Fitzpatrick 1993). However, even though
there are problems with patient satisfaction, some studies suggest that aspects of
patient satisfaction may correlate with compliance with the advice given during the
consultation.

Patient understanding

Several studies have also examined the extent to which patients understand the content
of the consultation. Boyle (1970) examined patients’ definitions of different illnesses and
reported that when given a checklist only 85 per cent correctly defined arthritis, 77 per
cent correctly defined jaundice, 52 per cent correctly defined palpitations and 80 per cent
correctly defined bronchitis. Boyle further examined patients’ perceptions of the location
of organs and found that only 42 per cent correctly located the heart, 20 per cent located
the stomach and 49 per cent located the liver. This suggests that understanding of
the content of the consultation may well be low. Further studies have examined the
understanding of illness in terms of causality and seriousness. Roth (1979) asked
patients what they thought peptic ulcers were caused by and found a variety of
responses, such as problems with teeth and gums, food, digestive problems or excessive
stomach acid. He also asked individuals what they thought caused lung cancer, and
found that although the understanding of the causality of lung cancer was high in terms
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of smoking behaviour, 50 per cent of individuals thought that lung cancer caused by
smoking had a good prognosis. Roth also reported that 30 per cent of patients believed
that hypertension could be cured by treatment.

If the doctor gives advice to the patient or suggests that they follow a particular
treatment programme and the patient does not understand the causes of their
illness, the correct location of the relevant organ or the processes involved in the
treatment, then this lack of understanding is likely to affect their compliance with this
advice.

FOCUS ON RESEARCH 4.1: TESTING A THEORY -
PATIENT SATISFACTION

A study to examine the effects of a general practitioner’s consulting style on
patient satisfaction (Savage and Armstrong 1990).

This study examined the effect of an expert, directive consulting style and a sharing
patient-centred consulting style on patient satisfaction. This paper is interesting for both
methodological and theoretical reasons. Methodologically, it uses a random control
design in a naturalistic setting. This means that it is possible to compare the effects of the
two types of consulting style without the problem of identifying individual differences
(these are controlled for by the design) and without the problem of an artificial experi-
ment (the study took place in a natural environment). Theoretically, the study examines
the prediction that the educational model of doctor—patient communication is problem-
atic (i.e. is the expert approach a suitable one?) and examines patient preferences for the
method of doctor—patient communication.

Background

A traditional model of doctor—patient communication regards the doctor as an expert
who communicates their ‘knowledge’ to the naive patient. Within this framework, the
doctor is regarded as an authority figure who instructs and directs the patient. However,
recent research has suggested that the communication process may be improved if a
sharing, patient-centred consulting style is adopted. This approach emphasizes an inter-
action between the doctor and the patient and suggests this style may result in greater
patient commitment to any advice given, potentially higher levels of compliance and
greater patient satisfaction. Savage and Armstrong (1990) aimed to examine patients’
responses to receiving either a ‘directive/doctor-centred consulting style’ or a ‘sharing/
patient-centred consulting style’.

Methodology

Subjects The study was undertaken in a group practice in an inner city area of
London. Four patients from each surgery for one doctor, over four months were
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randomly selected for the study. Patients were selected if they were aged 16-75, did not
have a life-threatening condition, if they were not attending for administrative/
preventive reasons, and if the GP involved considered that they would not be upset by the
project. Overall, 359 patient were invited to take part in the study and a total of 200
patients completed all assessments and were included in the data analysis.

Design The study involved a randomized controlled design with two conditions: (1)
sharing consulting style and (2) directive consulting style. Patients were randomly allo-
cated to one condition and received a consultation with the GP involving the appropriate
consulting style.

Procedure A set of cards was designed to randomly allocate each patient to a condi-
tion. When a patient entered the consulting room they were greeted and asked to
describe their problem. When this was completed, the GP turned over a card to determine
the appropriate style of consultation. Advice and treatment were then given by the GP in
that style. For example, the doctor’s judgment on the consultation could have been
either, ‘This is a serious problem/I don't think this is a serious problem’ (a directive style)
or, ‘Why do you think this has happened?’ (a sharing style). For the diagnosis, the doctor
could say either, ‘You are suffering from . ..’ (a directive style) or, ‘What do you think is
wrong?’ (a sharing style). For the treatment advice the doctor could say either, ‘It
is essential that you take this medicine’ (a directive style) or, ‘What were you hoping I
would be able to do?’ (a sharing style). Each consultation was recorded and assessed by
an independent assessor to check that the consulting style used was in accordance with
that selected.

Measures All subjects were asked to complete a questionnaire immediately after
each consultation and one week later. This contained questions about the patient’s
satisfaction with the consultation in terms of the following factors:

B The doctor’s understanding of the problem. This was measured by items such as
‘T perceived the general practitioner to have a complete understanding’.

B The adequacy of the explanation of the problem. This was measured by items such as
‘I received an excellent explanation’.

M Feeling helped. This was measured by the statements ‘I felt greatly helped’ and ‘T felt
much better’.

Results

The results were analysed to evaluate differences in aspects of patient satisfaction
between those patients who had received a directive versus a sharing consulting style. In
addition, this difference was also examined in relation to patient characteristics (whether
the patient had a physical problem, whether they received a prescription, had any tests
and were infrequent attenders).
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The results showed that although all subjects reported high levels of satisfaction
immediately after the consultation in terms of doctor’s understanding, explanation and
being helped, this was higher in those subjects who had received a directive style in their
consultation. In addition, this difference was also found after one week. When the results
were analysed to examine the role of patient characteristics on satisfaction, the results
indicated that the directive style produced higher levels of satisfaction in those patients
who rarely attended the surgery, had a physical problem, did not receive tests and
received a prescription.

Conclusion

The results suggest that a directive consulting style was associated with higher levels
of patient satisfaction than a sharing consulting style. This provides support for the
educational model of doctor—patient communication with the doctor as the ‘expert’ and
the patient as the ‘layperson’. In addition, it suggests that patients in the present study
preferred an authority figure who offered a formal diagnosis rather than a sharing doctor
who asked for the patient’s views. Therefore, although recent research has criticized the
traditional educational model of doctor—patient communication, the results from this
study suggest that some patients may prefer this approach.

Patient’s recall

Researchers also examined the process of recall of the information given during the
consultation. Bain (1977) examined the recall from a sample of patients who had
attended a GP consultation and found that 37 per cent could not recall the name of the
drug, 23 per cent could not recall the frequency of the dose and 25 per cent could
not recall the duration of the treatment. A further study by Crichton et al. (1978), found
that 22 per cent of patients had forgotten the treatment regime recommended by their
doctors. In a meta-analysis of the research into recall of consultation information, Ley
(1981, 1989) found that recall is influenced by a multitude of factors. For example,
Ley argued that anxiety, medical knowledge, intellectual level, the importance of the
statement, primacy effect and the number of statements increase recall. However, he
concluded that recall is not influenced by the age of the patient, which is contrary to
some predictions of the effect of ageing on memory and some of the myths and counter-
myths of the ageing process. Recalling information after the consultation may be related
to compliance.

HOW CAN COMPLIANCE BE IMPROVED?

Compliance is considered to be essential to patient well-being. Therefore, studies have
been carried out to examine which factors can be used in order to improve compliance.
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The role of information

Researchers have examined the role of information and the type of information on
improving patient compliance with recommendations made during the consultation by
health professionals. Using meta-analysis, Mullen et al. (1985) looked at the effects of
instructional and educational information on compliance and found that 64 per cent
of patients were more compliant when using such information. Haynes (1982) took a
baseline of 52 per cent compliance with recommendations made during a consultation,
and found that information generally only improved compliance to a level of 66 per cent.
However, Haynes reported that behavioural and individualized instruction improved
compliance to 75 per cent. Information giving may therefore be a means of improving
compliance.

Recommendations for improving compliance

Several recommendations have been made in order to improve communication and
therefore improve compliance.

Oral information

Ley (1989) suggested that one way of improving compliance is to improve communica-
tion in terms of the content of an oral communication. He believes the following factors
are important:

primacy effect — patients have a tendency to remember the first thing they are told;
to stress the importance of compliance;

to simplify the information;

to use repetition;

to be specific;

to follow up the consultation with additional interviews.

Written information

Researchers also looked at the use of written information in improving compliance.
Ley and Morris (1984) examined the effect of written information about medication
and found that it increased knowledge in 90 per cent of the studies, increased
compliance in 60 per cent of the studies, and improved outcome in 57 per cent of the
studies.

Ley’s cognitive hypothesis model, and its emphasis on patient satisfaction, under-
standing and recall, has been influential in terms of promoting research into the com-
munication between health professionals and patients. In addition, the model has
prompted the examination of using information to improve the communication process.
As a result of this, the role of information has been explored further in terms of its effect
on recovery and outcome.



DOCTOR-PATIENT COMMUNICATION 83

THE WIDER ROLE OF INFORMATION IN ILLNESS

Information and recovery from surgery

Information may also be related to recovery and outcome following illness and surgery.
On the basis that the stress caused by surgery may be related to later recovery,
Janis (1958) interviewed patients before and after surgery to examine the effects of
pre-operative fear on post-operative recovery. Janis examined the differences between pre-
operative extreme fear, moderate fear and little or no fear on outcome. Extreme fear was
reflected in patients’ constant concern, anxiety and reports of vulnerability, moderate
fear was reflected in reality orientation with the individual seeking out information,
and little or no fear was reflected by a state of denial. The results were that moderate
pre-operative fear (i.e. a reality orientation and information seeking) was related to a
decrease in post-operative distress. Janis suggested that moderate fear results in the
individual developing a defence mechanism, developing coping strategies, seeking out
relevant information, and rehearsing the outcome of the surgery. This approach
may lead to increased confidence in the outcome, which is reflected in the decreased
post-operative distress. However, there is conflicting evidence regarding this ‘U’ shaped
relationship between anxiety and outcome (see Johnston and Vogele 1993).

Using information to improve recovery

If stress is related to recovery from surgery, then obviously information could be an
important way of reducing this stress. There are different types of information that could
be used to effect the outcome of recovery from a medical intervention. These have been
described as (1) sensory information, which can be used to help individuals deal with their
feelings or to reflect on these feelings; (2) procedural information, which enables indi-
viduals to learn how the process or the intervention will actually be done; (3) coping skills
information, which can educate the individual about possible coping strategies; and (4)
behavioural instructions, which teach the individual how to behave in terms of factors
such as coughing and relaxing.

Researchers have evaluated the relative roles of these different types of information
in promoting recovery and reducing distress. Johnson and Leventhal (1974) gave
sensory information (i.e. information about feelings) to patients before an endoscopic
examination and noted a reduction in the level of distress experienced by these patients.
Egbert et al. (1964) gave sensory information (i.e. about feelings), and coping skills
information (i.e. about what coping skills could be used), to patients in hospital undergo-
ing abdominal surgery. They reported that sensory and coping information reduced the
need for pain killers and in addition reduced the hospital stay by three days. Young and
Humphrey (1985) gave information to patients going into hospital, and found that
information specific to how they could survive hospital reduced the distress and their
length of stay in the hospital. Research has also specifically examined the role of pre-
operative information. Johnston (1980) found that pre-operative information can influ-
ence recovery and reduce anxiety, pain rating, length of hospitalization and analgesic
intake. Further, in a detailed meta-analysis of the published and unpublished literature
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on preparation for surgery, Johnston and Vogele (1993) concluded that preparation
for surgery in the form of both procedural information (i.e. what will happen) and
behavioural instructions (i.e. how to behave afterwards) resulted in significant benefits
on all outcome variables explored, including mood, pain, recovery, physiological indices
and satisfaction. Although the reasons why pre-operative information is so successful
remain unclear, it is possible that pre-operative information may be beneficial to the
individual in terms of the reduction of anxiety by enabling the patient to mentally
rehearse their anticipated worries, fears and changes following the operation; thus
any changes become predictable. These results therefore suggest that information com-
municated correctly by the doctor or the health professional may be an important part of
reducing the distress following hospitalization or a hospital intervention.

THE ROLE OF KNOWLEDGE IN DOCTOR-PATIENT
COMMUNICATION

Ley’s approach to doctor—patient communication can be understood within the frame-
work of an educational model involving the transfer of medical knowledge from expert
to layperson (Marteau and Johnston 1990). This traditional approach has motivated
research into health professional’s medical knowledge, which is seen as a product of
their training and education. Accordingly, the communication process is seen as origin-
ating from the health professional’s knowledge base.

Boyle (1970), although emphasizing patients’ knowledge, also provided some
insights into doctors’ knowledge of the location of organs and the causes of a variety of
illnesses. The results showed that although the doctor’s knowledge was superior to that
of the patient’s, some doctors wrongly located organs such as the heart and wrongly
defined problems such as ‘constipation’ and ‘diarrhoea’. It has also been found that
health professionals show inaccurate knowledge about diabetes (Etzwiler 1967;
Scheiderich et al. 1983) and asthma (Anderson et al. 1983). Over recent years, due to
government documents such as Health for All and the Health of the Nation, primary care
team members are spending more time on health promotion practices, which often
involve making recommendations about changing behaviours such as smoking, drinking
and diet. Research has consequently examined health professionals’ knowledge about
these practices. Murray et al. (1993) examined the dietary knowledge of primary care
professionals in Scotland. GPs, community nurses and practice nurses completed a
questionnaire consisting of a series of commonly heard statements about diet and were
asked to state whether they agreed or disagreed with them. The results showed high
levels of correct knowledge for statements such as ‘most people should eat less sugar’ and
‘most people should eat more fibre’, and relatively poor accuracy for statements such as
‘cholesterol in food is the most important dietary factor in controlling blood lipid levels’.
The authors concluded that primary health care professionals show generally good
dietary knowledge but that ‘there is clearly an urgent need to develop better teaching
and training in the dietary aspects of coronary heart disease’.
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Problems with the traditional approach to doctor-patient
communication

Traditional models of the communication between health professionals and patients
have emphasized the transfer of knowledge from expert to layperson. Ley’s cognitive
hypothesis model of communication includes a role for the patient and emphasizes
patient factors in the communication process as well as doctor factors such as the pro-
vision of relevant information. This approach has encouraged research into the wider
role of information in health and illness. However, there are several problems with this
educational approach, which can be summarized as follows:

B It assumes that the communication from the health professional is from an expert
whose knowledge base is one of objective knowledge and does not involve the health
beliefs of that individual health professional.

Patient compliance is seen as positive and unproblematic.
B Improved knowledge is predicted to improve the communication process.

B It does not include a role for patient health beliefs.

The adherence model of communication

In an attempt to further our understanding of the communication process, Stanton
(1987) developed the model of adherence. The shift in terminology from ‘compliance’
to ‘adherence’ illustrates the attempt of the model to depart from the traditional view
of doctor as an expert who gives advice to a compliant patient. The adherence model
suggested that communication from the health professional results in enhanced patient
knowledge and patient satisfaction and an adherence to the recommended medical
regime. This aspect of the adherence model is similar to Ley’'s model. In addition, how-
ever, it suggested that patients’ beliefs are important and the model emphasized the
patient’s locus of control, perceived social support and the disruption of lifestyle involved
in adherence. Therefore, the model progresses from Ley’s model, in that it includes
aspects of the patients and emphasizes the interaction between the health professionals
and the patients.

However, yet again this model of communication assumes that the health pro-
fessionals’ information is based on objective knowledge and is not influenced by their
own health beliefs. Patients are regarded as laypeople who have their own varying beliefs
and perspectives that need to be dealt with by the doctors and addressed in terms of
the language and content of the communication. In contrast, doctors are regarded as
objective and holding only professional views.

THE PROBLEM OF DOCTOR VARIABILITY

Traditionally, doctors are regarded as having an objective knowledge set that comes from
their extensive medical education. If this were the case then it could be predicted that
doctors with similar levels of knowledge and training would behave in similar ways.
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In addition, if doctors’ behaviour were objective then their behaviour would be consist-
ent. However, considerable variability among doctors in terms of different aspects of
their practice has been found. For example, Anderson et al. (1983) reported that doctors
differ in their diagnosis of asthma. Mapes (1980) suggested that they vary in terms of
their prescribing behaviour, with a variation of 15-90 per cent of patients receiving
drugs. Bucknall et al. (1986) reported variation in the methods used by doctors to
measure blood pressure and Marteau and Baum (1984) also reported that doctors vary
in their treatment of diabetes.

According to a traditional educational model of doctor—patient communication, this
variability could be understood in terms of differing levels of knowledge and expertise.
However, this variability can also be understood by examining the other factors involved
in the clinical decision-making process.

Explaining variability - clinical decision making as
problem solving

A model of problem solving

Clinical decision-making processes are a specialized form of problem solving and have
been studied within the context of problem solving and theories of information pro-
cessing. It is often assumed that clinical decisions are made by the process of inductive
reasoning, which involves collecting evidence and data and using this data to develop a
conclusion and a hypothesis. For example, within this framework, a general practitioner
would start a consultation with a patient without any prior model of their problem.
The GP would then ask the appropriate questions regarding the patient’s history
and symptoms and develop a hypothesis about the presenting problem. However,
doctors’ decision-making processes are generally considered within the framework of
the hypothetico-deductive model of decision making. This perspective emphasizes the
development of hypotheses early on in the consultation and is illustrated by Newell and
Simon’s (1972) model of problem solving, which emphasizes hypothesis testing. Newell
and Simon suggested that problem solving involves a number of stages that result
in a solution to any given problem. This model has been applied to many different
forms of problem solving and is a useful framework for examining clinical decisions (see
Figure 4.2).
The stages involved are as follows:

1 Understand the nature of the problem and develop an internal representation.
At this stage, the individual needs to formulate an internal representation of the
problem. This process involves understanding the goal of the problem, evaluating any
given conditions and assessing the nature of the available data.

2 Develop a plan of action for solving the problem. Newell and Simon differentiated
between two types of plans: heuristics and algorithms. An algorithm is a set of rules
that will provide a correct solution if applied correctly (e.g. addition, multiplication,
etc. involve algorithms). However, most human problem solving involves heuristics,
which are rules of thumb. Heuristics are less definite and specific but provide
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Understand problem and develop representation
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Break problem up into units
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Appraise success of heuristics
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Finish and verify solution

m A simplified model of problem solving

guidance and direction for the problem his solver. Heuristics may involve developing
parallels between the present problem and previous similar ones.

3 Apply heuristics. Once developed, the plans are then applied to the given situation.

4 Determine whether heuristics have been fruitful. The individual then decides
whether the heuristics have been successful in the attempt to solve the given problem.
If they are considered unsuccessful, the individual may need to develop a new
approach to the problem.

8§ Determine whether an acceptable solution has been obtained.

6 Finish and verify the solution. The end-point of the problem-solving process
involves the individual deciding that an acceptable solution to the problem has been
reached and that this solution provides a suitable outcome.

According to Newell and Simon’s model of problem solving, hypotheses about the causes
and solutions to the problem are developed very early on in the process. They regarded
this process as dynamic and ever-changing and suggested that at each stage of the
process the individual applies a ‘means end analysis’, whereby they assess the value of
the hypothesis, which is either accepted or rejected according to the evidence. This type
of model involves information processing whereby the individual develops hypotheses
to convert an open problem, which may be unmanageable with no obvious end-point, to
one which can be closed and tested by a series of hypotheses.
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Clinical decisions as problem solving

Clinical decisions can be conceptualized as a form of problem solving and involve the

development of hypotheses early on in the consultation process. These hypotheses are
subsequently tested by the doctor’s selection of questions. Models of problem solving
have been applied to clinical decision making by several authors (e.g. MacWhinney
1973; Weinman 1987), who have argued that the process of formulating a clinical
decision involves the following stages (see Figure 4.3):

1

Accessing information about the patient’s symptoms. The initial questions
in any consultation from health professional to the patient will enable the health
professional to understand the nature of the problem and to form an internal repre-
sentation of the type of problem.

Developing hypotheses. Early on in the problem-solving process, the health
professional develops hypotheses about the possible causes and solutions to the
problem.

Search for attributes. The health professional then proceeds to test the hypotheses
by searching for factors either to confirm or to refute their hypotheses. Research
into the hypothesis testing process has indicated that although doctors aim to
either confirm or refute their hypothesis by asking balanced questions, most of their
questioning is biased towards confirmation of their original hypothesis. Therefore, an
initial hypothesis that a patient has a psychological problem may cause the doctor
to focus on the patient’s psychological state and ignore the patient’s attempt to talk
about their physical symptoms. Studies have shown that doctors’ clinical information

Signs, symptoms
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collected subsequent to the development of a hypothesis may be systematically
distorted to support the original hypothesis (Wallsten 1978). Furthermore, the type
of hypothesis has been shown to bias the collection and interpretation of any
information received during the consultation (Wason 1974).

4 Making a management decision. The outcome of the clinical decision-making
process involves the health professional deciding on the way forward. Weinman
(1987) suggested that it is important to realize that the outcome of a consultation and
a diagnosis is not an absolute entity, but is itself a hypothesis and an informed guess
that will be either confirmed or refuted by future events.

Explaining variability

Variability in the behaviour of health professionals can therefore be understood in terms
of the processes involved in clinical decisions. For example, health professionals may:

B access different information about the patient’s symptoms;

m develop different hypotheses;

B access different attributes either to confirm or to refute their hypotheses;
B have differing degrees of a bias towards confirmation;
| ]

consequently reach different management decisions.

Explaining variability — the role of health professionals’
health beliefs

The hypothesis testing model of clinical decision making provides some understanding
of the possible causes of variability in health professional behaviour. Perhaps the most
important stage in the model that may lead to variability is the development of the
original hypothesis. Patients are described as having lay beliefs, which are individual and
variable. Health professionals are usually described as having professional beliefs, which
are often assumed to be consistent and predictable. However, the development of the
original hypothesis involves the health professional’s own health beliefs, which may vary
as much as those of the patient. Components of models such as the health belief model,
the protection motivation theory and attribution theory have been developed to examine
health professionals’ beliefs. The beliefs involved in making the original hypothesis can be
categorized as follows:

1 The health professional’s own beliefs about the nature of clinical problems.
Health professionals have their own beliefs about health and illness. This pre-existing
factor will influence their choice of hypothesis. For example, if a health professional
believes that health and illness are determined by biomedical factors (e.g. lesions,
bacteria, viruses) then they will develop a hypothesis about the patient’s problem that
reflects this perspective (e.g. a patient who reports feeling tired all the time may be
anaemic). However, a health professional who views health and illness as relating to
psychosocial factors may develop hypotheses reflecting this perspective (e.g. a patient
who reports feeling tired all the time may be under stress).
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2 The health professional’s estimate of the probability of the hypothesis and
disease. Health professionals will have pre-existing beliefs about the prevalence and
incidence of any given health problem that will influence the process of developing
a hypothesis. For example, some doctors may regard childhood asthma as a common
complaint and hypothesize that a child presenting with a cough has asthma, whereas
others may believe that childhood asthma is rare and so will not consider this
hypothesis.

3 The seriousness and treatability of the disease. Weinman (1987) argued that
health professionals are motivated to consider the ‘pay-off’ involved in reaching a
correct diagnosis and that this will influence their choice of hypothesis. He suggested
that this pay-off is related to their beliefs about the seriousness and treatability of an
illness. For example, a child presenting with abdominal pain may result in an original
hypothesis of appendicitis as this is both a serious and treatable condition, and the
benefits of arriving at the correct diagnosis for this condition far outweigh the costs
involved (such as time-wasting) if this hypothesis is refuted. Marteau and Baum
(1984) have argued that health professionals vary in their perceptions of the serious-
ness of diabetes and that these beliefs will influence their recommendations for
treatment. Brewin (1984) carried out a study looking at the relationship between
medical students’ perceptions of the controllability of a patient’s life events and the
hypothetical prescription of antidepressants. The results showed that the students
reported variability in their beliefs about the controllability of life events; if the patient
was seen not to be in control (i.e. the patient was seen as a victim), the students were
more likely to prescribe antidepressants than if the patient was seen to be in control.
This suggests that not only do health professionals report inconsistency and
variability in their beliefs, this variability may be translated into variability in their
behaviour.

4 Personal knowledge of the patient. The original hypothesis will also be related to
the health professional’s existing knowledge of the patient. Such factors may include
the patient’s medical history, knowledge about their psychological state, an under-
standing of their psychosocial environment and a belief about why the patient uses
the medical services.

5 The health professional’s stereotypes. Stereotypes are sometimes seen as
problematic and as confounding the decision-making process. However, most meet-
ings between health professionals and patients are time-limited and consequently
stereotypes play a central role in developing and testing a hypothesis and reaching a
management decision. Stereotypes reflect the process of ‘cognitive economy’ and may
be developed according to a multitude of factors such as how the patient looks/talks/
walks or whether they remind the health professional of previous patients. Without
stereotypes, consultations between health professionals and patients would be
extremely time-consuming.

Other factors which may influence the development of the original hypothesis include:

1 The health professional’s mood. The health professional’s mood may influence the
choice of hypotheses and the subsequent process of testing this hypothesis. Isen et al.
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(1991) manipulated mood in a group of medical students and evaluated the effect of
induced positive affect on their decision-making processes. Positive affect was induced
by informing subjects in this group that they had performed in the top 3 per cent of all
graduate students nationwide in an anagram task. All subjects were then given a set
of hypothetical patients and asked to decide which one was most likely to have lung
cancer. The results showed that those subjects in the positive affect group spent less
time to reach the correct decision and showed greater interest in the case histories
by going beyond the assigned task. The authors therefore concluded that mood
influenced the subjects’ decision-making processes.

2 The profile characteristics of the health professional. Factors such as age, sex,
weight, geographical location, previous experience and the health professional’s own
behaviour may also effect the decision-making process. For example, smoking doctors
have been shown to spend more time counselling about smoking than their non-
smoking counterparts (Stokes and Rigotti 1988). Further, thinner practice nurses
have been shown to have different beliefs about obesity and offer different advice to
obese patients than overweight practice nurses (Hoppe and Ogden 1997).

In summary, variability in health professionals’ behaviour can be understood in terms
of the factors involved in the decision-making process. In particular, many factors
pre-dating the development of the original hypothesis such as the health professional’s
own beliefs may contribute to this variability.

Communicating beliefs to patients

If health professionals hold their own health-related beliefs, these may be communicated
to the patients. A study by McNeil et al. (1982) examined the effects of health pro-
fessionals’ language on the patients’ choice of hypothetical treatment. They assessed the
effect of offering surgery either if it would ‘increase the probability of survival’ or would
‘decrease the probability of death’. The results showed that patients are more likely to
choose surgery if they believed it increased the probability of survival rather than if it
decreased the probability of death. The phrasing of such a question would very much
reflect the individual beliefs of the doctor, which in turn influenced the choices of the
patients. Similarly, Senior et al. (2000) explored the impact of framing risk for heart
disease or arthritis as either genetic or unspecified using hypothetical scenarios. The
results showed that how risk was presented influenced both the participants’ ratings of
how preventable the illness was and their beliefs about causes. In a similar vein,
Misselbrook and Armstrong (2000) asked patients whether they would accept treatment
to prevent stroke and presented the effectiveness of this treatment in four different ways.
The results showed that although all the forms of presentation were actually the same,
92 per cent of the patients said they would accept the treatment if it reduced their
chances of stroke by 45 per cent (relative risk); 75 per cent said they would accept the
treatment if it reduced their risk from 1 in 400 to 1 in 700 (absolute risk); 71 per cent
said they would accept it if the doctor had to treat 35 patients for 25 years to prevent
one stroke (number needed to treat); and only 44 per cent said they would accept it if the
treatment had a 3 per cent chance of doing them good and a 97 per cent chance of doing
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no good or not being needed (personal probability of benefit). Therefore, although the
actual risk of the treatment was the same in all four conditions, the ways of presenting
this risk varied and this resulted in a variation in patient uptake. Harris and Smith (2004)
carried out a similar study but compared absolute risk (high vs low risk) with comparative
risk (above average vs below average). They asked participants to read information about
deep vein thrombosis (DVT) and to rate a range of beliefs. Participants were then told to
imagine their risk of DVT in either absolute or comparative terms. The results showed
that the US sample were more disturbed by absolute risk. However, doctors not only have
beliefs about risk but also about illness which could be communicated to patients. Ogden
et al. (2003) used an experimental design to explore the impact of type of diagnosis on
patients’ beliefs about common problems. Patients were asked to read a vignette in
which a person was told either that they had a problem using a medical diagnostic term
(tonsillitis/gastroenteritis) or using a lay term (sore throat/stomach upset). The results
showed that although doctors are often being told to use lay language when speaking to
patients, patients actually preferred the medical labels as it made the symptoms seem
more legitimate and gave the patient more confidence in the doctor. In contrast the lay
terms made the patients feel more to blame for the problem. Therefore, if a doctor holds
particular beliefs about risk or the nature of an illness, and choses language that reflects
these beliefs, then these beliefs may be communicated to the patient in a way that may
then influence the patient’s own beliefs and their subsequent behaviour.

Explaining variability — an interaction between health
professional and patient

The explanations of variability in health professionals’ behaviour presented so far have
focused on the health professional in isolation. The educational model emphasizes
the knowledge of the health professional and ignores the factors involved in the clinical
decision-making process and their health beliefs. This perspective accepts the traditional
divide between lay beliefs and professional beliefs. Emphasizing the clinical decision-
making processes and health beliefs represents a shift from this perspective and attempts
to see the divide between these two types of belief as problematic; health professionals
have their own individualized ‘lay beliefs’ similar to patients. However, this explanation
of variability ignores another important factor, namely the patient. Any variability
in health professionals’ behaviour exists in the context of both the health professional
and the patient. Therefore, in order to understand the processes involved in health
professional-patient communication, the resulting management decisions and any
variability in the outcome of the consultation, both the patient and health professional
should be considered as a dyad. The consultation involves two individuals and a com-
munication process that exists between these individuals. This shift from an expert model
towards an interaction is reflected in the emphasis on patient centredness.

Patient centredness

First developed by Byrne and Long in 1976 the concept of patient centredness
has become increasingly in vogue over recent years. The prescriptive literature has
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recommended patient centredness as the preferred style of doctor—patient communica-
tion as a means to improve patient outcomes (Neighbour 1987; Pendleton et al. 1984;
McWhinney 1995). Further, empirical research has explored both the extent to which
consultations can be deemed to be patient centred. For example, in one classic study
Tuckett et al. (1985) analysed recorded consultations and described the interaction
between doctor and patient and a ‘meeting between experts’. Research has also
addressed whether patient centredness is predictive of outcomes such as patient satisfac-
tion, compliance and patient health status (Henbest and Stewart 1990; Savage and
Armstrong 1990). Such research has raised questions concerning both the definition of
patient centredness and its assessment which has resulted in a range of methodological
approaches. For example, some studies have used coding frames such as the Stiles verbal
response mode system (Stiles 1978) or the Roter index (Roter et al. 1997) as a means to
code whether a particular doctor is behaving in a patient centred fashion. In contrast,
other studies have used interviews with patients and doctors (Henbest and Stewart
1990) whilst some have used behavioural checklists (Byrne and Long 1976). Complicat-
ing the matter further, research studies exploring the doctor patient interaction and the
literature proposing a particular form of interaction have used a wide range of different
but related terms such as shared decision making (Elwyn et al. 1999), patient participa-
tion (Guadagnoli and Ward 1998) and patient partnership (Coulter 1999). However,
although varying in their operationalization of patient centredness, in general the con-
struct is considered to consist of three central components; namely (i) a receptiveness by
the doctor to the patient’s opinions and expectations and an effort to see the illness
through the patient’s eyes; (ii) patient involvement in the decision making and planning
of treatment; and (iii) an attention to the affective content of the consultation in terms of
the emotions of both the patient and the doctor. This framework comparable to the six
interactive components described by Levenstein and colleagues (Levenstein et al. 1986)
and is apparent in the five key dimensions described by Mead and Bower (2000) in their
comprehensive review of the patient centred literature. Finally, it is explicitly described by
Winefield and colleagues in their work comparing the effectiveness of different measures
(Winefield et al. 1996). Patient centredness is now the way in which consultations are
supposed to be managed. It emphasizes negotiation between doctor and patient and
places the interaction between the two as central. In line with this approach, research
has explored the relationship between health professional and patient with an emphasis
not on either the health professional or the patient but on the interaction between the
two in the following ways: the level of agreement between health professional and
patient and the impact of this agreement on patient outcome.

Agreement between health professional and patient

If health professional-patient communication is seen as an interaction between two
individuals then it is important to understand the extent to which these two individuals
speak the same language, share the same beliefs and agree as to the desired content and
outcome of any consultation. This is of particular relevance to general practice con-
sultations where patient and health professional perspectives are most likely to coincide.
For example, Pendleton et al. (1984) argued that the central tasks of a general practice
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consultation involved agreement with the patient about the nature of the problem, the
action to be taken and subsequent management. Tuckett et al. (1985) likewise argued
that the consultation should be conceptualized as a ‘meeting between experts’ and
emphasized the importance of the patient’s and doctor’s potentially different views of the
problem.

Recent research has examined levels of agreement between GPs’ and patients’ beliefs
about different health problems. Ogden et al. (1999) explored GPs’ and patients’ models
of depression in terms of symptoms (mood and somatic), causes (psychological, medical,
external), and treatments (medical and non-medical). The results showed that GPs and
patients agreed about the importance of mood-related symptoms, psychological causes
and non-medical treatments. However, the GPs reported greater support for somatic
symptoms, medical causes and medical treatments. Therefore, the results indicated that
GPs hold a more medical model of depression than patients. From similar perspective,
Ogden et al. (2001a) explored GPs’ and patients’ beliefs about obesity. The results showed
that the GPs and patients reported similar beliefs for most psychological, behavioural and
social causes of obesity. However, they differed consistently in their beliefs about medical
causes. In particular, the patients rated a gland/hormone problem, slow metabolism and
overall medical causes more highly than did the GPs. For the treatment of obesity, a
similar pattern emerged with the two groups reporting similar beliefs for a range of
methods, but showing different beliefs about who was most helpful. Whereas, the
patients rated the GP as more helpful, the GPs rated the obese patients themselves more
highly. Therefore, although GPs seem to have a more medical model or depression they
have a less medical model of obesity. Research has also shown that doctors and patients
differ in their beliefs about the role of the doctor (Ogden et al. 1997), about the value of
patient centred consultations (Ogden et al. 2002), about the very nature of health
(Ogden et al. 2001b), about chronic disease and the role of stress (Heijmans et al. 2001)
and in terms of what is important to know about medicines (Berry et al. 1997). If the
health professional-patient communication is seen as an interaction, then these studies
suggest that it may well be an interaction between two individuals with very different
perspectives. Do these different perspectives influence patient outcomes?

The role of agreement in patient outcomes

If doctors and patients have different beliefs about illness, different beliefs about the role
of the doctor and about medicines, does this lack of agreement relate to patient out-
comes? It is possible that such disagreement may result in poor compliance to medication
(‘why should T take antidepressants if I am not depressed?’), poor compliance to
any recommended changes in behaviour (‘why should T eat less if obesity is caused by
hormones?’) or low satisfaction with the consultation (‘I wanted emotional support and
the GP gave me a prescription’). To date little research has explored these possibilities.
One study did, however, examine the extent to which a patient’s expectations of a
GP consultation were met by the GP and whether this predicted patient satisfaction.
Williams et al. (1995) asked 504 general practice patients to complete a measure of their
expectations of the consultation with their GP prior to it taking place and a measure of
whether their expectations were actually met afterwards. The results showed that having
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more expectations met was related to a higher level of satisfaction with the consultation.
However, this study did not explore compliance, nor did it examine whether the GP and
patient had a shared belief about the nature of the consultation. Therefore, further
research is needed to develop methodological and theoretical approaches to the con-
sultation as an interaction. In addition, research is needed to explore whether the
nature of the interaction and the level of the agreement between health professional and
patient predicts patient outcomes.

