third edition

HEALTH
PSYCHOLOGY

YO
s ) A

pe
" - Addeyu

Afasanag
935 9eg




Health Psychology






A

Health
Psychology

A Textbook

nnnnnnnnn



Health Psychology: A textbook 3rd edition

Open University Press
McGraw-Hill Education
McGraw-Hill House
Shoppenhangers Road
Maidenhead

Berkshire

England

SL6 2QL

email: enquiries@openup.co.uk
world wide web: www.openup.co.uk

and Two Penn Plaza, New York, NY 10121-2289, USA

First published 2004
Copyright © Jane Ogden 2004

All rights reserved. Except for the quotation of short passages for the purposes of criticism and review, no
part of this publication may be reproduced, stored in a retrieval system, or transmitted, in any form, or by
any means, electronic, mechanical, photocopying, recording or otherwise, without the prior permission
of the publisher or a licence from the Copyright Licensing Agency Limited. Details of such licences (for
reprographic reproduction) may be obtained from the Copyright Licensing Agency Ltd of 90 Tottenham
Court Road, London, W1T 4LP.

A catalogue record of this book is available from the British Library
ISBN 0 33521471 1 (pb) 033521487 8 (hb)

Library of Congress Cataloging-in-Publication Data
CIP data applied for

Typeset by RefineCatch Limited, Bungay, Suffolk
Printed in Spain by Mateu Cromo Artes Graficas, SA, Madrid



I BRIEF TABLE OF CONTENTS

A 0O N =

0 N O O

11

12

13

14

15

16

17

Detailed table of contents  vi

List of figures and tables  xx

Preface to the third edition  xxii

Technology to enhance learning and teaching  xxv
Acknowledgements  xxuvii

An introduction to health psychology 1

Health beliefs 13

lliness cognitions 47

Doctorpatient communication and the role of health
professionals’ health beliefs 75

Smoking and alcohol use 99

Eating behaviour 133

Exercise 167

Sex 183

Screening 211
Stress 233

Stress and illness 251
Pain 285

Placebos and the interrelationship between beliefs, behaviour

and health 307
HIV and cancer: psychology throughout the course of
illness (1) 327

Obesity and coronary heart disease: psychology throughout

the course of iliness (2) 351

Measuring health status: from mortality rates to quality of

life 383
The assumptions of health psychology 397

Methodology glossary 403
References 405
Index 459



vi

DETAILED TABLE OF CONTENTS

List of figures and tables xx

Preface to the third edition  xxii

Technology to enhance learning and teaching  xxv
Acknowledgements  xxvii

An introduction to health psychology 1

CHAPTER OVERVIEW 1
THE BACKGROUND TO HEALTH PSYCHOLOGY 2
WHAT IS THE BIOMEDICAL MODEL? 2
THE TWENTIETH CENTURY 3
Psychosomatic medicine 3
Behavioural health 3
Behavioural medicine 3
Health psychology 4
WHAT ARE THE AIMS OF HEALTH PSYCHOLOGY? 6
WHAT IS THE FUTURE OF HEALTH PSYCHOLOGY? 7
The clinical health psychologist 7
A professional health psychologist 8
WHAT ARE THE AIMS OF THIS BOOK? 8
A note on theory and health psychology 8
A note on methodology and health psychology 9
THE CONTENTS OF THIS BOOK 9
THE STRUCTURE OF THIS BOOK 10
QUESTIONS 11
FOR DISCUSSION 11
FURTHER READING 11

Health beliefs 13

CHAPTER OVERVIEW 13
WHAT ARE HEALTH BEHAVIOURS? 14
WHY STUDY HEALTH BEHAVIOURS? 14
McKeown’s thesis 14
LAY THEORIES ABOUT HEALTH 18
PREDICTING HEALTH BEHAVIOURS 18
Attribution theory 19
Health locus of control 20
Unrealistic optimism 21
The stages of change model 22
Integrating these different health beliefs: developing models 24
COGNITION MODELS 24



