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ABSTRACT

In explorations of the natute and operation of influences on attempts to adopt health
behaviours, health psychologists have largely concentrated on developing models
incorporating statistically predictive combinations of measures of social cognitions.
However, this body of work is flawed by theoretical, methodological and performance-
based limitations. Three different approaches are reported here to moving beyond the
social cognition models in order to address current gaps in knowledge and understanding.
In the first approach, behaviour-specific predictors were found to contribute significantly
to the explanation of variance in intentions once key social cognitions had been accounted
for, but a ceiling appeared to have been reached in studies of this kind and the need to
consider cognitive and emotional links between past and future behaviour was identified.
The second approach therefore involved an evaluation of the Idealised Process Model of
Cognitive-Affecttive Responses to Repeated Failure (Jerusalem and Schwarzer, 1992).
Persistent, negative patterns of change 1n cognitive stress appraisals were found to result
from repeated failure experiences in relation to cognitive tasks but the model did not
generalise to health behaviour performance. A longitudinal, multiple case study was
conducted 1n the third approach in order to explore meanings associated with experiences
of trying to adopt health behaviours, together with the implications of these for outcomes.
The desire to act as a positive role model emerged as a key motivating factor, while both
having experienced a2 small number of past failures and having engaged in advanced,
strategic planning were identified as beneficial to the maintenance of health behaviour
change. The latter is particulatly recommended in order to ensure the receipt of eatly,
positive reinforcement in relation to the key motives for change, foster appropriate
anticipatory action against potentially difficult situations and in otder to identify a range of
practical and psychological strategies likely to foster sustained change, alternative sources
of support and relief to the orginal behaviour and ways in which lapses might be

prevented from becoming relapses.
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11 THE IMPORTANCE OF BEHAVIOUR TO HEALTH

1.1.1 CHANGES ACROSS THE TWENTIETH CENTURY

Over the course of the twentieth century, major changes were observed in the nature of
the leading causes of death in Western countries. At the beginning of the century only a
minority of these were significantly influenced by the behaviour of the individual but, by
its end, around 50% of all deaths from the ten leading causes were being attributed to
lifestyle factors (Centers for Disease Control and Prevention, 1994; Hamburg, Elliott and
Parron, 1982). Table 1.1.1a, below, illustrates this change using figures from the United
States of America (USA) in 1900 and 1998' and from England and Wales in 2000%-

TABLE1.1.1a Twentieth Century Changes in the Leading Causes of Death

| 1900 (USA 1998 (USA 2000 (England & Wales
Influenza/Pneumonia

Tuberculosis Cancer Cancer

Gastroenteritis Cetebrovascular Pneumonia
Accidents

Coronary Heart Disease | Chronic Obstructive Cerebrovascular Accidents
Airways Disease

Vascular Lesions of the | Accidents

Central Nervous System

hronic Nephritis

Chronic Obstructive
Airways Disease
Influenza/Pneumonia Suicide

ccidents 1abetes Mellitus Liver Disease

cer uicide Diabetes Mellitus
ertain Diseases of Early | Nephritis Motor Vehicle Traffic
Accidents

Gastrointestinal Ulcers

=

()

Liver Disease

B
= | B
1t
E)!.

It can be seen that, in 1900, the top three causes of death in the US were all acute
infectious disorders, as was the tenth. However, of these, only influenza and/or
pneumonia remained on the lists by the end of the century, reflecting a general decline in
the impact of such disorders over the course of the century. On the other hand, while

1 from Taylor (2003)
? denved from provisional figures provided by the Office of National Statistics (ONS, 2001)
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lifestyle factors are strongly associated with just three of the top ten 1900 causes
(Coronary Heart Disease [CHD), accidents and cancer) they are heavily implicated in the
development of an additional three and four of those listed for 1998 and 2000,
respectively (Cerebrovasular Accident [CVA], chronic obstructive airways disease, liver
disease and, for 2000 alone, gastrointestinal ulcers). They are also relevant in some cases
of diabetes mellitus’. The impact of behaviourally-related causes of death is highlighted by
the fact that, taking England alone, 110,000 people die from CHD each year, 127,000
from cancer and 104,000 from CVA (DoH, 1999).

As well as having an increasing impact on mortality, behaviour is now also being held
increasingly responsible for individual differences in health status. For example, Kaplan,
Sallis and Peterson (1995) nominate behaviour as the single greatest influence on health,
claiming it to contribute to 40% of the variance in this, which is double the 20%
contnbution they ascribe to genetic factors and four times the 10% they claim to be
attributable to medical treatment. A collection of other factors are proposed to make up
the remaining 30%. A different kind of illustration of the importance that is now being
placed on behavioural factors comes from Taylor (2003), who provides a description of
the roles of various agents involved in the promotion of health in which, as Table 1.1.1b

shows, the emphasts in each case 1s placed on activities aimed at fostering healthy lifestyles
in individuals:-

TABLE 1.1.1b Proposed Roles of Key Agents of Health Promotion

e

To develop positive health habits when young and maintain
them throughout adulthood and old age
Medical To teach people, especially those at tisk of particular health
Practitioners rroblems, how best to achieve a healthy lifestyle

behaviours and avoid those which pose risks to health
Policy-makers To make available mformation, resources and facilities aimed at
helping people to develop and maintain healthy lifestyles
To provide information about behaviours posing risks to health

To mandate certain activities which reduce risks to health (such
as the wearing of seat belts

Mass Media
Legislators

3 These claims will be substantiated in Sections 1.1.2i to 1.1.2iv, below.
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It is clear, therefore, that health status is currently viewed as being primanly determined by

individuals’ performance of those behaviours considered likely to benefit their health and

by their avoidance of those believed to put it at risk - behaviours which have been
collectively defined as health behaviours (Kasl and Cobb, 1960).