TO CONCLUDE

Traditional educational models of doctor—patient communication emphasized patient
factors and considered non-compliance to be the result of patient variability. The
relationship between health professionals and patients was seen as the communication
of expert medical knowledge from an objective professional to a subjective layperson.
Within this framework, Ley’s model explained failures in communication in the context
of the failure to comply in terms of patient factors, including patient’s satisfaction,
lack of understanding, or lack of recall. In addition, methods to improve the communica-
tion focused on the health professional’s ability to communicate this factual knowledge
to the patient. However, recent research has highlighted variability in the behaviours
of health professionals that cannot simply be explained in terms of differences in
knowledge. This variability can be examined in terms of the processes involved in clinical
decision making by the health professional and in particular the factors that influence
the development of hypotheses. This variability has also been examined within the
context of health beliefs, and it is argued that the division between professional and
lay beliefs may be a simplification, with health professionals holding both professional
and lay beliefs; health professionals have beliefs that are individual to them in the way
that patients have their own individual beliefs. However, perhaps to further conceptualize
the communication process, it is important to understand not only the health pro-
fessional’s preconceived ideas/prejudices/stereotypes/lay beliefs/professional beliefs or
the patient’s beliefs, but to consider the processes involved in any communication
between health professional and patient as an interaction that occurs in the context of
these beliefs.

? QUESTIONS

—_

Health professionals’ decisions are based on knowledge. Discuss.

What are the problems with the hypothetico-deductive model of decision-
making?

Discuss the role of health professionals’ beliefs in the communication process.
To what extent is non-compliance the responsibility of the patient?

Shared beliefs are essential for improving patient outcomes. Discuss.

Describe a research project designed to evaluate health professionals’
beliefs.
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FOR DISCUSSION

Consider the last time you had contact with a health professional (e.g. doctor,
dentist, nurse, etc.). Discuss the content of the consultation and think about how the
health professional’s health beliefs may have influenced this.

ASSUMPTIONS IN HEALTH PSYCHOLOGY

Some of the research cited in this chapter illustrates the kinds of assumptions that
underlie the study of health professionals and also provides insights into the assumptions
of health psychology.

1 The mind-body split. Health psychology attempts to challenge the biomedical model
of health and illness. This involves challenging biomedical assumptions such as the
mind-body split. However, perhaps by emphasizing the mind (attitudes, cognitions,
beliefs) as a separate entity, the mind—body split is not challenged but reinforced.

2 Biomedical outcomes. Challenging the biomedical model also involves questioning
some of the outcomes used by medicine. For example, compliance with recommenda-
tions for drug-taking, accuracy of recall, changing health behaviours following
advice are all established desired outcomes. Health psychology accepts these out-
comes by examining ways in which communication can be improved, variability
can be understood and reduced and compliance promoted. However, again, accepting
these outcomes as legitimate is also a way of supporting biomedicine. Perhaps
variability is acceptable. Perhaps inaccuracy of recall sums up what happens in com-
munication (psychologists who study memory would argue that memory is the only
process that is defined by its failures — memory is about reconstruction). Even though
psychology adds to a biomedical model, by accepting the same outcomes it does not
challenge it.

3 Adding the social context. Individuals exist within a social world and yet health
psychology often misses out this world. An emphasis on the interaction between
health professionals and patients represents an attempt to examine the cognitions of
both these groups in the context of each other (the relationship context). However,
this interaction is still accessed through an individual’s beliefs. Is asking someone
about the interaction actually examining the interaction or is it examining their
cognitions about this interaction?

FURTHER READING

» Boyle, C.M. (1970) Differences between patients’ and doctors’ interpretations
of common medical terms, British Medical Journal, 2: 286-9.
This is a classic paper illustrating differences between doctors’ and patients’
knowledge and interpretation. At the time it was written it was central to the
contemporary emphasis on a need to acknowledge how uninformed patients
were. However, it also illustrates some variability in doctors’ knowledge.
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This theoretical paper examines the background to the recent interest in
compliance and discusses the relationship between compliance and physician
control.
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This is a classic book which describes a study involving consultation analysis.
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doctor as expert to seeing the consultation as an interaction.






This chapter examines the prevalence of smoking and
alcohol consumption and evaluates the health
consequences of these behaviours. The history of theories of
addictive behaviours and the shift from a disease model of
addictions to the social learning theory perspective is then
described. The chapter also examines the four stages of
substance use from initiation and maintenance to cessation
and relapse, and discusses these stages in the context of the
different models of addictive behaviours. The chapter
concludes with an examination of a cross-behavioural
perspective on addictive behaviours and an assessment of
the similarities and differences between smoking and
drinking and their relationship to other behaviours.
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What is an addiction?
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What is the social learning perspective?

The stages of substance use

Initiating and maintaining an addictive behaviour
The cessation of an addictive behaviour

Relapse in smoking and drinking

A cross-addictive behaviour perspective
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WHO SMOKES?

Data from the 1992 General Household Survey in the UK showed that 28 per cent of
people aged 16 and over were smokers compared with 30 per cent in 1990. This decrease
in smoking behaviour follows a trend for an overall decline and is shown in Figure 5.1.
However, the data also showed that, although women smoke fewer cigarettes than men,
fewer women than men are giving up.

Smokers can also be categorized in terms of whether they are ‘ex-smokers’, ‘current
smokers’ or whether they have ‘never smoked’. The trends in smoking behaviour
according to these categories are shown in Figure 5.2. Again, sex differences can be seen
for these types of smoking behaviour with men showing an increase in the numbers of
‘never smoked’ and ‘ex-smokers’, and a decrease in ‘current smokers’, whilst women
show the same profile of change for both ‘current smokers’ and ‘ex-smokers’ but show a
consistently high level of individuals who have ‘never smoked’.

In general, data about smoking behaviour (General Household Survey 1994) suggests
the following about smokers:

B Smoking behaviour is on the decline, but this decrease is greater in men than in
women.
B Smokers tend to be in the unskilled manual group.

B There has been a dramatic reduction in the number of smokers smoking middle-tar
cigarettes.

20 |-
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m Changes in smoking, 1972-92 (after General Household Survey 1994)
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B Two-thirds of smokers report wanting to give up smoking.

B The majority of smokers (58 per cent) say that it would be fairly/very difficult to go
without smoking for a whole day.

I WHO DRINKS?

According to the General Household Survey (1992), men on average drank 15.9 units a
week (about eight pints of beer) and women drank about 5.4 units (about two and a half
pints of beer). About 27 per cent of men and 11 per cent of women were drinking more
than the recommended sensible amounts of alcohol which at this time were 21 units
for men and 14 units for women. These limits have now been increased to 28 for men
and 21 for women. Sex differences in drinking behaviour are shown in Figure 5.3.

I HEALTH IMPLICATIONS OF SMOKING AND ALCOHOL USE
Is smoking bad for health?

Negative effects

Doll and Hill (1954) reported that smoking cigarettes was related to lung cancer. Since
then, smoking has also been implicated in coronary heart disease and a multitude
of other cancers such as throat, stomach and bowel. In addition, the increase in life
expectancy over the past 150 years is considerably less for smokers than for non-smokers
(see Chapter 2). The risks of smoking were made explicit in a book by Peto et al. (1994),
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who stated that of 1000 20-year-olds in the UK who smoke cigarettes regularly about
one will be murdered, six will die from traffic accidents, 250 will die from cigarettes in
middle age (35-69) and another 250 will die from smoking in old age (70 and over). In
industrialized countries smoking is the leading cause of loss of healthy life years. The
average smoker dies eight years early and starts to suffer disability 12 years early whilst
a quarter of smokers who fail to stop die an average of 23 years early (West and Shiffman
2004).

Recently, there has also been an interest in passive smoking and research suggests
an association between passive smoking and lung cancer in adults and respiratory ill
health in children (US Environmental Protection Agency 1992).

Positive effects

There are very few positive health effects of cigarette smoking. It has been suggested
that smokers report positive mood effects from smoking and that smoking can help
individuals to cope with difficult circuamstances (Graham 1987).

Is alcohol consumption bad for health?

Negative effects

Alcohol consumption has several negative effects on health. For example, alcoholism
increases the chance of disorders such as liver cirrhosis, cancers (e.g. pancreas and liver),
hypertension and memory deficits (Smith and Kraus 1988). Alcohol also increases the
chances of self-harm through accidents.
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Positive effects

Alcohol may also have a positive effect on health. In a longitudinal study, Friedman and
Kimball (1986) reported that light and moderate drinkers had lower morbidity and
mortality rates than both non-drinkers and heavy drinkers. They argued that alcohol
consumption reduces coronary heart disease via the following mechanisms: (1) a
reduction in the production of catecholamines when stressed; (2) the protection of blood
vessels from cholesterol; (3) a reduction in blood pressure; (4) self-therapy; and (5) a
short-term coping strategy. The results from the General Household Survey (1992) also
showed some benefits of alcohol consumption with the reported prevalence of ill-
health being higher among non-drinkers than among drinkers. However, it has been
suggested that the apparent positive effects of alcohol on health may be an artefact of
poor health in the non-drinkers who have stopped drinking due to health problems.

In an attempt to understand why people smoke and drink, much health psychology
research has drawn upon the social cognition models described in Chapter 2. However,
there is a vast addiction literature which has also been applied to smoking and drinking.
Addiction theories will now be explored.

WHAT IS AN ADDICTION?

Many theories have been developed to explain addictions and addictive behaviours,
including moral models, which regard an addiction as the result of weakness and a
lack of moral fibre; biomedical models, which see an addiction as a disease; and social
learning theories, which regard addictive behaviours as behaviours that are learned
according to the rules of learning theory. The multitude of terms that exist and are
used with respect to behaviours such as smoking and alcohol are indicative of these
different theoretical perspectives and in addition illustrate the tautological nature of the
definitions. For example:

B An addict: someone who ‘has no control over their behaviour’, ‘lacks moral fibre’,
‘uses a maladaptive coping mechanism’, ‘has an addictive behaviour’.

B An addiction: ‘a need for a drug’, ‘the use of a substance that is psychologically and
physiologically addictive’, ‘showing tolerance and withdrawal’.

Dependency: ‘showing psychological and physiological withdrawal’.

B Drug: ‘an addictive substance’, ‘a substance that causes dependency’, ‘any medical
substance’.

These different definitions indicate the relationship between terminology and theory. For
example, concepts of ‘control’, ‘withdrawal’, ‘tolerance’ are indicative of a biomedical
view of addictions. Concepts such as ‘lacking moral fibre’ suggest a moral model of
addictions, and ‘maladaptive coping mechanism’ suggests a social learning perspective.
In addition, the terms illustrate how difficult it is to define one term without using
another with the risk that the definitions become tautologies.

Many questions have been asked about different addictive behaviours, including:



104 HEALTH PSYCHOLOGY

What causes someone to start smoking?

What causes drinking behaviour to become a problem?

Why can some people just smoke socially whilst others need to smoke first thing in
the morning?

m Isit possible for an alcoholic to return to normal drinking?

B Do addictions run in families?

Questions about the causes of an addiction can be answered according to the different
theoretical perspectives that have been developed over the past 300 years to explain and
predict addictions, including the moral model, the 1st disease concept, the 2nd disease
concept and the social learning theory. These different theories and how they relate to
attitudes to different substances will now be examined.

HISTORICAL CHANGES IN ATTITUDE AND
THEORETICAL APPROACH

Theory is often viewed as independent of changes in social attitudes. However, parallels
can be seen between changes in theoretical perspective over the past 300 years and
contemporary attitudes. These parallels will be discussed in terms of alcohol use.

The seventeenth century and the moral model of addictions

During the seventeenth century, alcohol was generally held in high esteem by society. It
was regarded as safer than water, nutritious and the innkeeper was valued as a central
figure in the community. In addition, at this time humans were considered to be separate
from Nature, in terms of possessing a soul and a will and being responsible for their own
behaviour. Animals’ behaviour was seen as resulting from biological drives, whereas the
behaviour of humans was seen to be a result of their own free choice. Accordingly,
alcohol consumption was considered an acceptable behaviour, but excessive alcohol use
was regarded as a result of free choice and personal responsibility. Alcoholism was
therefore seen as a behaviour that deserved punishment, not treatment; alcoholics were
regarded as choosing to behave excessively. This model of addiction was called the moral
model. This perspective is similar to the arguments espoused by Thomas Szasz in the
1960s concerning the treatment versus punishment of mentally ill individuals and his
distinction between being ‘mad’ or ‘bad’. Szasz (1961) suggested that to label someone
‘mad’ and to treat them, removed the central facet of humanity, namely personal
responsibility. He suggested that holding individuals responsible for their behaviour gave
them back their sense of responsibility even if this resulted in them being seen as
‘bad’. Similarly, the moral model of addictions considered alcoholics to have chosen to
behave excessively and therefore deserving of punishment (acknowledging their
responsibility) not treatment (denying them their responsibility). In effect, contemporary
social attitudes were reflected in contemporary theory.
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The nineteenth century and the 1st disease concept

During the nineteenth century, attitudes towards addictions and, in particular alcohol,
changed. The temperance movement was developed and spread the word about the evils
of drink. Alcohol was regarded as a powerful and destructive substance and alcoholics
were regarded as its victims. This perspective is also reflected in prohibition and the
banning of alcohol consumption in the USA. During this time, the 1st disease concept
of addiction was developed. This was the earliest form of a biomedical approach to
addiction and regarded alcoholism as an illness. Within this model, the focus for the
illness was the substance. Alcohol was seen as an addictive substance, and alcoholics
were viewed as passively succumbing to its influence. The 1st disease concept regarded
the substance as the problem and called for the treatment of excessive drinkers. Again,
social attitudes to addiction were reflected in the development of theory.

The twentieth century and the 2nd disease concept

Attitudes towards addiction changed again at the beginning of the twentieth century.
The USA learned quickly that banning alcohol consumption was more problematic
than expected, and governments across the Western world realized that they could
financially benefit from alcohol sales. In parallel, attitudes towards human behaviour
were changing and a more liberal laissez-faire attitude became dominant. Likewise,
theories of addiction reflected these shifts. The 2nd disease model of addiction was
developed, which no longer saw the substance as the problem but pointed the finger
at those individuals who became addicted. Within this perspective, the small minority
of those who consumed alcohol to excess were seen as having a problem, but for the
rest of society alcohol consumption returned to a position of an acceptable social habit.
This perspective legitimized the sale of alcohol, recognized the resulting government
benefits and emphasized the treatment of addicted individuals. Alcoholism was
regarded as an illness developed by certain individuals who therefore needed support and
treatment.

The 1970s and onwards - social learning theory

Over the past few years attitudes towards addictions have changed again. With the
development of behaviourism, learning theory and a belief that behaviour was
shaped by an interaction with both the environment and other individuals, the belief
that excessive behaviour and addictions were illnesses began to be challenged. Since the
1970s, behaviours such as smoking, drinking and drug-taking have been increasingly
described within the context of all other behaviours. In the same way that theories of
aggression shifted from a biological cause (aggression as an instinct) to social causes
(aggression as a response to the environment/upbringing), addictions were also seen
as learned behaviours. Within this perspective, the term addictive behaviour replaced
addictions and such behaviours were regarded as a consequence of learning processes.
This shift challenged the concepts of addictions, addict, illness and disease, however the
theories still emphasized treatment.
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Therefore, over the past 300 years there have been shifts in attitudes towards
addictions and addictive behaviours that are reflected by the changing theoretical per-
spectives. Although the development of social learning theory highlighted some of the
problems with the 2nd disease concept of addictions, both these perspectives still remain,
and will now be examined in greater detail.

WHAT IS THE 2ND DISEASE CONCEPT?

The three perspectives in this category represent (1) pre-existing physical abnormalities;
(2) pre-existing psychological abnormalities; and (3) acquired dependency theory. All
of these have a similar model of addiction in that they:

regard addictions as discrete entities (you are either an addict or not an addict);
regard an addiction as an illness;

focus on the individual as the problem:;

regard the addiction as irreversible;

|
|
|
|
B emphasize treatment;
|

emphasize treatment through total abstinence.

A pre-existing physical abnormality

There are a number of perspectives which suggest that an addiction is the result of a
pre-existing physical abnormality. For example, Alcoholics Anonymous argue that some
individuals may have an allergy to alcohol and therefore become addicted once exposed
to the substance. From this perspective comes the belief ‘one drink — a drunk’, ‘once a
drunk always a drunk’ and stories of abstaining alcoholics relapsing after drinking
sherry in a sherry trifle. In terms of smoking, this perspective would suggest that certain
individuals are more sensitive to the effects of nicotine.

Nutritional/endocrinological theories suggest that some individuals may metabolize
alcohol differently to others, that they become drunk quicker and may not experience
any of the early symptoms of drunkenness. Similarly, this perspective would suggest that
some individuals may process nicotine differently to others.

Genetic theories suggest that there may be a genetic predisposition to becoming an
alcoholic or a smoker. To examine the influences of genetics, researchers have examined
either identical twins reared apart or the relationship between adoptees and their bio-
logical parents. These methodologies tease apart the separate effects of environment and
genetics. In an early study on genetics and smoking, Sheilds (1962) reported that out
of 42 twins reared apart only 9 were discordant (showed different smoking behaviour).
He reported that 18 pairs were both non-smokers and 15 pairs were both smokers. This
is a much higher rate of concordance than predicted by chance. Evidence for a genetic
factor in smoking has also been reported by Eysenck (1990) and in an Australian study
examining the role of genetics in both the uptake of smoking (initiation) and committed
smoking (maintenance) (Hannah et al. 1985). Research into the role of genetics in
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alcoholism has been more extensive and reviews of this literature can be found elsewhere
(Peele 1984; Schuckit 1985). However, it has been estimated that a male child may be up
to four times more likely to develop alcoholism if they have a biological parent who is an
alcoholic.

A pre-existing psychological abnormality

Some theories suggest that certain individuals may become addicts due to a pre-
existing psychological problem. For example, Freud argued that an addiction may be
the result of either latent homosexuality, or a need for oral gratification. It has also
been suggested that alcoholism may be related to a self-destructive personality or a
need for power (e.g. McClelland et al. 1972). This perspective emphasizes a psycho-
logical abnormality that is irreversible and pre-dates the onset of the addictive
behaviour.

Acquired dependency

Models within the 2nd disease perspective have also viewed addiction as the result of
excess. For example, Jellinek in the 1960s developed a theory of species of alcoholism
and phases of alcoholism (Jellinek 1960). This suggested that there were different types
of addiction (alpha, gamma, delta) and that increased consumption of alcohol caused
the individual to progress through different stages of the illness. He suggested that
addiction resulted from exposure to the addictive substance and resulted in (1) acquired
tissue tolerance; (2) adaptive cell metabolism; (3) withdrawal and craving; and (4) loss of
control. In a similar vein, Edwards and Gross’s (1976) theory of alcohol dependence
syndrome argued that consistent alcohol use resulted in cell changes and subsequent
dependency. Applied to smoking, this perspective suggests that nicotine causes addiction
through its constant use. Although this perspective is classified as a 2nd disease concept,
it is reminiscent of the 1st disease concept as the emphasis is on the substance rather
than on the individual.

PROBLEMS WITH A DISEASE MODEL OF ADDICTION

Although many researchers still emphasize a disease model of addictions, there are
several problems with this perspective:

® The disease model encourages treatment through lifelong abstinence. However,
lifelong abstinence is very rare and may be difficult to achieve.

m The disease model does not incorporate relapse into its model of treatment. However,
this ‘all or nothing’ perspective may actually promote relapse through encouraging
individuals to set unreasonable targets of abstinence and by establishing the self-
fulfilling prophecy of ‘once a drunk always a drunk’.

m  The description of controlled drinking, which suggested that alcoholics can return to
‘normal drinking’ patterns (Davies 1962; Sobel and Sobel 1976, 1978) challenged
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the central ideas of the disease model. The phenomenon of controlled drinking
indicated that perhaps an addiction was not irreversible and that abstinence may not
be the only treatment goal.

WHAT IS THE SOCIAL LEARNING PERSPECTIVE?

The social learning perspective differs from the disease model of addiction in several
ways:

B Addictive behaviours are seen as acquired habits, which are learned according to the
rules of social learning theory.

Addictive behaviours can be unlearned; they are not irreversible.

Addictive behaviours lie along a continuum; they are not discrete entities.

Addictive behaviours are no different from other behaviours.

Treatment approaches involve either total abstinence or relearning ‘normal’
behaviour patterns.

The processes involved in learning an addictive behaviour

To a social learning perspective, addictive behaviours are learned according to the follow-
ing processes: (1) classical conditioning; (2) operant conditioning; (3) observational
learning; and (4) cognitive processes.

Classical conditioning

The rules of classical conditioning state that behaviours are acquired through the
processes of associative learning. For example, an unconditioned stimulus (‘US’, e.g.
going to the pub) may elicit an unconditioned response (‘UR’, e.g. feeling relaxed). If
the unconditioned stimulus is associated with a conditioned stimulus (‘CS’, e.g. a drink)
then eventually, this will elicit the conditioned response (‘CR’, e.g. feeling relaxed). This
will happen as follows:

The unconditioned stimulus and the unconditioned response:
going to the pub + feeling relaxed
(US) + (UR)

Pairing the unconditioned stimulus and the conditioned stimulus:
going to the pub + a drink
(US) +(CS)

The conditioned stimulus and the conditioned response:
a drink + feeling relaxed
(CS) + (CR)

Therefore, the conditioned stimulus now elicits the conditioned response.
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What factors can pair with the conditioned stimulus? Two types of factor can
pair with the conditioned stimulus: external (e.g. the pub) and internal (e.g. mood) cues.
In terms of a potentially addictive behaviour, smoking cigarettes may be associated
with external cues (e.g. seeing someone else smoking, being with particular friends), or
with internal cues (e.g. anxiety, depression or happiness). It has been argued that a
pairing with an internal cue is more problematic because these cues cannot be avoided.
In addition, internal cues also raise the problem of generalization. Generalization occurs
when the withdrawal symptoms from a period of abstinence from an addictive behaviour
act as cues for further behaviour. For example, if an individual has paired feeling anxious
with smoking, their withdrawal symptoms may be interpreted as anxiety and therefore
elicit further smoking behaviour; the behaviour provides relief from its own withdrawal
symptoms.

Operant conditioning

The rules of operant conditioning state that the probability of behaviour occurring is
increased if it is either positively reinforced by the presence of a positive event, or negatively
reinforced by the absence or removal of a negative event. In terms of an addictive
behaviour such as smoking, the probability of smoking will be increased by feelings
of social acceptance, confidence and control (the positive reinforcer) and removal of
withdrawal symptoms (the negative reinforcer).

Observational learning/modelling

Behaviours are also learned by observing significant others carrying them out. For
example, parental smoking, an association between smoking and attractiveness/
thinness, and the observation of alcohol consumption as a risk-taking behaviour may
contribute to the acquisition of the behaviour.

Cognitive factors

Factors such as self-image, problem-solving behaviour, coping mechanisms and
attributions also contribute to the acquisition of an addictive behaviour.

Integrating a disease and social learning perspective

Researchers often polarize a disease and a social learning perspective of addiction. For
example, whilst some researchers argue that smoking is entirely due to the addictive
properties of nicotine others argue that it is a learned behaviour. However, implicit
within each approach is the alternative explanation. For example, whilst a disease model
may emphasize acquired tolerance following smoking or drinking behaviour and there-
fore draws upon a disease perspective, it implicitly uses a social learning approach to
explain why some people start smoking/drinking in the first place and why only some
continue to the extent that they develop acquired tolerance. People need exposure and
reinforcement to make the smoke or drink enough to develop tolerance. The concept of
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tolerance may be a disease model concept but it relies upon some degree of social
learning theory for it to operate. Likewise, people might smoke an increasing number
of cigarettes because they have learned that smoking relieves withdrawal symptoms.
However, whilst this form of association is derived from a social learning perspective
it implicitly uses a disease perspective in that it requires the existence of physical with-
drawal symptoms. Therefore, most researchers draw upon both disease and social
learning perspectives. Sometimes, this interaction between the two forms of models
is made explicit and the researchers acknowledge that they believe both sources of
influence are important. However, at times this interaction is only implicit.

THE STAGES OF SUBSTANCE USE

Research into addictive behaviours has defined four stages of substance use: (1)
initiation; (2) maintenance; (3) cessation; and (4) relapse. These four stages will now
be examined in detail for smoking and alcohol use and are illustrated in Figure 5.4.

STAGES 1 AND 2: INITIATING AND MAINTAINING AN
ADDICTIVE BEHAVIOUR

Smoking initiation and maintenance

In 1954, Doll and Hill indicated that smoking was predictive of lung cancer. Fifty years
later, approximately 30 per cent of the adult population still smoke even though most of

Beliefs Clinical intervention
e Susceptibility * Disease perspective
e Seriousness (e.g. nicotine replacement)
* Costs * Social learning perspective
* Benefits (e.g. aversion therapy, contracts, cue
* Expectancies exposure, self-management)
l Cessation as a
Initiation » Maintenance process » Relapse

* Precontemplation

* Contemplation
¢ Action
/ * Maintenance

Social factors Public health Relapse prevention
* Parental interventions * Coping
behaviour * Doctor’s advice * Expectancies
* Parental beliefs * Worksite interventions Self-help e Attributions
* Peer group * Community approaches
pressure ¢ Government policy

[FEREEZ] The stages of substance use
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them are aware of the related health risks. In fact, research exploring whether smokers
appreciate the risks of smoking in comparison with the risks of murder and traffic
accidents showed that smokers were accurate in their perception of the risks of smoking
and showed similar ratings of risk to both ex-smokers and never smokers (Sutton
1998b). The early health promotion campaigns focused mainly on the determinants of
smoking in adult men, but over recent years there has been an increasing interest in
smoking in children. Most children/adolescents try a puff of a cigarette. It is therefore
difficult to distinguish between actual initiation and maintenance of smoking behaviour.
Accordingly, these stages will be considered together.

Smoking in children

Doll and Peto (1981) reported that people whose smoking is initiated in childhood have
an increased chance of lung cancer compared with those who start smoking later on in
life. This is particularly significant as most adult smokers start the habit in childhood and
very few people start smoking regularly after the age of 19 or 20 (Charlton 1992). Lader
and Matheson (1991) reviewed the data from national surveys between 1982 and 1990
and indicated that smoking behaviour in 11- to 15-year-old school boys — including
those boys who have just tried a cigarette — had fallen from 55 per cent to 44 per cent and
that smoking in school girls of a comparable age had fallen from 51 per cent to 42 per
cent. Although this showed a decrease, it was less than the decrease shown in adult
smoking, and the data showed that in 1990 nearly a half of the school children had at
least tried one cigarette. In fact, many children try their first cigarette whilst at primary
school (Murray et al. 1984; Swan et al. 1991).

Psychological predictors of smoking initiation

In an attempt to understand smoking initiation and maintenance, researchers have
searched for the psychological and social processes that may promote smoking
behaviour. Models of health behaviour such as the health belief model, the protection
motivation theory, the theory of reasoned action and the health action process approach
(see Chapter 2) have been used to examine the cognitive factors that contribute to
smoking initiation (e.g. Sherman et al. 1982; Sutton 1982). Additional cognitions that
predict smoking behaviour include associating smoking with fun and pleasure, smoking
as a means of calming nerves and smoking as being sociable and building confidence,
all of which have been reported by young smokers (Charlton 1984; Charlton and Blair
1989; see also Chapter 11 for a discussion of smoking and stress reduction).

Social predictors of smoking initiation and maintenance

Much research focuses on the individual and takes the individual out of their social
context. Individual cognitions may predict smoking behaviour but they are a product
of the individual’s socialization. Interactions within the individual’s social world help
to create and develop a child’s beliefs and behaviour. In Britain, there have been five
longitudinal studies that have identified elements of the child’s social world that are
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predictive of smoking behaviour (Murray et al. 1984; McNeil et al. 1988; Charlton
and Blair 1989; Gillies and Galt 1990; Goddard 1990). The main factor that predicts
smoking is parental smoking, with reports that children are twice as likely to smoke
if their parents smoke (Lader and Matheson 1991). In addition, parents’ attitudes to
smoking also influence their offsprings’ behaviour. For example, if a child perceives the
parents as being strongly against smoking, he or she is up to seven times less likely to be
a smoker (Murray et al. 1984). The next most important influence on smoking is peer
group pressure. Studies in the USA have examined the relationship between peer group
identity and tobacco use. The results showed that individuals who are identified by
themselves and others as being problem-prone, doing poorly at school, rarely involved in
school sports, high in risk-taking behaviour such as alcohol and drug use, and with low
self-esteem were more likely to have smoked (Mosbach and Leventhal 1988; Sussman
et al. 1990). On the other hand, research has also found that high rates of smoking
can also be found in children who are seen as leaders of academic and social activities,
have high self-esteem and are regarded as popular by their peers (Mosbach and Leventhal
1988). Another factor that influences whether children smoke is the attitude of their
school to smoking behaviour. A Cancer Research Campaign study (1991) found that
smoking prevalence was lower in schools that had a ‘no smoking’ policy, particularly
if this policy included staff as well as students. In summary, social factors such as the
behaviour and beliefs of parents, peers and schools influence the beliefs and behaviours
of children. Using an entirely different methodology, Graham used interviews with low
income women with pre-school children to explore the contextual factors which may
maintain smoking behaviour. She argued that although smoking is seen by researchers
as unhealthy and something to be prevented, the women in her study regarded smoking
as central to their attempts to ‘reconcile health keeping and housekeeping when their
reserves of emotional and physical energy may be seriously depleted’ (Graham 1987:
55). She stated that smoking works to promote these women'’s sense of well-being and to
help them cope with caring. She reports that smoking can be seen as ‘the only activity
they do, just for themselves'. Smoking is therefore a product not only of beliefs but also
an individual’s social world.

Alcohol initiation and maintenance

Most people try alcohol at some time in their lives. However, one survey showed that
about a quarter of those questioned (men and women) described themselves as lifelong
abstainers (GHS 1994). The most common reasons for never drinking alcohol were
religion and not liking it. Therefore, rather than examining predictors of drinking ‘ever’
or ‘occasionally’, this section examines what factors predict developing a problem with
drinking.

Psychological predictors of alcohol initiation and maintenance

The tension-reduction hypothesis (Cappell and Greeley 1987) suggests that individuals
may develop a drink problem because alcohol reduces tension and anxiety. Tension
creates a heightened state of arousal and alcohol reduces this state, which perpetuates
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further drinking behaviour. However, it has been suggested that it is not the actual
effects of alcohol use that promote drinking but the expected effects (George and Marlatt
1983). Therefore, because a small amount of alcohol may have positive effects people
assume that these positive effects will continue with increased use. This perspective is in
line with the social learning model of addictive behaviours and emphasizes the role of
reinforcement and cognitions.

Social predictors of alcohol initiation and maintenance

Many of the social factors that relate to smoking behaviour are also predictive of alcohol
consumption. For example, parental drinking is predictive of problem drinking in
children. According to a disease model of addictions it could be argued that this reflects
the genetic predisposition to develop an addictive behaviour. However, parental drinking
may be influential through ‘social hereditary factors’, with children being exposed to
drinking behaviour and learning this behaviour from their parents (Orford and Velleman
1991). In addition, peer group alcohol use and abuse also predicts drinking behaviour as
does being someone who is sensation seeking, with a tendency to be aggressive and
having a history of getting into trouble with authority. Johnston and White (2003) used
the theory of planned behaviour (see Chapter 2) to predict binge drinking in students.
However, given the social nature of binge drinking they focused on the role of norms.
Using a longitudinal design, 289 undergraduate students completed a questionnaire
concerning their beliefs with follow-up collected about reported binge drinking. The
results showed an important role for norms particularly if the norms were of a
behaviourally relevant reference group that the student reported a strong identification
with.

STAGE 3: THE CESSATION OF AN ADDICTIVE BEHAVIOUR

Because of the potential health consequences of both smoking and alcohol consump-
tion, research has examined different means to help smokers and drinkers quit their
behaviour. Cessation of an addictive behaviour can be examined in terms of the processes
involved in cessation and the interventions designed to motivate individuals to quit their
behaviour.

The process of cessation

Traditionally, smoking cessation was viewed as a dichotomy: an individual either smoked
or did not. Individuals were categorized as either smokers, ex-smokers or non-smokers.
This perspective was in line with a biomedical model of addictions and emphasized the
‘all or nothing nature’ of smoking behaviour. In addition, alcoholics were encouraged
to abstain and to become non-drinkers. However, early attempts at promoting total
abstinence were relatively unsuccessful and research now often emphasizes cessation as
a process. In particular, Prochaska and DiClemente (1984; see Chapter 2) adapted their
stages of change model to examine cessation of addictive behaviours. This model
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highlighted the processes involved in the transition from a smoker to a non-smoker and
from a drinker to a non-drinker. They argued that cessation involves a shift across five
basic stages:

precontemplation: defined as not seriously considering quitting;

contemplation: having some thoughts about quitting;

preparation: seriously considering quitting;

action: initial behaviour change;

a H» ON =

maintenance: maintaining behaviour change for a period of time.

Prochaska and DiClemente maintain that individuals do not progress through these
stages in a straightforward and linear fashion but may switch backwards and forwards
(e.g. from precontemplation to contemplation and back to precontemplation again).
They call this ‘the revolving door’ schema and emphasize the dynamic nature of cessa-
tion. This model of change has been tested to provide evidence for the different stages for
smokers and outpatient alcoholics (DiClemente and Prochaska 1982; 1985; DiClemente
and Hughes 1990), and for the relationship between stage of change for smoking cessa-
tion and self-efficacy (DiClemente 1986). In addition, DiClemente et al. (1991) examined
the relationship between stage of change and attempts to quit smoking and actual
cessation at one- and six-month follow-ups. The authors categorized smokers into either
precontemplators or contemplators and examined their smoking behaviour at follow-up.
They further classified the contemplators into either contemplators (those who were
smoking, seriously considering quitting within the next six months, but not within the
next 30 days) or those in the preparation stage (those who were seriously considering
quitting smoking within the next 30 days). The results showed that those in the prepara-
tion stage of change were more likely to have made a quit attempt at both one and six
months, that they had made more quit attempts, and were more likely to be not smoking
at the follow-ups. This study is described in detail in Focus on research 5.1, page 115.

Research has also used the health beliefs and structured models outlined in Chapter 2
to examine the predictors of both intentions to stop smoking and successful smoking
cessation. For example, individual cognitions such as perceptions of susceptibility,
past cessation attempts and perceived behavioural control have been shown to relate
to reductions in smoking behaviour (Giannetti et al. 1985; Cummings et al. 1988; Godin
et al. 1992). In addition, the theory of planned behaviour (TPB) has been used as a
framework to explore smoking cessation in a range of populations, including those
following a worksite ban (Borland et al. 1991), pregnant women and the general
population (Godin et al. 1992).

Along these lines, one study examined the usefulness of the TPB at predicting inten-
tion to quit smoking and making a quit attempt in a group of smokers attending health
promotion clinics in primary care (Norman et al. 1999). The results showed that the best
predictors of intentions to quit were perceived behavioural control (i.e. ‘How much
control do you feel you have over not smoking over the next six months?’) and perceived
susceptibility (i.e. ‘How likely do you think it might be that you will develop any of the
following problems in the future if you continue to smoke?’). At follow-up, the best
predictors of making a quit attempt were intentions at baseline (i.e. ‘How likely is it that
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you will not smoke during the next six months?’) and the number of previous quit
attempts. Therefore, the process of smoking cessation can be explored using either a
stages of change perspective, individual cognitions or structured models such as the TPB.

FOCUS ON RESEARCH 5.1: TESTING A THEORY -
STAGES OF SMOKING CESSATION

A study to examine the stages of change in predicting smoking cessation
(DiClemente et al. 1991).

Traditionally addictive behaviours were viewed as ‘either/or’ behaviours. Therefore,
smokers were considered either smokers, ex-smokers or non-smokers. However,
DiClemente and Prochaska (1982) developed their transtheoretical model of change to
examine the stages of change in addictive behaviours. This study examined the validity
of the stages of change model and assessed the relationship between stage of change and
smoking cessation.