DETAILED TABLE OF CONTENTS vii

The health belief model 24
The protection motivation theory 27
FOCUS ON RESEARCH 2.1: TESTING A THEORY - PREDICTING SEXUAL
BEHAVIOUR 28
SOCIAL COGNITION MODELS 31
The theories of reasoned action and planned behaviour 31
The health action process approach 34
PROBLEMS WITH THE MODELS 36
Conceptual problems 36
Methodological problems 36
Predictive problems 37
Predicting intentions: the need to incorporate
new cognitions 37
Predicting behaviour: exploring the intention-behaviour gap 39
Developing theory based interventions 41
Putting theory into practice 42
Existing theory based interventions 43
TO CONCLUDE 43
QUESTIONS 44
FOR DISCUSSION 44
ASSUMPTIONS IN HEALTH PSYCHOLOGY 44
FURTHER READING 45

lliness cognitions 47

CHAPTER OVERVIEW 47
WHAT DOES IT MEAN TO BE HEALTHY? 48
WHAT DOES IT MEAN TO BE ILL? 49
WHAT ARE ILLNESS COGNITIONS? 49
Evidence for these dimensions of iliness cognitions 50
Measuring iliness cognitions 51
LEVENTHAL’S SELF-REGULATORY MODEL OF ILLNESS COGNITIONS 53
Stage 1: Interpretation 54
Stage 2: Coping 54
Stage 3: Appraisal 54
WHY IS THE MODEL CALLED SELF-REGULATORY? 54
FOCUS ON RESEARCH 3.1: TESTING A THEORY - ILLNESS REPRESENTATIONS
AND COPING 55
Problems with assessment 58
STAGE 1: INTERPRETATION 58
Symptom perception 58
Social messages 60
STAGE 2: COPING 61
Coping with a diagnosis 61
Coping with the crisis of illness 62



vii HEALTH PSYCHOLOGY

Adjustment to physical illness and the theory of cognitive
adaptation 67
The role of illusions 68
Implications for the outcome of the coping process 69
THE POSITIVE INTERPRETATION OF ILLNESS 69
USING THE SELF-REGULATORY MODEL TO PREDICT OUTCOMES 70
Predicting adherence to treatment 70
Predicting recovery from stroke 70
Predicting recovery from Ml 71
TO CONCLUDE 71
QUESTIONS 72
FOR DISCUSSION 72
ASSUMPTIONS IN HEALTH PSYCHOLOGY 72
FURTHER READING 73

4: Doctorpatient communication and the role of health
professionals’ health beliefs 75

CHAPTER OVERVIEW 75

WHAT IS COMPLIANCE? 77

PREDICTING WHETHER PATIENTS ARE COMPLIANT: THE WORK OF LEY 77
Patient satisfaction 77
Patient understanding 78

FOCUS ON RESEARCH 4.1: TESTING A THEORY - PATIENT SATISFACTION 79
Patient’s recall 81

HOW CAN COMPLIANCE BE IMPROVED? 81
The role of information 82
Recommendations for improving compliance 82

THE WIDER ROLE OF INFORMATION IN ILLNESS 83
Information and recovery from surgery 83
Using information to improve recovery 83

THE ROLE OF KNOWLEDGE IN DOCTOR-PATIENT COMMUNICATION 84
Problems with the traditional approach to doctor-patient communication 85
The adherence model of communication 85

THE PROBLEM OF DOCTOR VARIABILITY 85
Explaining variability — clinical decision making as problem solving 86
Explaining variability — the role of health professionals’ health beliefs 89
Communicating beliefs to patients 91
Explaining variability — an interaction between health professional and