If the energies and resources of those attempting to promote health in Western socteties
are to be appropriately directed, then those behaviours which have the strongest health-
promoting effects and those which are the most likely to compromise health must clearly
be identified. Pursuing this aim in an investigation of 7000 participants, Belloc and
Breslow (1972) found strong associations between seven health behaviours and health

status, with individuals of more than 75 years of age who routinely carried out all seven

behaviours being shown to be in comparable states of health to those aged 35 to 44 years
who carried out less than three. Furthermore, a study by Belloc (1973) found the

behaviours to be associated with reduced mortality and, in a ten-year follow-up, Breslow

and Enstrom (1980) showed mortality rates to be significantly lower in people who

petformed all seven behaviouts compared to those who catried out no more than three.

The seven behaviours identified in these studies were:-

¢ abstinence from smoking

e drinking no more than one or two alcoholic drinks per day
e being no more than 10% overweight*

e taking regular exercise

e sleeping seven to eight hours per day

¢ cating breakfast

e only rarely, if ever, eating between meals

Whilst relatively little attention has been paid to the last three of these behaviours, the first

four bear strong similarities to those now widely accepted as being the most heavily
implicated in the current leading causes of death, namely: smoking, alcohol (mis)use, poor
nutritional intake and lack of physical exercise (e.g. Bennett and Murphy, 1997; Sarafino,
2002; Taylor, 2003). Although Bennett and Murphy point out that unsafe sexual practices

4 It should be noted that, although a state of being to which behaviour undoubtedly makes some
contnibution, the proportion to which someone 1s overweight is not, in itself, a behaviour.

17



have also become the target of health promoters since the emergence of Human
Immunodeficiency Virus (HIV), the impact of the virus in this country has not, as yet at
least, become sufficient for its associated causes of death to have reached the top ten list.
Sexual practices will not therefore be given any individual attention in this chapter.
Howevet, the health-related consequences of the four areas of behaviour which have the
most widespread impact on both health status and mortality rates (L.e. smoking, [mis]use
of alcohol, poor nutritional intake and a lack of physical exercise) and the prevalence of
each, will now be briefly outlined in order to more fully demonstrate the importance of
attempting to identify those factors which might have a bearing on their performance and

on their avoidance.

1.1.2 THE IMPACT AND PREVALENCE OF SPECIFIC BEHAVIOURS

1.1.21 SMOKING

Smoking has been shown to exert the greatest toll on health of any individual behaviour

(Sarafino, 2002) and is now the single greatest cause of otherwise preventable death
(Taylor, 2003). By far the most widespread and well-documented health-related

consequences of smoking are diseases of the respiratory and cardiovascular systems, of
which it is the prime cause (DoH, 1998): smoking has been implicated in 84 to 90% of

deaths associated with lung cancer, 80 to 83% of cases of chronic obstructive airways

disease and 15 to 25% of those associated with CHD (DoH, 1998; Bennett and Murphy,
1997). Furthermore, Wald, Nanchahal, Thompson and Cuckle (1986) found 25% of cases
of lung cancer in non-smokers to be attributable to passive smoking. As well as lung

cancer, smoking has also been associated with increased incidences of cancers of the

mouth, larynx, oesophagus, stomach, pancreas, kidney and bladder (DoH, 1998; Smith
and Jacobson, 1988) and is considered responsible for between 25 and 30% of all deaths
from cancer (Taylor, 2003; Doll and Peto, 1981).

The nsks of developing a range of non-malignant digestive disorders, including peptic
ulcets, Crohn’s disease and gallstones, are also greater in those who smoke (National
Institute of Diabetes and Digestive and Kidney Disorders, 2003). In the light of all these

18



findings, 1t 1s not surprising that smoking-related disorders currently result in around four
million deaths world-wide per year (Saratino, 2002) and are expecteci to cause
approximately 450 milhon deaths over the next 50 years (Myers and Frost, 2002). Overall,
smoking is implicated in 120,000 deaths in the United Kingdom (UK) per annum and
smoking-related disorders cost the National Health Service (INHS) up to £1.7 billion each
year (DoH, 1998).