Background
The original stages of change model describes the following stages:

Precontemplation: not seriously considering quitting in the next six months.
Contemplation: considering quitting in the next six months.

Action: making behavioural changes.

Maintenance: maintaining these changes.

The model is described as dynamic, not linear with individuals moving backwards
and forwards across the stages. In this study, the authors categorized those in the con-
templation stage as either contemplators (not considering quitting in the next 30 days)
and those in the preparation stage (planning to quit in the next 30 days).

Methodology

Subjects A total of 1466 subjects were recruited for a minimum intervention smok-
ing cessation programme from Texas and Rhode Island. The majority of the sub-
jects were white, female, had started smoking at about 16 and smoked on average 29
cigarettes a day.

Design  The subjects completed a set of measures at baseline and were followed up at
one and six months.
Measures The subjects completed the following set of measures:

B Smoking abstinence self-efficacy (DiClemente et al. 1985), which measures the
smokers’ confidence that they would not smoke in 20 challenging situations.
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B Perceived stress scale (Cohen et al. 1985), which measures how much perceived stress
the individual has experienced in the last month.

B Fagerstrom Tolerance Questionnaire which measures physical tolerance to nicotine.

B Smoking decisional balance scale (Velicer et al. 1985), which measures the perceived
pros and cons of smoking.

B Smoking processes of change scale (DiClemente and Prochaska 1985), which measures
the individual’'s stage of change. According to this scale, subjects were defined as
precontemplators (n = 166), contemplators (n = 794) and those in the preparation
stage (n = 506).

B Demographic data, including age, gender, education and smoking history.

Results

The results were first analysed to examine baseline difference between the three subject
groups. The results showed that those in the preparation stage smoked less, were less
addicted, had higher self-efficacy, rated the pros of smoking as less and the costs of
smoking as more, had made more prior quitting attempts than the other two groups. The
results were then analysed to examine the relationship between stage of change and
smoking cessation. At both one and six months, the subjects in the preparation stage had
made more quit attempts and were more likely to not be smoking.

Conclusion

The results provide support for the stages of change model of smoking cessation and
suggest that it is a useful tool for predicting successful outcome of any smoking cessation
intervention.

INTERVENTIONS TO PROMOTE CESSATION

Interventions to promote cessation can be described as either (1) clinical interventions,
which are aimed at the individual; (2) self-help movements; or (3) public health inter-
ventions, which are aimed at populations.

Clinical interventions: promoting individual change

Clinical interventions often take the form of group or individual treatment programmes
based in hospitals or universities requiring regular attendance over a 6- or 12-week
period. These interventions use a combination of approaches that reflect the different
disease and social learning theory models of addiction and are provided for those
individuals who seek help.

Disease perspectives on cessation Within the most recent disease models of
addiction, nicotine and alcohol are seen as addictive and the individual who is addicted
is seen as having acquired tolerance and dependency to the substance. Accordingly,
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cessation programmes offer ways for the individual to reduce this dependency. For
example, nicotine fading procedures encourage smokers to gradually switch to brands of
low nicotine cigarettes and gradually to smoke fewer cigarettes. It is believed that when
the smoker is ready to completely quit, their addiction to nicotine will be small enough to
minimize any withdrawal symptoms. Although there is no evidence to support the
effectiveness of nicotine fading on its own, it has been shown to be useful alongside other
methods such as relapse prevention (for example, Brown et al. 1984).

Nicotine replacement procedures also emphasize an individual’s addiction and depend-
ency on nicotine. For example, nicotine chewing gum is available over the counter and
is used as a way of reducing the withdrawal symptoms experienced following sudden
cessation. The chewing gum has been shown to be a useful addition to other behavioural
methods, particularly in preventing short-term relapse (Killen et al. 1990). However, it
tastes unpleasant and takes time to be absorbed into the bloodstream. More recently,
nicotine patches have become available, which only need to be applied once a day in
order to provide a steady supply of nicotine into the bloodstream. They do not need to be
tasted, although it could be argued that chewing gum satisfies the oral component of
smoking. However, whether nicotine replacement procedures are actually compensating
for a physiological addiction or whether they are offering a placebo effect via expecting
not to need cigarettes is unclear. Treating excessive drinking from a disease perspective
involves aiming for total abstinence as there is no suitable substitute for alcohol.

Social learning perspectives on cessation Social learning theory emphasizes
learning an addictive behaviour through processes such as operant conditioning
(rewards and punishments), classical conditioning (associations with internal/external
cues), observational learning and cognitions. Therefore, cessation procedures emphasize
these processes in attempts to help smokers and excessive drinkers stop their behaviour.
These cessation procedures include: aversion therapies, contingency contracting, cue
exposure, self-management techniques and multi-perspective cessation clinics:

1 Aversion therapies aim to punish smoking and drinking rather than rewarding it.
Early methodologies used crude techniques such as electric shocks whereby each time
the individual smoked a puff of a cigarette or drank some alcohol they would receive
a mild electric shock. However, this approach was found to be ineffective for both
smoking and drinking (e.g. Wilson 1978), the main reason being that it is difficult to
transfer behaviours that have been learnt in the laboratory to the real world. In an
attempt to transfer this approach to the real world alcoholics are sometimes given a
drug called Antabuse, which induces vomiting whenever alcohol is consumed. This
therefore encourages the alcoholic to associate drinking with being sick. This has
been shown to be more effective than electric shocks (Lang and Marlatt 1982), but
requires the individual to take the drug and also ignores the multitude of reasons
behind their drink problem. Imaginal aversion techniques have been used for smokers
and encourage the smoker to imagine the negative consequence of smoking, such as
being sick (rather than actually experiencing them). However, imaginal techniques
seem to add nothing to other behavioural treatments (Lichtenstein and Brown 1983).
Rapid smoking is a more successful form of aversion therapy (Danaher 1977) and



118 HEALTH PSYCHOLOGY

aims to make the actual process of smoking unpleasant. Smokers are required to sit in
a closed room and take a puff every 6 seconds until it becomes so unpleasant they
cannot smoke any more. Although there is some evidence to support rapid smoking
as a smoking cessation technique, it has obvious side effects, including increased
blood carbon monoxide levels and heart rates. Other aversion therapies include
focused smoking, which involves smokers concentrating on all the negative experi-
ences of smoking and smoke-holding, which involves smokers holding smoke in their
mouths for a period of time and again thinking about the unpleasant sensations.
Smoke-holding has been shown to be more successful at promoting cessation than
focused smoking and it does not have the side effects of rapid smoking (Walker and
Franzini 1985).

2 Contingency contracting procedures also aim to punish smoking and drinking and
to reward abstinence. Smokers and drinkers are asked to make a contract with either
a therapist, a friend or partner and to establish a set of rewards/punishments, which
are contingent on their smoking/drinking cessation. For example, money may be
deposited with the therapist and only returned when they have stopped smoking/
drinking for a given period of time. They are therefore rewarding abstinence.
Schwartz (1987) analysed a series of contingency contracting studies for smoking
cessation from 1967 to 1985 and concluded that this procedure seems to be success-
ful in promoting initial cessation, but once the contract was finished, or the money
returned, relapse was high. In a study of alcoholics, 20 severe alcoholics who had
been arrested for drunkenness were offered employment, health care, counselling,
food and clothing if they remained sober (Miller 1975). The results showed that those
with the contracts were arrested less, employed more, and were more often sober
according to unannounced blood alcohol checks than those who were given these
‘rewards’ non-contingently. However, whether such changes in behaviour would per-
sist over time is unclear. In addition, this perspective is reminiscent of a more punitive
moral model of addictions.

3 Cue exposure procedures focus on the environmental factors that have become
associated with smoking and drinking. For example, if an individual always smokes
when they drink alcohol, alcohol will become a strong external cue to smoke and vice
versa. Cue exposure techniques gradually expose the individual to different cues and
encourage them to develop coping strategies to deal with them. This procedure aims
to extinguish the response to the cues over time and is opposite to cue avoidance
procedures, which encourage individuals not to go to the places where they may feel
the urge to smoke or drink. Cue exposure highlights some of the problem with in-
patient detoxification approaches to alcoholism whereby the alcoholic is hospitalized
for a length of time until they have reduced the alcohol from their system. Such an
approach aims to reduce the alcoholic’s physiological need for alcohol by keeping
them away from alcohol during their withdrawal symptoms. However, being in
hospital does not teach the alcoholic how to deal with the cues to drink. It means that
they avoid these cues, rather than being exposed to them.

4 Self-management procedures use a variety of behavioural techniques to pro-
mote smoking and drinking cessation in individuals and may be carried out under
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professional guidance. Such procedures involve self-monitoring (keeping a record of
own smoking/drinking behaviour), becoming aware of the causes of smoking/
drinking (What makes me smoke? Where do I smoke? Where do I drink?), and
becoming aware of the consequences of smoking/drinking (Does it make me feel
better? What do I expect from smoking/drinking?). However, used on their own, self-
management techniques do not appear to be more successful than other interventions
(Hall et al. 1990).

Multi-perspective cessation clinics represent an integration of all the above
clinical approaches to smoking and drinking cessation and use a combination of
aversion therapies, contingency contracting, cue exposure and self-management. In
addition, for smoking cessation this multi-perspective approach often incorporates
disease model based interventions such as nicotine replacement. Lando (1977)
developed an integrated model of smoking cessation, which has served as a model for
subsequent clinics. His approach included the following procedures:

B six sessions of rapid smoking for 25 minutes for one week;

B doubled daily smoking rate outside the clinic for one week;

onset of smoking cessation;

identifying problems encountered when attempting to stop smoking;
developing ways to deal with these problems;

self-reward contracts for cessation success (e.g. buying something new);

self-punishment contracts for smoking (e.g. give money to a friend/therapist).

Lando’s model has been evaluated and research suggested a 76 per cent abstinence
rate at six months (Lando 1977) and 46 per cent at twelve months (Lando and
McGovern 1982), which was higher than the control group’s abstinence rates. Killen
et al. (1984) developed Lando’s approach but used smoke holding rather than rapid
smoking, and added nicotine chewing gum into the programme. Their results showed
similarly high abstinence rates to the study by Lando.

Multi-perspective approaches have also been developed for the treatment of
alcohol use. These include an integration of the above approaches and also an
emphasis on drinking as a coping strategy. Drinking is therefore not simply seen as
an unwanted behaviour that should stop but as a behaviour which serves a function
in the alcoholic’s life. Such approaches include:

B Assessing the drinking behaviour both in terms of the degree of the problem (e.g.
frequency and amount drank) and the factors that determine the drinking
(e.g. What function does the drinking serve? When does the urge to drink increase/
decrease? What is the motivation to change? Do the individual’s family/friends
support their desire to change?).

m Self-monitoring (e.g. When do I drink?).

B Developing new coping strategies (e.g. relaxation, stress management).

B Cue exposure (e.g. learning to cope with high-risk situations).

Multi-perspective approaches are often regarded as skills training approaches as they
encourage individuals to develop the relevant skills needed to change their behaviour.
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Self-help movements

Although clinical and public health interventions have proliferated over the past few
decades, up to 90 per cent of ex-smokers report having stopped without any formal help
(Fiore et al. 1990). Lichtenstein and Glasgow (1992) reviewed the literature on self-help
quitting and reported that success rates tend to be about 10-20 per cent at one-year
follow-up and 3-5 per cent for continued cessation. The literature suggests that lighter
smokers are more likely to be successful at self-quitting than heavy smokers and that
minimal interventions, such as follow-up telephone calls, can improve this success.
Research also suggests that smokers are more likely to quit if they receive support from
their partners and if their partners also stop smoking (Cohen and Lichtenstein 1990)
and that partner support is particularly relevant for women trying to give up smoking
during pregnancy (e.g. Appleton and Pharoah 1998). However, although many ex-
smokers report that ‘I did it on my own’, it is important not to discount their exposure to
the multitude of health education messages received via television, radio or leaflets.

Public health interventions: promoting cessation
in populations

Public health interventions aim to promote behaviour change in populations and
have become increasingly popular over recent years. Such interventions are aimed at all
individuals, not just those who seek help. For smoking cessation, they take the form
of doctor’s advice, worksite interventions, community-wide approaches, government
interventions. For drinking behaviour, most public health interventions take the form of
government interventions.

1 Doctor’s advice. Approximately 70 per cent of smokers will visit a doctor at some
time each year. Research suggests that the recommendation from a doctor, who is
considered a credible source of information, can be quite successful in promoting
smoking cessation. In a classic study carried out in five general practices in London
(Russell et al. 1979), smokers visiting their GP over a four-week period were allocated
to one of four groups: (1) follow-up only; (2) questionnaire about their smoking
behaviour and follow-up; (3) doctor’s advice to stop smoking, questionnaire about
their smoking behaviour and follow-up; and (4) doctor’s advice to stop smoking,
leaflet giving tips on how to stop and follow-up. All subjects were followed up at
one and twelve months. The results showed at one-year follow-up, 3.3 per cent of
those who had simply been told to stop smoking were still abstinent, and 5.1 per
cent of those who were told to stop and had received a leaflet showed successful
cessation. This was in comparison to 0.3 per cent in the group that had received
follow-up only and 1.6 per cent in the group that had received the questionnaire
and follow-up. Although these changes are quite small, if all GPs recommended
that their smokers stopped smoking, this would produce half a million ex-smokers
within a year in the UK. Research also suggests that the effectiveness of doctor’s
advice may be increased if they are trained in patient-centred counselling techniques
(Wilson et al. 1988). Minimum interventions for smoking cessation by health
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professionals are also illustrated by the results of the OXCHECK and Family
Heart Study results (Muir et al. 1994; Wood et al. 1994), which are described in
Chapter 9.

Worksite interventions. Over the past decade there has been an increasing interest
in developing worksite-based smoking cessation interventions. These take the form of
either a company adopting a no-smoking policy and/or establishing work-based
health promotion programmes. Worksite interventions have the benefit of reaching
many individuals who would not consider attending a hospital or a university-based
clinic. In addition, the large number of people involved presents the opportunity for
group motivation and social support. Furthermore, they may have implications for
reducing passive smoking at work, which may be a risk factor for coronary heart
disease (He et al. 1994). Research into the effectiveness of no-smoking policies has
produced conflicting results with some studies reporting an overall reduction in the
number of cigarettes smoked for up to 12 months (e.g. Biener et al. 1989) and others
suggesting that smoking outside work hours compensates for any reduced smoking at
the workplace (e.g. Gomel et al. 1993) (see Focus on research 5.2, page 122). In two
Australian studies, public service workers were surveyed following smoking bans in
44 government office buildings about their attitudes to the ban immediately after the
ban and after six months. The results suggested that although immediately after the
ban many smokers felt inconvenienced, these attitudes improved at six months with
both smokers and non-smokers recognizing the benefits of the ban. However, only
2 per cent stopped smoking during this period (Borland et al. 1990). Although work-
site interventions may be a successful means to access many smokers, this potential
does not yet appear to have been fully realized.

Community-based programmes. Large community-based programmes have been
established as a means of promoting smoking cessation within large groups of
individuals. Such programmes aim to reach those who would not attend clinics
and to use the group motivation and social support in a similar way to worksite
interventions. Early community-based programmes were part of the drive to reduce
coronary heart disease. In the Stanford Five City Project, the experimental groups
received intensive face-to-face instruction on how to stop smoking and in addition
were exposed to media information regarding smoking cessation. The results showed
a 13 per cent reduction in smoking rates compared with the control group (Farquhar
et al. 1990). In the North Karelia Project, individuals in the target community
received an intensive educational campaign and were compared with those in a
neighbouring community who were not exposed to the campaign. The results
from this programme showed a 10 per cent reduction in smoking in men in North
Karelia compared with men in the control region. In addition, the results also showed
a 24 per cent decline in cardiovascular deaths, a rate twice that of the rest of the
country (Puska et al. 1985). Other community-based programmes include the
Australia North Coast Study, which resulted in a 15 per cent reduction in smoking
over three years, and the Swiss National Research Programme, which resulted in an
8 per cent reduction over three years (Egger et al. 1983; Autorengruppe Nationales
Forschungsprogramm 1984).
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4 Government interventions. An additional means to promote both smoking
cessation and healthy drinking is to encourage governments to intervene. Such

interventions can take several forms:

Restricting/banning advertising. According to social learning theory, we learn to
smoke and drink by associating smoking and drinking with attractive charac-
teristics, such as ‘It will help me relax’, ‘It makes me look sophisticated’, ‘It makes
me look sexy’, ‘It is risky’. Advertising aims to access and promote these beliefs
in order to encourage smoking and drinking. Implementing a ban/restriction on
advertising would remove this source of beliefs. In the UK, cigarette advertising
was banned in 2003.

Increasing the cost. Research indicates a relationship between the cost of cigarettes
and alcohol and their consumption. Increasing the price of cigarettes and alcohol
could promote smoking and drinking cessation and deter the initiation of these
behaviours, particularly among children. According to models of health beliefs,
this would contribute to the perceived costs of the behaviours and the perceived
benefits of behaviour change.

Banning smoking in public places. Smoking is already restricted to specific places
in many countries (e.g. in the UK most public transport is no smoking). A wider
ban on smoking may promote smoking cessation. According to social learning
theory, this would result in the cues to smoking (e.g. restaurants, bars) becoming
eventually disassociated from smoking. However, it is possible that this would
simply result in compensatory smoking in other places as illustrated by some of the
research on worksite no-smoking policies.

Banning cigarette smoking and alcohol drinking. Governments could opt to ban
cigarettes and alcohol completely (although they would forego the large revenues
they currently receive from advertising and sales). Such a move might result in a
reduction in these behaviours. However, other drugs such as cannabis are illegal
in most countries, and this is still smoked by large percentages of the population. In
addition, prohibition in the USA was remarkably unsuccessful.

FOCUS ON RESEARCH 5.2: PUTTING THEORY INTO
PRACTICE - WORKSITE SMOKING BAN

A pilot study to examine the effects of a workplace smoking ban on smoking,
craving, stress and other behaviours (Gomel et al. 1993).

Over the past few years many organizations have set up workplace bans. These offer an
opportunity to examine the effects of policy of behaviour change and to assess the

effectiveness of public health interventions in promoting smoking cessation.

Background

Workplace bans provide an opportunity to use group motivation and group social
support to promote smoking cessation. In addition, they can access individuals who
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would not be interested in attending clinics based in hospitals or universities. The present
study examined the effect of worksite ban on smoking behaviour (both at work and
outside) and also examined the interrelationship between smoking and other
behaviours. The ban was introduced on 1 August 1989 at the New South Wales Ambu-
lance Service in Australia. This study is interesting because it included physiological
measures of smoking to identify any compensatory smoking.

Methodology

Subjects A screening question showed that 60 per cent of the employees were
current smokers (n = 47). Twenty-four subjects (15 males and 9 females) completed all
measures. They had an average age of 34 years, had smoked on average for 11 years and
smoked an average of 26 cigarettes a day.

Design The subjects completed a set of measures one week before the ban (time 1),
one week after (time 2), and six weeks after (time 3).

Measures At times 1, 2 and 3, the subjects were evaluated for cigarette and alcohol
consumption, demographic information (e.g. age), exhaled carbon monoxide and blood
cotinine. The subjects also completed daily record cards for five working days and two
non-working days, including measures of smoking, alcohol consumption, snack intake
and ratings of subjective discomfort.

Results

The results showed a reduction in self-reports of smoking in terms of number of
cigarettes smoked during a working day and the number smoked during working
hours at both the one-week and six-week follow-ups compared with baseline, indicating
that the smokers were smoking less following the ban. However, the cotinine levels
suggested that although there was an initial decrease at week one, by six weeks blood
cotinine was almost back to baseline levels suggesting that the smokers may have
been compensating for the ban by smoking more outside of work. The results
also showed increases in craving and stress following the ban; these lower levels of stress
were maintained, whereas craving gradually returned to baseline (supporting com-
pensatory smoking). The results showed no increases in snack intake or alcohol
consumption.

Conclusion

The self-report data from the study suggest that worksite bans may be an effective form
of public health intervention for decreasing smoking behaviour. However, the physio-
logical data suggests that simply introducing a no-smoking policy may not be sufficient
as smokers may show compensatory smoking.
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Methodological problems evaluating clinical and public
health interventions

Although researchers and health educators are motivated to find the best means of
promoting smoking cessation and healthy drinking, evaluating the effectiveness of
any intervention is fraught with methodological problems. For smoking cessation these
problems include:

B Who has become a non-smoker? Someone who has not smoked in the last month/week/
day? Someone who regards themselves as a non-smoker? (Smokers are notorious for
under-reporting their smoking.) Does a puff of a cigarette count as smoking? Do
cigars count as smoking? These questions need to be answered to assess success rates.

B Who is still counted as a smoker? Someone who has attended all clinic sessions and still
smokes? Someone who dropped out of the sessions half-way through and has not
been seen since? Someone who was asked to attend but never turned up? These
questions need to be answered to derive a baseline number for the success rate.

®  Should the non-smokers be believed when they say they have not smoked? Methods other
than self-report exist to assess smoking behaviour, such as carbon monoxide in the
breath, cotinine in the saliva. These are more accurate, but time-consuming and
expensive.

B How should smokers be assigned to different interventions? In order for success rates to
be calculated, comparisons need to be made between different types of intervention
(e.g. aversion therapy versus cue exposure). These groups should obviously be
matched for age, gender, ethnicity and smoking behaviour. What about stage of
change (contemplation versus precontemplation versus preparation)? What about
other health beliefs such as self-efficacy, costs and benefits of smoking? The list could
be endless.

For interventions aimed at changing drinking behaviour, these problems include:

B What is the desired outcome of any intervention? Being totally abstinent (for the last
month/week)? Drinking a normal amount? (What is normal?) Coping with life?
(What constitutes acceptable coping?) Drinking that is not detrimental to work?
(Should work be a priority?) Drinking that is no longer detrimental to family life?
(Should family life be a priority?) In his autobiography, John Healy (1991) describes
his transition from an alcoholic living on the ‘Grass Arena’ in London to becoming
addicted to chess. Is this success? Should the experts impose their view of success on
a drinker, or should success be determined by them?

B How should drinking behaviour be measured? Should intrusive measures such as blood
taking be used? Should self-reports be relied on?

STAGE 4: RELAPSE IN SMOKING AND DRINKING

Although, many people are successful at initially stopping smoking and changing their
drinking behaviour, relapse rates are high. Interestingly, the pattern for relapse is
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consistent across a number of different addictive behaviours, with high rates initially
tapering off over a year. This relapse pattern is shown in Figure 5.5.

Marlatt and Gordon (1985) developed a relapse prevention model of addictions,
which specifically examined the processes involved in successful and unsuccessful
cessation attempts. The relapse prevention model was based on the following concept of
addictive behaviours:

Addictive behaviours are learned and therefore can be unlearned; they are reversible.
Addictions are not ‘all or nothing’ but exist on a continuum.

Lapses from abstinence are likely and acceptable.

Believing that ‘one drink — a drunk’ is a self-fulfilling prophecy.

They distinguished between a lapse, which entails a minor slip (e.g. a cigarette, a couple
of drinks) and a relapse, which entails a return to former behaviour (e.g. smoking 20
cigarettes, getting drunk). Marlatt and Gordon examined the processes involved in the
progression from abstinence to relapse and in particular assessed the mechanisms that
may explain the transition from lapse to relapse (see Figure 5.6). These processes are
described on page 126.

Baseline state

Abstinence. If an individual sets total abstinence as the goal, then this stage represents the
target behaviour and indicates a state of behavioural control.
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Pre-lapse state

High-risk situation. A high-risk situation is any situation that may motivate the individual
to carry out the behaviour. Such situations may be either external cues, such as someone
else smoking or the availability of alcohol, or internal cues, such as anxiety. Research
indicates that the most commonly reported high-risk situations are negative emotions,
interpersonal conflict and social pressure. This is in line with social learning theories,
which predict that internal cues are more problematic than external cues.

Coping behaviour. Once exposed to a high-risk situation the individual engages the
coping strategies. Such strategies may be behavioural, such as avoiding the situation or
using a substitute behaviour (e.g. eating), or cognitive, such as remembering why they
are attempting to abstain.

Positive outcome expectancies. According to previous experience the individual will
either have positive outcome expectancies if the behaviour is carried out (e.g. smoking
will make me feel less anxious) or negative outcome expectancies (e.g. getting drunk will
make me feel sick).

No lapse or lapse?

Marlatt and Gordon (1985) argue that when exposed to a high-risk situation, if an
individual can engage good coping mechanisms and also develop negative outcome
expectancies, the chances of a lapse will be reduced and the individual’s self-efficacy
will be increased. However, if the individual engages poor coping strategies and has
positive outcome expectancies, the chances of a lapse will be high and the individual’s
self-efficacy will be reduced.

B No lapse: good coping strategies and negative outcome expectancies will raise self-
efficacy, causing the period of abstinence to be maintained.

B Lapse: poor or no coping strategies and positive outcome expectancies will lower
self-efficacy, causing an initial use of the substance (the cigarette, a drink). This lapse
will either remain an isolated event and the individual will return to abstinence,
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or will become a full-blown relapse. Marlatt and Gordon describe this transition as the
abstinence violation effect (AVE).

The abstinence violation effect

The transition from initial lapse to full blown relapse is determined by dissonance conflict
and self-attribution. Dissonance is created by a conflict between a self-image as someone
who no longer smokes/drinks and the current behaviour (e.g. smoking/drinking). This
conflict is exacerbated by a disease model of addictions, which emphasizes ‘all or nothing’,
and minimized by a social learning model, which acknowledges the likelihood of lapses.

Having lapsed, the individual is motivated to understand the cause of the lapse. If this
lapse is attributed to the self (e.g. ‘T am useless, it's my fault’), this may create guilt and
self-blame. This internal attribution may lower self-efficacy, thereby increasing the
chances of a full-blown relapse. However, if the lapse is attributed to the external world
(e.g. the situation, the presence of others), guilt and self-blame will be reduced and the
chances of the lapse remaining a lapse will be increased.

Marlatt and Gordon developed a relapse prevention programme based on cognitive
behavioural techniques to help prevent lapses turning into full-blown relapses. This
programme involved the following procedures:

B self-monitoring (What do I do in high-risk situations?)
B relapse fantasies (What would it be like to relapse?)
relaxation training/stress management

skills training

contingency contracts

cognitive restructuring (learning not to make internal attributions for lapses).

How these procedures relate to the different stages of relapse is illustrated in Figure 5.7.

 Self-monitoring * Relaxation training  Contract
* Behaviour * Stress management * Reminder card (what to
assessment * Imagery do if you slip)
v
v * Decreased Yy Abstinence
High-risk No copin self-efficacy Lapse Ylglgnr?ir;igfed
agn- > ping b « Positive »| < Initial use p| " ~09
situation response dissonance
outcome of substance
A A expectancies * Intemal
4 attributions
A ‘\ T
* Relapse * Skills * Education about * Programmed * Cognitive
fantasies training effects of relapse restructuring
* Relapse substance
rehearsal * Decision matrix

#(:[<Er( Relapse prevention intervention strategies (after Marlatt and Gordon 1985)
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A CROSS-ADDICTIVE BEHAVIOUR PERSPECTIVE

According to the disease models of addiction, each behaviour is examined separately.
Therefore, an addiction to cigarettes is seen as separate and different to an addiction to
alcohol. However, from a social learning perspective, it is possible to examine similarities
between behaviours and to apply similar processes to the initiation, maintenance,
cessation and relapse of behaviours such as exercise, sex, gambling and eating (e.g.
Orford 1985). Research has examined these behaviours independently of each other
and, in addition, has also assessed the associations between them. In particular, recent
research has examined the interrelationship between smoking and eating behaviour.

Smoking and eating behaviour

Research into the interrelationship between smoking and eating has examined (1)
gender differences in smoking; (2) smoking cessation and changes in food intake; and
(3) substitution between substances.

Gender differences in smoking

Research has highlighted gender differences in tobacco use (Grunberg et al. 1991) with
the suggestion being that whilst male smoking has remained stable, or even declined
over the past 20 years in the USA and UK, female smoking has increased. This increase is
reflected by reports of gender differences in cancer with lung cancer now being the
leading cause of death in American women. To explain increases in female smoking,
research has focused on the perceived benefits of smoking, suggesting that smokers
of both genders continue to smoke for fear of weight gain. Consequently, the present
cultural obsession with thinness in women may account for increased female smoking.
Smokers generally weigh about 7 b less than comparably-aged non-smokers, and
abstinent smokers tend to show weight gains of about 6 Ib (US Department of Health
and Human Services 1990). As a result, research suggests that female dieters may use
cigarette smoking as a weight loss/maintenance strategy (Klesges and Klesges 1988;
Ogden and Fox 1994). For example, in a recent study dieters showed greater agreement
with statements relating to smoking initiation and smoking maintenance for weight
control, the role of weight gain in previous experiences of smoking relapse, intentions to
quit following weight loss and intentions to quit in five years (Ogden and Fox 1994).

Smoking and changes in food intake

How cigarette smoking influences weight is unclear with different possible mechanisms
predicting either a change or no change in food intake. For example, it has been proposed
that weight gain could be a result of decreased energy use due to withdrawal or fatigue,
or that nicotine may increase metabolic rate; both mechanisms suggest no post-cessation
changes in eating behaviour. However, Grunberg (1986) suggests that nicotine may
increase blood sugar levels and that post-cessation weight gain could be explained by
an increase in sweet food consumption, which has been supported by both animal and
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human research. Further research suggests that smoking cessation may result in
increases in consumption of calories, increases in sucrose, fats and carbohydrate
intake (see Ogden 1994 for an overview). Theories to explain the changes in food intake
following smoking cessation have focused on physiological factors such as a release of
brain serotonin following nicotine withdrawal (Benwell et al. 1988), which may be
compensated for by carbohydrates. However, an alternative explanation of the relation-
ship focuses on the subjective experience of craving for a substance.

The subjective experience of craving

The desire to eat and the response to food deprivation is characterized by the experience
of ‘emptiness’, ‘tension’, ‘agitation’, ‘light-headedness’ as well as more specific feelings
such as a ‘rumbling stomach’. Smoking abstainers also describe their desire for a
cigarette in similar ways, again using language such as ‘emptiness’, ‘agitation’ and
‘light-headedness’. A possible explanation of the interaction between smoking and
eating is that sensations of deprivation may be interchangeable. Alcohol research
suggests that craving for alcohol may be a form of misattribution of internal states, with
the alcoholic labelling internal states as a desire for alcohol (Ludwig and Stark 1974;
Marlatt 1978). With reference to eating and smoking, the desire to smoke may be
labelled as hunger and therefore satiated by food intake. In a recent experimental study,
smokers were asked either to abstain for 24 hours or to continue smoking as usual, and
their craving for food and cigarettes and food intake was compared with each other
and with a group of non-smokers (Ogden 1994). The results showed that smoking
abstinence resulted in an increased craving for food and increased food intake. In
addition, the results showed that an increased craving for cigarettes resulted in increased
food intake. Furthermore, the results showed that this association between craving for
cigarettes and food was greater in women than men, and particularly apparent in dieting
women.

These studies support a cross-behavioural perspective of addictions and suggest an
interrelationship between different behaviours. It is possible that because women
dieters may use smoking as a means to reduce their eating they develop an association
between these behaviours. It is also possible that the substitution between addictive
behaviours may also exist between other behaviours such as alcohol and smoking
(stopping smoking increases drinking), or gambling and eating (stopping gambling
increases eating).

TO CONCLUDE

Smoking and alcohol consumption both have negative effects on health and yet are
common behaviours. There are many different theories to explain why people smoke
or drink and how they can be encouraged to adopt healthy behaviours. This chapter
examined the different models of addiction, including the moral model, the disease
models and the social learning perspective. It then examined the stages of substance use
from initiation and maintenance (involving psychological factors, such as beliefs and
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expectancies, and social factors, such as parental and peer group behaviour), to cessation
(involving clinical perspectives, self-help methods and public health interventions)
or relapse. Finally, this chapter examined the interrelationship between different
behaviours, in particular smoking and eating, to examine the validity of a cross-
behavioural perspective.

=~

QUESTIONS

Is alcoholism a disease?

Discuss the role of conditioning in the acquisition of an addictive behaviour.
Smoking is an addiction to nicotine. Discuss.

Discuss the role of health beliefs in the initiation of smoking behaviour.

Discuss the role of clinical and public health interventions in promoting smoking
cessation.

To what extent are addictions governed by similar processes?

7 Outline a research project designed to evaluate the effect of role models on
smoking.

a b~ ODND =

(o)

FOR DISCUSSION

Have you ever tried a puff of a cigarette? If so, consider the reasons why you did
or did not become a smoker. If you have never even tried a cigarette, discuss the
possible reasons for this.

ASSUMPTIONS IN HEALTH PSYCHOLOGY

The research on smoking and alcohol highlights some of the assumptions in health
psychology:

1 Mind-body dualism. Theories of addictions and addictive behaviour emphasize
either the psychological or physiological processes. This separation is reflected in
the differences between the disease models and the social learning perspectives.
Therefore, although some of the treatment perspectives emphasize both mind
(e.g. cue exposure) and body (e.g. nicotine replacement), they are still seen as distinct
components of the individual.

2 Changes in theory represents improvement. It is often assumed that the most
recent theoretical perspective is an improvement of previous theories. In terms of
addictive behaviours, the moral model is seen as more naive than the disease model,
which is more naive than a social learning theory perspective. However, perhaps
these different models also illustrate different (and not necessarily better) ways of
explaining behaviour and of describing the individual. Therefore, to see an individual
who drinks a great deal as to blame and as being responsible for his or her behaviour
(the moral model) reflects a different model of the individual than an explanation
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which describes a physiological predisposition (the 2nd disease model) or learning the
behaviour via reinforcement.
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This chapter first examines what constitutes a healthy diet,
the links between diet and health and who does and does not
eat healthily. Three main psychological perspectives which
have been used to study food intake are then described. First,
the chapter describes developmental models of eating
behaviour with their focus on exposure, social learning and
associative learning. Second, it examines cognitive theories
with their emphasis on motivation and social cognition
models. Third, it explores the emphasis on weight concern

and the role of body dissatisfaction and restrained eating.
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WHAT IS A HEALTHY DIET?

The nature of a good diet has changed dramatically over the years. In 1824 ‘The Family
Oracle of Good Health’ published in the UK recommended that young ladies should eat
the following at breakfast: ‘plain biscuit (not bread), broiled beef steaks or mutton chops,
under done without any fat and half a pint of bottled ale, the genuine Scots ale is the
best’ or if this was too strong it suggested ‘one small breakfast cup . . . of good strong tea
or of coffee — weak tea or coffee is always bad for the nerves as well as the complexion’.
Dinner is later described as similar to breakfast with ‘no vegetables, boiled meat, no
made dishes being permitted much less fruit, sweet things or pastry . .. the steaks and
chops must always be the chief part of your food’. Similarly in the 1840s Dr Kitchener
recommended in his diet book a lunch of ‘a bit of roasted poultry, a basin of good beef
tea, eggs poached . .. a sandwich — stale bread — and half a pint of good home brewed
beer’ (cited in Burnett 1989: 69). Nowadays, there is, however, a consensus among
nutritionists as to what constitutes a healthy diet (DoH 1991). Food can be considered
in terms of its basic constituents: carbohydrate, protein, alcohol and fat. Descriptions
of healthy eating tend to describe food in terms of broader food groups and make
recommendations as to the relative consumption of each of these groups as follows.
Current recommendations are as follows and illustrated in Figure 6.1.

B Fruit and vegetables: A wide variety of fruit and vegetables should be eaten and
preferably five or more servings should be eaten per day.

B Bread, pasta, other cereals and potatoes: Plenty of complex carbohydrate foods
should be eaten, preferably those high in fibre.

B Meat, fish and alternatives: Moderate amounts of meat, fish and alternatives
should be eaten and it is recommended that the low fat varieties are chosen.

B Milk and dairy products: These should be eaten in moderation and the low fat
alternatives should be chosen where possible.

m Fatty and sugary foods: Food such as crisps, sweets and sugary drinks should be
eaten infrequently and in small amounts.