patient 92

Patient centredness 92
Agreement between health professional and patient 93

TO CONCLUDE 95

QUESTIONS 95

FOR DISCUSSION 96



DETAILED TABLE OF CONTENTS

ASSUMPTIONS IN HEALTH PSYCHOLOGY 96
FURTHER READING 96

Smoking and alcohol use 99

CHAPTER OVERVIEW 99
WHO SMOKES? 100
WHO DRINKS? 101
HEALTH IMPLICATIONS OF SMOKING AND ALCOHOL USE 101
Is smoking bad for health? 101
Is alcohol consumption bad for health? 102
WHAT IS AN ADDICTION? 103
HISTORICAL CHANGES IN ATTITUDE AND THEORETICAL
APPROACH 104
The seventeenth century and the moral model of addictions 104
The nineteenth century and the 1st disease concept 105
The twentieth century and the 2nd disease concept 105
The 1970s and onwards — social learning theory 105
WHAT IS THE 2ND DISEASE CONCEPT? 106
A pre-existing physical abnormality 106
A pre-existing psychological abnormality 107
Acquired dependency 107
PROBLEMS WITH A DISEASE MODEL OF ADDICTION 107
WHAT IS THE SOCIAL LEARNING PERSPECTIVE? 108
The processes involved in learning an addictive behaviour 108
Integrating a disease and social learning perspective 109
THE STAGES OF SUBSTANCE USE 110
STAGES 1 AND 2: INITIATING AND MAINTAINING AN ADDICTIVE BEHAVIOUR 110
Smoking initiation and maintenance 110
Alcohol initiation and maintenance 112
Psychological predictors of alcohol limitation and maintenance 112
STAGE 3: THE CESSATION OF AN ADDICTIVE BEHAVIOUR 113
The process of cessation 113

iX

FOCUS ON RESEARCH 5.1: TESTING A THEORY - STAGES OF SMOKING CESSATION 115

INTERVENTIONS TO PROMOTE CESSATION 116
Clinical interventions: promoting individual change 116
Public health interventions: promoting cessation in populations 120
FOCUS ON RESEARCH 5.2: PUTTING THEORY INTO PRACTICE - WORKSITE
SMOKING BAN 122

Methodological problems evaluating clinical and public health interventions 124

STAGE 4: RELAPSE IN SMOKING AND DRINKING 124
Baseline state 125
Pre-lapse state 126
No lapse or lapse? 126
The abstinence violation effect 127



x HEALTH PSYCHOLOGY

A CROSS-ADDICTIVE BEHAVIOUR PERSPECTIVE 128
Smoking and eating behaviour 128

TO CONCLUDE 129

QUESTIONS 130

FOR DISCUSSION 130

ASSUMPTIONS IN HEALTH PSYCHOLOGY 130

FURTHER READING 131

6: Eating behaviour 133

CHAPTER OVERVIEW 133
WHAT IS A HEALTHY DIET? 134
HOW DOES DIET AFFECT HEALTH? 134
Diet and iliness onset 135
Diet and treating illness 135
WHO EATS A HEALTHY DIET? 136
DEVELOPMENTAL MODELS OF EATING BEHAVIOUR 137
Exposure 137
Social learning 138
Associative learning 141
Problems with a developmental model 142
COGNITIVE MODELS OF EATING BEHAVIOUR 143
Using the TRAand TPB 143
Adding extra variables 144
Problems with a cognitive model of eating behaviour 145
A WEIGHT CONCERN MODEL OF EATING BEHAVIOUR 146
The meaning of food and weight 146
What is body dissatisfaction? 146
THE CAUSES OF BODY DISSATISFACTION 148
SOCIAL FACTORS 148
The role of the media 148
Ethnicity 149
Social class 149
The family 150
PSYCHOLOGICAL FACTORS 150
Beliefs 151
DIETING 153
Dieting and undereating 153
Dieting and overeating 153
The causes of overeating 154
FOCUS ON RESEARCH 6.1: TESTING A THEORY - OVEREATING AS A REBELLION 160
Dieting and weight loss 162
The role of dieting in mood and cognitive changes 163
Problems with a weight concern model of eating behaviour 164
TO CONCLUDE 164



DETAILED TABLE OF CONTENTS xi

QUESTIONS 164
FOR DISCUSSION 164
FURTHER READING 165

Exercise 167

CHAPTER OVERVIEW 167
DEVELOPING THE CONTEMPORARY CONCERN WITH EXERCISE BEHAVIOUR 168
WHAT IS EXERCISE? 168
WHO EXERCISES? 169
WHY EXERCISE? 169
The physical benefits of exercise 170
The psychological benefits of exercise 171
FOCUS ON RESEARCH 7.1: TESTING A THEORY - EXERCISE AND MOOD 173
WHAT FACTORS PREDICT EXERCISE? 174
Social/political predictors of exercise 174
FOCUS ON RESEARCH 7.2: TESTING A THEORY - PREDICTING EXERCISE 179
EXERCISE RELAPSE 181
TO CONCLUDE 181
QUESTIONS 182
FOR DISCUSSION 182
ASSUMPTIONS IN HEALTH PSYCHOLOGY 182
FURTHER READING 182