The nsks to health associated with smoking increase with the extent to which the
behaviour 1s practised (Sarafino, 2002) and it has been proposed that each cigarette costs
the person who smokes 1t approximately 11 minutes of life (Shaw, Mitchell and Dorling,
2000). On average, those who smoke regularly and die of a smoking-related condition
meet their deaths approximately 16 years eatlier than non-smokers (DoH, 1998). In a
further illustration of the impact of smoking on life expectancy, Peto, Lopez, Boreham,
Thun and Heath (1994) claim that, of one thousand 20-year-olds in the UK who smoke
cigarettes regularly, approximately one will be murdered and six will die in road traffic
accidents, but no fewer than 500 will die from smoking-related disorders and 250 of these
will do so between the ages of 35 and 69. Although it 1s the case that, if an individual gives
up smoking, the associated fisks to his or her health can regain the levels of those who
have never smoked, they can take up to 15 years to do so (Sarafino, 2002).

Twenty seven percent of the current population of the UK are smokers and, although this
figure represents a significant improvement on the highest ever recorded levels of
smoking in the UK (which were 82% for males, in 1948, and 45% for females, in 1966;

Wald and Nicolaides-Bouman, 1991), no significant reductions have been observed since
the beginning of the 1990s (Office of National Statistics [ONS], 2002; DoH, 1998).

Longstanding differences in cross-gender rates mean that smoking has traditionally been
tegatded as a predominantly male problem: however, decreases in smoking which took
place duning the 1970s and 1980s were greater amongst men than women and current
rates in the two groups are now almost equivalent, at 28% and 26%, respectively (ONS,
2002). Given the multiplicity and severity of the health consequences associated with
smoking, it is evident that both the length and the quality of life of more than a quarter of
the UK population remain at serious risk from this single aspect of their behaviour.

19



1.1.211 (MIS)USE OF ALCOHOL

The second behaviour of major importance to health status concemns the use, or misuse,
of alcohol. Before discussing the consequences and prevalence of alcohol consumption,
however, 1t 1s necessaty to clarify whether or not there exist thresholds of intake beyond
which thts behaviour is considered to pose a threat to health and below which it can be
considered safe. The UK Govermnment has provided guidelines which include such
thresholds: originally, these suggested that males’ weekly alcohol consumption should not
exceed 21 units while that of women should not exceed 14 units, but the limits wete
relaxed at the end of 1996 to 28 units for men and 21 units for women (Prescott-Clarke
and Primatesta, 1996). This relaxation was made without new evidence having come to
light, however, and many health promotion and alcohol agencies have been teluctant to
adopt the new guidelines (Bennett & Murphy, 1997) with some making recommendations
which span both sets: the Food Standards Agency (FSA), for example, advocates
maximum daily intakes of two to three units per day (14 to 21 per week) for women and
three to four units per day (21 to 28 per week) for men (FSA, 2003). Since the existence
of fixed thresholds below which an intake of alcohol is entirely risk-free and beyond
which it suddenly becomes hazardous to health seems unlikely, the exact limits
recommended in such guidelines could, however, be considered somewhat arbitrary and it
is more logical to suppose that, as with smoking, the risks to health increase with the
extent to which the behaviour is performed - in this case, with the amount of alcohol
consumed. One piece of advice which has been consistently applied is that discoutaging

the intake of large quantities of alcohol on any single occasion (binge drinking).

A hnear, or even a2 monotonic relationship of this kind has, however, been called into
question by the results of some studies which imply that risks to health might not only
result from heavy alcohol consumption but also from only drinking very small amounts or
from abstaining completely (e.g. Friedman and Kimball, 1986; Gronbaxk, Becker,
Johansen, Gottschau, Schnohr, Hein, Jensen & Serensen, 2000); Sacco, Elkind, Boden-
Albala, Lin, Kargman, Hauser, Shea & Paik, 1999). Unfortunately, these studies have
tended to include, within theit samples of ‘non-drinkers’, some formerly heavy drinkers
who had become teetotal in response to having developed alcohol-related health
problems. The reliability of their findings have therefore been called into question (Marks,

Murray, Willig and Evans, 2000; Ogden, 2000; Sarafino, 2002). Despite this problem, the
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FSA does claim some advantage of drinking between one and two units per day, but only
in men aged over 40 and in post-menopausal women (FSA, 2003), and it has been
concluded that there 1s insufficient evidence to recommend the observance of any

minimum level of alcohol consumption (Royal Colleges of Physicians, 1995).

Regardless of general levels of alcohol consumption, vanious risks to health are associated
with individual occasions of heavy intake (Taylor, 2003; Sarafino, 2002). These arise from
associated increases in aggression (e.g. domestic, and other, violence), decteases in
inhibitions (e.g. sexually transmitted diseases and unwanted pregnancies) and from
decreases 1n co-ordination combined with a reduced capability for making sound
judgements (e.g. road traffic accidents). Heavy drnking 1n pregnancy can result in
spontaneous abortion, low birth weight or fcetal alcohol syndrome (Marks et al, 2000).