Other recommendations for a healthy diet include a moderate intake of alcohol (a
maximum of 3—4 units per day for men and 2-3 units per day for women), the consump-
tion of fluoridated water where possible, a limited salt intake of 6g per day, eating
unsaturated fats from olive oil and oily fish rather than saturated fats from butter and
margarine and consuming complex carbohydrates (e.g. bread and pasta) rather than
simple carbohydrates (e.g. sugar). It is also recommended that men aged between 19
and 59 require 2550 calories per day and that similarly aged women require 1920
calories per day although this depends upon body size and degree of physical activity
(DoH 1995).

HOW DOES DIET AFFECT HEALTH?

Diet is linked to health in two ways: by influencing the onset of illness and as part of
treatment and management once illness has been diagnosed.
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Fruit and vegetables Bread, other cereals and potatoes
Choose a wide variety Eat all types and choose high fibre
kinds whenever you can

G FIBRE
Breakfast

i
i
b —
Meat, fish and alternatives Fatty and sugary foods Milk and dairy foods
Choose lower fat alternatives Try not to eat these too often, and Choose lower fat alternatives
whenever you can when you do, have small amounts whenever you can

m The balance of good health

Diet and illness onset

Diet effects health through an individual’s weight in terms of the development of eating
disorders or obesity. Eating disorders are linked to physical problems such as heart
irregularities, heart attacks, stunted growth, osteoporosis and reproduction. Obesity is
linked to diabetes, heart disease and some forms of cancer (see Chapter 15). In addition,
some research suggests a direct link between diet and illnesses such as heart disease,
cancer and diabetes (see Chapters 14 and 15). Much research has addressed the role of
diet in health and although at times controversial, studies suggest that foods such as
fruits and vegetables, oily fish and oat fibre can be protective whilst salt and saturated fats
can facilitate poor health.

Diet and treating illness

Diet also has a role to play in treating illness once diagnosed. Obese patients are mainly
managed through dietary based interventions (see Chapter 15). Patients diagnosed with
angina, heart disease or following a heart attack are also recommended to change their
lifestyle with particular emphasis on stopping smoking, increasing their physical activity
and adopting a healthy diet (see Chapter 15). Dietary change is also central to the
management of both Type 1 and Type 2 diabetes. At times this aims to produce weight
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loss as a 10 per cent decrease in weight has been shown to result in improved glucose
metabolism (Blackburn and Kanders 1987; Wing et al. 1987). Dietary interventions are
also used to improve the self-management of diabetes and aim to encourage diabetic
patients to adhere to a more healthy diet.

WHO EATS A HEALTHY DIET?

A healthy diet therefore consists of high carbohydrate and low fat intake and links have
been found between diet and both the onset of illnesses and their effective management.
However, research indicates that many people across the world do not eat according to
these recommendations. Research has explored the diets of children, adults and the
elderly.

Children: Data on children’s diets in the Western world do not match the recom-
mendations for a healthy diet, and children have been shown to eat too much fat and too
few fruit and vegetables (USDA 1999). Therefore, dietary recommendations aimed at the
Western world in the main emphasize a reduction in food intake and the avoidance of
becoming overweight. For the majority of the developing world, however, undereating
remains a problem resulting in physical and cognitive problems and poor resistance to
illness due to lowered intakes of both energy and micronutrients. Recent data from the
World Health Organization indicate that 174 million children under the age of 5 in the
developing world are malnourished and show low weight for age and that 230 million are
stunted in their growth. Further, the WHO estimates that 54 per cent of childhood
mortality is caused by malnutrition, particularly related to a deficit of protein and energy
consumption. Such malnutrition is the highest in South Asia which is estimated to be five
times higher than in the Western hemisphere, followed by Africa then Latin America.

Adults: Research also explored the diets of young adults. One large scale study
carried out between 1989-90 and 1991-92 examined the eating behaviour of 16,000
male and female students aged between 18 and 24 from 21 European countries (Wardle
et al. 1997). The results suggest that the prevalence of these fairly basic healthy eating
practices was low in this large sample of young adults. In terms of gender differences the
results showed that the women in this sample reported more healthy eating practices
than the men. The results also provided insights into the different dietary practice across
the different European countries. Overall, there was most variability between countries in
terms of eating fibre, red meat, fruit and salt. Fat consumption seemed to vary the least.
Countries such as Sweden, Norway, The Netherlands and Denmark ate the most fibre,
whilst Italy, Hungary, Poland and Belgium ate the least. Mediterranean countries such as
Italy, Portugal and Spain ate the most fruit and England and Scotland ate the least.
Further, Belgium and Portugal made least attempts to limit red meat whilst Greece,
Austria, Norway and Iceland made more attempts. Finally, salt consumption was highest
in Poland and Portugal and lowest in Sweden, Finland and Iceland.

The elderly: Research exploring the diets of the elderly indicate that although many
younger and non institutionalised members of this group have satisfactory diets many
elderly people particularly the older elderly report diets which are deficient in vitamins,
too low in energy and have poor nutrient content.
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Research indicates that many people do not eat according to current recommenda-
tions. Much research has explored why people eat what they do. This chapter will
describe developmental models, cognitive models and the role of weight concern in
understanding eating behaviour (see Figure 6.2).

DEVELOPMENTAL MODELS OF EATING BEHAVIOUR

A developmental approach to eating behaviour emphasizes the importance of learning
and experience and focuses on the development of food preferences in childhood. An
early pioneer of this research was Davis (1928, 1939) who carried out studies of infants
and young children living in a paediatrics ward in the USA for several months. The work
was conducted at a time when current feeding policies endorsed a very restricted feeding
regime and Davis was interested to examine infants’ responses to a self selected diet. She
explored whether there was an ‘instinctive means of handling . . . the problem of opti-
mal nutrition’ (Davis 1928). The children were offered a variety of 10 to 12 healthy
foods prepared without sugar, salt or seasoning and were free to eat whatever they
chose. Her detailed reports from this study showed that the children were able to select a
diet consistent with growth and health and were free from any feeding problems. The
results from this study generated a theory of ‘the wisdom of the body’ which
emphasized the body’s innate food preferences. In line with this, Davis concluded from
her data that children have an innate regulatory mechanism and are able to select a
healthy diet. She also, however, emphasized that they could only do so as long as healthy
food was available and argued that the children’s food preferences changed over time
and were modified by experience. Birch, who has extensively studied the developmental
aspects of eating behaviour, interpreted Davis's data to suggest that what was innate
was the ‘ability to learn about the consequences of eating [and] to learn to associate
food cues with the consequences of ingestion in order to control food intake’ (Birch
1989). Birch therefore emphasized the role of learning and described a developmental
systems perspective (e.g. Birch 1999). In line with this analysis, the development of food
preferences can be understood in terms of exposure, social learning and associative
learning.

Exposure

Human beings need to consume a variety of foods in order to have a balanced diet and
yet show fear and avoidance of novel foodstuffs called neophobia. This has been called
the ‘omnivore’s paradox’ (Rozin 1976). Young children will therefore show neophobic
responses to food but must come to accept and eat foods which may originally appear
as threatening. Research has shown that mere exposure to novel foods can change
children’s preferences. For example, Birch and Marlin (1982) gave 2-year-old children
novel foods over a six-week period. One food was presented 20 times, one 10 times, one
5 times whilst one remained novel. The results showed a direct relationship between
exposure and food preference and indicated that a minimum of about 8 to 10 exposures
was necessary before preferences began to shift significantly. Neophobia has been shown
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to be greater in males than females (both adults and children), to run in families (Hursti
and Sjoden 1997), to be minimal in infants who are being weaned onto solid foods but
greater in toddlers, pre-school children and adults (Birch et al. 1998).

One hypothesized explanation for the impact of exposure is the ‘learned safety’ view
(Kalat and Rozin 1973) which suggests that preference increases because eating the food
has not resulted in any negative consequences. This suggestion has been supported by
studies which exposed children either to just the sight of food or to both the sight and
taste of food. The results showed that looking at novel foods was not sufficient to increase
preference and that tasting was necessary (Birch et al. 1987). It would seem, however,
that these negative consequences must occur within a short period of time after tasting
the food as telling children that a novel food is ‘good for you’ has no impact on neophobia
whereas telling them that it will taste good does (Pliner and Loewen 1997). The exposure
hypothesis is also supported by evidence indicating that neophobia reduces with age
(Birch 1989).

Social learning

Social learning describes the impact of observing other people’s behaviour on one’s own
behaviour and is sometimes referred to as ‘modelling’ or ‘observational learning’. An
early study explored the impact of ‘social suggestion’ on children’s eating behaviours
and arranged to have children observe a series of role models making eating behaviours
different to their own (Duncker 1938). The models chosen were other children, an
unknown adult and a fictional hero. The results showed a greater change in the child’s
food preference if the model was an older child, a friend or the fictional hero. The
unknown adult had no impact on food preferences. In another study peer modelling was
used to change children’s preference for vegetables (Birch 1980). The target children
were placed at lunch for four consecutive days next to other children who preferred a
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different vegetable to themselves (peas versus carrots). By the end of the study the
children showed a shift in their vegetable preference which persisted at a follow-up
assessment several weeks later. The impact of social learning has also been shown in an
intervention study designed to change children’s eating behaviour using video based
peer modelling (Lowe et al. 1998). This series of studies used video material of ‘food
dudes’ who were older children enthusiastically consuming refused food which was
shown to children with a history of food refusal. The results showed that exposure to the
‘food dudes’ significantly changed the children’s food preferences and specifically
increased their consumption of fruit and vegetables. Food preferences therefore change
through watching others eat (see Figure 6.3).

Parental attitudes to food and eating behaviours are also central to the process of
social learning. In line with this, Wardle (1995) contended that, ‘Parental attitudes
must certainly affect their children indirectly through the foods purchased for and
served in the household, ... influencing the children’s exposure and . .. their habits
and preferences’. Some evidence indicates that parents do influence their children’s
eating behaviour. For example, Klesges et al. (1991) showed that children selected
different foods when they were being watched by their parents compared to when
they were not. Olivera et al. (1992) reported a correlation between mothers’ and
children’s food intakes for most nutrients in pre-school children, and suggested
targeting parents to try to improve children’s diets. Likewise, Contento et al. (1993)
found a relationship between mothers’ health motivation and the quality of children’s
diets. Parental behaviour and attitudes are therefore central to the process of
social learning with research highlighting a positive association between parents’ and
children’s diets.

m Social eating
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There is, however, some evidence that mothers and children are not always in line with
each other. For example, Wardle (1995) reported that mothers rated health as more
important for their children than for themselves. Alderson and Ogden (1999) similarly
reported that whereas mothers were more motivated by calories, cost, time and avail-
ability for themselves they rated nutrition and long-term health as more important for
their children. In addition, mothers may also differentiate between themselves and their
children in their choices of food. For example, Alderson and Ogden (1999) indicated that
mothers fed their children more of the less healthy dairy products, breads, cereals and
potatoes and fewer of the healthy equivalents to these foods than they ate themselves.
Furthermore, this differentiation was greater in dieting mothers suggesting that mothers
who restrain their own food intake may feed their children more of the foods that they are
denying themselves. A relationship between maternal dieting and eating behaviour is
also supported by a study of 197 families with pre-pubescent girls by Birch and Fisher
(2000). This study concluded that the best predictors of the daughter’s eating behaviour
were the mother’s level of dietary restraint and the mother’s perceptions of the risk of her
daughter becoming overweight. In sum, parental behaviours and attitudes may influence
those of their children through the mechanisms of social learning. This association,
however, may not always be straightforward with parents differentiating between them-
selves and their children both in terms of food related motivations and eating behaviour.

The role of social learning is also shown by the impact of television and food
advertising. For example, after Eyton’s ‘The F plan diet’ was launched by the media in
1982 which recommended a high fibre diet, sales of bran-based cereals rose by 30 per
cent, wholewheat bread rose by 10 per cent, wholewheat pasta rose by 70 per cent and
baked beans rose by 8 per cent. Similarly, in December 1988 Edwina Curry, the then
junior health minister in the UK said on television ‘most of the egg production in this
country, sadly is now infected with salmonella’ (ITN, 1988). Egg sales then fell by 50 per
cent and by 1989 were still only at 75 per cent of their previous levels (Mintel 1990).
Similarly massive publicity about the health risks of beef in the UK between May and
August 1990 resulted in a 20 per cent reduction in beef sales. One study examined the
public’s reactions to media coverage of ‘food scares’ such as salmonella, listeria and BSE
and compared it to their reactions to coverage of the impact of food on coronary heart
disease. The study used interviews, focus groups and an analysis of the content and style
of media presentations (MacIntyre et al. 1998). The authors concluded that the media
has a major impact upon what people eat and how they think about foods. They also
argued that the media can set the agenda for public discussion. The authors stated,
however, that the public do not just passively respond to the media ‘but that they exercise
judgement and discretion in how much they incorporate media messages about health
and safety into their diets’ (MacIntyre 1998: 249). Further they argued that eating
behaviours are limited by personal circumstances such as age, gender, income and family
structure and that people actively negotiate their understanding of food within both
the micro context (such as their immediate social networks) and the macro social con-
texts (such as the food production and information production systems). The media is
therefore an important source for social learning. This study suggests, however, the
individuals learn from the media by placing the information being provided within the
broader context of their lives.
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In summary, social learning factors are central to choices about food. This includes
significant others in the immediate environment, particularly parents and the media
which offer new information, present role models and illustrate behaviour and
attitudes which can be observed and incorporated into the individual’s own behavioural
repertoire.

Associative learning

Associative learning refers to the impact of contingent factors on behaviour. At times
these contingent factors can be considered reinforcers in line with operant conditioning.
In terms of eating behaviour, research has explored the impact of pairing food cues with
aspects of the environment. In particular, food has been paired with a reward, used as the
reward and paired with physiological consequences.

Rewarding eating behaviour: Some research has examined the effect of
rewarding eating behaviour as in ‘if you eat your vegetables I will be pleased with
you'. For example, Birch et al. (1980) gave children food in association with
positive adult attention compared with more neutral situations. This was shown to
increase food preference. Similarly a recent intervention study using videos to change
eating behaviour reported that rewarding vegetable consumption increased that
behaviour (Lowe et al. 1998). Rewarding eating behaviour seems to improve food
preferences.

Food as the reward: Other research has explored the impact of using food as a
reward. For these studies gaining access to the food is contingent upon another
behaviour as in ‘if you are well behaved you can have a biscuit’. Birch et al. (1980)
presented children with foods either as a reward, as a snack or in a non social situation
(the control). The results showed that food acceptance increased if the foods were
presented as a reward but that the more neutral conditions had no effect. This suggests
that using food as a reward increases the preference for that food.

The relationship between food and rewards, however, appears to be more complicated
than this. In one study, children were offered their preferred fruit juice as a means to
be allowed to play in an attractive play area (Birch et al. 1982). The results showed
that using the juice as a means to get the reward reduced the preference for the juice.
Similarly, Lepper et al. (1982) told children stories about children eating imaginary foods
called ‘hupe’ and ‘hule’ in which the child in the story could only eat one if he/she had
finished the other. The results showed that the food which was used as the reward
became the least preferred one which has been supported by similar studies (Birch et al.
1984; Newman and Taylor 1992). These examples are analogous to saying ‘if you eat
your vegetables you can eat your pudding’. Although parents use this approach
to encourage their children to eat vegetables the evidence indicates that this may be
increasing their children’s preference for pudding even further as pairing two foods
results in the ‘reward’ food being seen as more positive than the ‘access’ food. As con-
cluded by Birch ‘although these practices can induce children to eat more vegetables in
the short run, evidence from our research suggests that in the long run parental control
attempts may have negative effects on the quality of children’s diets by reducing their
preferences for those foods’ (1999: 10).
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Not all researchers, however, agree with this conclusion. Dowey (1996) reviewed the
literature examining food and rewards and argued that the conflicting evidence may
relate to methodological differences between studies and that studies designed to change
food preference should be conducted in real life situations, should measure outcomes
over time and not just at one time point, should involve clear instructions to the children
and should measure actual food intake not just the child’s stated preference. The recent
intervention study described above incorporated these methodological considerations
into its design (Lowe et al. 1998) and concluded that food preferences could be improved
by offering rewards for food consumption as long as the ‘symbolic context’ of reward
delivery was positive and did not indicate that ‘eating the target foods was a low value
activity’ (Lowe et al. 1998: 78). As long as the child cannot think that ‘T am being offered
a reward to eat my vegetables, therefore vegetables must be an intrinsically negative
thing’ then rewards may work.

The associations between food and rewards highlights a role for parental control over
eating behaviour. Some research has addressed the impact of control as studies indicate
that parents often believe that restricting access to food and forbidding them to eat food
are good strategies to improve food preferences (Casey and Rozin 1989). Birch (1999)
reviewed the evidence for the impact of imposing any form of parental control over food
intake and argued that it is not only the use of foods as rewards which can have a
negative effect of children’s food preferences but also attempts to limit a child’s access to
foods. She concluded from her review that ‘child feeding strategies that restrict children’s
access to snack foods actually make the restricted foods more attractive’ (Birch 1999:
11). For example, when food is made freely available children will chose more of the
restricted than the unrestricted foods particularly when the mother is not present (Fisher
and Birch 1999; Fisher et al. 2000).

Food and physiological consequences: Studies have also explored the association
between food cues and physiological responses to food intake. There is a wealth of
literature illustrating the acquisition of food aversions following negative gastrointestinal
consequences (e.g. Garcia et al. 1974). For example, an aversion to shellfish can be
triggered after one case of stomach upset following the consumption of mussels.
Research has also explored pairing food cues with the sense of satiety which follows their
consumption. One early study of infants showed that by about 40 days of age infants
adjusted their consumption of milk depending upon the calorific density of the drink
they were given (Formon 1974). Similarly children can adjust their food intake accord-
ing to the flavour of foods if certain flavours have been consistently paired with a given
calorific density (Birch and Deysher 1986).

Problems with a developmental model

A developmental approach to eating behaviour provides detailed evidence on how food
preferences are learned in childhood. This perspective emphasizes the role of learning
and places the individual within an environment which is rich in cues and reinforcers.
Such an analysis also allows for a moderate interaction between learning and physiology.
However, there are some problems with this perspective as follows:
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B Much of the research carried out within this perspective has taken place within
the laboratory as a means to provide a controlled environment. Although this
methodology enables alternative explanations to be excluded, the extent to which the
results would generalize to a more naturalistic setting remains unclear.

B A developmental model explores the meaning of food in terms of food as a reward,
food as a means to gain a reward, food as status, food as pleasant and food as aversive.
However, food has a much more diverse set of meanings which are not incorporated
into this model. For example, food can mean power, sexuality, religion and culture.
Such complex meanings are not incorporated into a developmental perspective.

B Once eaten, food is incorporated into the body and can change body size. This is also
loaded with a complex set of meanings such as attractiveness, control, lethargy and
success. A developmental model does not address the meanings of the body.

B A developmental model includes a role for cognitions as some of the meanings of
food including reward and aversion are considered to motivate behaviour. These
cognitions remain implicit, however, and are not explicitly described.

In sum, developmental models of eating behaviour highlight a central role for learning.
From this perspective, eating behaviour is influenced by exposure which can reduce
neophobia, social learning through the observation of important others and associative
learning as food cues can be paired with aspects of the environment and the physio-
logical consequences of eating.

COGNITIVE MODELS OF EATING BEHAVIOUR

A cognitive approach to eating behaviour focuses on an individual’s cognitions and has
explored the extent to which cognitions predict and explain behaviour. Some research
has highlighted a weak link between health locus of control and dietary behaviour (e.g.
Bennet et al. 1995). Similarly, one large scale study of dietary practice across Europe
reported an association between beliefs about the importance of specific dietary practices
and the implementation of these practices (Wardle et al. 1997). Most research using
cognitive approach has, however, drawn upon social cognition models. These models
have been applied to eating behaviour both as a means to predict eating behaviour and as
central to interventions to change eating behaviour. This chapter will focus on research
using the TRA and TPB as these have most commonly been applied to aspects of eating
behaviour (see Chapter 2 for details).

Using the TRA and TPB

Some research using a social cognitive approach to eating behaviour has focused on
predicting the intentions to consume specific foods. For example, research has explored
the extent to which cognitions relate to the intentions to eat biscuits and wholemeal
bread (Sparks et al. 1992), skimmed milk (Raats et al. 1995) and organic vegetables
(Sparks and Shepherd 1992). Much research suggests that behavioural intentions are
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not particularly good predictors of behaviour per se which has generated work exploring
the intention behaviour gap (Sutton 1998a; Gollwitzer 199 3). Therefore, studies have also
used the TRA and the TPB to explore the cognitive predictors of actual behaviour. For
example, Shepherd and Stockley (1985) used the TRA to predict fat intake and reported
that attitude was a better predictor than subjective norms. Similarly, attitudes have also
been found to be the best predictor of table salt use (Shepherd and Fairleigh 1986),
eating in fast food restaurants (Axelson et al. 1983), the frequency of consuming low fat
milk (Shepherd 1988) and healthy eating conceptualized as high levels of fibre and fruit
and vegetables and low levels of fat (Povey et al. 2000). Research has also pointed to the
role of perceived behavioural control in predicting behaviour particularly in relation to
weight loss (Schifter and Ajzen 1985) and healthy eating (Povey et al. 2000). The social
norms component of these models has consistently failed to predict eating behaviour.

Adding extra variables

Some studies have explored the impact of adding extra variables to the standard frame-
work described within the social cognition models. For example, Shepherd and Stockley
(1987) examined the predictors of fat intake and included a measure of nutritional
knowledge but found that this was not associated with either their measure of attitudes
or their participants’ behaviour. Povey et al. (2000) included additional measures of
descriptive norms (e.g. ‘To what extent do you think the following groups eat a healthy
diet’), and perceived social support (e.g. ‘to what extent do you think the following
groups would be supportive if you tried to eat a healthy diet’) but found that these
variables did not add anything to the core cognitions of the TPB. Research has also
examined the impact of accessing the individual's hedonic responses to food with a focus
on beliefs about the sensory properties of the food concerned. The results, however, in
this area have been contradictory. For example, Tuorila-Ollikainen et al. (1986) asked
participants to rate their beliefs about low salt bread both before and after tasting some
bread and reported that the post-tasting hedonic ratings predicted eating behaviour
above their measure of attitudes. In contrast, Tuorila (1987) asked participants to rate
milk which varied in its fat content for its hedonic properties and reported that these
ratings of the sensory aspects of the food did not add anything to the basic cognitive
model. Shepherd (1989) provided a review of these studies and suggested that the
hedonic responses to food may be more important if the food is novel than if it is familiar.

The attitudinal research described so far conceptualizes individuals as holding either
positive or negative views towards a given object. In terms of eating behaviour it is
assumed that people either like or dislike certain foods and that this value-laden attitude
predicts food intake. Recent studies, however, have also explored the role of ambivalence
in predicting behaviour (Thompson et al. 1995) and this has been applied to eating
behaviour (Sparks et al. 2001). Ambivalence has been defined in a variety of different
ways. For example, Breckler (1994) defined it as ‘a conflict aroused by competing evalu-
ative predispositions’ and Emmons (1996) defined it as ‘an approach — avoidance conflict
— wanting but at the same time not wanting the same goal object’. Central to all
definitions of ambivalence is the simultaneous presence of both positive and negative
values which seems particularly pertinent to eating behaviour as individuals may hold
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contradictory attitudes towards foods in terms of ‘tasty’, ‘healthy’, ‘fattening’ and ‘a
treat’. Sparks et al. (2001) incorporated the concept of ambivalence into the Theory of
Planned Behaviour and assessed whether it predicted meat or chocolate consumption.
Participants were 325 volunteers who completed a questionnaire including a measure of
ambivalence assessed in terms of the mean of both positive and negative evaluations
(e.g. ‘how positive is chocolate’ and ‘how negative is chocolate’) and then subtracting
this mean from the absolute difference between the two evaluations (i.e. ‘total positive
minus total negative’). This computation provides a score which reflects the balance
between positive and negative feelings. In line with previous TPB studies, the results
showed that attitudes per se were the best predictor of the intention to consume both
meat and chocolate. The results also showed that the relationship between attitude and
intention was weaker in those participants with higher ambivalence. This implies that
holding both positive and negative attitudes to a food makes it less likely that the overall
attitude will be translated into an intention to eat it.

A cognitive approach to eating behaviour, however, has been criticized for its focus on
individual level variables only and for the assumption that the same set of cognitions
are relevant to all individuals. For example Resnicow et al. (1997) carried out a large
scale study involving 1398 school children as a means to predict their fruit and vegetable
intake. The study measured social cognitive variables including self-efficacy, social
norms and added additional cognitive variables including preferences and outcome
expectations. The results showed that only preferences and outcome expectations pre-
dicted actual eating behaviour but that 90 per cent of the variance in eating behaviour
remained unaccounted for. The authors concluded from this study that ‘SCT (social
cognition theory) may not be a robust framework for explaining dietary behaviour
in children’ (Resnicow et al. 1997: 275) and suggested that a broader model which
included factors such as self esteem, parental and family dietary habits and the avail-
ability for fruit and vegetables may be more effective.

Problems with a cognitive model of eating behaviour

A cognitive model of eating behaviour highlights the role of cognitions and makes
explicit the cognitions which remain only implicit within a developmental perspective.
It provides a useful framework for studying these cognitions and highlights their
impact upon behaviour. However, there are some problems with this approach as
follows:

B Most research carried out within a cognitive perspective uses quantitative methods
and devises questionnaires based upon existing models. This approach means that
the cognitions being examined are chosen by the researcher rather than offered by
the person being researched. It is possible that many important cognitions are missed
which are central to understanding eating behaviour.

m Although focusing on cognitions those incorporated by the models are limited and
ignore the wealth of meanings associated with food and body size.

B Research from a cognitive perspective assumes that behaviour is a consequence of
rational thought and ignores the role of affect. Emotions such as fear (of weight
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gain, of illness), pleasure (over a success which deserves a treat) and guilt (about
overeating) might contribute towards eating behaviour.

B Some cognitive models incorporate the views of others in the form of the construct
‘subjective norm’. This does not adequately address the central role that others play
in a behaviour as social as eating.

B At times the cognitive models appear tautological in that the independent variables
do not seem conceptually separate from the dependent variables they are being used
to predict. For example is the cognition ‘I am confident I can eat fruit and vegetables’
really distinct from the cognition ‘I intend to eat fruit and vegetables’?

m  Although the cognitive models have been applied extensively to behaviour their abil-
ity to predict actual behaviour remains poor, leaving a large amount of variance to be
explained by undefined factors.

In sum, from a social cognitive perspective eating behaviour can be understood and
predicted by measuring an individual’'s cognitions about food. The research in this area
points to a consistently important role for attitudes towards a food (e.g. ‘T think eating a
healthy meal is enjoyable’) and a role for an individual's beliefs about behavioural control
(e.g. ‘how confident are you that you could eat a healthy diet’). There is also some
evidence that ambivalence may moderate the association between attitude and intention.
However, there is no evidence for either social norms or other hypothesized variables.
Such an approach ignores the role of a range of other cognitions, particularly those
relating to the meaning of food and the meaning of size and at times the associations
between variables is weak leaving much of the variance in eating behaviour unexplained.

A WEIGHT CONCERN MODEL OF EATING BEHAVIOUR

The meaning of food and weight

So far this chapter has explored developmental and cognitive models of eating behaviour.
Developmental models emphasize the role of learning and association and cognitive
models emphasize the role of attitudes and beliefs. However, food is associated with many
meanings such as a treat, a celebration, the forbidden fruit, a family get together, being a
good mother and being a good child (Ogden 2003). Furthermore, once eaten food can
change the body’s weight and shape, which is also associated with meanings such as
attractiveness, control and success (Ogden 2003). As a result of these meanings many
women, in particular, show weight concern in the form of body dissatisfaction, which
often results in dieting. Weight concern and its impact on eating behaviour will now be
described.

What is body dissatisfaction?

Body dissatisfaction comes in many forms. Some research has conceptualized body dis-
satisfaction in terms of a distorted body size estimation and a perception that the body is
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larger than it really is. For example, Slade and Russell (1973) asked anorexics to adjust
the distance between two lights on a beam in a darkened room until the lights repre-
sented the width of aspects of their body such as their hips, waist and shoulders. The
results showed that anorexics consistently overestimated their size compared with con-
trol subjects. Other studies coming from the same perspective have asked subjects to
mark either two ends of a life-size piece of paper (Gleghorn et al. 1987), to adjust the
horizontal dimensions on either a television or video image of themselves (Freeman et al.
1984; Gardner et al. 1987), or to change the dimensions on a distorting mirror (Brodie
et al. 1989). This research has consistently shown that individuals with clinically defined
eating disorders show greater perceptual distortion than non-clinical subjects. However,
the research has also shown that the vast majority of women, with or without an eating
disorder, think that they are fatter than they actually are.

Some research has emphasized a discrepancy between perceptions of reality versus
those of an ideal without a comparison to the individual's actual size as objectively
measured by the researcher. This research has tended to use whole-body silhouette
pictures of varying sizes whereby the subject is asked to state which one is closest to how
they look now and which one best illustrates how they would like to look. For example,
Stunkard et al. (1983) used this approach with normal male and female students;
Counts and Adams (1985) used it with bulimics, dieters and ex-obese females; and
Collins (1991) used it with pre-adolescent children. It has consistently been shown that
most girls and women would like to be thinner than they are and most males would like
to be either the same or larger (see Figure 6.4).

The final and most frequent way in which body dissatisfaction is understood is simply
in terms of negative feelings and cognitions towards the body. This has been assessed using
questionnaires such as the body shape questionnaire (Cooper et al. 1987), the body areas
satisfaction scale (Brown et al. 1990) and the body dissatisfaction subscale of the eating
disorders inventory (Garner 1991). These questionnaires ask questions such as ‘Do
you worry about parts of your body being too big?’, ‘Do you worry about your thighs
spreading out when you sit down?’ and ‘Does being with thin women make you feel

()

m Measuring body dissatisfaction
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conscious of your weight?’” The research has shown that, although those individuals
with eating disorders show greater body dissatisfaction than those without, dieters show
greater body dissatisfaction than non-dieters and women in general show greater body
dissatisfaction than men.

Therefore, body dissatisfaction can be conceptualized as either a discrepancy between
individuals’ perception of their body size and their real body size, a discrepancy between
their perception of their actual size as compared with their ideal size, or simply as feelings
of discontent with the body’s size and shape. However, whichever conceptualization is
used and whichever measurement tool is chosen to operationalize body dissatisfaction it
seems clear that it is a common phenomenon and certainly not one that is limited to those
few individuals with clinically defined eating disorders. So what causes this problem?

THE CAUSES OF BODY DISSATISFACTION

Much research has looked at the role of social factors in causing body dissatisfaction
in terms of the media, ethnicity, social class and the family environment. In addition,
research has explored the role of psychological factors that may translate the social
factors into actual body dissatisfaction.

SOCIAL FACTORS

The role of the media

The most commonly held belief in both the lay and academic communities is probably
that body dissatisfaction is a response to representations of thin women in the media.
Magazines, newspapers, television, films and even novels predominantly use images of
thin women. These women may be advertising body size related items such as food and
clothes or neutral items, such as vacuum cleaners and wallpaper, but they are always
thin. Alternatively, they may be characters in a story or simply passers-by who illustrate
the real world, but this real world is always represented by thinness. Whatever their
role and wherever their existence women used by the media are generally thin and
we are therefore led to believe that thinness is not only the desired norm but also the
actual norm. When, on those rare occasions a fatter woman appears she is usually
there making a statement about being fat (fat comedians make jokes about chocolate
cake and fat actresses are either evil or unhappy) not simply as a normal woman. Do
these representations then make women dissatisfied with their bodies? Some research
suggests that this is the case. For example, Ogden and Mundray (1996) asked men and
women to rate their body dissatisfaction both before and after studying pictures of either
fat or thin men or women (the pictures were matched in gender to the participant).
The results showed that all participants, regardless of sex, felt more body satisfied after
studying the fatter pictures and more body dissatisfied after studying the thinner
pictures. It was also shown that this response was greater in the women than the
men. Similar results have been found for anorexics, bulimics and pregnant women
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(Waller et al. 1992; Hamilton and Waller 1993; Sumner et al. 1993). If such changes in
body dissatisfaction can occur after only acute exposure to these images then it is possible
that longer-term exposure might be more serious. However, is the media the only explan-
ation of body dissatisfaction? Are women (and sometimes men) simply passive victims
of the whims of the media? Perhaps body dissatisfaction also comes from a range of
additional sources.

Ethnicity

Although body dissatisfaction has predominantly been seen as a problem for white
women, the literature examining the relationship between body dissatisfaction and ethnic
group is contradictory. For example, higher rates of a range of behaviours associated
with body dissatisfaction have been found in white women when compared with black
and/or Asian women in terms of bulimic behaviours (Gray et al. 1987), generalized
disordered eating (Abrams et al. 1992; Akan and Grilo 1995) and body dissatisfaction
and eating concerns (Rucker and Cash 1992; Powell and Khan 1995). However, in
direct contrast, other studies report the reverse relationship between ethnicity and
weight concern. For example, Mumford et al. (1991) reported results from a school in the
north of England that indicated that the prevalence of bulimia nervosa was higher
among Asian schoolgirls than their white counterparts. In parallel, Striegel-Moore
et al. (1995) reported higher levels of drive for thinness in black girls, and Hill and Bhatti
(1995) reported higher levels of dietary restraint in 9-year-old Asian girls when both
these samples were compared with white girls. Furthermore, additional studies have
suggested that equally high levels of weight concern can be found in women and girls
regardless of their ethnicity (Dolan et al. 1990; Ahmed et al. 1994). Therefore, some
research indicates that whites are more body dissatisfied than Asians and blacks, other
research shows that whites are less dissatisfied and some research even shows that there
is no difference by ethnic group.

Social class

Body dissatisfaction is also generally believed to be a problem for the higher classes.
However, the literature on social class is also contradictory. Several studies in this area
indicate that factors ranging from body dissatisfaction, body distortion, dieting
behaviour to eating disorders are more prevalent in higher class individuals. For
example, Dornbusch et al. (1984) examined social class and the desire to be thin in a
representative sample of 7000 American adolescents and concluded that higher class
females wanted to be thinner when compared with their lower class counterparts. In
parallel, Drenowski et al. (1994) reported that the higher class subjects in their sample
showed increased prevalence of dieting, bingeing and vigorous exercise for weight loss
and Wardle and Marsland (1990) reported that, although their higher class school
children were thinner, they showed greater levels of weight concern. Similar results have
also been reported for the prevalence of anorexia nervosa (Crisp et al. 1976).

However, research also suggests that the relationship between social class and
weight concern is not straightforward. For example, in direct contrast to the above studies,
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Story et al. (1995) reported the results from a sample of 36,320 American students and
suggested that higher social class was related to greater weight satisfaction and lower
rates of pathological weight control behaviours such as vomiting. Similar results were
reported by Eisler and Szmukler (1985), who examined abnormal eating attitudes. Fur-
thermore, additional studies report that social class is unrelated to factors such as body
dissatisfaction, the desire for thinness, the desire for weight loss and symptoms indicative
of eating disorders (Cole and Edelmann 1988; Whitaker et al. 1989). Therefore,
although social class is believed to be a cause of body dissatisfaction, the results remain
unclear.

The family

Research has also focused on the impact of the family on predicting body dissatis-
faction. In particular, it has highlighted a role for the mother and suggested that
mothers who are dissatisfied with their own bodies communicate this to their
daughters which results in the daughters’ own body dissatisfaction. For example, Hall
and Brown (1982) reported that mothers of girls with anorexia show greater body
dissatisfaction than mothers of non-disordered girls. Likewise, Steiger et al. (1994)
found a direct correspondence between mothers’ and daughters’ levels of weight con-
cern, and Hill et al. (1990) reported a link between mothers’ and daughters’ degree
of dietary restraint. However, research examining concordance between mothers
and daughters has not always produced consistent results. For example, Attie and
Brooks-Gunn (1989) reported that mothers’ levels of compulsive eating and body image
could not predict these factors in their daughters. Likewise, Ogden and Elder (1998)
reported discordance between mothers’ and daughters’ weight concern in both Asian
and white families.