Sex 183

CHAPTER OVERVIEW 183
DEVELOPING THE CONTEMPORARY RESEARCH PERSPECTIVES ON SEX 184
Sex as biological, for reproduction 184
Sex as biological, for pleasure 184
Sex as arisk to health 185
Sex as interaction 186
Sex as arisk and pregnancy avoidance 186
What is contraceptive use? 187
Who uses contraception? 187
Developmental models 187
Decision-making models 190
Integrating developmental and decision-making approaches to
contraception use 192
SEX AS A RISK IN THE CONTEXT OF STDs/HIV AND AIDS 194
Do people use condoms? 195
Predicting condom use 197
Social cognition models 197
Perceptions of susceptibility — are you at risk? 200
Sex as an interaction between individuals 201



xii HEALTH PSYCHOLOGY

FOCUS ON RESEARCH 8.1: TESTING A THEORY — THE SITUATION AND CONDOM
USE 201

THE BROADER SOCIAL CONTEXT 204
Sex education 204
Power relations between men and women 206
Social norms of the gay community 206
Discourses about sex, HIV and illness 207

TO CONCLUDE 207

QUESTIONS 208

FOR DISCUSSION 208

ASSUMPTIONS IN HEALTH PSYCHOLOGY 208

FURTHER READING 209

9: Screening 211

CHAPTER OVERVIEW 211
WHAT IS SCREENING? 212
THE HISTORY OF THE SCREENING ETHOS 212
Early screening programmes 212
Recent screening programmes 213
SCREENING AS A USEFUL TOOL 213
GUIDELINES FOR SCREENING 214
PSYCHOLOGICAL PREDICTORS OF THE UPTAKE OF SCREENING 215
Patient factors 215
Health professional factors 216
FOCUS ON RESEARCH 9.1: TESTING A THEORY - PREDICTING SCREENING 217
Organizational factors 220
SCREENING AS PROBLEMATIC 220
Is screening ethical? 221
Is screening cost-effective? 224
The effects of screening on the psychological state of the
individual 226
The debates 226

Why has this backlash happened? 229
TO CONCLUDE 230
QUESTIONS 230
FOR DISCUSSION 230
ASSUMPTIONS IN HEALTH PSYCHOLOGY 230
FURTHER READING 231

10: Stress 233

CHAPTER OVERVIEW 233

WHAT IS STRESS? 234

THE DEVELOPMENT OF STRESS MODELS 234
Cannon’s fight or flight model 234



11:

DETAILED TABLE OF CONTENTS xiii

Selye’s general adaptation syndrome 234
Life events theory 235

A ROLE FOR PSYCHOLOGICAL FACTORS IN STRESS 238
The transactional model of stress 238
Does appraisal influence the stress response? 239
What events are appraised as stressful? 240
Self-control and stress 240

STRESS AND CHANGES IN PHYSIOLOGY 241
Stress reactivity 242

MEASURING STRESS 243
Laboratory setting 243
Naturalistic setting 243
Physiological measures 244
Self-report measures 244

FOCUS ON RESEARCH 10.1: PUTTING THEORY INTO PRACTICE 246
Laboratory versus naturalistic measures 247
Physiological versus self-report measures 248

THE INTERACTION BETWEEN PSYCHOLOGICAL AND PHYSIOLOGICAL ASPECTS

OF STRESS 248

TO CONCLUDE 248

QUESTIONS 249

FOR DISCUSSION 249

ASSUMPTIONS IN HEALTH PSYCHOLOGY 250

FURTHER READING 250

Stress and illness 251

CHAPTER OVERVIEW 251
DOES STRESS CAUSE ILLNESS? 252
How does stress cause illness? 252
The chronic process 253
The acute process 253
STRESS AND CHANGES IN BEHAVIOUR 254
Smoking 254
Alcohol 255
Eating 255
Exercise 256
Accidents 256
lliness as a stressor 256
STRESS AND CHANGES IN PHYSIOLOGY 257
Stress and illness onset and progression 257
Interaction between the behavioural and physiological pathways 258
INDIVIDUAL VARIABILITY IN THE STRESS-ILLNESS LINK 258
Stress reactivity 258
Stress recovery 259