The nisks of developing any of a number of disorders have been found to 1ncrease when
the use of alcohol is both heavy and regular. These disorders include: hypertension and
CHD; CVA; cancers of the mouth, throat and pancreas; and a range of cognitive
impairments resulting from irreversible neurological damage (Bennett and Murphy, 1997;
Marks et al, 2000; Ogden, 2000; Taylor, 2003). The disease most commonly associated
with a high mtake of alcohol, however, i1s cirthosis of the liver (Anderson, Cremona,
Paton, Turner and Wallace, 1993) and those with this condition often go on to develop
liver cancer, which 1s the leading cause of death resulting from alcohol use (Schmidt, 1977;
Anderson et al, 1993). Overall, Doll and Peto (1981) estimate alcohol to be responsible

for 3% of all deaths caused by cancer but, as Schmidt (1977) points out, since most heavy
drnkers also smoke cigarettes, 1t is difficult to establish the exact proportion of cancet
deaths which can be attributed to the effects of alcohol over and above those of smoking.

A combination of the two behaviours can be shown to have severe consequences,
however, and a clear example of such a magnification of effect is provided by Smith and
Jacobsen (1988) who report a 44-fold increase in cancer of the oesophagus in those who
both drink heawily and smoke. Similar escalations of risk might be expected in the other
disorders in which both alcohol consumption and smoking are implicated, such as

coronary heart disease, for example.

Consumption of alcohol 1s prevalent in the UK, as can be seen by some key findings of
the 2001 General Household Survey (ONS, 2002), presented in Table 1.1.2, below,
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behaviour and that social surveys consistently record lower levels than would be expected
from alcohol sales. This problem is attributed to social desirability effects (in the case of
deliberate under-reporting) and from accidental under-estimation of the quantities of
alcohol consumed at home where, in contrast to the normal practice at licensed premises,

measures are not generally dispensed in multiples of exact units of alcohol. Even if the
results presented below are taken merely at face value, however, they show the prevalence

and extent of alcohol consumption in the UK to be sufficient to give cause for concern.

While some of the health problems in which alcohol has been implicated are irreversible,
stopping drinking altogether has been shown to result in a gradual decrease in the risks of
premature death over a period of several years (Sarafino, 2002). However, if it is accepted
that any intake of alcohol poses some threat to the majority of the population, then up to
three-quarters of males and up to three-fifths of females are risking their health for the
sake of a drink. Even if this claim 1s not accepted, it is still clearly the case that around a

quarter of men and up to a seventh of women are at risk from their drinking behaviour.

TABLE 1.1.2ii Drinking Behaviour in the UK in 2001

% of % of
Weekly Drinking Behaviour Males Females

Consumption of at least one alcoholic drink 75
Consumption of alcohol on at least 5 days
Consumption leading to intoxication on at least one day 21
Consumption in excess of 21 or 14 units’ 27
Consumption in excess of 50 or 35 units’

59

13
10

15

* these figures refer to the limits about which males and females, respectively, were asked

and nutritionally-related health problems can result not only from deficiency but also from
excess (DoH, 1991). Diet has been estimated to account for more than 40% of the
incidence of cancer (Fitzgibbon, Stolley, Avellone, Sugerman and Chavez, 1996) and for
between a quarter and a third of all cancer deaths (Bejekal, Primatesta & Prior, 2003;
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Austoker, 1994; Doll and Peto, 1981). The cancers most strongly associated with
nutritional intake, unsurprisingly, originate in the gastrointestinal tract (in the colon,
stomach and pancreas), but diet has also been shown to play a part in the incidence of
oral, pharyngeal, oesophageal, breast and prostate cancers (Sarafino, 2002; Thomas, 1996;
Steinmetz, Kushi, Bostick, Folsom & Potter, 1994; WHO, 1990; Kannel & Eaker, 1986).
In addition to these associations with cancer, poor nutritional intake has also been
attributed with causing up to a third of all UK deaths from CHD (DoH, 2002) and 1s

strongly implicated in the development of hypertension, CVA, bowel disordets, obesity,
diabetes and arthritis (Taylor, 2003; Bennett and Murphy, 1997; Thomas, 1996).

The precise relationships in operation between particular types of food and particular
health problems are not necessarily straightforward, however, and foods may act in
combination as well as individually in order to exert their influence. For example, while
high-fat foods (such as eggs, dairy products and fatty meats) have been implicated in
raising serum cholesterol and thereby also in increasing the nisks of hypertension and
CHD (Sarafino, 2002), diets which are high in fat but which are also low in both fibre and
anti-oxidants (found in fruit and vegetables) are associated with increased incidence of
diet-related cancers (Sarafino, 2002; Austoker, 1994; WHO, 1990). In general terms,
Thomas (1996) claims that, particularly when combined with a sedentary lifestyle and
smoking, diets high in fat, sugar and salt and low in starchy carbohydrates, fibre, vitamins
and minerals have a considerable influence on the development of CHD, CVA, some
forms of cancer and obesity. Further magnification of nisks to health, however, can arnse

from a combination of detrimental dietary factors with other health-compromising
behaviours: when a low intake of fruit and vegetables occurs in conjunction with smoking
and heavy drnnking, for example, the nisk of oral, pharyngeal and oesophageal cancers 1s
markedly increased (WHO, 1990).