Therefore, research exploring the role of social factors has highlighted a role for the
media, ethnicity, social class and the mother’'s own body dissatisfaction. However,
there are problems with the literature. First, much of the evidence is contradictory and
therefore straightforward conclusions are problematic. Secondly, even if there was a
relationship between social factors and body dissatisfaction, simply looking for group
differences (i.e. white versus Asian, lower class versus higher class, mother versus
daughter) does not explain how body dissatisfaction may come about. Therefore research
has also looked for psychological explanations.

PSYCHOLOGICAL FACTORS

The research suggests that body dissatisfaction may be related to class, ethnicity and the
family environment but that this relationship is not a consistent one. Perhaps, simply
looking for group differences hides the effect of other psychological causes. From
this perspective, ethnicity may relate to body dissatisfaction, but only when ethnicity is
also accompanied by a particular set of beliefs. Similarly, it may not be class per se
that is important but whether class reflects the way an individual thinks. Further, a
mother’s body dissatisfaction may only be important if it occurs within a particular kind
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of relationship. So what might these psychological factors be? Research has explored the
role of beliefs, the mother—daughter relationship and the central role of control.

Beliefs

Some research has examined the beliefs held by the individuals themselves and their
family members. For example, when attempting to understand ethnicity, studies have
highlighted a role for beliefs about competitiveness, the value of achievement, material
success and a parental belief that the child is their future (Ogden and Chanana 1998). In
addition, the literature has also emphasized beliefs about a woman’s role within society.
For example, Mumford et al. (1991) concluded that eating disorders in Asian girls may
be related to a family background that believes in a traditional role for women. Such
conclusions were also made by Hill and Bhatti (1995).

In a similar vein, when attempting to explain the role of social class research
has highlighted a role for beliefs about achievement and it has been suggested that
eating disorders may be a response to such pressures (Bruch 1974; Kalucy et al. 1977;
Selvini 1988). Lower class individuals, in contrast, may aspire more in terms of family
life and having children, which may be protective against weight concern. Cole and
Edelmann (1988) empirically tested this possibility and assessed the relationship
between the need to achieve and eating behaviour. However, although the need to
achieve was associated with class, it was not predictive of weight concern. It has also
been suggested that class may be associated with a greater value placed on physical
appearance and attitudes towards obesity (Wardle et al. 1995). Further, Dornbusch et al.
(1984) commented that ‘there are higher standards for thinness in higher social classes’,
which may contribute to higher levels of weight concern. In addition, Striegel-Moore
et al. (1986) argued that higher class women are more likely to emulate trend setters
of beauty and fashion, again predisposing them to feelings of dissatisfaction with their
appearance.

Therefore, beliefs about competitiveness, achievement, material success, the role
of women, stereotypes of beauty and the child—parent relationship have been high-
lighted as the kinds of beliefs that may predict body dissatisfaction. Ogden and Chanana
(1998) explored the role of these beliefs in Asian and white teenage girls and Ogden
and Thomas (1999) focused on lower and higher class individuals; both studies con-
cluding that, although social factors such as class and ethnicity may be related to body
dissatisfaction, it is likely that their influence is mediated through the role of such
beliefs held by both the individual who is dissatisfied with their body and their family
members.

Mother-daughter relationship

Some research has also explored the nature of the mother—daughter relationship. For
example, Crisp et al. (1980) argued that undefined boundaries within the family and
the existence of an enmeshed relationship between mother and daughter may be
important factors. Likewise, Smith et al. (1995) suggested that a close relationship
between mother and daughter may result in an enmeshed relationship and problems



152 HEALTH PSYCHOLOGY

with separation in adolescence. Further, Minuchin et al. (1978) argued that although
optimum autonomy does not mean breaking all bonds between mother and daughter,
mother—daughter relationships that permit poor autonomy for both parties may be
predictive of future psychopathology. Further, Bruch (1974) argued that anorexia may
be a result of a child's struggle to develop her own self-identity within a mother—
daughter dynamic that limits the daughter’s autonomy. Some authors have also exam-
ined the relationship between autonomy, enmeshment and intimacy. For example,
Smith et al. (1995) argued that an increased recognition of autonomy within the
mother—daughter relationship corresponds with a decrease in enmeshment and a
resulting increase in intimacy. Further, it is suggested that such intimacy may be
reflected in a reduction in conflict and subsequent psychological problems (Smith et al.
1995). A recent study directly explored whether the mother—daughter relationship was
important in terms of a ‘modelling hypothesis’ (i.e. the mother is body dissatisfied and
therefore is the daughter) or an ‘interactive hypothesis’ (i.e. it is the relationship itself
between mother and daughter that is important). Therefore, it examined both the
mothers’ and the daughters’ own levels of body dissatisfaction and the nature of the
relationship between mother and daughter (Ogden and Steward 2000). The results
showed no support for the modelling hypothesis but suggested that a relationship in
which mothers did not believe in either their own or their daughter’s autonomy and
rated projection as important was more likely to result in daughters who were dissatisfied
with their bodies.

Therefore, it would seem that body dissatisfaction may come from the media. Further,
it may be related to social factors such as ethnicity, social class and the mother’s own
body dissatisfaction. In addition, it is possible that the impact of such social factors is
mediated through psychological factors such as beliefs and the nature of relationships.
Research has suggested that all these factors illustrate a central role for the need for
control.

The role of control

Beliefs relating to materialism, competitiveness, achievement, autonomy, the role of
women and a projected relationship between mother and daughter all have one thing
in common. They are based on the assumption that the object of these beliefs (i.e. the
daughter) has control over her destiny. It is being assumed that she can achieve, she can
compete and she can fulfil the desires of others if only she were to put her mind to it;
anything can be achieved if the effort is right. This is quite a lot of pressure to place on
anyone. It is particularly a lot of pressure to place upon a woman who may well feel that
the world is still designed for men. And it is even more pressure to place upon a young
woman who may feel that the world is designed for adults. Such expectations may result
in feelings of being out of control: ‘how can I achieve all these things?’, ‘what do I have
to do?’, ‘I can never fulfil everyone's demands’, ‘my world is simply not that open to
change’, ‘things are not that controllable’. However, the one thing that we are led to
believe can be changed is our body. A family’s beliefs may make us want to control
and change a whole range of factors. But the only factor which may seem controllable
may simply be the way we look. In fact the media constantly tells us that this is so.
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Therefore, feelings of being out of control need to be expressed. Body dissatisfaction may
well be an expression of this lack of control (Orbach 1978; Ogden 1999).

DIETING

Body dissatisfaction is consistently related to dieting and attempting to eat less. Restraint
theory (e.g. Herman and Mack 1975; Herman and Polivy 1984) was developed to
evaluate the causes and consequences of dieting (referred to as restrained eating) and
suggests that dieters show signs of both undereating and overeating.

Dieting and undereating

Restrained eating aims to reduce food intake and several studies have found that at times
this aim is successful. Thompson et al. (1988) used a preload/taste test methodology to
examine restrained eaters’ eating behaviour. This experimental method involves giving
subjects either a high-calorie preload (e.g. a high-calorie milk shake, a chocolate bar) or
a low-calorie preload (e.g. a cracker). After eating/drinking the preload, subjects are
asked to take part in a taste test. This involves asking subjects to rate a series of different
foods (e.g. biscuits, snacks, ice cream) for a variety of different qualities, including
saltiness, preference and sweetness. The subjects are left alone for a set amount of time
to rate the foods and then the amount they have eaten is weighed (the subjects do
not know that this will happen). The aim of the preload/taste test method is to measure
food intake in a controlled environment (the laboratory) and to examine the effect
of preloading on their eating behaviour. Thompson et al. (1988) reported that in this
experimental situation the restrained eaters consumed fewer calories than the
unrestrained eaters after both the low and high preloads. This suggests that their
attempts at eating less were successful. Kirkley et al. (1988) assessed the eating style of
50 women using four-day dietary self-monitoring forms and also reported that the
restrained eaters consumed fewer calories than the unrestrained eaters. Laessle et al.
(1989) also used food diaries and found that the restrained eaters consumed around 400
calories less than the unrestrained eaters, with the restrained eaters specifically avoiding
food items of high carbohydrate and fat content. Therefore, restrained eaters aim to eat
less and are sometimes successful.

Dieting and overeating

In opposition to these findings, several studies have suggested that higher levels of
restrained eating are related to increased food intake. For example, Ruderman and
Wilson (1979) used a preload/taste test procedure and reported that restrained eaters
consumed significantly more food than the unrestrained eaters, irrespective of pre-
load size. In particular, restraint theory has identified the disinhibition of restraint as
characteristic of overeating in restrained eaters (Herman and Mack 1975; Spencer and
Fremouw 1979; Herman et al. 1987). The original study illustrating disinhibition
(Herman and Mack 1975) used a preload/taste test paradigm, and involved giving
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groups of dieters and non-dieters either a high-calorie preload or a low-calorie preload.
The results are illustrated in Figure 6.5 and indicated that whereas the non-dieters
showed compensatory regulatory behaviour, and ate less at the taste test after the
high-calorie preload, the dieters consumed more in the taste test if they had had the
high-calorie preload than the low-calorie preload.

This form of disinhibition or ‘the what the hell effect’ illustrates overeating in
response to a high-calorie preload. Disinhibition in general has been defined as ‘eating
more as a result of the loosening restraints in response to emotional distress, intoxication
or preloading’ (Herman and Polivy 1989: 342), and its definition paved the way for a
wealth of research examining the role of restraint in predicting overeating behaviour.

The causes of overeating

Research has explored possible mechanisms for the overeating shown by restrained
eaters. These are described below and include the causal model of overeating, the
boundary model of overeating, cognitive shifts, mood modification, denial, escape theory,
overeating as relapse and the central role for control.

i) The causal analysis of overeating The causal analysis of eating behaviour was
first described by Herman and Polivy (Herman and Mack 1975; Herman and Polivy
1980, 1988; Polivy and Herman 1983, 1985). They suggested that dieting and bingeing
were causally linked and that ‘restraint not only precedes overeating but contributes
to it causally’ (Polivy and Herman 1983). This suggests that attempting not to eat,
paradoxically increases the probability of overeating; the specific behaviour dieters are

250

[ No preload
[] High preload
200 [
2 150 |
C
(0]
T
(0]
2]
& 100
=
50 -
O I
Non-dieters Dieters
Group

[ZEIEE Overeating in dieters in the laboratory (after Herman and Mack 1975)



EATING BEHAVIOUR 155

attempting to avoid. The causal analysis of restraint represented a new approach to
eating behaviour and the prediction that restraint actually caused overeating was an
interesting reappraisal of the situation. Wardle further developed this analysis (Wardle
1980) and Wardle and Beales (1988) experimentally tested the causal analysis of over-
eating. They randomly assigned 27 obese women to either a diet group, an exercise
group or a no treatment control group for seven weeks. At weeks four and six all subjects
took part in a laboratory session designed to assess their food intake. The results showed
that subjects in the diet condition ate more than both the exercise and the control group
supporting a causal link between dieting and overeating. From this analysis the overeat-
ing shown by dieters is actually caused by attempts at dieting.

ii) The boundary model of overeating In attempt to explain how dieting causes
overeating, Herman and Polivy (1984) developed the ‘boundary model’, which repre-
sented an integration of physiological and cognitive perspectives on food intake. The
boundary model is illustrated in Figure 6.6.

According to the model, food intake is motivated by a physiologically determined
hunger boundary and deterred by a physiologically determined satiety boundary.
In addition, the boundary model suggests that the food intake of restrained eaters is
regulated by a cognitively determined ‘diet boundary’. It indicates that dieters attempt to
replace physiological control with cognitive control which represents ‘the dieters selected
imposed quota for consumption on a given occasion’ (Herman and Polivy 1984: 149).
Herman and Polivy (1984) described how after a low calorie preload the dieter can
maintain her diet goal for the immediate future since food intake remains within the
limits set by the ‘diet boundary’. However, after the dieter has crossed the diet boundary
(i.e. eaten something ‘not allowed’), they will consume food ad lib until the pressures
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of the satiety boundary are activated. The boundary model proposes a form of dual
regulation, with food intake limited either by the diet boundary or the satiety boundary.
The boundary model has also been used to examine differences between dieters, binge
eaters, anorexics and normal eaters. This comparison is shown in Figure 6.7.

iii) Cognitive shifts The overeating found in dieters has also been understood in
terms of shifts in the individual’s cognitive set. Primarily this has been described in
terms of a breakdown in the dieter’s self control reflecting a ‘motivational collapse’ and
a state of giving in to the overpowering drives to eat (Polivy and Herman
1983). Ogden and Wardle (1991) analysed the cognitive set of the disinhibited dieter
and suggested that such a collapse in self control reflected a passive model of overeating
and that the ‘what the hell effect’ as described by Herman and Polivy (1984) contained
elements of passivity in terms of factors such as ‘giving in’, ‘resignation’ and ‘passivity’.
In particular, interviews with restrained and unrestrained eaters revealed that many
restrained eaters reported passive cognitions after a high calorie preload including
thoughts such as ‘I'm going to give into any urges I've got’ and ‘T can’t be bothered,
it'’s too much effort to stop eating’ (Ogden and Wardle 1991). In line with this
model of overeating, Glynn and Ruderman (1986) developed the eating self-efficacy
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questionnaire as a measure of the tendency to overeat. This also emphasized moti-
vational collapse and suggested that overeating was a consequence of the failure of
this self-control.

An alternative model of overeating contended that overeating reflected an active
decision to overeat and Ogden and Wardle (1991) argued that implicit within the ‘What
the hell effect’ was an active reaction against the diet. This hypothesis was tested using a
preload/taste test paradigm and cognitions were assessed using rating scales, interviews
and the Stroop task which is a cognitive test of selective attention. The results from two
studies indicated that dieters responded to high calorie foods with an increase in an
active state of mind characterized by cognitions such as ‘rebellious’, ‘challenging’
and ‘defiant’ and thoughts such as ‘T don’t care now in a rebellious way, I'm just going
to stuff my face’ (Ogden and Wardle 1991; Ogden and Greville 1993 see Focus on
research 6.1, page 160). It was argued that rather than simply passively giving in to
an overwhelming desire to eat as suggested by other models, the overeater may
actively decide to overeat as a form of rebellion against self-imposed food restrictions.
This rebellious state of mind has also been described by obese binge eaters who report
bingeing as ‘a way to unleash resentment’ (Loro and Orleans 1981). Eating as an
active decision may at times also indicate a rebellion against the deprivation of other
substances such as cigarettes (Ogden 1994) and against the deprivation of emotional
support (Bruch 1974).

iv) Mood modification Dieters overeat in response to lowered mood and researchers
have argued that disinhibitory behaviour enables the individual to mask their negative
mood with the temporary heightened mood caused by eating. This has been called the
‘masking hypothesis’ and has been tested by empirical studies. For example, Polivy and
Herman (1999) told female subjects that they had either passed or failed a cognitive task
and then gave them food either ad libitum or in small controlled amounts. The results in
part supported the masking hypothesis as the dieters who ate ad libitum attributed more
of their distress to their eating behaviour than to the task failure. The authors argued
that dieters may overeat as a way of shifting responsibility for their negative mood from
uncontrollable aspects of their lives to their eating behaviour. This mood modification
theory of overeating has been further supported by research indicating that dieters eat
more than non-dieters when anxious regardless of the palatability of the food (Polivy
et al. 1994). Overeating is therefore functional for dieters as it masks dysphoria and this
function is not influenced by the sensory aspects of eating.

v) The role of denial Cognitive research illustrates that thought suppression and
thought control can have the paradoxical effect of making the thoughts that the
individual is trying to suppress more salient (Wenzlaff and Wegner 2000). This has been
called the ‘theory of ironic processes of mental control’ (Wegner 1994). For example,
in an early study participants were asked to try not to think of a white bear but to ring a
bell if they did (Wegner et al. 1987). The results showed that those who were trying not
to think about the bear thought about the bear more frequently than those who were
told to think about it. Similar results have been found for thinking about sex (Wegner
et al. 1999), thinking about mood (Wegner et al. 1993) and thinking about a stigma
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(Smart and Wegner 1999). A decision not to eat specific foods or to eat less is central to
the dieter’s cognitive set. This results in a similar state of denial and attempted thought
suppression and dieters have been shown to see food in terms of ‘forbiddenness’ (e.g.
King et al. 1987) and to show a preoccupation with the food that they are trying to deny
themselves (Grilo et al. 1989; Ogden 1995a). Therefore, as soon as food is denied it
simultaneously becomes forbidden and which translates into eating which undermines
any attempts at weight loss. Boon et al. (2002) directly applied the theory of ironic
processes of thought control to dieting and overeating. They used a factorial design and a
standard preload taste test paradigm. Restrained and unrestrained eaters were given
a preload that they were told was either high or low in calories and then were either
distracted or not distracted. Their food intake was then measured in a taste test. The
results showed that the restrained eaters ate particularly more than the unrestrained
eaters in the high calorie condition if they were distracted. The authors argued that
this lends support to the theory of ironic processes as the restrained eaters have a
limited cognitive capacity, and when this capacity is ‘filled’” up by the distraction their
preoccupation with food can be translated into eating.

vi) Escape theory Researchers have also used escape theory to explain overeating
(Heatherton and Baumeister 1991; Heatherton et al. 1993, 1991). This perspective
has been applied to both the overeating characteristic of dieters and the more extreme
form of binge eating found in bulimics and describes overeating as a consequence of
‘a motivated shift to low levels of self awareness’ (Heatherton and Baumeister 1991). It
is argued that individuals prone to overeating show comparisons with ‘high standards
and demanding ideals’ (Heatherton and Baumeister 1991: 89) and that this results in
low self-esteem, self dislike and lowered mood. It is also argued that inhibitions exist
at high levels of awareness when the individual is aware of the meanings associated
with certain behaviours. In terms of the overeater, a state of high self awareness can
become unpleasant as it results in self criticism and low mood. However, such a state is
accompanied by the existence of inhibitions. The individual is therefore motivated to
escape from self awareness to avoid the accompanying unpleasantness but although
such a shift in self awareness may provide relief from self-criticism it results in a
reduction in inhibitions thereby causing overeating. Within this analysis disinhibitory
overeating is indicative of a shift from high to low self awareness and a subsequent
reduction in inhibitions.

vii) Overeating as arelapse Parallels exist between the undereating and overeating
of the restrained eater and the behaviour of the relapsing smoker or alcoholic. The
traditional biomedical perspective of addictive behaviours viewed addictions as being
irreversible and out of the individual’s control. It has been argued that this perspective
encourages the belief that the behaviour is either ‘all or nothing’, and that this belief is
responsible for the high relapse rate shown by both alcoholics and smokers (Marlatt and
Gordon 1985). Thus, the abstaining alcoholic believes in either total abstention or
relapse, which itself may promote the progression from lapse to full-blown relapse. In the
case of the restrained eater, it is possible that they too believe in the ‘all or nothing’
theory of excess which promotes the shift from a high calorie lapse to the ‘what the hell’
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relapse characterized by disinhibition. This transition from lapse to relapse and the
associated changes in mood and cognitions is illustrated in Figure 6.8.

These parallels have been supported by research suggesting that both excessive
eating and alcohol use can be triggered by high risk situations and low mood (Brownell
et al. 1986a; Grilo et al. 1989). In addition, the transition from lapse to relapse in both
alcohol and eating behaviour has been found to be related to the internal attributions
(e.g. ‘T am to blame’) for the original lapse (e.g. Ogden and Wardle 1990). In particular,
researchers exploring relapses in addictive behaviours describe the ‘abstinence violation
effect’” which describes the transition from a lapse (one drink) to a relapse (becoming
drunk) as involving cognitive dissonance (e.g. ‘I am trying not to drink but I have just
had a drink’), internal attributions (e.g. ‘It is my fault’) and guilt (e.g. ‘T am a useless
person’) (Marlatt and Gordon 1985). These factors find reflection in the overeating
shown by dieters (Ogden and Wardle 1990).
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viii) The role of control The interview data from a study of 25 women who were
attempting to lose weight provides further insights into the mechanisms behind over-
eating (Ogden 1992). The results from this study indicated that the women described
their dieting behaviour in terms of the impact on their family life, a preoccupation with
food and weight and changes in mood. However, the concept of self control transcended
these themes. For example, when describing how she had prepared a meal for her family
one woman said ‘T did not want to give in, but I felt that after preparing a three-course
meal for everyone else, the least I could do was enjoy my efforts’. The sense of not giving
in suggests an attempt to impose control over her eating. In terms of the preoccupation
with food, one woman said ‘Why should I deprive myself of nice food’ and another said
‘Now that I've eaten that I might as well give in to all the drives to eat’. Such statements
again illustrate a sense of self control and a feeling that eating reflects a breakdown in
this control. In terms of mood, one woman said that she was ‘depressed that something
as simple as eating cannot be controlled’. Likewise this role of self control was also
apparent in the women's negative descriptions of themselves with one woman saying
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‘T'm just totally hopeless and weak, and though I hate being fat I just don't have the
willpower to do anything about it’.

In summary, restraint theory indicates that dieting is linked with overeating and
research inspired by this perspective has explored the processes involved in triggering
this behaviour. Studies have used experimental and descriptive designs and suggest a role
for physiological boundaries, cognitive shifts, mood modification, denial, a shift in self
awareness and control. These are illustrated in Figure 6.9.
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FOCUS ON RESEARCH 6.1: TESTING A THEORY -
OVEREATING AS A REBELLION

A study to examine the cognitive changes to preloading using self-report and
the Stroop task (Ogden and Greville 1993).

The aim of this study was to examine changes in cognitive state in dieters and non-
dieters following the consumption of a ‘forbidden food’. The study used both self-report
measures and the Stroop task to examine these changes. Self-report measures provide
some insights into an individual's state of mind, but are open to factors such as denial
and expectancy effects. The Stroop task, however, also aims to access an individual’s
cognitions but without these problems. The Stroop task is a useful cognitive tool which
can be applied to study a range of behaviours and beliefs other than eating.

Background

Dieters have been shown to overeat following a high-calorie preload. This behaviour has
been called disinhibition or the ‘what the hell’ effect. The boundary model of overeating
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suggests that the preload forces the dieters to cross their diet boundary and consequently
overeat. It has been suggested that this overeating may be related to lowered mood (either
as a result of the preload or independently) and/or changes in their cognitive state.
This study aimed to examine shifts in cognitive state following the consumption of a
‘forbidden food’ using self-report measures and the Stroop task.

Methodology

Subjects A total of 56 female subjects from a London university took part in the study
and were categorized as either restrained eaters or unrestrained eaters according to their
scores on the restrained eating section of the Dutch Eating Behaviour Questionnaire
(DEBQ) (van Strien et al. 1986). They ranged in age from 19 to 25 years and were of
average weight.

Design The subjects were randomly allocated to one of two conditions (low-calorie
preload versus high-calorie preload) and completed a set of rating scales and the Stroop
tasks before and after the preload.

Procedure After completing the rating scales and the Stroop tasks, the subjects were
given either a high-calorie preload (a chocolate bar) or a low-calorie preload (a cream
cracker). Subjects then completed the ratings scales and Stroop tasks again.

Measures The following measures were completed before and after the preload:

1 Stroop tasks. The original Stroop task (Stroop 1935) involved a repeated set of
colour names (e.g. ‘green’, ‘red’, ‘blue’, ‘black’) written on a card in different colour
inks (e.g. green, red, blue, black). Subjects were asked to name the colour of the ink
(not the word itself). For example, if the word ‘green’ was written in blue ink, the
subject should say ‘blue’. The time to complete the task was recorded and it was
argued that a longer time indicated greater interference of the meaning of the word.
Research has used the Stroop task to examine anxiety, phobias and post-traumatic
stress disorder using words such as ‘fear’, ‘anxiety’ and ‘panic’ instead of names
of colours. Subjects are still asked to name the colour of the ink and it has been
suggested that longer times infer that the words are more relevant to the individual’s
concerns. For example, an anxious subject would take longer to colour name
anxiety-related words than a non-anxious one. The present study used an adaptation
of the Stroop task to examine (1) ‘food” words; (2) ‘body shape’” words and words
relating to the individual; and (3) cognitive state, in order to assess the effect of
preloading on the subjects’ processing of these words.

B Food Stroop: the subjects were asked to colour name a set of food-related words
(e.g. dinner, cake, sugar), which were compared with a set of neutral words
matched for word length and frequency (e.g. record, powder, boot).

B Body shape Stroop: the subjects colour named body shape words (e.g. chest, fat,
thigh) and matched neutral words (e.g. crowd, grass, rust).
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m Cognitive state: items were included to examine two types of cognitive state, which
were hypothesized to trigger overeating. These were a ‘passive cognitive state’ (e.g.
submit, quit, abandon) representing ‘giving in to the overpowering drive to eat’
and an ‘active cognitive state’ (e.g. rebellious, defiant, challenge) representing
overeating as an active decision to rebel against self-imposed restraint.

2 Rating scales. The subjects also completed the following set of rating scales:

B Motivational state: the subjects completed ratings of their hunger and fullness
using visual analogue scales (‘not at all hungry/full’ to ‘as hungry/full as I've ever
been’).

B Mood: anxiety and depression were measured using the Profile of Mood State
checklist (McNair et al. 1971).

B Cognitive state: The active and passive cognitive states were measured using a
checklist of relevant items.

Results

The results for the Stroop tasks were analysed by creating a pure reaction time (experi-
mental words — matched control words) and then by assessing the effect of condition
(low preload versus high preload) on the change in the reaction time from before the
preload to after the preload. The results showed that the dieters responded to the high-
calorie preload with increases in ‘rebelliousness’, as measured by the active cognitive
state Stroop, increases in preoccupation with body shape and increases in the pre-
occupation food, as indicated by retarded reaction times on these tasks compared with
the non-dieters, and the dieters responses to the low-calorie preload. The results also
suggested that the dieters showed an increase in rebelliousness as measured by the rating
scales.

Conclusion

The results suggest that overeating in dieters in response to preloading may be related to
increased feelings of rebelliousness (‘what the hell, I'm going to eat whatever I want’),
increased concern with body shape and increased preoccupation with food. These results
indicate that diet-breaking behaviour shown by normal-weight dieters, the obese on
weight-reduction programmes and bulimics may relate to an active decision to overeat
and suggest that perhaps self-imposed limits (‘I'm going to eat less’) may activate a desire
to rebel against these limits.

Dieting and weight loss

Dieting is therefore associated with periods of overeating. Research indicates that this is
sometimes translated into weight fluctuations. Although dieters aim to lose weight by
attempting to restrict their food intake, this aim is only sometimes achieved. Heatherton
et al. (1991) reported that restrained eaters show both under- and overeating and that
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this behaviour results in weight fluctuations but not actual weight loss. Thus, actual
weight loss is limited by compensatory overeating. Heatherton et al. (1988: 20) argued
that ‘the restrained eater who is exclusively restrained ... is not representative of
restrained eaters in general, whereas the restrained eater who occasionally splurges is’.
Ogden (1993) examined the concept of restraint as assessed by a variety of measures
and found that high scorers on measures of restraint were characterized by both success-
ful and failed restriction, suggesting that restrained eating is best characterized as an
intention which is only sporadically realized. Therefore, ‘to diet’ is probably best under-
stood as ‘attempting to lose weight but not doing so’ and ‘attempting to eat less which
often results in eating more’.

The role of dieting in mood and cognitive changes

A classic study by Keys et al. (1950) suggested that overeating is not the only possible
consequence of restricting food intake. The study involved 36 healthy non-dieting men
who were conscientious objectors from the Korean War. They received a carefully con-
trolled daily food intake of approximately half their normal intake for a period of 12
weeks, and consequently lost 25 per cent of their original body weight. Keys stated that
they developed a preoccupation with food, often resulting in hoarding or stealing it. They
showed an inability to concentrate and mood changes, with depression and apathy being
common. At the end of the period of dieting, the men were allowed to eat freely. They
often ate continuously and reported loss of control over their eating behaviour some-
times resulting in binge eating. The authors concluded that these effects were probably
due to the restriction of their diet. To examine the effects of dieting without extreme
weight loss, Warren and Cooper (1988) carried out a controlled study for a two-week
period and found that food restriction resulted in increased preoccupation with food. In
a further study, Ogden (1995a) monitored the effects of self-imposed dieting over a
six-week period and reported increased depression and preoccupation with food. These
results suggest that dieting can have several negative consequences and that these
changes are possibly involved in causing overeating.

Restraint theory therefore suggests that:

B Dieters aim to eat less as a means to lose weight and change their body shape. At
times this aim is achieved and they successfully manage to restrict their food intake.
Dieters therefore sometimes show undereating. Sometimes they eat the same as non
dieters.

B Dieters, however, also show episodes of overeating, particularly in response to triggers
such as high calorie preloads, anxiety or smoking abstinence.

B This overeating can be understood in terms of the transgression of boundaries, shifts
in cognitive set, mood modification, a response to denial, an escape from awareness,
a lapse or changes in self-control. Increasing or promoting dieting can result in an
increased preoccupation with food, increased depression and paradoxically, increased
eating behaviour.
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The dieter’s aim to eat less and consequently to lose weight is rarely achieved and
this failure may be a product of changes which occur as a direct response to imposing
a cognitive structure upon eating behaviour. Dieting is also related to changes in
weight in terms of weight variability, the development of eating disorders and the
onset and progression of obesity.

Problems with a weight concern model of eating behaviour

Although a weight concern model of eating and restraint theory have generated a

wealth of research and provide an insight into overeating behaviour, there are several

problems with this theory:

Central to the boundary model is the traditional dualistic division between mind and
body. The concept of separate biological and psychological boundaries suggests that
the physical and psychological are separate entities which interact.

Restraint theory relies on a belief in the association between food restriction and
overeating. However, although dieters, bulimics and bingeing anorexics report
episodes of overeating, restricting anorexics cannot be accounted for by restraint
theory. If attempting not to eat results in overeating how do anorexics manage to
starve themselves?

If attempting not to eat something results in eating it, how do vegetarians manage
never to eat meat?

TO CONCLUDE

This chapter has explored three core approaches which have been used to understand
eating behaviour. Developmental models emphasize the importance of learning by

association and reward, cognitive models emphasize the role of beliefs and attitudes and

weight concern research highlights the impact of body dissatisfaction and dieting on

food intake.

?

QUESTIONS

How might parents influence their children’s eating behaviour?

What are the problems with the developmental and cognitive models of eating
behaviour?

Dieting causes overeating. Discuss.

What are the implications of restraint theory for obesity treatment?

FOR DISCUSSION

Think of someone you know who has successfully changed their eating behaviour
(e.g. become a vegetarian, eaten less, cut out chocolate). What factors contributed
towards their success?
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FURTHER READING

» Ogden, J. (2003). The psychology of eating. From healthy to disordered
behaviour. Blackwell: Oxford.
This book provides a detailed map of research relating to eating behaviour,
obesity and eating disorders and addresses questions such as ‘Why do so
many people not eat a healthy diet?’, ‘Why do women feel unhappy with their
body shape?’, ‘What are the causes of obesity?’, ‘Why do people develop
eating disorders?’. It is written in a similar style to this textbook.

» Szmukler, G., Dare, C. and Treasure, J. (eds) (1995) Handbook of eating dis-
orders: Theory research and treatment. London. Wiley.
Eating disorders are not usually covered within health psychology. For those
interested, this book provides a detailed account of current theory and research.
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DEVELOPING THE CONTEMPORARY CONCERN WITH
EXERCISE BEHAVIOUR

Until the 1960s exercise was done by the young and talented and the emphasis was
on excellence. The Olympics, Wimbledon tennis and football leagues were for those
individuals who were the best at their game and who strove to win. At this time, the
focus was on high levels of physical fitness for the élite. However, at the beginning of
the 1960s there was a shift in perspective. The ‘Sport for All’ initiative developed by
the Council of Europe, the creation of a Minister for Sport and the launching of the
Sports Council suggested a shift towards exercise for everyone. Local councils were
encouraged to build swimming pools, sports centres and golf courses. However, although
these initiatives included everyone, the emphasis was still on high levels of fitness and
the recommended levels of exercise were intensive. The ‘no pain no gain’ philosophy
abounded. More recently, however, there has been an additional shift. Exercise is no
longer for the élite, nor does it have to be at intensive, and often impossible levels.
Government initiatives such as ‘Look after yourself, ‘Feeling Great’ and ‘Fun Runs’
encourage everyone to be involved at a manageable level. In addition, the emphasis is no
longer on fitness, but on both physical and psychological health. Contemporary messages
about exercise promote moderate exercise for everyone to improve general (physical
and psychological) well-being. In addition, there is also an increasing recognition that
exercise that can be included into a person’s daily life may be the way to create maximum
health benefits. The most sedentary members of the population are more likely to make
and sustain smaller changes in lifestyle such as walking, cycling and stair use rather
than the more dramatic changes required by the uptake of rigorous exercise
programmes. This shifting perspective is illustrated by contemporary research on the
benefits of exercise.

WHAT IS EXERCISE?

Aspects of exercise have been defined in different ways according to intention, outcome
and location.

1 Intention. Some researchers have differentiated between different types of
behaviours in terms of the individual’s intentions. For example, Caspersen et al.
(1985) distinguished between physical activity and exercise. Physical activity has
been defined as ‘any bodily movement produced by skeletal muscles that results
in energy expenditure’. This perspective emphasizes the physical and biological
changes that happen both automatically and through intention. Exercise has
been defined as ‘planned, structured and repetitive bodily movement done to
improve or maintain one or more components of physical fitness’. This perspective
emphasizes the physical and biological changes that happen as a result of intentional
movements.

2 Outcome. Distinctions have also been made in terms of the outcome of the
behaviour. For example, Blair et al. (1992) differentiated between physical exercise
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that improves fitness and physical exercise that improves health. This distinction
illustrates a shift in emphasis from intensive exercise resulting in cardiovascular
fitness to moderate exercise resulting in mild changes in health status. It also
illustrates a shift towards using a definition of health that includes both biological
and psychological changes.

3 Location. Distinctions have also been made in terms of location. For example,
Paffenbarger and Hale (1975) differentiated between occupational activity, which was
performed as part of an individual’s daily work, and leisure activity, which was carried
out in the individual’s leisure time.

These definitions are not mutually exclusive and illustrate the different ways exercise has
been conceptualized.

WHO EXERCISES?

The healthy people 2000 programmes in the USA show that only 23 per cent of adults
engage in light to moderate physical activity five times per week and up to a third remain
completely sedentary across all industrialized countries (Allied Dunbar Fitness survey
1992; United States National Center for Health Statistics 1996). The results of a survey,
in which men and women were asked about their exercise behaviour, are shown in
Figure 7.1. They suggest that the four most common forms of exercise are walking,
swimming, snooker/pool/billiards and keep fit/yoga.

WHY EXERCISE?

Research has examined the possible physical and psychological benefits of exercise.
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The physical benefits of exercise

Longevity

Paffenbarger et al. (1986) examined the relationship between weekly energy expenditure
and longevity for a group of 16,936 Harvard alumni aged 35 to 70. They reported the
results from a longitudinal study which suggested that individuals with a weekly energy
expenditure of more than 2000 kcals on exercise reported as walking, stair climbing and
sports, lived for two-and-a-half years longer on average than those with an energy
expenditure of less than 500 kcal per week on these activities.

The possible reasons for the effects of exercise on longevity are as follows:

1 Reduction in blood pressure: physical activity has an inverse relationship to both
diastolic and systolic blood pressure. Therefore, increased exercise decreases blood
pressure. This effect is particularly apparent in those who have mild or moderately
raised blood pressure.

2 Reduction in weight and obesity: overweight and obesity are related to certain
cancers, hypertension and coronary heart disease. Exercise may help promote
weight loss/maintenance (see Chapter 15 for details of exercise and obesity).