xiv. HEALTH PSYCHOLOGY

Allostatic load 259
Stress resistance 259
PSYCHONEUROIMMUNOLOGY (PNIl) 260
The immune system 260
Conditioning the immune system 260
Measuring immune changes 261
Psychological state and immunity 261
Mood 261
Beliefs 262
Emotional expression 262
Stress 264
THE IMPACT OF CHRONIC STRESS 265
Job stress 265
Relationship stress 266
WHICH FACTORS MODERATE THE STRESS-ILLNESS LINK? 267
COPING 268
What is coping? 268
Ways of coping 269
Measuring coping 271
SOCIAL SUPPORT 273
What is social support? 273
Does social support affect health? 273
How does social support influence health? 273
FOCUS ON RESEARCH 11.1: TESTING A THEORY: SOCIAL SUPPORT AND HEALTH 274
PERSONALITY 276
Who is hostile? 277
How does hostility link to stress? 277
How does hostility link to illness? 277
CONTROL 278
What is control? 278
Does control affect the stress response? 278
Does control affect health? 279
How does control mediate the stress-illness link? 280
The possible benefits of low control 280
CONTROL AND SOCIAL SUPPORT IN STRESS AND ILLNESS 280
TO CONCLUDE 281
QUESTIONS 282
FOR DISCUSSION 282
ASSUMPTIONS IN HEALTH PSYCHOLOGY 282
FURTHER READING 283

12: Pain 285

CHAPTER OVERVIEW 285
WHAT IS PAIN? 286
EARLY PAIN THEORIES - PAIN AS A SENSATION 286



13:

DETAILED TABLE OF CONTENTS xv

INCLUDING PSYCHOLOGY IN THEORIES OF PAIN 287
THE GATE CONTROL THEORY OF PAIN 287
Input to the gate 288
Output from the gate 288
How does the GCT differ from earlier models of pain? 288
What opens the gate 289
What closes the gate 289
Problems with the GCT 289
THE ROLE OF PSYCHOSOCIAL FACTORS IN PAIN PERCEPTION 290
SUBJECTIVE-AFFECTIVE-COGNITIVE PROCESSES 291
The role of learning 291
The role of affect 291
The role of cognition 292
Behavioural processes 294
The interaction between these different processes 294
THE ROLE OF PSYCHOLOGY IN PAIN TREATMENT 295
Cognitive behavioural therapy 296
FOCUS ON RESEARCH 12.1: PUTTING THEORY INTO PRACTICE - TREATING
CHRONIC PAIN 298
Placebos and pain reduction 301
THE OUTCOME OF PAIN TREATMENT AND MANAGEMENT - A ROLE FOR PAIN
ACCEPTANCE? 302
MEASURING PAIN 303
Self-reports 303
Observational assessment 303
Physiological measures 303
TO CONCLUDE 304
QUESTIONS 304
FOR DISCUSSION 304
ASSUMPTIONS IN HEALTH PSYCHOLOGY 305
FURTHER READING 305

Placebos and the interrelationship between beliefs, behaviour
and health 307

CHAPTER OVERVIEW 307
WHAT IS A PLACEBO? 309
A HISTORY OF INERT TREATMENTS 309
Modern-day placebos 310
Placebos - to be taken out of an understanding of health? 310
HOW DO PLACEBOS WORK? 310
Non-interactive theories 311
Interactive theories 312
Physiological theories 315
THE CENTRAL ROLE OF PATIENT EXPECTATIONS 315



xvi HEALTH PSYCHOLOGY

FOCUS ON RESEARCH 13.1: TESTING A THEORY - ‘DOING AS YOU’'RE TOLD’ AS A
PLACEBO 316
COGNITIVE DISSONANCE THEORY 319
The effect of investment 319
Justification and changes in symptoms 319
Evidence for the role of justification 320
An example of Totman’s theory 321
Support for cognitive dissonance theory 321
Problems with cognitive dissonance theory 322
THE ROLE OF PLACEBO EFFECTS IN HEALTH PSYCHOLOGY 322
Health beliefs 322
lliness cognitions 323
Health professionals’ health beliefs 323
Health-related behaviours 324
Stress 324
Pain 324
Implications for dualism 324
TO CONCLUDE 325
QUESTIONS 325
FOR DISCUSSION 325
ASSUMPTIONS IN HEALTH PSYCHOLOGY 325
FURTHER READING 326