Thomas (1996) has claimed that, despite a sense among the general public that expert
opinion is in a state of flux, a consensus does exist with respect to the mix of nutrients in

the diet most likely to foster optimum health. The guidelines provided by the Food
Standards Agency (FSA, 2003), which are presented in Table 1.1.2iiia, ovetleaf, are in line

with this consensus:-



TABLE 1.1,.2iiia Food Standards Agency Advice About Different Food Typs

rot

Bread and Cereals
Fruit and Vegetables
Fats and Sugars
Daity Foods
Salt

Meat, Fish, Eggs and | High-fat products should be avoided; fat should be removed
Pulses from meat and the skin from poultry; two pottions of fish

should be eaten weekly, one from an oily fish

Data regarding the extent to which diets deviate from these recommendations 1s not
always readily available. However, some useful information can be found in the reports of
the annual Health Survey for England (HSE) which, in some years, has focused on
nuttitional, or nutntionally-related concerns. The 1991 HSE, for example found serum
cholesterol levels to be raised in more than two-thitds of the population (White,

Nicholaas, Foster, Browne and Carey, 1993), suggesting a prevalence of high-fat intakes.
In addition, the 2001 HSE shows that only 24% of males and 28% of females eat the

recommended five daily portions of fruit and vegetables. It is clear from these data that
diets of those resident in England are deviating in at least some respects from those
tecommended for optimum health. Similar deviations would be expected across modern
Western societies.  Further evidence that Western diets do not conform with
recommendations comes from findings relating to obesity, which is “an excessive
accumulation of body fat” (Taylor, 2003, p.116). Although the exact causes of obesity are
not clear and genetic predisposition plays a substantial part, an excessive dietary intake of
fat is also known to be associated with the condition (Ogden, 2000) and many people’s
intake of calories now far exceeds their needs (Thomas, 1996), which must also have a
bearing. The speed of recent increases in the incidence of obesity (presented in Table
1.1.2iitb, below) seem unlikely to have resulted from similarly rapid increases in genetic

predispositions over the same peniod of time.

The most commonly used method of classification of obesity and overweight is currently

Body Mass Index (BMI = weight divided by squared height’). The following categories of

> where weight is measured in kilograms and height in metres
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BMI have been agreed: underweight = less than 20; healthy weight = 20 - 24.9; overweight
= 25 - 29.9; obese = 30 - 39.9; very obese = 40 and above. However, since only very small
proportions have been classified as being very obese in the UK, the last category is rarely
used and figures gtven for obesity usually incorporate those who would fall within it. This
practice will also be followed here.

In the UK, 6% of men and 8% of women were obese in 1980 (Ogden, 2000) but these
rates increased significantly over the decade which followed (White et al, 1993), resulting
in the formation of one of the key aims stated 1n The Health of the Nation, which was that
the 1980 rates should be regamned by 2005 (DoH, 1991). However, only four years later,

this expectation had been shown to be unrealistic and, 1n a revised prediction, it was

anticipated that by 2005 the actual incdences of obesity would be 18% for men and 24%
for women (DoH, 1995). As the figures presented in Table 1.1.2ub show, even these

revised estimates wete ovetly conservative: obesity has trebled in women since 1980 and,
by 2001, was already at the level predicted for 2005, while the proportion of the male
population which was obese 1n 2001 had already exceeded that anticipated for 2005 and

there were, by then, 3.5 times as many obese men than in 1980:-

TABLE 1.1.2iiib Trends in Weight in England, 1993 to 2001

Bi-annual Percentages
1993 1995 1997 1999 2001

Obese Males 13 15
Females 16 18 20 21 24
Overweight Males 44 44 44 47
Females 32 33 33 33
Healthy Weight Males 33 28
Females 44 43 40
Underweight Males 5 4
Females 7 7 /7

* Source: Bejekal, Pnimatesta & Pror (2003)

It can be seen that, alongside the steady increases which occutred in obesity between 1993
and 2001, equivalent decreases occurred in the proportions of males and females who
were of healthy weight, with just 28% of males and 38% of females falling into this latter
category by 2001. A further trend, towards an increasing incidence of overweight in men,

might be indicated by the 3% increase which was observed between 1999 and 2001,
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although no firm conclusion can be made about this until further figures are reported.
While it can be seen that the trends in this country are far from ideal, the problem is
greater elsewhere, with 60% of the population of the US, for example, currently being
overweight and a further 27% being obese (Koretz, 2001). If the proportions of the US
population who are underweight are similar to those in the UK, then only about 7% ate
likely to be of healthy weight.

These figures are cleatly not acceptable, particulatly when it is considered that obesity has
been held responsible for more than 300,000 deaths per annum in the United States alone
(Allison, Fontaine, Manson, Stevens and Vanltallie, 1999) and Kopelman (2000) has
proposed it to be overtaking malnutrition as the key dietary contributor to poor health

across the world. Disorders with a raised incidence in obese individuals include vascular
disease, diabetes, joint problems, back pain, some cancets, hypertension, kidney disease,
gallbladder disease and arthritis (Taylor, 2003; Ogden, 2000) and the condition also results
in raised risks associated with surgery, anaesthesia, and childbirth (Thomas, 1996;
Brownell and Wadden, 1992). The greatest risks, though, come from significantly
increased mortality from CHD, CVA, diabetes and some cancets (Thomas, 1990).
However, the usual treatment of obesity and overweight, which is attempting to restrict
dietary intake, can itself pose a range of threats to both physical and psychological health
(Taylor, 2003; Ogden, 2000; Brownell, 1991), so the top prority of health promoters must

be to prevent healthy weight individuals from becoming overweight or obese. One step

towards achieving this 1s to identify the influences on eating behaviours.