3 Reduction in diabetes: exercise may be related to improved glucose control,
resulting in a reduction in the possible effects of diabetes.

4 Protection against osteoporosis and thinning bones: exercise may be protective
against osteoporosis, which is common among older women.

5 Reduction in coronary heart disease: the main effect of exercise is on the
occurrence of coronary heart disease and rehabilitation following a heart attack.

Coronary heart disease

The effects of exercise on coronary heart disease have been examined by assessing the
consequences of both occupational activity and leisure activity. Regarding occupational
activity, Paffenbarger and Hale (1975) followed up 3975 longshoremen for 22 years.
Longshoremen have occupations that involve a range of energy expenditure. The results
showed that at the end of this period, 11 per cent had died from coronary heart disease
and that those longshoremen who expended more than 8500 kcal per week had a
significantly lower risk of coronary heart disease than those in jobs requiring less energy.
This difference remained when other risk factors such as smoking and blood pressure
were controlled. This relationship between occupational activity and coronary heart
disease has also been shown in samples of both men and women (Salonen et al. 1982).

Research has also evaluated the relationship between Ieisure-time activity and
coronary heart disease. Morris et al. (1980) followed up a group of middle-aged seden-
tary office workers over eight-and-a-half years and compared those who engaged in
sport with those who reported no leisure-time activity. The results showed that those
who attempted to keep fit showed less than half the incidence of coronary heart disease
at follow-up compared with the other subjects. This association has also been reported in
students in the USA (Paffenbarger et al. 1978, 1983, 1986).
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Regardless of the location of the activity, research indicates an association between
physical fitness and health status. Blair et al. (1989) examined the role of generalized
physical fitness and health status in 10,224 men and 3120 women for eight years and
reported that physical fitness was related to a decrease in both mortality rates (all cause)
and coronary heart disease.

Exercise may influence coronary heart disease in the following ways:

1 Increased muscular activity may protect the cardiovascular system by stimulating the
muscles that support the heart.

2 Increased exercise may increase the electrical activity of the heart.
3 Increased exercise may increase an individual’s resistance to ventricular fibrillation.

4 Exercise may be protective against other risk factors for coronary heart disease
(e.g. obesity, hypertension).

The physical benefits of exercise have been summarized by Smith and Jacobson (1989)
as: (1) improved cardiovascular function; (2) increased muscle size and strength and
ligament strength for maintaining posture, preventing joint instability and decreasing
back pain; (3) improved work effort; and (4) changing body composition.

The psychological benefits of exercise

Research also indicates that exercise may improve psychological well-being. These effects
are outlined below:

Depression

Research using correlational designs suggests an association between the amount of
exercise carried out by an individual and their level of depression. Much of the reviews
into this association have stressed the correlational nature of the research and the
inherent problems in determining causality (e.g. Morgan and O’Connor 1988). However,
McDonald and Hodgdon (1991) carried out a meta-analysis of both the correlational
and experimental research into the association between depression and exercise. They
concluded that aerobic exercise was related to a decrease in depression and that this
effect was greatest in those with higher levels of initial depressive symptoms. In an
attempt to clarify the problem of causality, McCann and Holmes (1984) carried out an
experimental study to evaluate the effect of manipulating exercise levels on depression.
Forty-three female students who scored higher than the cut-off point on the Beck
Depression Inventory (BDI) were randomly allocated to one of three groups: (1) aerobic
exercise group (one hour of exercise, twice a week for ten weeks); (2) placebo group
(relaxation); (3) no treatment. After five weeks, the results showed a significant reduction
in depressive symptomatology in the exercise group compared with the other two subject
groups supporting the relationship between exercise and depression and suggesting a
causal link between these two variables; that is, increased exercise resulted in a reduction
in depression. However, the authors report that subsequent exercise had no further
effects. Hall et al. (2002) also used an experimental design to explore the relationship
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between exercise and affect with 30 volunteers rating their affective state every minute
as they ran on a treadmill. The results showed improvements in affect from baseline
to follow up which supports previous research suggesting that exercise is beneficial.
However, the results also showed a brief deterioration in mood mid-exercise. The authors
suggest that although prolonged exercise may improve mood this dip in mood may
explain why people fail to adhere to exercise programmes.

Anxiety

Research has also indicated that exercise may be linked to a reduction in anxiety. Again,
there are problems with determining the direction of causality in this relationship, but it
has been suggested that exercise may decrease anxiety by diverting the individual's
attention away from the source of anxiety.

Response to stress

Exercise has been presented as a mediating factor for the stress response (see Chapters 10
and 11). Exercise may influence stress either by changing an individual’s appraisal
of a potentially stressful event by distraction or diversion (e.g. ‘This situation could be
stressful but if I exercise I will not have to think about it’) or may act as a potential coping
strategy to be activated once an event has been appraised as stressful (e.g. ‘Although the
situation is stressful, I shall now exercise to take my mind off things’).

Self-esteem and self-confidence

It has also been suggested that exercise may enhance an individual’s psychological well-
being by improving self-esteem and self-confidence. King et al. (1992) report that the
psychological consequences of exercise may be related to improved body satisfaction,
which may correlate to general self-esteem and confidence. In addition, exercise may
result in an improved sense of achievement and self-efficacy.

How does exercise influence psychological well-being?

Many theories have been developed to explain the factors that mediate the link between
exercise and psychological state. These reflect both the physiological and psychological
approaches to the study of exercise. For example, it has been argued that exercise
results in the release of endorphins, the brain’s natural opioids (Steinberg and
Sykes 1985), and increases in the levels of brain norepinephrine, which have been
hypothesized to be a cause of depression. It has also been suggested that improved
psychological state is related to the social activity often associated with exercise and
the resulting increased confidence and self-esteem. Any reduction in levels of depression
may be related to greater social contact, improved social support and increased self-
efficacy.
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FOCUS ON RESEARCH 7.1: TESTING A THEORY -
EXERCISE AND MOOD

A study to examine the effects of exercise on mood (Steptoe et al. 1993).

This study examined the relationship between exercise and mood. Because of the
experimental design, the results allow some conclusions to be made about the direction
of causality.

Background

Exercise is believed to be important for a healthy life. However, as with many health-
related behaviours, adherence to health promotion recommendations may be more
motivated by short-term immediate effects (e.g. feeling good) than the potential changes
in the long term (e.g. living longer). Therefore, understanding the immediate effects of
exercise on mood has obvious implications for encouraging individuals to take regular
exercise. Steptoe et al. (1993) examined changes in mood, mental vigour and exhilara-
tion in sportsmen and inactive men following maximal, moderate and minimal exercise.

Methodology

Subjects The subjects were 36 male amateur athletes who were regularly involved in
a variety of sports and exercised for more than 30 minutes at least three times per week,
and 36 inactive men who exercised for less than 30 minutes per week.

Design  All subjects took part in two exercise sessions and completed measures of
mood before and after each exercise session. This study was therefore experimental in
design and involved repeated measures.

Procedure At session one, all subjects completed a set of profile questionnaires (back-
ground physical and psychological measures) and took part in a maximal exercise
session on a cycle ergonometer. Maximal exercise was determined by oxygen uptake.
At session two, subjects were randomly allocated to 20 minutes of either maximal,
moderate or minimal exercise. All subjects completed ratings of mood before exercise,
2 minutes after exercise and after 30 minutes of recovery.

Measures The subjects rated items relating to tension/anxiety, mental vigour,
depression/dejection, exhilaration and perceived exertion before and after each exercise
session. In addition, all subjects completed measures of (1) personality and (2) trait
anxiety once only at the beginning of the first session.

Results

The results were analysed to examine the effect of the differing degrees of exercise on
changes in mood in the sportsmen and the inactive men. The results showed that only
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the sportsmen reported decreases in tension/anxiety after the maximal exercise. However,
all subjects reported increased exhilaration and increased mental vigour two minutes
after both the maximal and moderate exercise compared with the minimal condition, and
in addition, the increase in exhilaration was maintained after the 30 minutes of recovery.

Conclusion

The authors conclude that both maximal and moderate exercise results in beneficial
changes in both mental vigour and exhilaration in both sportsmen and inactive men
and suggest that ‘exercise leads to positive mood changes even among people who
are unaccustomed to physical exertion’. They also suggest that greater attention to the
immediate effects of exercise may improve adherence to exercise programmes.

WHAT FACTORS PREDICT EXERCISE?

Because of the potential benefits of exercise, research has evaluated which factors are
related to exercise behaviour. The determinants of exercise can be categorized as either
social/political or individual.

Social/political predictors of exercise

An increased reliance on technology and reduced daily activity in paid and domestic
work may have resulted in an increase in the number of people having relatively seden-
tary lifestyles. In addition, a shift towards a belief that exercise is good for an individual’s
well-being and is relevant for everyone has set the scene for social and political changes
in terms of emphasizing exercise. Therefore, since the late 1960s many government
initiatives have aimed to promote sport and exercise. Factors such as the availability of
facilities and cultural attitudes towards exercise may be related to individual participa-
tion. Consequently, the Sports Council launched an official campaign in 1972 in an
attempt to create a suitable climate for increasing exercise behaviour. Initiatives such as
‘Sport for All’, ‘Fun Runs’ and targets for council facilities, such as swimming pools and
sports centres, were part of this initiative. In collaboration with the Sports Council,
McIntosh and Charlton (1985) reported that the provision of council services had
exceeded the Sports Council’s targets by 100 per cent. This evaluation concluded that:

B Central government funding for sport and specific local authority allocations have
helped participation in sport.

B Despite small improvements, the Sport for All objective is far from being realized and
inequalities persist.

B Inequalities in the provision of sport facilities have diminished — especially for indoor
sport.

B The recognition of the Sports Council’s earlier emphasis on élite sports has been slow
and disproportionately large amounts of the Council’s funds are still being spent on
élite sport.
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One recent approach to increasing exercise uptake is the exercise prescription scheme
whereby GPs refer targeted patients for exercise. Therefore, in the same way that an
overweight or depressed patient would be referred to see a counsellor, or a patient with a
suspected skin cancer would be referred to a hospital specialist, a GP can now also refer
a patient for exercise. This could take the form of vouchers for free access to the local
leisure centre, an exercise routine with a health and fitness advisor at the leisure centre,
or recommendations from the health and fitness advisor to follow a home-based exercise
programme, such as walking.

An alternative and more simple approach involves the promotion of stair rather
than escalator or lift use. Interventions to promote stair use are cheap and can target
a large population. In addition, they can target the most sedentary members of the
population who are least likely to adopt more structured forms of exercise. This is in
line with calls to promote changes in exercise behaviour which can be incorporated
into everyday life (Dunn et al. 1998). Research also indicates that stair climbing can
lead to weight loss, improved fitness and energy expenditure and reduced risk of
osteoporosis in women (e.g. Brownell et al. 1980; Boreham et al. 2000). Some
research has therefore attempted to increase stair use. For example, some research
has explored the impact of motivational posters between stairs and escalators or lifts
and has shown that such a simple intervention can increase stair walking (e.g.
Anderson et al. 1998; Russell et al. 1999; Kerr et al. 2001). In a more detailed study,
Kerr et al. (2001) explored what characteristics of poster prompts was most effective
and explored whether this varied according to message, gender and setting. The
results showed that larger posters were more effective at promoting stair use, that
effectiveness was not related overall to whether the message emphasized time and
health (i.e. ‘stay healthy, save time, use the stairs’) or just health (i.e. ‘stay healthy
use the stairs’), but that whereas the message including time was more effective
for women in the train station it was more effective for men when presented at a
shopping centre.

Therefore, these initiatives have aimed to develop a suitable climate for promoting
exercise. In addition, as a result of government emphasis on exercise, specific exercise
programmes have been established in an attempt to assess the best means of
encouraging participation. In particular it is possible to differentiate between individual
and supervised exercise programmes.

Individual versus supervised exercise programmes

King et al. (1991) carried out a study in the USA to examine the relative value of
individual versus supervised exercise programmes. Using random telephone numbers
they identified 357 adults, aged 50-65, who led relatively sedentary lifestyles. These
subjects were then randomly allocated to one of four groups:

B Group 1: the subjects were encouraged to attend a one-hour vigorous exercise session
at a local community centre at least three times a week.

B Group 2: the subjects were instructed to do some intensive exercise on their own and
were encouraged and monitored with periodic phone calls.
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B Group 3: the subjects were instructed to do lower intensity exercise on their own.

B Group 4: the control subjects were not instructed to do any exercise.

The results showed greater adherence in the unsupervised home-based programmes,
than in the supervised programme. However, all subjects who had been instructed to do
some exercise showed an increase in cardiovascular fitness compared with the control
group. The authors suggested that the results from this study provide insights into
the development of successful national campaigns to promote exercise behaviour that
involve a minimal and cheap intervention and argued for an emphasis on unsupervised
individual exercising.

Other factors that appear to play a role in developing successful exercise programmes
are the use of behavioural contracts, whereby the individual signs a contract with an
instructor agreeing to participate in a programme for a set period of time (e.g. Oldridge
and Jones 1983) and the use of instructor praise and feedback and flexible goal-setting
by the subject (e.g. Martin et al. 1984). These factors involve supervised exercise
and suggest that individualized exercise programmes may not be the only form of
intervention.

The social/political climate therefore has implications for predicting and promoting
exercise. However, even if councils provide the facilities and government programmes
are established, individuals have to make decisions about whether or not to par-
ticipate. Research has, therefore, also examined the individual predictors of exercise
behaviour.

Individual predictors of exercise

Dishman and colleagues (Dishman 1982; Dishman and Gettman 1980) carried out a
series of studies to examine the best individual predictors of exercise and suggested that
these factors can be defined as either non-modifiable or modifiable.

Non-modifiable predictors of exercise

Dishman (1982) reported that non-modifiable factors such as age, education, smoking,
ease of access to facilities, body fat/weight and self-motivation were good predictors of
exercise. The results of a prospective study indicated that the best predictors of exercise
behaviour were low body fat, low weight and high self-motivation (Dishman and
Gettman 1980). However, whether factors such as access to facilities and self-motivation
should be regarded as non-modifiable is problematic. King et al. (1992) reported the
results of a study that evaluated the factors predicting being active in leisure time. They
described the profile of an active individual as younger, better educated, more affluent
and more likely to be male. However, it is possible that other individuals (less affluent/less
educated) may be more active at work. Research has also examined ethnic differences in
predicting exercise behaviour. Several studies indicate that blacks are less active than
whites, that black women are especially less active and that these differences persist even
when income and education are controlled (e.g. Shea et al. 1992).
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Modifiable predictors of exercise

Dishman et al. (1985) summarized the following variables as modifiable predictors:

Childhood exercise: individuals who exercise as children are more likely to exercise as
adults.

Positive self-image: research also indicates that a positive self-image and confidence in
one’s ability influences future activity levels.

No role for knowledge: interestingly the research suggests that good knowledge about
the benefits of exercise does not predict exercise behaviour.

The role of attitudes and beliefs

Research has examined the role of attitudes and beliefs in predicting exercise. Research

into beliefs has used either a cross-sectional or a prospective design. Cross-sectional

research examines the relationships between variables that co-occur, whereas

prospective research attempts to predict future behaviour.

Cross-sectional research

This type of research indicates a role for the following beliefs and attitudes:

Perceived social benefits of exercise. Research examining the predictors of exercise
behaviour consistently suggests that the main factors motivating exercise are the
beliefs that it is enjoyable and provides social contact. In a cross-sectional study
examining the differences in attitude between joggers and non-joggers, the non-
joggers reported beliefs that exercise required too much discipline, too much time,
they did not believe in the positive effects of jogging and reported a lower belief that
significant others valued regular jogging (Riddle 1980).

Value on health. Although many individuals exercise for reasons other than health, a
MORI poll in 1984 suggested that the second main correlate of exercising is a belief
that health and fitness are important (MORI 1984). In support of this, the non-
joggers in the study by Riddle (1980) also reported a lower value on good health than
the joggers.

Benefits of exercise. Exercisers have also been shown to differ from non-exercisers in
their beliefs about the benefits of exercise. For example, a study of older women (aged
60-89 years) indicated that exercisers reported a higher rating for the health value
of exercise, reported greater enjoyment of exercise, rated their discomfort from exer-
cise as lower and perceived exercise programmes to be more easily available than
non-exercisers (Paxton et al. 1997).

Barriers to exercise: Hausenblas et al. (2001) argued that it is not only the benefits of
exercise that promote exercise but also the barriers to exercise which prevents exer-
cise uptake. They developed a questionnaire entitled the ‘Temptation to not exercise
scale’ which measured two forms of barriers ‘affect’ and ‘competing demands’. Sub-
jects are asked to rate a series of answers following the statement ‘please indicate how
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tempted you are not to exercise in the following situations . . .". The answers include
‘when I am angry’ and ‘when I am satisfied’ to reflect ‘affect’” and ‘when I feel lazy’
and ‘when I am busy’ to reflect competing interests. The authors argue that
such temptations are central to understanding exercise uptake and should be used
alongside the stages of change model.

Prospective research

This has examined which factors predict the uptake of exercise. It has often been carried
out in the context of the development of exercise programmes and studies of adherence
to these programmes. Sallis et al. (1986) examined which factors predicted initiation
and maintenance of vigorous/moderate exercise for one year. The results indicated
that exercise self-efficacy, attitudes to exercise and health knowledge were the best pre-
dictors. In a further study, Jonas et al. (1993) followed up 100 men and women and
reported the best predictors of intentions to participate in the exercise programmes
and actual participation were attitudes to continued participation, perceived social
norms and perceived behavioural control. Jones et al. (1998) also examined the pre-
dictors of uptake and adherence, and used repertory grids to explore the personal con-
structs of those individuals who had been referred to exercise as part of an exercise
prescription scheme. They concluded that having realistic aims and an understanding
of the possible outcomes of a brief exercise programme were predictive of adherence to
the programme.

To further understand the predictors of exercise adherence, social cognition models
have been used. Riddle (1980) examined predictors of exercise using the theory of
reasoned action (Fishbein and Ajzen 1975; see Chapter 2) and reported that attitudes
to exercise and the normative components of the model predicted intentions to
exercise and that these intentions were related to self-reports of behaviour. The theory
of planned behaviour (TPB) has also been developed to assess exercise behaviour. Valois
et al. (1988) incorporated a measure of past exercising behaviour (a central variable
in the TPB) and reported that attitudes, intentions and past behaviour were the best
predictors of exercise. Similarly, Hagger et al. (2001) used the TPB to predict exercise in
children and concluded that most variables of the TPB were good predictors of
behavioural intentions and actual behaviour at follow-up. The use of TPB to predict
exercise is discussed further in Focus on research 7.2, opposite. Research has also used
the health belief model (Sonstroem 1988) and models emphasizing exercise self-efficacy
(e.g. Schwarzer 1992), task self efficacy and scheduling self efficacy (Rodgers et al.
2002).

Research has also applied the stages of change model to exercise behaviour (see
Chapters 2 and 5). This model describes behaviour change in five stages: precontem-
plation, contemplation, preparation, action and maintenance (e.g. DiClemente and
Prochaska 1982) and suggests that transitions between changes is facilitated by a cost
benefit analysis and by different cognitions. Marcus et al. (1992) examined the relation-
ship between the pros and cons of exercise and stage of change in 778 men and women.
The pros and cons of exercise and decisional balance (pros versus cons) was related to
exercise adoption and that higher ratings of pros were found in those individuals closer
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to the maintenance stage of behaviour. This suggests that encouraging individuals to
focus on the pros of exercise may increase the transition from thinking about exercising
to actually doing it. In a similar vein, Coureya et al. (2001) used the stages of change
model in conjunction with the TPB to assess which cognitions predicted the transitions
between different stages of exercise behaviour. The study included a large sample of
adults who completed measures by telephone at baseline and then recorded their exercise
stage by mail after one year. The results showed that baseline attitude, intention and
subjective norm predicted the transition from precontemplation to contemplation, that
progression from contemplation to preparation was predicted by intention, perceived
behavioural control, attitudes and social support, that progression from preparation
to action was predicted by intention and attitude and that transition from action to
maintenance was predicted by intention, attitude and social support.

FOCUS ON RESEARCH 7.2: TESTING A THEORY -
PREDICTING EXERCISE

A study using the theory of planned behaviour to predict exercise (Norman and
Smith 1995).

This study was an attempt to test directly the role of two social cognition models in
predicting exercise behaviour.

Background

Social cognition models such as the theory of reasoned action and the health belief
model have been used to predict and examine health behaviours such as smoking (see
Chapter 5), screening (see Chapter 9) and contraception use (see Chapter 8). Norman
and Smith (1995) used the theory of planned behaviour (Ajzen 1988) to predict exercise
behaviour over a six-month period.

Methodology

Subjects Eighteen people were asked to complete open-ended questions in order to
identify beliefs about exercise that could then be incorporated into a questionnaire. The
questionnaire was distributed to 250 subjects and returned by 182 (a response rate of
72.8 per cent). Because the study used a prospective design, a second questionnaire was
sent out after six months; 83 individuals returned it completed.

Design The study involved a repeated-measures design with questionnaires completed
at baseline (time 1) and after six months (time 2).

Measures The questionnaire at time 1 asked for the subject’s age and sex and con-
tained questions about the following aspects of the theory of planned behaviour, which
were rated on a seven-point Likert scale.
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Prior behaviour: subjects were asked to rate how frequently they took exercise
(‘include activities such as aerobics, badminton, jogging, etc., but not activities which
form part of your everyday life, such as walking to the bus stop, dancing at discos,
etc.’).

Desires and self-predictions: subjects were asked to rate (1) their desire to take regular
exercise (‘I want to take regular exercise’) and (2) their self-prediction of exercise
behaviour (‘I will take exercise during the next six months’).

Attitude: subjects were asked to rate their attitude towards taking regular exercise on
a set of scales: worrying—reassuring, unpleasant—pleasant, punishing-rewarding,
unenjoyable—enjoyable, useless—useful, unattractive—attractive.

Attitude variability: subjects were asked to rate their variability in attitude to exercise
by stating how they agreed/disagreed with the following statements: ‘At times, my
feelings about taking exercise are more favourable than at others’, ‘T have conflicting
feelings about taking exercise’. In addition they were asked to rate ‘My feelings about
taking exercise . . . do not vary at all/vary a great deal’ on a seven-point Likert scale.

Subjective norm: subjects rated the statement ‘Most people who are important to me
think I should take regular exercise’.

Perceived behavioural control: subjects rated the following statements: (1) ‘For me to
take regular exercise is ... extremely difficult/ extremely easy’; (2) ‘How much
control do you have over taking regular exercise’; and (3) ‘If I wanted to I could easily
take regular exercise’.

Behavioural beliefs: subjects were asked to rate beliefs about exercise such as ‘Taking
regular exercise increases agility and suppleness’, and to place a value on these beliefs
such as ‘Increasing agility and suppleness is . . . extremely bad/good’.

Normative beliefs: subjects were asked to rate whether ‘members of my family’, ‘my
friends’, ‘the media’ and ‘people I know who exercise regularly’ would think that
they should take regular exercise, and to what extent they would comply with what
these people thought.

Control beliefs: subjects were asked to rate whether factors such as ‘a lack of time’,
‘other commitments’, ‘laziness’, ‘not being near to facilities’ would prevent them from
taking regular exercise.

At time 2, the subjects were asked about their frequency of exercising (as in prior

behaviour). This variable was included in order to examine which variables at time 1

predicted future behaviour at time 2.

Results

The data were analysed using correlation analysis, which examines associations between

the different variables (e.g. an increase in a positive attitude towards exercise is related to

an increase in the frequency of exercise) and regression analysis, which examines which

variables are the best predictor of the dependent variable (e.g. age and frequency of

current behaviour are the best predictors of future behaviour). The results of the
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correlation analysis showed that all the time 1 variables (apart from normative belief)
were significantly correlated with future exercise behaviour (at time 2). Therefore, fre-
quent exercisers at time 2 were more likely at time 1 to believe that they would take
regular exercise, to hold a strong desire to exercise, to have a positive attitude towards
exercise, to perceive pressure from others to exercise, to believe that taking exercise was
under their control, and to have exercised frequently in the past. The results from the
regression analysis showed that the strongest predictor of future behaviour after six
months was prior behaviour.

Conclusions

The authors concluded that although most of the variables of the theory of planned
behaviour were related to future behaviour, the best predictor of future behaviour was
prior behaviour. This suggests that exercise may be under a strong habitual influence,
perhaps because its mood-enhancing effects promote further exercise, and/or perhaps
because exercise is based on habit and not cognition.

EXERCISE RELAPSE

Research has also examined which variables predict relapse and drop out rates from
exercise programmes. Dishman et al. (1985) examined factors that predicted relapse
rates and indicated that relapse was highest among blue-collar workers, smokers, those
who believed that exercise was an effort, and lowest in those who reported a history of
past participation, those with high self-motivation, those who had the support of a
spouse, those who reported having the available time, those who had access to exercise
facilities, and those who reported a belief in the value of good health. Further, using a
stages of change approach, Ingledew et al. (1998) explored which factors were impor-
tant for the transition between the earlier stages of adoption and the later stages of
continued behaviour and concluded that continued exercise was predicted by intrinsic
motives, specifically enjoyment. These factors are very similar to those that relate to
both the initiation and maintenance of exercise behaviour and reflect the role of both
non-modifiable and modifiable factors.

TO CONCLUDE

Exercise is regarded as central to promoting good health both in terms of physical and
psychological well-being. Research has therefore examined factors that correlate and
predict exercise behaviour. Such factors include the social and political climate and the
individual’s beliefs. Although interventions aimed to promote exercise do so because of
the health benefits, an interest in these benefits does not appear to be the best predictor
of initiation or maintenance of exercise behaviour. The recognition of this is reflected
in recent recommendations for exercise, which emphasize the encouragement of small
changes in lifestyle, not major increases in exercise through vigorous and intensive
exercise campaigns.
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? QUESTIONS

1
2
3

(¢)]

Exercise has both psychological and physical benefits. Discuss.

To what extent can we predict exercise behaviour?

How does the exercise research contribute to our understanding of the mind-
body problem?

How can psychological models be used to promote exercise behaviour?
Exercise behaviour occurs within a social context. Discuss.

Describe a possible research project designed to predict attendance at an
exercise class.

FOR DISCUSSION

Consider your own exercise behaviour and discuss the extent to which your health
beliefs are contributing factors.

ASSUMPTIONS IN HEALTH PSYCHOLOGY

The exercise literature illustrates some of the assumptions central to health psychology:

1

The mind-body problem. Research into exercise maintains the mind—body split.
This is illustrated in the discussion of the benefits of exercise (physical and psycho-
logical) and the reasons for exercising (e.g. health and fitness versus enjoyment).

Data exist independently of the methodology used. If different sets of cognitions
are measured according to the different models, do these beliefs exist prior to the
subject being asked about them (e.g. do you think health is important, primes the
subject to think about health as having a value)? Methodology is seen as objective,
and not interacting with the ‘data’.

FURTHER READING

Dishman, R.K. (1982) Compliance/adherence in health-related exercise, Health
Psychology, 1: 237-67.
This paper examines the literature on factors predicting exercise behaviour.

Marcus, B.H., Rakowski, W. and Rossi, J.S. (1992) Assessing motivational
readiness and decision-making for exercise, Health Psychology, 22: 3-16.

This paper applies the trans-theoretical approach to exercise behaviour and
illustrates the extent to which research can be used to change behaviour.



This chapter first examines the literature on sex, including
early discussions of reproduction and the debate about
sexual pleasure. It then focuses on the more recent literature,
which has examined the risks of sexual behaviour initially in
the context of pregnancy avoidance and subsequently in the
light of sexually transmitted diseases (STDs)/HIV and AIDS.
This literature includes a variety of psychological
perspectives from the use of social cognition models, which
highlight the role of individual cognitions, to an emphasis on
an interaction between individuals in terms of the relationship
context. Finally the chapter outlines literature which
examines the broader social context in terms of educational
influences, the gay community, gendered power relations

and theories about sex, HIV and illness.

Developing the contemporary perspectives on sex

Sex as a risk and pregnancy avoidance

Sex as arisk in the context of STDs/HIV and AIDS

Sex as an interaction between individuals — adding the relationship
context

The broader social context
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DEVELOPING THE CONTEMPORARY RESEARCH
PERSPECTIVES ON SEX

Sex as biological, for reproduction

Prior to the nineteenth century, sexual behaviour was regarded as a religious or spiritual
concern. However, from the beginning of the 1800s sexuality and sexual behaviour
became a focus for scientific study. Doctors and scientists took over the responsibility
for teaching about sex and it was subsequently studied within medicine and biological
sciences. Sex was viewed as a biological function alongside eating and drinking.

During the nineteenth century, much was written about sexual behaviour. Attempts
were made to develop criteria to describe sexual normality and abnormality. Generally
behaviours linked to reproduction were seen as normal and those such as masturbation
and homosexuality as abnormal. This is illustrated by the Victorian concern with
sexual morality, movements proclaiming sexual puritanism and attempts to control
prostitution. Sex was seen as a biological drive that needed to be expressed but which
should be expressed within the limitations of its function, reproduction.

Sex as biological, for pleasure

From the beginning of the twentieth century, there was a shift in perspective. Although
sex was still seen as biological, the emphasis was now on sexual behaviour rather
than on outcome (reproduction). This involved a study of sexual desire, sexual pleasure
and orgasms. It resulted in a burgeoning literature on sex therapy and manuals on
how to develop a good sex life. This emphasis is illustrated by the classic survey
carried out by Kinsey in the 1940s and 1950s, the research programmes developed by
Masters and Johnson in the 1960s and the Hite reports on sexuality in the 1970s and
1980s.

The Kinsey Report

Kinsey interviewed and analysed data from 12,000 white Americans and his attempts
to challenge some of the contemporary concerns with deviance were credited with
causing ‘a wave of sexual hysteria’ (e.g. Kinsey et al. 1948). He developed his analysis of
sexual behaviour within models of biological reductionism and argued that sex was
natural and therefore healthy. Kinsey argued that the sexual drive was a biological
force and the expression of this drive to attain pleasure was not only acceptable but
desirable. He challenged some of the contemporary concerns with premarital sex
and argued that as animals do not get married, there could be no difference between
marital and premarital sex. He emphasized similarities between the sexual behaviour
of men and women and argued that if scientific study could promote healthy sex lives
then this could improve the quality of marriages and reduce the divorce rates. His
research suggested that a variety of sexual outlets were acceptable and emphasized the
role of sexual pleasure involving both sexual intercourse and masturbation for men and
women.
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Masters and Johnson

This emphasis on the activity of sex is also illustrated by the work of Masters and
Johnson in the 1960s. Masters and Johnson used a variety of experimental laboratory
techniques to examine over 10,000 male and female orgasms in 694 white middle-class
heterosexuals (e.g. Masters and Johnson 1966). They recorded bodily contractions,
secretions, pulse rates and tissue colour changes and described the sexual response cycle
in terms of the following phases: (1) excitement; (2) plateau; (3) orgasm; and (4) reso-
lution. They emphasized similarities between men and women (although it has been
argued that their data suggests more difference than they acknowledged; Segal 1994)
and emphasized that stable marriages depended on satisfactory sex. According to
Masters and Johnson, sexual pleasure could be improved by education and sex therapy
and again their research suggested that masturbation was an essential component of
sexuality — sex was for pleasure, not for reproduction.

The Hite Reports

Shere Hite (1976, 1981, 1987) published the results from her 20 years of research
in her reports on female and male sexuality. Her research also illustrates the shift from
the outcome of sex to sex as an activity. Hite’'s main claim is that ‘most women (70 per
cent) do not orgasm as a result of intercourse’ but she suggests that they can learn
to increase clitoral stimulation during intercourse to improve their sexual enjoyment.
She describes her data in terms of women’s dislike of penetrative sex (‘Perhaps it could be
said that many women might be rather indifferent to intercourse if it were not for
feelings towards a particular man’) and discusses sex within the context of pleasure, not
reproduction. Segal (1994) has criticized Hite's interpretation of the data and argues
that the women in Hite's studies appear to enjoy penetration (with or without orgasm).
Although this is in contradiction to Hite’s own conclusion, the emphasis is still on sex as
an activity.

In summary

From the start of the twentieth century, therefore, sex was no longer described as a
biological means to an end (reproduction) but as an activity in itself. Discussions of ‘good
sex’, orgasms and sexual pleasure emphasized sex as action, however, even as an activity
sex remained predominantly biological. Kinsey regarded sex as a drive that was natural
and healthy, Masters and Johnson developed means to measure and improve the
sexual experience by examining physiological changes and Hite explained pleasure with
descriptions of physical stimulation.

Sex as a risk to health

Recently, there has been an additional shift in the literature on sex. Although research
still emphasizes sex as an activity, this activity has been viewed as increasingly risky
and dangerous. As a consequence, sex is discussed in terms of health promotion,
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health education and self-protection. This shift has resulted in a psychological literature
on sex as a risk both in terms of pregnancy avoidance and in the context of STDs/HIV
preventive behaviour. However, studying sexual behaviour is not straightforward from
a psychological perspective as it presents a problem for psychologists — a problem of
interaction.

Sex as interaction

Social psychologists have spent decades emphasizing the context within which
behaviour occurs. This is reflected in the extensive literature on areas such as con-
formity to majority and minority influence, group behaviour and decision making, and
obedience to authority. Such a perspective emphasizes that an individual’s behaviour
occurs as an interaction both with other individuals and with the broader social
context. Sex highlights this interaction as it is inherently an interactive behaviour.
However, health psychology draws on many other areas of psychology (e.g. physio-
logical, cognitive, behavioural), which have tended to examine individuals on their
own. In addition, psychological methodologies such as questionnaires and interviews
involve an individual's experience (e.g. I felt, I believe, I think, I did). Even if indi-
viduals discuss their interactions with other individuals (e.g. we felt, we believe, we
think, we did), or place their experiences in the context of others (e.g. I felt happy
because she made me feel relaxed), only their own individual experiences are accessed
using the psychological tools available. Therefore, sex provides an interesting problem
for psychologists. Sex is intrinsically an interaction between individuals, yet many
areas of psychology traditionally study individuals on their own. Furthermore, the
recent emphasis on sex as a risk to health and resulting attempts to examine indi-
viduals’ competence at protecting themselves from danger, may have resulted in a
more individualistic model of behaviour. This problem of interaction is exacerbated by
the psychological methodologies available (unless the researcher simply observes two
people having sex!). The following theories of sexual behaviour both in the context of
pregnancy avoidance and STD/HIV preventive behaviour illustrate the different ways
in which psychologists have attempted to deal with the problem of the interaction.
They highlight the problem with adding both the relationship context (e.g. the inter-
action between individuals) and the wider social context (e.g. social meanings, social
norms) onto the individual (e.g. their beliefs and knowledge). They also raise the
question of how much can and should psychologists be concerned with the context of
individual behaviour?

Sex as a risk and pregnancy avoidance

A focus on sex for pleasure and an emphasis on sex as a risk has resulted in a literature
on contraception use and pregnancy avoidance. Psychologists have developed models in
order to describe and predict this behaviour.
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What is contraceptive use?

Researchers have used several different classifications of contraception in an attempt to
predict contraceptive use. For example, contraception has been characterized as:

B coitus-independent (the pill) or coitus-dependent (the condom);
m reliable (the pill, condom) or unreliable (rhythm method);

m female-controlled (the pill, TUD) or male-controlled (the condom);
| ]

prescription-based (the pill, IUD) or prescription-independent (the condom).

In addition, different measures of actual behaviour have been used when predicting
contraception use:

at first ever intercourse;
at most recent intercourse;

]
|
B at last serious intercourse;
]

at last casual intercourse.

Who uses contraception?

The National Survey of Sexual Attitudes and Lifestyles (Wellings et al. 1994) examined
the sexual behaviour of nearly 20,000 men and women across Britain. This produced a
wealth of data about factors such as age of first intercourse, homosexuality, attitudes to
sexual behaviours and contraception use. For example, Figure 8.1 shows the proportion
of respondents who used no contraception at first intercourse. These results suggest that
the younger someone is when they first have sex (either male or female), the less likely
they are to use contraception.