14: HIV and cancer: psychology throughout the course of
illness (1) 327

CHAPTER OVERVIEW 327
HIV AND AIDS 329
The history of HIV 329
What is HIV? 329
The progression from HIV to AIDS 330
The prevalence of HIV and AIDS 330
THE ROLE OF PSYCHOLOGY IN THE STUDY OF HIV 331
Psychology and susceptibility to the HIV virus 333
Psychology and progression from HIV to AIDS 334
Psychology and longevity 335
FOCUS ON RESEARCH 14.1: TESTING A THEORY - PSYCHOLOGY AND IMMUNE
FUNCTIONING 336
CANCER 338
What is cancer? 338
The prevalence of cancer 339
The role of psychology in cancer 339
The psychosocial factors in the initiation and promotion of cancer 339
Psychological consequences of cancer 342



DETAILED TABLE OF CONTENTS xvii

Psychology and the alleviation of symptoms 343
Psychological factors in longevity 344
FOCUS ON RESEARCH 14.2: PUTTING THEORY INTO PRACTICE - TREATING
CANCER SYMPTOMS 345
TO CONCLUDE 348
QUESTIONS 348
FOR DISCUSSION 348
ASSUMPTIONS IN HEALTH PSYCHOLOGY 348
FURTHER READING 349

Obesity and coronary heart disease: psychology throughout
the course of illness (2) 351

CHAPTER OVERVIEW 351
OBESITY 353
The role of psychological factors in obesity 353
WHAT IS OBESITY? 353
HOW COMMON IS OBESITY? 354
WHAT ARE THE PROBLEMS WITH OBESITY? 355
Physical problems 355
Psychological problems 355
WHAT CAUSES OBESITY? 356
Physiological theories 356
Behavioural theories 358
What does all this research mean? 365
OBESITY TREATMENT 365
Traditional treatment approaches 365
Multidimensional behavioural programmes 366
The role of dieting in treating obesity 367
SHOULD OBESITY BE TREATED AT ALL? 368
The benefits of treatment 368
The treatment alternatives 369
Drug treatments of obesity 369
Surgical treatments of obesity 370
CONCLUSION 370
CORONARY HEART DISEASE (CHD) 371
What is CHD? 371
The prevalence of CHD 371
Risk factors for CHD 372
The role of psychology in CHD 372
Beliefs about CHD 372
The psychological impact of CHD 373
FOCUS ON RESEARCH 15.1: TESTING A THEORY: THE CONSEQUENCES OF DISEASE 374
Predicting and changing behavioural risk factors for CHD 376
Psychology and rehabilitation of patients with CHD 377



xviii HEALTH PSYCHOLOGY

Conclusion 379
TO CONCLUDE 379
QUESTIONS 379
FOR DISCUSSION 380
ASSUMPTIONS IN HEALTH PSYCHOLOGY 380
FURTHER READING 380

16 Measuring health status: from mortality rates to quality
of life 383

CHAPTER OVERVIEW 383

MORTALITY RATES 384

MORBIDITY RATES 384

MEASURES OF FUNCTIONING 384

SUBJECTIVE HEALTH STATUS 385

WHAT IS QUALITY OF LIFE? 385
Creating a conceptual framework 386
How should it be measured? 387

FOCUS ON RESEARCH 16.1: PUTTING THEORY INTO PRACTICE - EVALUATING HIP

REPLACEMENT SURGERY 388

A SHIFT IN PERSPECTIVE 390
Value 390
Subjectivity of the subject 390
Subjectivity of the researcher 391
Definition of health 391

USING QUALITY OF LIFE IN RESEARCH 391
Quality of life as an outcome measure 392
Quality of life as a predictor of longevity 393

TO CONCLUDE 393

QUESTIONS 394

FOR DISCUSSION 394

ASSUMPTIONS IN HEALTH PSYCHOLOGY 394

FURTHER READING 395

17 The assumptions of health psychology 397

CHAPTER OVERVIEW 397
THE ASSUMPTIONS OF HEALTH PSYCHOLOGY 398
The mind-body split 398
Dividing up the soup 398
The problem of progression 398
The problem of methodology 399
The problem of measurement 399
Integrating the individual with their social context 399
Data are collected in order to develop theories; these theories are not data 400



DETAILED TABLE OF CONTENTS xix

Theories concerning different areas of health psychology are distinct
from each other 400
STUDYING A DISCIPLINE 400
FURTHER READING 401

Methodology glossary 403
References 405
Index 459



XX

LIST OF FIGURES AND TABLES

Fig.
Fig.
Fig.
Fig.

Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Table 3-1
Table 3-2
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.

Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.

Fig.
Fig.

Fig.

1-1
1-2
2-1
2-2

2-3
2-4
2-5
2-6
2-7
3-1
3-2

4-1
4-2
4-3
5-1
5-2
5-3
5-4
5-5

5-6
5-7
6-1
6-2
6-3
6-4
6-5
6-6
6-7
6-8
6-9
7-1
8-1

8-2
8-3

9-1

The biopsychosocial model of health and illness

Psychology and health: direct and indirect pathways

Decline in mortality from tuberculosis

The effect of smoking on increase in expectation of life: males,
1838-1970

Basics of the health belief model

Basics of the protection motivation theory

Basics of the theory of reasoned action

Basics of the theory of planned behaviour

The health action process approach

Leventhal’s self-regulatory model of iliness behaviour

Coping with the crisis of illness

Adaptive tasks

Coping skills

Ley’s model of compliance

A simplified model of problem solving

Diagnosis as a form of problem solving

Changes in smoking, 1972-92

Current smokers, ex-smokers and non-smokers by sex, 1972-92
Alcohol consumption levels by sex, 1992

The stages of substance use

Relapse curves for individuals treated for heroin, smoking and
alcohol addiction

The relapse process

Relapse prevention intervention strategies

The balance of good health

A developmental model of eating behaviour

Social eating

Measuring body dissatisfaction

Overeating in dieters in the laboratory

A boundary model explanation of overeating in dieters

A comparison of the boundaries for different types of eaters
The ‘what the hell’ effect as a form of relapse

From dieting to overeating

Participation in sport, 1990

Percentage using no contraception at first intercourse, by age
at first intercourse

Contraception use at first intercourse in those aged 16-24
Changes in the use of condoms as the usual method of
contraception by age, 1983-91

Costs per potential cancer prevented for different screening policies

n

16
25
28
32
32
34
53
64
64
65
77
87
88
100
101
102
110

125
126
127
135
138
139
147
154
155
156
159
160
169

188
189

196
224



Fig.
Fig.
Fig.
Fig.

Fig.
Fig.
Fig.
Fig.
Fig.

Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.
Fig.

10-1
10-2
10-3
10-4

11-1
11-2
11-3
11-4
11-5

12-1
12-2
12-3
13-1
13-2
13-3
14-1
14-2
15-1
15-2
15-3
15-4
15-5
15-6
15-7
16-1

LIST OF FIGURES AND TABLES  xxi

Selye’s three-stage general adaptation syndrome

The role of appraisal in stress

Stress and changes in physiology

The interaction between psychological and physiological aspects
of stress

Chronic/acute model of stress—illness link

Stress-diathesis model

The stress—iliness link: physiological moderators

The stress—iliness link: psychological moderators
Incidence of CHD by number of children: the role of work stress
on illness in women

The gate control theory of pain

Psychosocial aspects of pain

Psychology and pain treatment

The central role of patient expectations in placebo effects
Totman’s cognitive dissonance theory of placebo effects
The interrelationship between beliefs, behaviour and health
The potential role of psychology in HIV

The potential role of psychology in cancer

Potential role of psychology in obesity

Grades of obesity by height and weight

Relationship between BMI and mortality

Changes in physical activity and obesity

Changes in food intake from the 1950s to the 1990s
Changes in calorie consumption and obesity

The potential role of psychology in CHD

A shift in perspective in measuring health

235
239
242

249
252
253
258
268

281
288
290
296
316
320
323
331
340
353
354
355
360
363
363
371
390



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.
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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.
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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




HEALTH BELIEFS 33

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.
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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



40 HEALTH PSYCHOLOGY

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).



HEALTH BELIEFS 41

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.
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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.

What does it mean to be healthy?

What does it mean to be ill?

What are illness cognitions?

Measuring iliness cognitions

Leventhal’s self-regulatory model of illness cognitions
Symptom perception

Coping

lliness 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 in