1.1.2iv I.ACK OF PHYSICAL EXERCISE

A sedentary lifestyle has consistently being associated with decreased life expectancy (e.g.
Taylor, 2003; Sarafino, 2002; DoH, 2001; Ogden, 2000; ONS, 1998) and the regular
performance of exercise has been shown to confer major benefits on both physical and
psychological health and to increase expected length of life by between one and three
years by the age of 80 (Taylor, 2003; Sarafino, 2002; DoH, 2001; Ogden, 2000; ONS,
1998: Bennett and Murphy, 1997; Blair, Piserchia, Wilbur and Crowder, 1986;
Patfenbarger, Hyde, Wing and Hsieh, 1986). It is generally recommended that, in order to

achieve the full benefits of exercise, at least 30 minutes of moderately intense activity
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(such as brisk or fast walking, heavy housework, heavy gardening or DIY, swimming,

cycling, jogging and skipping) on at least five days each week are required (Taylot, 2003;
Sarafino, 2002; DoH, 2001; ONS, 1998). Table 1.1.2iv, below, gives details of the wide

range of the benefits which have been shown to be associated with adherence to these

recommendations.

TABLE 1.1.2iv Benefits of Exercise to Health®

Featutes Increased/Improved Features Decteased/Less Likely
in Those Who Follow in Those Who Follow
Recommendations Recommendations

CVA (about '/, of cases could be preventec

Self-efficacy Cancers of the colon, breast and prostate
Ability to cope with stress Smoking and alcohol intake

Wotk performance Anxiety
Mood and general well-being Depression

* Sources: Taylor (2003), Sarafino (2002); DoH (2001), Ogden (2000), ONS (1998), McDonald and
Hodgson, (1991); Blair et al (1986)

However, the Caerphilly study (Yu, Yarnell, Sweetnam and Murray, 2003) has recently
provoked some controversy with respect to these guidelines: the authors found that, in
men aged 49-64 years who had neither a history nor clinical evidence of CHD at baseline,
leisure time physical activity of “moderate intensity” had no bearing on the nsk of
premature death over an average follow-up period of 10.5 years. On the other hand, short
daily bursts of “heavy intensity” activity were significantly associated with lower levels of
risk. While initially appearing to invalidate the generally accepted guidelines, however, the
study exhibits a2 number of methodological flaws which bring the value of its findings into
question. Firstly, some of the activities classified as “heavy intensity” (such as jogging,

swimming and heavy digging, for example) are more commonly considered to be only
moderately intense (e.g. Taylor, 2003; ONS, 1998), making it difficult to conclude that
meaningful differences exist between the findings of this study and those of the existing

literature. Secondly, the measure of participants’ energy expenditure covered only the 12

months immediately prior to the study — a period of time which tepresents a very small
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proportion of particapants’ adult life and which fails to take into account any recent
changes in ptreviously habitual behaviour. The study cannot thetefore be said to have
assessed the long-term benefits of engaging in activity of different frequencies and/or
levels. Finally, the sample used in this study was highly restricted, consisting entirely of
males residing in Caerphilly, South Wales, and the immediate surrounding area. Overall,
therefore, the results of the study cannot be considered to represent a conclusive challenge
to existing recommendations with respect to the frequency and intensity of exercise

required in order that health and longevity be optimised.

General population participation in leisure time physical activity has traditionally been low.
Until the early 1960s, this was because spott and exercise were widely viewed as elitist
activities, appropriate only for those who were, or who were aiming to become, among the
best in their field (Ogden, 2000). However, with mounting awareness of the benefits
which can follow from taking regular exercise, it has now become seen as an activity for all
(Ogden, 2000) and the proportion of the populace who engage in it has increased
substantially, such as in the US, for example, where the proportion doubled between 1960
and 1980 (Serfass and Gerberich, 1984). Doubling a very small proportion does not lead
to large increases in numbers, though, and the majority of those living in the developed
world still undertake only minimal and/or irregular exetcise and lead mainly sedentary
lifestyles (Sallis and Owen, 1999; USBC, 1999). For example, it has consistently been
estimated that about a quarter of the American population engage in no physical activity at
all in their letsure time and that up to another third of the population fail to do so to
recommended levels (e.g. Taylor, 2003; Ivancevich and Matteson, 1989). The most recent
statistics for the UK come from 1998, and are even worse than these estimates for the US
population: in this country, at that time, over three-quarters (76%) of women and just
under two-thirds (64%) of men failed to exercise to recommended levels (ONS, 1998).
Again, the behavioural choices made by significant propottions of the UK population can
be seen to have serious implications for the health of the individuals concerned.
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1.1.3 IMPLICATIONS FOR HEALTH PSYCHOLOGISTS

The information presented above shows that, in both the UK and other developed
countries, there are currently high incidences of behaviours associated with high health

risks and low incidences of those known to foster good health. It also demonstrates the
clear and substantial risks to both health and longevity which many individuals are facing,
or will face in the future, as a result of their behaviour. It is therefore vital that every effort
be made both to identify those factors which have a significant bearing on the initiation

and maintenance of health-promoting behaviours and the eltminatton of health-

compromising ones and to develop an understanding of the ways in which these exert

their influence. Only then will it be possible to develop reliably effective intervention

strategies.