The results from this survey also show what kinds of contraception people use
at first intercourse. The data for men and women aged 16-24 years are shown in
Figure 8.2 and suggest that the condom is the most popular form of contraception;
however, many respondents in this age group reported using no contraception, or
unreliable methods, such as withdrawal or the safe period.

The different measures of contraception use have implications for interpreting
findings on contraception. Sheeran et al. (1991) discussed these problems and analysed
the literature on contraceptive use in ‘never married’ individuals aged 13-25 years, and
suggested that models used to examine contraceptive use for pregnancy avoidance
can be described as either developmental models or decision-making models. The focus on
sex as risky resulted in a need to understand risk-taking behaviour. Developmental
models are more descriptive, whereas decision-making models examine the predictors
and precursors to this behaviour.

Developmental models

Developmental models emphasize contraception use as involving a series of stages. They
suggest that the progress through these stages is related to sexual experience and an
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m Percentage using no contraception at first intercourse, by age at first intercourse
(after Wellings et al. 1994)

increasing role for sexuality in the individual's self-concept. Therefore, they describe the
transition through the different stages but do not attempt to analyse the cognitions that
may promote this transition.

Lindemann’s three-stage theory

Lindemann (1977) developed the three-stage theory of contraception use, which
suggests that the likelihood of an individual using contraception increases as they
progress through the three stages:

1 Natural stage: at this stage intercourse is relatively unplanned, and the individual
does not regard themselves as sexual. Therefore, contraception use is unlikely.
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Men

Condom
47%

Other method
14%

Withdrawal or safe

period 7% Cannot remember

0,
Not answered 0%
1%

None
31%
16-24 years
Base = 1570
Women

Withdrawal or safe
period 5%

Not answered
1%

Condom

50%

None
24%

Other method Cannot(;s/member
20% °
16—-24 years
Base = 1767

m Contraception use at first intercourse in those aged 16-24 (after Wellings et al. 1994)

2 Peer prescription stage: at this stage the individual seeks contraceptive advice from
friends, sexual intercourse is more frequent and most contraception involves less
effective methods.

3 Expert stage: at this stage, the individual has incorporated sexuality into their
self-concept and will seek professional advice and plan contraceptive use.
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Rains’s model

This model was developed by Rains (1971) and again places contraception use within
the context of sexuality and self-concept. It suggests that contraception use is more likely
to occur at a stage when the individual believes that sexual activity is ‘right for them’.
This process involves the following four stages:

1 Falling in love: this provides a rationale for sex.
2 Having an exclusive, long-term relationship.
3 Sexual intercourse becomes an acceptable behaviour.

4 Individuals accept themselves as sexual and plan sex for the future.

According to this model, reaching stage 4 predicts reliable contraception use.

Decision-making models

Decision-making models examine the psychological factors that predict and are the
precursors to contraception use. There are several different decision-making models and
they vary in their emphasis on individual cognitions (e.g. costs and benefits of contra-
ception use) and the extent to which they place these cognitions within the specific
context of the relationship (e.g. the interaction, seriousness of relationship, frequency
of sexual intercourse in the relationship) and the broader social context (e.g. peer norms,
social attitudes).

Subjective expected utility theory

Most decision-making models of behaviour are based on the subjective expected utility
theory (SEU) (Edwards 1954). The SEU predicts that individuals make subjective
estimates of the possible costs and benefits of any particular behaviour and, based on
this assessment, make a decision as to which behaviour results in the least costs and the
most benefits (material, social and psychological). It therefore characterizes behaviour
as rational. Luker (1975) examined the SEU in the context of contraceptive use and
argued that individuals weigh up the costs and benefits of pregnancy against the costs
and benefits of contraception. Sheeran et al. (1991) argued that this approach was
important as it undermined the belief that contraception has no costs for women and
pregnancy had no benefits. The SEU is predominantly individualistic and the role of both
the relationship and social context is minimal.

The five-component model

This model was developed by Reiss et al. (1975) and, although it still regards contra-
ceptive use as resulting from a rational appraisal of the situation, it includes measures
of more general attitudes. The components of the model are: (1) endorsement of sexual
choices (e.g. permissiveness, religiosity); (2) self-assurance; (3) early information on
sex and contraception; and (4) congruity between premarital sexual standards and
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behaviour and commitment. Reiss et al. tested the model and reported support for
the first three of the variables as predictive of contraception use. This model is still
predominantly concerned with individual cognitions.

The health belief model

This model was developed by Rosenstock and Becher (e.g. Rosenstock 1966; Becker and
Rosenstock 1987) and is described in detail in Chapter 2. The original HBM emphasized
individual cognitions and ignores the problem of interaction. Lowe and Radius (1982)
developed the HBM specifically to predict contraception and aimed to examine individual
cognitions within both the context of the relationship and broader social norms. They
added the following variables:

self-esteem;
interpersonal skills;

knowledge about sex and contraception;

previous sexual, contraceptive and pregnancy experiences;
peer norms;

|
| ]
||
B attitudes to sex and contraception;
| ]
||
B relationship status; and

| ]

substance use prior to sex.

Therefore, although this model still examines cognitions, it includes measures of the
individuals’ cognitions about their social world.

The theory of reasoned action

This theory was developed by Fishbein and Ajzen (1975) and is described in detail in
Chapter 2. The TRA was the first cognition model to include measures of individuals’
cognitions about their social world in the form of subjective norms. It therefore
represents an attempt to add the social context to individual cognitive variables and
consequently addresses the problem of interaction. The TRA has been used to predict
contraceptive use and research has indicated a correlation between the components of
the model and intentions to use the oral contraceptive (Cohen et al. 1978). In addition,
research by Werner and Middlestadt (1979) reported correlations between attitudes to
contraception and subjective norms and actual use of oral contraception.

Sexual behaviour sequence model

This model was developed by Byrne et al. (1977) and adds sexual arousal and emotional
responses to sex to the factors included in the TRA. Sexual arousal refers to how aroused
an individual is at the time of making a decision about contraception. Emotional
responses to sex describes a personality trait that Byrne et al. defined as either eroto-
philia (finding sexual cues pleasurable) or erotophobia (finding sexual cues aversive).
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According to the sexual behaviour sequence model, decisions about contraception are
made in the context of both rational information processing and emotions. This model
attempts to add a degree of emotions and social norms (from the TRA) to the individual’s
cognitions.

Herold and McNamee’s (1982) model

This model is made up of the following variables: (1) parental and peer group norms for
acceptance of premarital intercourse; (2) number of lifetime sexual partners; (3) guilt
about intercourse and attitudes to contraception; (4) involvement with current partner;
(5) partner’s influence to use contraception; and (6) frequency of intercourse. This
model differs from other models of contraception use as it includes details of the relation-
ship. It places contraception use both within the general context of social norms and also
within the context of the relationship.

In summary

These decision-making models regard contraceptive use as resulting from an analysis of
the relevant variables. However, they vary in the extent to which they attempt to place
the individual’s cognitive state within a broader context, both of the relationship and the
social world.

Integrating developmental and decision-making approaches
to contraception use

Developmental models emphasize behaviour and describe reliable contraception use as
the end product of a transition through a series of stages. These models do not examine
the psychological factors, which may speed up or delay this transition. In contrast,
decision-making models emphasize an individual’s cognitions and, to a varying degree,
place these cognitions within the context of the relationship and social norms. Perhaps
these cognitions could be used to explain the behavioural stages described by the
developmental models. Sheeran et al. (1991) argued that these perspectives could be
combined and that the best means to examine contraceptive use is as a product of
(1) background; (2) intrapersonal; (3) interpersonal; and (4) situational factors. They
defined these factors as follows:

Background factors
1 Age: evidence suggests that young women'’s contraceptive use increases with age
(e.g. Herold 1981).

2 Gender: women appear to be more likely to use contraception than men (e.g. Whitely
and Schofield 1986).

3 Ethnicity: some evidence suggests that whites are more likely to use contraception
than blacks (e.g. Whitley and Schofield 1986).
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4 Socio-economic status: there is conflicting evidence concerning the relationship
between SES and contraceptive use with some research indicating a relationship
(e.g. Hornick et al. 1979) and others indicating no relationship (e.g. Herold 1981).

5 Education: evidence indicates that higher school performance and higher edu-
cational aspirations may be linked with contraception use (e.g. Herold and Samson
1980; Furstenburg et al. 1983).

Although these background factors may influence contraceptive use, whether this effect
is direct or through the effect of other factors such as knowledge and attitudes is unclear.

Intrapersonal factors

1 Knowledge: Whitley and Schofield (1986) analysed the results of 25 studies of
contraceptive use and reported a correlation of 0.17 between objective knowledge
and contraceptive use in both men and women, suggesting that knowledge is poorly
linked to behaviour. Ignorance about contraception has also been shown by several
studies. For example, Cvetkovich and Grote (1981) reported that of their sample
10 per cent did not believe that they could become pregnant the first time they had
sex, and 52 per cent of men and 37 per cent of women could not identify the periods
of highest risk in the menstrual cycle. In addition, Lowe and Radius (1982) reported
that 40 per cent of their sample did not know how long sperm remained viable.

2 Attitudes: Fisher (1984) reported that positive attitudes towards contraception
parallel actual use. Negative attitudes included beliefs that ‘it kills spontaneity’, ‘it’s
too much trouble to use’ and that there are possible side effects. In addition, carrying
contraceptives around is often believed to be associated with being promiscuous
(e.g. Lowe and Radius 1982).

3 Personality: Many different personality types have been related to contraceptive
use. This research assumes that certain aspects of individuals are consistent over time
and research has reported associations between the following types of personality:

B conservatism and sex role have been shown to be negatively related to contraceptive
use (e.g. Geis and Gerard 1984; McCormick et al. 1985).

m an internal locus of control appears to correlate with contraceptive use but not with
choice of type of contraception (Morrison 1985).

B sex guilt and sex anxiety positively relate to use and consistency of use of
contraception (Herold and McNamee 1982).

Interpersonal factors
Research highlights a role for characteristics of the following significant others:

1 Partner: facets of the relationship may influence contraception use including
duration of relationship, intimacy, type of relationship (e.g. casual versus steady),
exclusivity, and ability to have overt discussions about contraception (e.g. DeLamater
and MacCorquodale 1978, 1979).
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2 Parents: there is some evidence to suggest that increased parental permissiveness
and explicit communication between mothers and daughters about contraception
is related to contraception use (e.g. Herold and McNamee 1982).

3 Peers: increased contraceptive use relates to peer permissiveness and peer’'s own
contraceptive behaviour (e.g. Herold 1981).

Situational factors

Sheeran et al. (1991) have also argued that situational factors contribute to contra-
ceptive use, including:

1 The spontaneity of sex: spontaneity is often given as a reason for not using contra-
ception (e.g. Holland et al. 1990Db).

2 Substance use prior to sex: taking substances such as drugs or alcohol prior to sex
may relate to risky sex.

3 The accessibility of contraception: research has also examined whether easy
access to contraception both in general (i.e. the provision of condom machines in
pubs) and at the time of contemplating sex predicts contraception use (e.g. Gold et al.
1991).

Sheeran et al. (1991) argued that these different variables interact in order to predict
contraception use. They included interpersonal and situational factors as a means to
place the individual’s cognitions within the context of the relationship and the broader
social world. These variables can be applied individually or alternatively incorporated
into models. In particular, social cognition models emphasize cognitions about the
individual’s social world, particularly their normative beliefs. However, whether asking
an individual about the relationship really accesses the interaction between two people
is questionable. For example, is the belief that ‘T decided to go on the pill because I had
talked it over with my partner’ a statement describing the interaction between two
individuals, or is it one individual's cognitions about that interaction?

Since the beginnings of the HIV/AIDS epidemic, sex as a risk has taken on a new
dimension — the dimension of chronic illness and death. Research into HIV and AIDS
preventive behaviour also illustrates the different ways of dealing with sex as an inter-
action. Although sometimes ignored, this research is also relevant to other sexually
transmitted diseases.

SEX AS A RISK IN THE CONTEXT OF STDs/HIV AND AIDS

The HIV virus was identified in 1982 (see Chapter 14 for a discussion of HIV and AIDS).
Since then, health education programmes have changed in their approach to preventing
the spread of the virus. For example, early campaigns emphasized monogamy or at least
cutting down on the number of sexual partners. Campaigns also promoted non-
penetrative sex and suggested alternative ways to enjoy a sexual relationship. However,
more recent campaigns emphasize safe sex and using a condom. In fact, Reiss and Leik
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(1989) argued that increased condom use and not abstinence or non-penetrative sex or a
reduction in the number of partners is likely to be the best approach to HIV. As a result,
research has examined the prerequisites to safer sex and condom use in an attempt to
develop successful health promotion campaigns.

Do people use condoms?

Young people

Some researchers have suggested that the mass media campaigns have not changed
teenagers’ sexual behaviour (Sherr 1987) and that there has even been an increase in
sexually transmitted diseases (STDs) among this age group in the USA (Boyer and Kegles
1991). In the UK, data indicate that there has been an increase in Chlamydia and that
the dramatic reduction in gonorrhoea seen in the older population is not evident
among younger people. Richard and van der Pligt (1991) examined condom use among
a group of Dutch teenagers and report that 50 per cent of those with multiple partners
were consistent condom users. In an American study, 30 per cent of adolescent women
were judged to be at risk from STDs, of whom 16 per cent used condoms consistently
(Weisman et al. 1991). The Women, Risk and AIDS Project (WRAP) (e.g. Holland et al.
1990b) interviewed and collected questionnaires from heterosexual women aged 16—19
years. It reported that 16 per cent of these used condoms on their own, 13 per cent had
used condoms while on the pill, 2 per cent had used condoms in combination with
spermicide and 3 per cent had used condoms together with a diaphragm. Overall only
30 per cent of their sample had ever used condoms, while 70 per cent had not. Fife-Schaw
and Breakwell (1992) undertook an overview of the literature on condom use among
young people and found that between 24 per cent and 58 per cent of 16- to 24-year-olds
had used a condom during their most recent sexual encounter.

Homosexuals

Research has also examined condom use among homosexually active men. Weatherburn
et al. (1991) interviewed 930 homosexually active men in England and Wales and
reported that 270 of them had had insertive anal intercourse in the preceding month,
with 38.9 per cent reporting always using a condom, 49.6 per cent never using a
condom and 11.5 per cent sometimes using a condom. Of the 254 who reported having
receptive anal sex in the preceding month, 42.5 per cent had always used a condom,
45.7 per cent had never used a condom and 11.8 per cent had sometimes used a
condom. Weatherburn et al. reported that condom use was associated with casual not
regular sexual partners and was more common in open and not monogamous relation-
ships. Therefore, within this high-risk group, condom use is low.

Bisexuals

In one study, Boulton et al. (1991) asked 60 bisexual men about their sexual behaviour
and their condom use. Over the previous 12 months, 80 per cent had had male partners,
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73 per cent had had female partners and 60 per cent had had at least one male and one
female partner. In terms of their condom use with their current partner, 25 per cent
reported always using a condom with their current male partner, 12 per cent reported
always using a condom with their current female partner, 27 per cent reported some-
times/never using a condom with their male partner and 38 per cent reported some-
times/never using a condom with their female partner. In terms of their non-current
partner, 30 per cent had had unprotected sex with a man and 34 per cent had had
unprotected sex with a woman. Bisexuals are believed to present a bridge between the
homosexual and heterosexual populations and these data suggest that their frequency of
condom use is low. This highlights a need to identify possible reasons for this behaviour.

Changes in condom use

In an attempt to examine the effects of HIV prevention educational campaigns in The
Netherlands, Hooykaas et al. (1991) examined changes in sexual behaviour in 340
heterosexual men and women and prostitutes. They reported that over the one-year
follow-up, condom use during vaginal intercourse with prostitutes/clients was high and
remained high, condom use with private partners was low and remained low, but that
both men and women reduced their number of sexual partners by 50 per cent.

The results from the General Household Survey (1993) provided some further insights
into changes in condom use in Britain from 1983 to 1991 (see Figure 8.3). These data
indicate an overall increase in condom use as the usual form of contraception, which is
particularly apparent in the younger age groups. However, not all research indicates
such an increase. Early data from San Francisco, which had one of the highest homo-
sexual incidences of HIV, showed that by the late 1980s the incidence of new HIV
infections had fallen dramatically and that by the late 1990s had become essentially
stable (Katz 1997; Schwarcz et al. in press). However, since this time there has been an
increase in rectal gonorrhoea and clinical experience, cross-sectional and longitudinal
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studies suggest that unprotected anal sex is resurfacing as an increasing problem. This
suggests that the substantial increase in condom use which occurred after the initial
AIDS prevention efforts may be beginning to reverse.

Condom use is recommended as the main means to prevent the spread of the HIV
virus. These data suggest that many individuals do report using condoms, although
not always on a regular basis. In addition, many individuals say that they do not use
condoms. Therefore, although the health promotion messages may be reaching many
individuals, many others are not complying with their recommendations.

Predicting condom use

Simple models using knowledge only have been used to examine condom use. However,
these models ignore the individual’s beliefs and assume that simply increasing knowledge
about HIV will promote safe sex. In order to incorporate an individual's cognitive state,
social cognition models have been applied to condom use in the context of HIV and AIDS
(see Chapter 2 for a discussion of these models). These models are similar to those used
to predict other health-related behaviours, including contraceptive use for pregnancy
avoidance, and illustrate varying attempts to understand cognitions in the context of the
relationship and the broader social context.

Social cognition models

The health belief model (HBM)

The HBM was developed by Rosenstock and Becher (e.g. Rosenstock 1966; Becker and
Rosenstock 1987) (see Chapter 2) and has been used to predict condom use. McCusker
et al. (1989) adapted the HBM to predict condom use in homosexual men over a 12-
month period. They reported that the components of the model were not good predictors
and only perceived susceptibility was related to condom use. In addition, they reported
that the best predictor was previous risk behaviour. This suggests that condom use is a
habitual behaviour and that placing current condom use into the context of time and
habits may be the way to assess this behaviour.

The reasons why the HBM fails to predict condom use have been examined by
Abraham and Sheeran (1994). They suggest the following explanations:

B Consensus of severity: everyone knows that HIV is a very serious disease. This
presents the problem of a ceiling effect with only small differences in ratings of this
variable.

B Failure to acknowledge personal susceptibility: although people appear to know about
HIV, its causes and how it is transmitted, feelings of immunity and low susceptibility
(‘it won’t happen to me’) are extremely common. This presents the problem of a floor
effect with little individual variability. Therefore, these two central components of the
HBM are unlikely to distinguish between condom users and non-users.

W Safer sex requires long-term maintenance of behaviour: the HBM may be a good predictor
of short-term changes in behaviour (e.g. taking up an exercise class, stopping
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smoking in the short term), but safer sex is an ongoing behaviour, which requires an
ongoing determination to adopt condom use as a habit.

B Sex is emotional and involves a level of high arousal: these factors may make the rational
information processing approach of the HBM redundant.

B Sex is interactive and involves negotiation: condom use takes place between two people,
it involves a process of negotiation and occurs within the context of a relationship.
Assessing individual cognitions does not access this negotiation process. Abraham
and Sheeran (1993) suggest that social skills may be better predictors of safe sex.

B From beliefs to behaviour: the HBM does not clarify how beliefs (e.g. ‘T feel at risk’) are
translated into behaviour (e.g. ‘T am using a condom’).

The theory of reasoned action (TRA) and the theory of planned
behaviour (TPB)

In an attempt to resolve some of the problems with the HBM, the TRA and TPB have
been used to predict condom use. These models address the problem of how beliefs are
turned into action using the ‘behavioural intentions’ component. In addition, they
attempt to address the problem of placing beliefs within a context by an emphasis on
social cognitions (the normative beliefs component). Research suggests that the TRA has
had some degree of success at predicting condom use with behavioural intentions pre-
dicting condom use at one, three and four months (Fisher 1984; Boyd and Wandersman
1991; van der Velde et al. 1992). In addition, attitudes to condoms predict behavioural
intentions (Boldero et al. 1992), and perceived partner support (partner norms) appears
to be a good predictor of condom use by women (Weisman et al. 1991).

Research has also explored the relative usefulness of the TRA compared with the TPB
at predicting intentions to use condoms (Sutton et al. 1999). The results from this study
indicated that the TPB was not more effective than the TRA (in contrast to the authors’
predictions) and that past behaviour was the most powerful predictor. In a recent study
of condom use, the best predictors appeared to be a combination of normative beliefs
involving peers, friends, siblings, previous partners, parents and the general public.
This suggests that although cognitions may play a role in predicting condom use, this
essentially interactive behaviour is probably best understood within the context of both
the relationship and the broader social world, highlighting the important role of social
cognitions in the form of normative beliefs. Therefore, although TRA and TPB, address
some of the problems with the HBM, they still do not address some of the others.

The role of self-efficacy

The concept of self-efficacy (Bandura 1977) has been incorporated into many models of
behaviour. In terms of condom use, self-efficacy can refer to factors such as confidence in
buying condoms, confidence in using condoms or confidence in suggesting that condoms
are used. Research has highlighted an association between perceived self-efficacy and
reported condom use (Richard and van der Pligt 1991), and a denial of HIV risk during
the contemplation of sex (Abraham et al. 1994). Schwarzer (1992) developed the health
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action process approach (HAPA, see Chapter 2), which places self-efficacy in a central
role for predicting behaviour. In addition, this model may be particularly relevant to
condom use as it emphasizes time and habit.

Problems with social cognition models

Many of the problems highlighted by the HBM are also characteristic of other social
cognition models (see Chapter 2 for a detailed discussion). These problems can be
summarized as follows:

1 Inconsistent findings. The research examining condom use has not produced con-
sistent results. For example, whereas Fisher (1984) reported an association between
intentions and actual behaviour, Abraham et al. (1991) did not. Joseph et al. (1987)
suggested that condom use is predicted by peer norms, whereas Catania et al. (1989)
found that it is not. Furthermore, Catania et al. (1989) reported that condom use
relates to perceived severity and self-efficacy, but Hingson et al. (1990) said that it
does not relate to these factors. However, such studies have used very different popula-
tions (homosexual, heterosexual, adolescents, adults). Perhaps models of condom use
should be constructed to fit the cognitive sets of different populations; attempts to
develop one model for everyone may ignore the multitude of different cognitions held
by different individuals within different groups.

2 Sex as a result of individual cognitions. Models that emphasize cognitions and
information processing intrinsically regard behaviour as the result of information
processing — an individualistic approach to behaviour. In particular, early models
tended to focus on representations of an individual's risks without taking into
account their interactions with the outside world. Furthermore, models such as the
HBM emphasized this process as rational. However, recent social cognition models
have attempted to remedy this situation by emphasizing cognitions about the indi-
vidual’s social world (the normative beliefs) and by including elements of emotion
(the behaviour becomes less rational).

3 Perception of suscepftibility. In addition, these models predict that because people
appear to know that HIV is an extremely serious disease, and they know how it is
transmitted, they will feel vulnerable (e.g. ‘HIV is transmitted by unprotected sex, I
have unprotected sex, therefore I am at risk from HIV’). This does not appear to be the
case. Furthermore, the models predict that high levels of susceptibility will relate to
less risk-taking behaviour (e.g. ‘T am at risk, therefore I will use condoms’). Again this
association is problematic.

4 Sex as an interaction between individuals - the relationship context. Models of
condom use focus on cognitions. In attempts to include an analysis of the place of
this behaviour (the relationship), variables such as peer norms, partner norms and
partner support have been added. However, these variables are still accessed by
asking one individual about their beliefs about the relationship. Perhaps this is still
only accessing a cognition not the interaction.

5 Sex in a social context. Sex also takes place within a broader social context,
involving norms about sexual practices, gender roles and stereotypes, the role of



200 HEALTH PSYCHOLOGY

illness and theories of sexual behaviour. Cognitive models cannot address this
broader context.

Perceptions of susceptibility, sex as an interaction between individuals and the
broader social context will now be dealt with in more detail.

Perceptions of susceptibility — are you at risk?

Having a sexual career today involves a relationship to risk that is different to that seen
previously. However, one of the most consistent findings to emerge from the research is
the perception of personal invulnerability in heterosexual and homosexual populations.
These feelings of invulnerability to HIV are shown by quantitative studies that have
examined ratings of perceived susceptibility and unrealistic optimism (see Chapters 2
and 13). For example, Abrams et al. (1990: 49) concluded from their survey in 1988
that young people ‘have a strong sense of AIDS invulnerability which seems to involve
a perception that they have control over the risk at which they place themselves'. In a
study of beliefs in a population of young people in Scotland from 1988 to 1989, the
authors reported an increased sense of complacency and invulnerability over this time
period.

In addition, qualitative methods have been used to further examine whether
individuals feel that they are at risk from HIV. Woodcock et al. (1992) interviewed 125
young people aged 16-25 years about their sexual behaviour and examined how these
individuals evaluated their own risk factors. The authors reported that many of the
interviewees endorsed risky behaviour and gave reasons both acknowledging their own
risk and denying that they had put themselves at risk. These ways of coping with risk
were as follows:

1 Acknowledging risk. One subject acknowledged that their behaviour had been risky
saying ‘T'm a chancer and I know I'm a chancer . . . with this AIDS thing, I know that
I should use a condom’. However, most subjects even though they acknowledged
some degree of risk managed to dismiss it in terms of ‘it would show by now’, ‘it was
in the past’ or ‘AIDS wasn't around in those days’ (from a 21-year-old interviewee).

2 Denying risk. Most commonly, people denied that they had ever put themselves at
risk and the complex ways in which their sexual behaviour was rationalized illustrates
how complicated the concept of susceptibility and ‘being at risk’ is. Woodcock et al.
(1992) presented many ways of rationalizing risky behaviour. These include believing
‘it’'s been blown out of proportion’, that ‘AIDS is a risk you take in living’ and the
authors report that ‘the theme of being run over, particularly by buses’ was common
and believing that ‘it doesn’t effect me’ was also apparent. In addition, the inter-
viewees evaluated their own risk in the context of the kinds of people with whom they
had sex. For example, ‘I don’t go with people who go around a lot’, ‘He said I've only
slept with you in the last six months’, and ‘T do not have sex in risky geographical
areas’ — one interviewee said ‘London is the capital: has to be more AIDS’.

Most cognitive models emphasizing rational information processing suggest that condom
use is related to feelings of susceptibility and being at risk from HIV. However, many
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people do not appear to believe that they themselves are at risk, which is perhaps why
they do not engage in self-protective behaviour, and even when some acknowledgment of
risk is made, this is often dismissed and does not appear to relate to behaviour change.

Sex as an interaction between individuals

Because sex is intrinsically an interactive behaviour, psychologists have attempted to
add an interactive component to the understanding of condom use. In an attempt
to access the interaction between individuals, Abraham and Sheeran (1993) argued
that social cognition models should be expanded to include the interpersonal and
situational variables described by the literature on contraception use. In particular,
they have argued that relationship factors such as duration, intimacy, quality of com-
munication, status (casual versus steady) should be added to intrapersonal factors such
as knowledge and beliefs and situational factors such as substance use and spontaneity.
Wilkinson et al. (2002) also emphasized sex as an interaction and highlighted a role
for partner cooperation. They asked 398 unmarried students to rate both their
sexual behaviour and their perception of how cooperative their partner had been to
practise safer sex. The results showed that partner cooperation was linked to safer sexual
behaviour.

FOCUS ON RESEARCH 8.1: TESTING A THEORY -
THE SITUATION AND CONDOM USE

A study to examine situational factors and cognitions associated with condom
use in gay men (Gold et al. 1991).

Background

Homosexual men are at greatest risk from HIV in the Western world. Therefore, under-
standing safer sex in this group has obvious implications for health promotion. The aim
of this study was to examine which situational factors (e.g. physical location, type of
partner) and cognitions (e.g. desires, intentions to use drugs/alcohol) and mood are
related to either protected or unprotected sex. This study by Gold et al. (1991) illustrates
an attempt to place individual cognitions within both the relationship context and
the broader social context. In addition, the mood measurements reflect an attempt to
examine the less rational aspects of sex.

Methodology

Subjects A total of 219 Australian gay men completed a questionnaire containing
questions about two sexual encounters in the preceding year. They were recruited from a
range of gay venues (e.g. gay bar/disco, sex on premises venue, established gay group,
AIDS council premises, a medical practice known to have a large gay clientele).
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Design The study involved a cross-sectional design with all subjects completing a self-

administered questionnaire.

Questionnaire The subjects were asked to think about two sexual encounters in the
preceding year, one involving safe sex and one involving unsafe sex. They were asked to
complete the following ratings/questions about each of these encounters:

1

Details of the encounters. The subjects were asked questions about their
encounters, including (i) how long ago it had taken place; (ii) whether the respondent
had known about AIDS at the time of the encounter; and (iii) what form of sexual
activity had occurred (e.g. intercourse, ejaculation into the rectum). The encounter
was then divided into four temporal stages: (i) start of the ‘evening’; (ii) time of
meeting the potential partner; (iii) start of sex; and (iv) during sex. The subjects were
then asked to answer questions about each stage of the encounter for both the safe
and unsafe encounter.

Start of the evening. The subjects were asked to rate (i) the type of desires that had
been in their mind (e.g. to have sex without intercourse, to have intercourse without a
condom, to have exciting sex, to have a drink or get mildly stoned); and (ii) to rate
their mood at this time (e.g. happy, relaxed, under stress) and how intoxicated they
were.

Meeting the partner. The subjects were asked (i) where they met their partner (e.g. at
my place, at his place); (ii) which of the above various desires had been on his mind;
(iii) how sexually attracted he was to his partner; and (iv) how intoxicated he was.

Start of sex. The subjects were asked (i) how much time there was between meeting
the partner and the start of sex; (ii) details of the sex (e.g. place, time of day); (iii)
kinds of desires; (iv) how sexually aroused he was; (v) how intoxicated he was; and
(iv) whether he/his partner had communicated a desire for safe sex.

During sex. The subject was asked (i) how intoxicated he was; and (ii) whether he/his
partner communicated about safe sex.

Additional questions for unsafe encounter. Subjects were also asked to rate a series
of statements for the unsafe encounter. They related to (i) ways in which the subjects
may have engaged in unsafe sex without really wanting to (e.g. physically forced,
tricked); and (ii) self-justifications for not using a condom (e.g. ‘T thought to myself
something like . . . condoms are such horrible things and to put one on destroys the
magic of sex. Here we are on cloud nine: how can we suddenly interrupt everything
just to get a bit of rubber out and roll it on’, ‘Other guys fuck without a condom much
more often than I do. I'm less at risk than most guys’).

Results

The results were analysed to examine the characteristics of both the safe and unsafe

encounter and to evaluate any differences. The results showed that type of partner,
desires, sexual attraction, mood, knowledge of condom availability and communication
about safe sex differentiated between the two encounters. For example, unsafe sex was
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more likely to occur if the partner was a regular lover, if the subject reported a greater
desire to have sex without a condom, to be more interested in having exciting sex, to be
more attracted to their partner, to be in a better mood, to have less communication about
safe sex, and to be less knowledgable about the availability of a condom. However, level
of intoxication was not related to the type of resulting encounter. The results were
also analysed to examine the frequency of self-justifications used. The most common
justification was a belief that they could have sex without ejaculation (‘Tt’ll be safe to fuck
without a condom, so long as we don’t cum up the arse. So we'll just fuck without
cumming’), followed by beliefs about faithfulness.

Conclusion

This study is interesting because it integrates cognitions with situational factors. There-
fore, it attempts to place safe and unsafe sex in a context. The authors discuss the results
in terms of developing educational interventions to promote safe sex. In addition, the
authors emphasize that it is the thoughts and beliefs that occur during sexual encounters
which are perhaps more relevant than those described in the cold light of day.

To further the understanding of the process of interaction, some research has used
qualitative methods and has focused on negotiation between people. The Women'’s Risk
and AIDS Project (WRAP) interviewed 150 women from London and Manchester about
their sexual histories and sexual behaviour and described the factors that related to the
negotiation of condom use. Holland et al. (1990b: 4) stated that during sex ‘words are
likely to be the most difficult things to exchange’ and suggest that the negotiation of
condom use is far more complex than ‘a simple, practical question about dealing ration-
ally with risk, it is the outcome of negotiation between potentially unequal partners’.
They suggested that although the process of negotiation may be hindered by embar-
rassment as suggested by some of the health promotion campaigns, this ‘embarrassment
over using condoms is not simply a question of bad timing but indicates a very complex
process of negotiation’. Therefore, they place condom use within the context of the
relationship and rather than see the interaction between individuals as only one
component of the process of condom use, they place this interaction centrally.

The results from the WRAP study provide some insights into the process of
negotiation and the interaction between individuals. Some of the interviewees reported
no difficulties in demanding safe sex, with one woman saying ‘if they don’t want to wear
a condom, then tough, you know, go and find someone else’. Another woman said ‘he
really hates using them, so I used to say to him, look, right, look, I have no intention of
getting pregnant again and you have no intention to become a father so you put one
of these on’. However, other women described how difficult it was to suggest safe sex to
their partner with reasons for this relating to not wanting to hurt their boyfriend’s
feelings, not wanting to ‘ruin the whole thing’, and not being able to approach the
subject. One woman said ‘When I got pregnant I thought to myself, “I'm not using a
condom here, I'm not using anything” but I just couldn’t say, just couldn’t force myself
to say, “look you know”.” Holland et al. (1990b) argued that safe sex campaigns present
condoms as neutral objects, which can be easily negotiated prior to sex and that this
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did not appear to be the case with the women they interviewed. The qualitative data
from the WRAP study provides some insights into the process of negotiation; it also
emphasizes sex as an interaction. In addition, it provides a relationship context for
individual beliefs and cognitions. In line with the WRAP study, Debro et al. (1994)
examined the strategies use by 393 heterosexual college students to negotiate condom
use and concluded that they used reward, emotional coercion, risk information, decep-
tion, seduction and withholding sex. Noar et al. (2002) built upon Debro et al.’s work
and developed and validated a measure to quantify negotiation strategies called the
‘condom influence strategy questionnaire’ (CISQ). They conceptualized negotiation
in terms of six strategies: withholding sex, direct request, education, relationship
conceptualizing, risk information and deception and indicate that these factors account
to variance in a range of safer sex variable such as behavioural intentions and actual
condom use.

Therefore qualitative and quantitative research has emphasized the importance of
negotiation which seems to have been taken on board by Health Education Campaigns
with advertisements highlighting the problem of raising the issue of safer sex (e.g. When
would you mention condoms?). However, do interviews really access the interaction?
Can the interaction be accessed using the available (and ethical) methodologies? (It
would obviously be problematic to observe the interaction!) Are qualitative methods
actually accessing something different from quantitative methods? Are interviews
simply another method of finding out about people’s cognitions and beliefs? Debates
about methodology (quantitative versus qualitative) and the problem of behaviour as an
interaction are relevant to all forms of behaviour but are particularly apparent when
discussing sex.

THE BROADER SOCIAL CONTEXT

Beliefs, attitudes and cognitions about sex, risk and condom use do not just exist within
individuals, or within the context of an interaction between two individuals, they exist
within a much broader social context. This social context takes many forms such as
the form and influence of sex education, the social meanings, expectations and social
norms developed and presented through the multiple forms of media, and created and
perpetuated by individual communities and the wider world of gender and inequality.
Psychological theory predominantly studies the individual. However, it is important to
have some acknowledgment and understanding of this broader world. The final part of
this chapter will examine this context in terms of sex education, power relations between
men and women, social norms of the gay community and discourses about sex, HIV and
illness.

Sex education

Education about sex, pregnancy, HIV and contraception comes from a variety of different
sources, including government health education campaigns, school sex education pro-
grammes and from an individual’s social world. These three sources of information will
now be examined further.
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Government health education campaigns

Ingham et al. (1991) examined UK campaigns that promoted safe sex and suggested
that slogans such as ‘Unless you're completely sure about your partner, always use a
condom’, ‘Nowadays is it really wise to have sex with a stranger?’, and ‘Sex with a lot of
partners, especially with people you don’t know can be dangerous’ emphasize knowing
your partner. They interviewed a group of young people in the south of England to
examine how they interpreted ‘knowing their partners’. The results suggest that 27 per
cent of the interviewees had had sex within 24 hours of becoming a couple, that 10 per
cent of the sample reported having sex on the first ever occasion on which they met their
partner, and that over 50 per cent reported having sex within two weeks of beginning a
relationship. In terms of ‘knowing their partner’, 31 per cent of males and 35 per cent
of females reported knowing nothing of their partner’s sexual history, and knowing
was often explained in terms of ‘she came from a nice family and stuff’, and having
‘seen them around’. The results from this study indicate that promoting ‘knowing your
partner’ may not be the best way to promote safe sex as knowledge can be interpreted in
a multitude of different ways. In addition, safer sex campaigns emphasize personal
responsibility and choice in the use of condoms and condoms are presented as a simple
way to prevent contraction of the HIV virus. This presentation is epitomized by govern-
ment health advertisement slogans such as ‘You know the risks: the decision is yours’.
This view of sex and condom use is in contradiction with the research suggesting that
people believe that they are not at risk from HIV and that condom use involves a complex
process of negotiation.

School sex education programmes

Information about sex also comes from sex education programmes at school. Holland et
al. (1990a) interviewed young women about their experiences of sex education and
concluded that sex education in schools is impersonal, mechanistic and concerned with
biology. The women in their study made comments such as ‘It was all from the book. It
wasn’t really personal’ and ‘Nobody ever talks to you about the problems and the
entanglements, and what it means to a relationship when you start having sex’. It has
been argued that this impersonal and objective approach to sex education is counter-
productive (Aggleton 1989) and several alternatives have been suggested. Aggleton and
Homans (1988) argued for a ‘socially transformatory model’ for AIDS education, which
would involve discussions of (1) ideas about sex; (2) social relations; (3) political pro-
cesses involved; and (4) the problem of resource allocation. This approach would attempt
to shift the emphasis from didactic teachings of facts and knowledge to a discussion of
sex within a context of relationships and the broader social context. An additional
solution to the problem of sex education is a skills training approach recommended by
Abraham and Sheeran (1993). They argued that individuals could be taught a variety of
skills, including buying condoms, negotiation of condom use and using condoms. These
skills could be taught using tuition, role-play, feedback, modelling and practice. They are
aimed at changing cognitions, preparing individuals for action and encouraging people
to practise different aspects of the sequences involved in translating beliefs into behaviour.
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These problems with school sex education, reflect the debates about using psycho-
logical models to examine sexual behaviour and emphasize a need to place an
individual’s beliefs with the context of an interaction between individuals. In addition,
the discussions about sex education in schools highlights the social context in which
sex occurs.

An individual’s social world

Information about sex also comes from an individual's social world in terms of one’s
peers, parents and siblings. Holland et al. (1990a) argued that sex education and the
process of learning about sex occurs in the context of a multitude of different sources of
information. They redefined the ‘problem of sex education’ as something that is broader
than acquiring facts. They also argued that the resulting knowledge not only influences
an individual’s own knowledge and beliefs but also creates their sexuality. They identified
the following five sources: school, peers, parents, magazines, and partners and relation-
ships. Holland et al. argued that through these different sources, individuals learn about
sex and their sexuality and suggested that ‘the constructions which are presented are
of women as passive, as potential victims of male sexuality or at best reproductive’
(Holland et al. 1990a: 43). However, they also argued that women do not simply
passively accept this version of sexuality but are in a ‘constant process of negotiating and
re-negotiating the meaning which others give to their behaviour’ (Holland et al. 1990a:
43). Therefore, perhaps any understanding of sexual behaviour should take place within
an understanding of the social context of sex education in the broadest sense.

Power relations between men and women

Sex has also been studied within the context of power relations between men and
women. Holland et al. (1990b) argued that condom use ‘must be understood in the
context of the contradictions and tensions of heterosexual relationships’ and the
‘gendered power relations which construct and constrain choices and decisions’. They
presented examples of power inequalities between men and women and the range of
ways in which this can express itself, from coercion to rape. For example, one woman in
their study said ‘T wasn'’t forced to do it but I didn’'t want to do it’ and another explained
her ambivalence to sex as ‘like do you want a coffee? Okay, fine you drink the coffee,
because you don't really like drinking coffee but you drink it anyway’. In fact, empirical
research suggests that men’s intentions to use condoms may be more likely to correlate
with actual behaviour than women’s, perhaps because women’s intentions may be
inhibited by the sexual context (Abraham et al. 1996). Sex should also be understood
within the context of gender and power.

Social norms of the gay community

Sex also occurs between two individuals of the same gender and within gay com-
munities, which have their own sets of norms and values. A study by Flowers et al.
(1997, 1998) explored ‘the transformation of men who come to find themselves within a
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specific gay culture, one in which there are clear values which structure their new social
world, shaping their relationships and their sexual behaviour’. Therefore, Flowers et al.
asked the question ‘How do the social norms and values of the gay community influence
gay men’s sexual practices?” They interviewed 20 gay men from a small town in
northern England about their experiences of becoming gay within a gay community. The
results provided some interesting insights into the norms of gay culture and the impact
of this social context on an individual's behaviour. First, the study describes how men
gain access to the gay community: ‘through sex and socialising they come to recognise
the presence of other gay men where once . . . they only felt isolation’; second, the study
illustrates how simply having a gay identity is not enough to prepare them for their new
community and that they have ‘to learn a gay specific knowledge and a gay language’;
and third, the study describes how this new culture influences their sexual behaviour. For
example, the interviewees described how feelings of romance, trust, love, commitment,
inequality within the relationship, lack of experience and desperation resulted in having
anal sex without a condom even though they had the knowledge that their behaviour
was risky (Flowers et al. 1997, 1998). Therefore, sexual behaviour also occurs within
the context of specific communities with their own sets of norms and values.

Discourses about sex, HIV and illness

Sex also takes place within the broader context of theories and discussions about sex,
HIV and illness. This literature is beyond the scope of this book, but includes discussions
about HIV as a metaphor for concerns about sexuality and death in the late twentieth
century (Sontag 1988), the social response to HIV as a moral panic (Weeks 1985) and
the social construction of sex through theory and practice (Foucault 1979). Many of
these discussions about sex challenge the traditional biological reductionist approach
to sex and argue for an understanding of sex within a context of social meanings and
discourses.

TO CONCLUDE

Since the beginning of the twentieth century sex has been studied as an activity rather
than in terms of its biological outcome. Recently, sex has also been examined in terms
of it being a risk to health. Psychologists have contributed to this literature in terms of
an examination of sexual behaviour both in the context of pregnancy avoidance and
HIV/AIDS. These behaviours have been predominantly understood using cognitive
models, which emphasize individual differences and individual cognitions. However,
sex presents a problem for psychologists as it is intrinsically an interactive behaviour
involving more than one person. Therefore, cognitive models have been expanded in an
attempt to emphasize cognitions about the individual’s social world, particularly in terms
of the relationship. To further the understanding of sex as an interaction, qualitative
methods have been used to examine the process of negotiation. However, sex also occurs
within a broader social context. Social cognition models have also been developed in an
attempt to address individuals’ representations of this world — their normative beliefs.
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However, perhaps an understanding of sexual behaviour can only take place within the
wider context of educational influences, power relations, community norms and theories
about sexuality.

? QUESTIONS

1 To what extent do decision-making models predict contraceptive use?

2 s contraceptive use a rational process?

Can social cognition models be expanded to understand contraceptive use as an

interaction?

Why do people use condoms?

How can qualitative research contribute to an understanding of condom use?

To what extent can psychology incorporate the context of a behaviour?

To what extent do the problems highlighted by the sex literature relate to other

health behaviours?

8 Describe a possible research study aimed at predicting condom use in
adolescents.

w

N o O b

FOR DISCUSSION

Health education campaigns frequently use billboards and magazines to promote
safe sex. Consider a recent advertisement and discuss whether or not this would
encourage you to use condoms.

ASSUMPTIONS IN HEALTH PSYCHOLOGY

The research into sex and contraceptive use highlights some of the assumptions that are
central to psychology as follows:

1 Methodology accesses information, it does not create it. It is believed that
questionnaires/interviews provide us with insights into what people think and
believe. However, does the method of asking questions influence the results? For
example, do people have beliefs about risk until they are asked about risk? Do people
have behavioural intentions prior to being asked whether they intend to behave in a
particular way?

2 Individuals can be studied separately from their social context. Social psycholo-
gists have studied processes such as conformity, group dynamics, obedience to
authority and diffusion of responsibility, all of which suggest that individuals behave
differently when on their own than when in the presence of others and also indicate
the extent to which an individual’'s behaviour is determined by their context. How-
ever, much psychological research continues to examine behaviour and beliefs out
of context. To what extent can psychological research incorporate the context? To
what extent should it attempt to incorporate the environment?
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3 Theories are derived from data. Theories are not data themselves. It is assumed
that eventually we will develop the best way to study sex, which will enable us to
understand and predict sexual behaviour. However, perhaps the different approaches
to sex can tell us something about the way we see individuals. For example, attempt-
ing to incorporate interactions between individuals into an understanding of sex may
be a better way of understanding sex, and it may also suggest that we now see
individuals as being interactive. In addition, examining the social context may also
suggest that our model of individuals is changing and we see individuals as being
social products.
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WHAT IS SCREENING?

There are three forms of prevention aimed at improving a nation’s health:

1 Primary prevention refers to the modification of risk factors (such as smoking,
diet, alcohol intake) before illness onset. The recently developed health promotion
campaigns are a form of primary prevention.

2 Secondary prevention refers to interventions aimed at detecting illness at an
asymptomatic stage of development so that its progression can be halted or retarded.
Screening is a form of secondary prevention.

3 Tertiary prevention refers to the rehabilitation of patients or treatment interventions
once an illness has manifested itself.

Screening programmes (secondary prevention) take the form of health checks, such as
measuring weight, blood pressure, height (particularly in children), urine, carrying
out cervical smears and mammograms and offering genetic tests for illnesses such as
Huntington’s disease, some forms of breast cancer and cystic fibrosis. Until recently, two
broad types of screening were defined: opportunistic screening, which involves using the
time when a patient is involved with the medical services to measure aspects of their
health. For example, when seeing a patient for a sore throat the GP may decide to also
check their blood pressure, and population screening, which involves setting up services
specifically aimed at identifying problems. For example, current programmes involve
cervical screening and breast screening. Recently a new form of screening has emerged
in the form of self screening. For example, people are encouraged to practise breast and
testicular self-examination and it is now possible to buy over-the-counter kits to measure
blood pressure, cholesterol and blood sugar levels.

The aim of all screening programmes is to detect a problem at the asymptomatic
stage. This results in two outcomes. First, screening can discover a risk of the disease.
This is called primary screening. For example, cervical screening may detect precancer-
ous cells which place the individual at risk of cervical cancer, genetic screening for cystic
fibrosis would give the person an estimate of risk of producing children with cystic
fibrosis and cholesterol screening could place an individual at high risk of developing
coronary heart disease. Second, screening can detect the illness itself. This is called
secondary screening. For example, a mammogram may discover breast cancer, genetic
testing may discover the gene for Huntington’s disease and blood pressure assessment
may discover hypertension.

THE HISTORY OF THE SCREENING ETHOS

Early screening programmes

Screening has increasingly become an important facet of biomedicine throughout the
twentieth century. The drive to detect an illness at an asymptomatic stage of its develop-
ment (secondary prevention) can be seen throughout both secondary and primary care
across the Western world. In 1900, Gould introduced the regular health examination in
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the USA, which stimulated interest in the concept of population screening. In Britain, the
inter-war years saw the development of the Pioneer Health Centre in Peckham, south
London, which provided both a social and health nucleus for the community and
enabled the health of the local community to be surveyed and monitored with ease
(Williamson and Pearse 1938; Pearse and Crocker 1943). The ethos of screening
received impetus from multiphasic screening, which became popular in the USA in the
late 1940s, and in 1951 the Kaiser Permanente organization incorporated screening
methods into its health examinations. Sweden mounted a large-scale multiphasic
screening programme that was completed in 1969 and similar programmes were set up
in the former West Germany and Japan in 1970. In London, in 1973, the Medical Centre
at King's Cross organized a computerized automated unit that could screen 15,000
individuals a year. General practice also promoted the use of screening to evaluate
what Last (1963) called the ‘iceberg of disease’. In the 1960s and 1970s, primary care
developed screening programmes for disorders such as anaemia (Ashworth 1963),
diabetes (Redhead 1960), bronchitis (Gregg 1966), cervical cancer (Freeling 1965) and
breast cancer (Holleb et al. 1960).

Recent screening programmes

Enthusiasm for screening has continued into recent years. Forrest chaired a working
party in 1985 to consider the validity of a breast screening programme in the UK. The
report (Forrest 1986) concluded that the evidence of the efficacy of screening was
sufficient to establish a screening programme with three-year intervals. Furthermore,
in the late 1980s, Family Practitioner Committees began computer-assisted calls of
patients for cervical screening, and in 1993 a report from the Professional Advisory
Committee for the British Diabetic Association suggested implementing a national
screening programme for non-insulin-dependent diabetes for individuals aged 40-75
years (Patterson 1993). In addition, the new contracts for GPs include mandatory tasks
such as assessments of patients over 75, and financial incentives for achieving set
levels of immunizations, cervical screening and health checks for pre-school children
(Department of Health and Welsh Office 1989). Likewise, practice nurses routinely
measure weight and blood pressure to screen for obesity and hypertension. Recent
screening programmes have also focused on self-screening in terms of breast and testicu-
lar self-examination and over-the-counter tests to measure blood sugar levels, blood
pressure and blood cholesterol. In addition, with the development of genetic testing,
genetic counselling is now offered for genetic disorders such as cystic fibrosis, Down’s
syndrome, Alzheimer’s disease, Huntington’s disease and forms of muscular dystrophy,
though many of these programmes are still in the early stages of development.

SCREENING AS A USEFUL TOOL

The proliferation of screening programmes was at first welcomed as an invaluable
and productive means of improving the health of a country’s population. It was seen
as a cost-effective method of preventing disease as well as providing statistics on the
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prevalence and incidence of a wide variety of disorders and illnesses. Morris (1964),
in his book Uses of Epidemiology, stressed the importance of penetrating to the
‘early minor stages’, then back to the precursors of disease and then back to its pre-
dispositions. In 1968, Butterfield, in a Rock Carling Lecture on priorities in medicine,
advocated a new emphasis on screening in health-care delivery. This enthusiasm
is reflected in a statement by Edward VII that is often repeated: ‘If preventable, why

not prevented?’

GUIDELINES FOR SCREENING

As a result of the enthusiasm for screening, sets of criteria have been established. Wilson
(1965) outlined the following set of screening criteria:

The disease

An important problem

Recognizable at the latent or early symptomatic stage

Natural history must be understood (including development from latent to
symptomatic stage)

The screen

Suitable test or examination (of reasonable sensitivity and specificity)

Test should be acceptable by the population being screened

Screening must be a continuous process

Follow-up

Facilities must exist for assessment and treatment
Accepted form of effective treatment

Agreed policy on whom to treat

Economy
Cost must be economically balanced in relation to possible expenditure on medical
care as a whole.

More recently, the criteria have been developed as follows:

The disease must be sufficiently prevalent and/or sufficiently serious to make early
detection appropriate.

The disease must be sufficiently well defined to permit accurate diagnosis.

There must be a possibility (or probability) that the disease exists undiagnosed in
many cases (i.e. that the disease is not so manifest by symptoms as to make rapid
diagnosis almost inevitable).

There must be a beneficial outcome from early diagnosis in terms of disease treat-
ment or prevention of complications.

There must be a screening test that has good sensitivity and specificity and a
reasonably positive predictive value in the population to be screened.
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PSYCHOLOGICAL PREDICTORS OF THE UPTAKE
OF SCREENING

The numbers of individuals who attend different screening programmes vary
enormously according to factors such as the country, the illness being screened and time
of the screening programme. For example, uptake for neonatal screening for phenyl-
ketonuria is almost 100 per cent. However, whereas up to 99 per cent of pregnant
women in Sweden and France undertake HIV testing (Larsson et al. 1990; Moatti et al.
1990), in the UK and North America only a small minority elect to take the test. Marteau
(1993) suggested that there are three main factors that influence uptake of screening:
patient factors, health professional factors and organizational factors.

Patient factors

Several studies have been carried out to examine which factors predict the uptake of
screening. These have included demographic factors, beliefs, emotional factors and con-
textual factors.

Demographic factors: MacLean et al. (1984) reported that women who attended
for breast screening were more likely to be of high socio-economic status and Owens
et al. (1987) reported that older women were more likely to attend for breast screening
than younger women. Similarly, Simpson et al. (1997) concluded that older women were
more likely to attend a worksite screening programme for cardiovascular disease than
either younger women or men. In addition, Waller et al. (1990) suggested that those
individuals who are the most healthy are more likely to attend for an HIV test and Sutton
et al. (2000) reported that men, homeowners, non-smokers, those who have regular
check-ups at the dentist and those with better subjective health were more likely to
attend for flexible sigmoidoscopy which screens for colorectal cancer.

Health beliefs: Health beliefs have also been linked to uptake and have been
measured using models (see Chapter 2). For example, Bish et al. (2000) used the health
belief model (HBM) and the theory of planned behaviour (TPB) to predict uptake of a
routine cervical smear test. The results showed that the TPB was a better predictor of
behavioural intentions but that neither model successfully predicted actual uptake at
follow-up. Pakenham et al. (2000) also used the health belief model in conjunction with
knowledge and sociodemographic variables to predict reattendance for mammography
screening. The results showed that although the reattenders were older and more likely
to be married the HBM variable of perceived benefits of the mammography were a better
predictor overall of reattendance than sociodemographic variables. Similarly, Sutton
et al. (2000) also included measures of beliefs and reported that a perception of fewer
barriers and more benefits predicted attendance for sigmoidoscopy screening.

Emotional factors: Emotional factors such as anxiety, fear, uncertainty and feeling
indecent have also been shown to relate to uptake. For example, Simpson et al. (1997)
indicated that non-attenders at a worksite screening programme reported more fear of
the results and MacLean et al. (1984) reported that women who attended for breast
screening had suffered less anxiety following the invitation to attend. Further, Shiloh
et al. (1997) examined the predictors of uptake for four screening programmes (a dental
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check-up, blood pressure measurement and cholesterol testing, a cervical smear,
mammography) and suggested that both the cognitions derived from a range of models
and emotional factors such as reassurance predicted uptake. However, they also argued
that although beliefs and emotions predict screening uptake, the nature of these beliefs
and emotions is very much dependent upon the screening programme being considered.
Some research has also focused on patients need to reduce their uncertainty and to
find ‘cognitive closure’. For example, Eiser and Cole (2002) used a quantitative method
based upon the stages of change model and explored differences between individuals
at different stages of attending for a cervical smear in terms of ‘cognitive closure’
and barriers to screening. The results showed that the precontemplators reported most
barriers and the least need for closure and to reduce uncertainty. One qualitative study
further highlighted the role of emotional factors in the form of feeling indecent. Borrayo
and Jenkins (2001) interviewed 34 women of Mexican descent in five focus groups about
their beliefs about breast cancer screening and their decision whether or not to take part.
The analyses showed that the women reported a fundamental problem with breast
screening as it violates a basic cultural standard. Breast screening requires women to
touch their own breasts and to expose their breasts to health professionals. Within the
cultural norms of respectable female behaviour for these women, this was seen as
‘indecent’.

Contextual factors: Finally contextual factors have also been shown to predict
uptake. For example, Smith et al. (2002) interviewed women who had been offered
genetic testing for Huntington’s disease. The results showed that the women often
showed complex and sometimes contradictory beliefs about their risk status for the
disease which related to factors such as prevalence in the family, family size, attempts
to make the numbers ‘add up’ and beliefs about transmission. The results also showed
that uptake of the test related not only to the individual’s risk perception but also to
contextual factors such as family discussion or a key triggering event. For example, one
woman described how she had shouted at the cats for going onto the new stair carpet
which had been paid for from her father’s insurance money after he had died from
Huntington'’s disease. This had made her resolve to have the test.

Health professional factors

Marteau and Johnston (1990) argued that it is important to assess health professionals’
beliefs and behaviour alongside those of the patients. In a study of general practitioners’
attitudes and screening behaviour, a belief in the effectiveness of screening was associ-
ated with an organized approach to screening and time spent on screening (Havelock
et al. 1988). Such factors may influence patient uptake. In addition, the means of
presenting a test may also influence patient uptake. For example, uptake rates for HIV
testing at antenatal clinics are reported to vary from 3 to 82 per cent (Meadows et al.
1990). These rates may well be related to the way in which these tests were offered by
the health professional, which in turn may reflect the health professional’s own beliefs
about the test. Some research has used qualitative methods to further analyse health
professional factors. For example, Michie et al. (1999) used structured interviews to
explore how clinical geneticists and genetic counsellors view the function of a genetic
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consultation in terms of its aims, the skills involved and patient expectations. The
analyses showed that the interviewees described the consultations in terms of four
main themes which were often contradictory. These were providing information that
is both objective and full and tailored to the needs of the individual; dealing with emotion
by both eliciting it and containing it; communicating both directively and non direc-
tively; and performing sophisticated skills whilst having only minimal training. These
themes and their contradictions suggest that consultations would vary enormously
between patients and between clinicians. For example, whilst a clinician may offer full
information for one patient the same clinician might limit the information for another.
Similarly, whilst one clinician might tend to be more directive another might be less so.
Such variation in health professional beliefs about the consultation and their subsequent
behaviour could influence the patient’s decision about whether or not to have a particular
test (see Chapter 4 for more details on communication).

FOCUS ON RESEARCH 9.1: TESTING A THEORY -
PREDICTING SCREENING

A study to examine the role of the health belief model, health locus of control
and emotional control in predicting women'’s cancer screening behaviour
(Murray and McMillan 1993).

This study examines the role of three social psychological models in predicting breast
self-examination and cervical screening behaviour. The study illustrates how theories
can be empirically tested and how research results can be used to develop interventions
to promote screening behaviour.

Background

It is generally believed that early detection of both breast and cervical cancer may
reduce mortality from these illnesses. Therefore, screening programmes aim to help the
detection of these diseases at the earliest possible stages. However, even when invited to
attend for cervical screening, or when encouraged to practise breast self-examination
many women still do not carry out these health protective behaviours. Social psychology
models have been used to predict cancer screening behaviour. This study examined the
health belief model and health locus of control (see Chapter 2) in the context of cancer
screening. In addition, the authors included a measure of emotional control (sometimes
described as expressed emotion, repression and defensiveness). Individuals with high
emotional control are sometimes described as having a cancer prone personality (see
Chapter 13), which has been linked to cancer onset.

Methodology

Subjects A letter informing residents about a regional health survey was sent to
1530 randomly selected addresses in Northern Ireland. An interviewer then visited



218 HEALTH PSYCHOLOGY

each address and contacted a ‘responsible adult’ in order to record details of all of those

in the household aged over 16. One person from each household was then randomly
selected and left a questionnaire. After follow-up letters and visits to the household,
65.1 per cent of the eligible sample completed the questionnaire. This paper reports the
results from 391 women who completed questions about breast and cervical screening
behaviour.

Design The study involved a cross-sectional design with subjects completing a
questionnaire once.

Measures The questionnaire consisted of the following measures:

1 Screening behaviour (the dependent variables). The subjects were asked about
their breast and cervical screening behaviour.

Breast screening behaviour: the subjects were asked ‘If you examine your breasts
for lumps how often do you do this?’ (rated from ‘once a month’ to less than ‘once
every six months’).

Cervical screening behaviour: the subjects were asked (i) ‘have you had a cervical
smear test’ (rated ‘once’, ‘several times’, ‘never’), (ii) ‘Did you have a smear test
because ... (a) you asked for it, (b) your doctor suggested it, (c) it was taken
routinely at a post-natal check-up, (d) because of some other reason’. From these
responses the women were classified as non-attenders, passive attenders (following
advice from someone else) or active attenders (asked for the test).

2 Health beliefs (the independent variables). The subjects rated 22 items for how
much they agreed with them. These items reflected the dimensions of the health

belief model as follows:

Susceptibility: the subjects rated items such as ‘my chances of getting cancer are
great’ and ‘my physical health makes it more likely that I will get cancer’.

Seriousness: the subjects rated items such as ‘the thought of cancer scares me’ and
‘T am afraid to even think about cancer’.

Benefits: the subjects rated items such as ‘if cancer is detected early it can be
successfully treated” and ‘there has been much progress in the treatment of cancer
in the past ten years’.

Barriers: the subjects rated items such as ‘T just don’t like doctors or hospitals’
and ‘T would be afraid that I might need to have an operation’.

Costs: the subjects rated items such as ‘I would have trouble because of the
distance or time to get to the doctor or clinic’ and ‘T would have to wait a long time
at the doctor’s office or clinic’.

In addition, the questionnaire included measures of the following health beliefs:

Health motivation: the subjects were asked whether they engaged in a list of five
health-related activities (e.g. take physical exercise, reduce alcohol consumption).

Cancer knowledge: the subjects were asked open-ended questions about their
knowledge of the early warning signs of breast and cervical cancer.
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B Confidence: the subjects were asked to rate their confidence in performing breast
self-examination as a measure of their self-efficacy.

B Contact with cancer: the subjects were asked whether or not a member of their
family had ever had cancer.

3 Health locus of control (the independent variables). The subjects completed the
18-item Multidimensional Health Locus of Control Scale (MHLC) (Wallston et al.
1978). The questionnaire was used to provide a measure of internal control (e.g. ‘If
I get sick it is my own behaviour which determines how soon I get well again’),
external control/powerful others (e.g. ‘Whenever I don’t feel well I should consult my
doctor’) and external control/chance (e.g. ‘Good health is largely a matter of good
luck’).

4 Emotional control (the independent variables). The subjects completed the 21-
item Courtauld Emotional Control scale developed by Watson and Greer (1983). This
consists of three subscales to measure the extent to which someone expresses or
controls (i) anger, (ii) depressed mood and (iii) anxiety.

Demographic characteristics In addition, subjects completed questions about their
age, social class, marital status and religion.

Results

The results were analysed to assess the role of the different social psychological models in
predicting screening behaviour for both breast and cervical cancer. Originally, individual
correlations were evaluated between the dependent variables (breast cancer and cervical
cancer screening behaviour) and the subjects’ demographic characteristics, their health
beliefs, health locus of control and their emotional control.

Breast self-examination

The results showed that breast self-examination was more frequent among those
who attended for smear tests; negatively related to age and social class, a high belief
in the costs of attendance for treatment, a high belief in the role of powerful others; and
positively related to marital status, benefits of treatment, health motivation, knowledge
of breast and cervical cancer.

Cervical screening behaviour

The results indicated that attending for cervical smears was positively related to religion,
marital status, perceived benefits of treatment, health motivation, knowledge of breast
and cervical cancer; and negatively associated with social class, perceived barriers and
costs and a belief in the role of chance.

The results were then analysed to assess the overall best predictors of screening
behaviour using multiple-regression analysis. This type of analysis puts a multitude of
variables into the equation to see which combination of the independent variables is the
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best predictor of the dependent variable. The results suggest that the best predictor of
breast self-examination was confidence in carrying out the examination (self-efficacy)
and the best predictor of attending for cervical smears was having a lower fear of the
consequences of the investigation (barriers).

Conclusion

The results from this study provide some support for the individual components of the
health belief model and health locus of control in predicting screening behaviour for
both cervical and breast cancer. In particular, the results suggest that self-efficacy (added
to the recent version of the HBM, see Chapter 2) and barriers are the most powerful
predictors of behaviour. However, the results provide no support for a role of emotional
control in screening behaviour. The authors conclude that health promotion aimed at
increasing breast self-examination ‘must consider how to improve women's confidence
in how to practise it’ and education aimed at promoting attendance for cervical smears
should ‘reduce the anxiety felt among many women about the possible consequences of
the investigation’. This paper therefore illustrates how a theory can be tested, and how
the results from such a study could be turned into practice.

Organizational factors

Many organizational factors may also influence the uptake of screening. Research has
examined the effects of the means of invitation on the uptake rate and indicates that if
the invitation is issued in person, and if the individual is expected to opt out, not in, the
rates of uptake are higher (Mann et al. 1988; Smith et al. 1990). The place of the
screening programme may also be influential with more accessible settings promoting
high uptake. In addition, making attendance at a screening programme mandatory
rather than voluntary will also obviously have an effect (Marteau 1993). Uptake may
also be influenced by education and media campaigns. For example, Fernbach (2002)
evaluated the impact of a large media campaign designed to influence women's self-
efficacy and uptake of cervical screening. The media campaign was called the ‘Papscreen
Victoria’ campaign and took place in Australia. It was evaluated by face-to-face inter-
views with 1571 women at baseline and two follow-ups. The results showed that women
reported an increase in awareness of cervical screening and rated this as a greater health
priority than before the campaign. However, the results were not all positive. The women
also stated after the campaign that they would find it more difficult to ring up for test
results and reported lowered self-efficacy.

SCREENING AS PROBLEMATIC

Over the past decade, however, a new dimension has emerged in the screening literature,
namely, the negative elements of screening. There are now debates about the following
aspects of screening: (1) ethics, in terms of the relevance of the four main ethical
principles (beneficence, non-maleficence, autonomy and justice); (2) the cost effectiveness
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of screening programmes; and (3) the possible psychological side effects of screening on
the individual. These criticisms constitute what can be seen as a backlash against the
screening of populations.

Is screening ethical?

Debates about the ethical issues surrounding screening have traditionally been polarized
between what Sackett and Holland (1975) referred to as ‘the evangelists and snails’.
These debates are best understood within the context of the four major ethical prin-
ciples relating to decision-making principles in medicine: beneficence, non-maleficence,
autonomy and justice.

Beneficence - screening as beneficial to the patient

Beneficence refers to the likelihood that any benefits to the patient will outweigh any
burdens. Screening should therefore bring about benefits to the patient in terms of
detecting a treatable disease or abnormality and enabling the individual’s life to be
prolonged or enhanced. There is evidence both in favour and against screening as a
benefit to the patient.

Evidence for beneficence In terms of screening for hypertension, Hart (1987) has
argued ‘we are surely under a moral if not legal obligation to record blood pressure at
least once in every 5 year span for every registered adult in our practice’. In terms of
cervical screening it has been estimated that for every 40,000 smears, one life has been
saved (Lancet 1985). In terms of breast cancer, reports from the Health Insurance Plan
Study (Shapiro et al. 1972; Shapiro 1977) suggested that early detection of breast can-
cer through screening reduced mortality in the study group compared with the control
group by 30 per cent. Results at follow-up indicated that the study group were still
benefiting after 12 years (Shapiro et al. 1982). Further results concerning the benefits of
breast screening have been reported following a large random controlled trial in Sweden
(Lundgren 1981). Hinton (1992: 231) concluded from his review of the literature that
‘lives may be saved by annual mammographic screening’. Jones (1992) argued that
screening for colorectal cancer may also be beneficial. He suggested that the ‘evidence
and arguments ... are becoming compelling’ and noted that the death rate due to
colorectal cancer was ten times that due to cervical cancer, for which there is an existing
screening programme. In addition, the identification of the absence of illness through
screening may also benefit the patient in that a negative result may ‘give health back to
the patient’ (Grimes 1988). Therefore, according to the ethical principle of beneficence,
screening may have some positive effects on those individuals being screened.

Evidence against beneficence Electronic foetal monitoring was introduced as a
way of improving obstetric outcomes. However, the results from two well-controlled
trials indicated that such monitoring may increase the rate of Caesarean section without
any benefit to the babies both immediately after birth (MacDonald et al. 1985) and at
4 years of age (Grant and Elbourne 1989). In addition, electronic foetal monitoring
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appeared to increase the rate of cerebral palsy measured at 18 months of age (Shy et al.
1990). In a recent review of the effects of antenatal blood pressure screening on the
incidence of pre-eclampsia (high blood pressure in pregnancy, which threatens the
mother’s life), the authors concluded that the introduction of antenatal screening has
had no significant effect on pre-eclampsia, suggesting that this screening process
does not benefit the individual. Recent papers have also questioned the efficacy of
screening for congenital dislocation of the hip in neonates (Leck 1986), hypertension,
breast cancer and cervical cancer in terms of the relative effectiveness of early (rather
than later) medical interventions and the effects of simply increasing the lead time (the
period of time between detection and symptoms).

Non-maleficence — screening must do no harm

Skrabanek (1988) suggested that screening should be subjected to the same rigours
as any experimental procedure, that the possible risks should be evaluated and that
the precept of ‘first do no harm’ should be remembered. Therefore, for screening
to be ethical, it must not only benefit the patient, but it must also have no negative
consequences either to the individual or to society as a whole. The psychological
and financial consequences of screening will be dealt with under later headings.
However, screening may cause personal harm in terms of biological consequences
and false-negative (receiving a negative result when the problem is actually present)
or false-positive (receiving a positive result when the problem is actually absent)
results; it may also cause social harm in terms of the medicalization of popula-
tions and the exacerbation of the existing stigmatization of certain groups of
individuals.

Personal harm Some of the techniques used to monitor an individual’s health may
have a detrimental effect on their biological state. This is of particular concern for
the frequent use of mammography for the detection of breast cancer. Evidence for the
harmful effects of the irradiation of breast tissue and the links to cancer can be found in
reports of breast cancer in women who have been treated for benign conditions using
radiation therapy (Metler et al. 1969; Simon 1977), in survivors of the bombings
of Hiroshima and Nagasaki (Wanebo et al. 1968) and in women who have been
given fluoroscopy for tuberculosis (MacKenzie 1965). It has been argued that there is a
threshold, below which radiation could be considered totally safe, and that the above
examples of an association between irradiation and breast cancer are due to the
unusually high levels of radiation (Perquin et al. 1976). However, there is some dis-
agreement with this view. In particular, Upton et al. (1977) suggested that exposure to
1 rad would increase the risk of breast cancer by 1 per cent. Furthermore, Strax (1978)
suggested that if 40 million women were screened for 20 years, 120 would die from
radiation-induced breast cancer. However, since these concerns were raised, the dose
of radiation used in mammography has been reduced, although some concerns still
remain.

All tests are fallible and none can promise 100 per cent accuracy. Therefore, there is
always the chance of false positives and false negatives. A false-positive result may lead
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to unnecessary treatment interventions and the associated anxiety and uncertainty. A
false-negative result may lead to an illness remaining undetected, untreated and con-
sequently progressing without medical intervention. In addition, a false-negative result
may lead to subsequent signs of illness (e.g. a breast lump, vaginal discharge) being
ignored by the patient.

Social harm Zola (1972) has argued that medicine is a means of social control and
suggested that there is a danger if individuals become too reliant on experts. In terms of
screening, monitoring and surveillance of populations could be seen as a forum for not
only examining individuals but controlling them. This argument is also made by Illich
(1974) in his book Medical Nemesis, where he argued that medicine is taking over the
responsibility for people’s health and creating a society of medical addicts. Screening
epitomizes this shift towards social control in that not only are the ill seen by the medical
profession but also the healthy as all individuals are now ‘at risk’ from illness (Armstrong
1995). Skrabanek (1988: 1155) argued that screening and the medicalization of health
‘serves as a justification for State intrusion into people’s private lives, and for stigmatising
those who do not conform’.

The possibility that screening may exacerbate existing stigma of particular social
groups is particularly relevant to the screening for genetic disorders. At present, society
is constituted of a variety of individuals, some of whom have genetic deficits such as
Down’s syndrome, cystic fibrosis and sickle-cell anaemia. Although these individuals
may be subjected to stereotyping and stigma, society provides treatment and support and
attempts to integrate them into the rest of the population. It is possible, however, that
screening for such disorders would lead to terminations of pregnancy and a reduction in
this stigmatized population. Although this would lead to fewer individuals with these
disorders (this may be a positive consequence