A question that might be raised, though, is whether this 1s an appropriate area for health
psychologists to be concerning themselves with or whether i1t ought to be left to health

promoters and/or other health care professionals. The definition of health psychology

which has been adopted by the Health Psychology divisions of both the American and
Bntish Psychological Societies (Matarazzo, 1982, p.4) strongly suggests the former to be

the case, as it states that:-

Health psychology is the aggregate of the specific educational, scientific, and professional
contributions of the discipline of psychology to the promotion and maintenance of bealth,
the prevention and Ireatment of illness, the identification of aetiologic and diagnostic
correlates of health, iliness, and related dysfunction and to the analysis and improvement
of the health care system and bealth policy formation.

Recently, however, this definition has been critictsed as being over-inclusive and the
proposal has been raised that health psychology be confined to the area of ‘behavioural
health’ (McDermott, 2001). Here, again, Matarazzo has provided a definition, describing
behavioural health as being: “...specifically concerned with the maintenance of health and
the prevention of illness and dysfunction in currently healthy persons.” (Matarazzo, 1980,
p-807). Since even this restricted definition retains those features of the original which are

most closely allied with the identification and understanding of influences on health
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behaviour performance, it merely serves to strengthen the case in favour of health
psychologists concerning themselves with this issue. It is not surprising, then, that health
psychologists have alteady been highly active in this field. Since thete was a general move,
in the latter part of the twentieth century, towards a greater focus on intra-active (Le.
internal) aspects of the individual than on either environmental (Le. external) factors or on
an interaction between the two (Ogden, 1995a,b), it is also not surprising that these health
psychologists have concentrated their efforts largely on investigating the influence of
certain cognitive factors on health behaviour petformance. The particular subset of

cognitive factors which have received most attention are known as social cognitions.

Social cognitions are concerned with how individuals perceive and explain their social
environment and the events which occur within it, including their own actions and those
of others (Conner & Norman, 1996; Stainton Rogers, 1991). Since health and illness are
states of being which both affect and are affected by individuals’ social environments, the
petceptions and explanations people develop about them are a specific sub-group of social
cognitions. Social cognitions are now widely believed to exert a strong influence over
behaviour (Conner and Norman, 1996; Ajzen, 1985) and have therefore received
consideration attention in investigations of influences on the performance of health

behaviours. Examples of cognitions commonly explored in this area include:-

® perceptions of personal susceptibility to develop particular conditions and beliefs

about the severity of these conditions;

e beliefs about the likely outcomes of health-related behaviours and evaluations of these

outcomes;

e barrners to, and costs associated with, particular health behaviours;

¢ social norms concerning specific health behaviours and motivation to comply with

these;

e behavioural intentions;

e a range of personal control beliefs, including self-efficacy and perceived behavioural

control.
While some investigators have employed such social cognitions singly, or in ad boc

combinations, the vast majority have utilised one of a number of Social Cognition Models
(SCMs) which have been developed in recent years. SCMs can be subdivided into two
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distinct types (Conner & Norman, 1996): the first type, Attnbution Models, which ate
concerned with the causal explanations formed by individuals in relation to health-related
events, have generally been applied in investigations of how people respond to the
development of setious illnesses; it is the second type, those concerned with explaining
and predicting variations in the performance of health-related behaviours and outcomes,

which is of interest here and which will now be evaluated.

1.2 SOCIAL COGNITION MODELS & THE PERFORMANCE OF
HEALTH BEHAVIOURS

King and Wright (1991) found a total of 14 SCMs to have been used in attempts to

account for variations in the performance of health behaviours, including:-

e The Health Belief Model (Rosenstock, 1966; Becker, 1974; Becker
& Rosenstock, 1987);
¢ Protection Motivation Theory (Rogers, 1975);

e The Theory of Reasoned Action (Fishbein & Ajzen, 1975);
¢ The Theoty of Planned Behaviour (Ajzen, 1985);

e ‘The Theoty of Trying (Bagozzi & Warshaw, 1990).

Although there are differences across these models in terms of the variables they

incorporate, the ways in which these are measured and the ways in which they are
proposed to combine together in order to predict and explain outcomes, there are also

some common fundamental assumptions:-

e that rational processes are in operation 1n human decision-making;

e that the cognitive structures underlying expressions of attitudes and beliefs are both

stable and accessible by means of self-report questionnaires;

¢ that the relationships between predictor and outcome variables are linear.
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These assumptions will be raised in later sections of this thesis. First, though, the degree

to which the SCM approach has succeeded in identifying and understanding influences on
the performance of health behaviour will be evaluated. Since it is beyond the scope of the

thesis to evaluate all of the models, two will be reviewed as exemplars: the Health Belief

Model (HBM) and the Theoty of Planned Behaviour (TPB). The HBM has been selected
for inclusion here because it was the first model which explicitly linked social cognitions

and the performance of health behaviours and because it has been extensively used over a

period of almost 40 years. The TPB has been chosen both because has it has fared well 1n
comparisons with other models, with respect to explaining and predicting outcomes, and

also because it has become, over the past few years, the most widely used of all the SCMs.

1.2.1 THE HEALTH BELIEF MODEL

The Health Belief Model was initially developed by Rosenstock (1966) and is based on the

assumption that people become motivated to engage in preventive behaviour when faced
with a perceived threat to their health. The model incorporated the following five

cognitive influences on the performance of such behaviour:-

* aperception of personal susceptibility in relation to a given health problem
o the perception of this problem as being severe
¢ the percetved benefits of a relevant health behaviour

o the perceived barriers to this behaviour, including any associated costs

® cues to action (either internal, such as physical symptoms, or external, such as advice

received from a doctor)

According to Rosenstock’s outline of the model, the first two cognitions combine
together in order to give a perception of personal threat in relation to the health problem
in question, while the second two are weighed against each other in a cost-benefit analysis
of the health behaviour considered likely to reduce or remove the threat. Cues to action
are proposed to increase the chances of the behaviour being performed in cases where the

combined effects of the above influences are insufficiently powerful to ensure this wall

occur. A sixth predictor, general health motivation, was added in a revision of the model
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by Becker (1974), who argued this to be essential for the other varables to be considered

to have petsonal salience.

While eatly applications of the HBM tended to focus on circumscribed preventive health

behaviours, such as the uptake of immunisations (Rosenstock, Strecher & Becker, 1988), it
has since been much more widely applied (Sheeran & Abraham, 1996). The breadth of

application of the model was demonstrated by the results of a literature search for papers
with Health Belief Model in the title’. Sixty empirical papers with one or mote health-related
behaviours as outcome variables were elicited by the search and, although HIV-related

behaviours were the subject of a full third of these (e.g. Winfield & Whaley, 2002; Volk &
Koopman, 2001; Lollis, Johnson & Antoni, 1997; Neff & Crawford, 1998; Lux & Petosa,
1994a, 1994b), many other types of action were also targeted, including:-

e compliance with medical treatment regimens, including those for: psychiatnc
conditions (Cohen, Parikh & Kennedy, 2000; Kelly, Mamon & Scott, 1987), insulin-
dependent diabetes mellitus (IDDM; Bond, Aiken & Somerville, 1992) and CHD
(Oldridge & Streiner, 1990);

e a range of screening behaviours, including: mammography (Pakentham, Pruss &
Clutton, 2000; Stein, Fox, Murata & Morisky, 1992), cervical smear tests (Bish, Sutton
& Golombok, 2000; Burak & Meyer, 1997), amniocentesis (French, Kurczynsk,
Weaver & Pituch, 1992) and preventive dental care (Chen & Land, 1986);

o cycle helmet use in children (Quine, Rutter & Amold, 1998; Witte, Stokols, Ituarte &
Schneider, 1993); |

e breast self-examination (Millar, 1997; Champion, 1987);
e skin cancer protective behaviours (Carmel, Shani & Rosenberg, 1996, 1994);
e coronary heart disease preventive behaviours (Ali, 2002);

e breast feeding practices (Sweeney & Gulino, 1987).

Interestingly, the four key behaviours discussed earlier 1n this chapter were represented in
only 18% of the studies elicited by the search, with seven papers including aspects of
nutritional intake as dependent variables (e.g. Chew, Palmer & Soohong, 1998; Sapp &
Jensen, 1998; Schafer, Keith & Schafer, 1995), two relating to exercise (Silver Wallace,

§ using the PsycInfo databases and covering the period from 1966 to the end of July 2003
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2002; O’Connell et al, 1985) and just one each concerning smoking (Knight & Hay, 1989)
and the misuse of alcohol (Bardsley & Beckman, 1988).

Most of the studies raised by the search provided at least some support for the HBM and,
in the first major review of the model, Janz and Becker (1984) provide a largely favourable
evaluation, citing much empirical evidence in its favour and recommending that
consideration of its dimensions form part of future health education programmes. Other
authors have made less positive comments in relation to the model, however. For
example, Oliver and Berger (1979) describe it as...: “more a collection of variables than a
formal theory or model” (p.113) and Herold (1983) reinforces this point by arguing that
studies have failed to demonstrate that the HBM, as an integral model, has anything to add
over and above the individual influences of its component variables. More recently, 2
meta-analytic review by Harrison, Mullen and Green (1992) found only relatively weak
relationships to exist between the core component variables of the HBM and behavioural
outcomes. Evaluations of the model provided by the authors of health psychology
textbooks are also generally quite guarded. Taylor (2003), for example, suggests that it
explains health habits “quite well” (p.67) and Ogden (2000, p.26) concludes only that

“elements” of the model “may predict” certain health-related behaviours.

The reasons that the HBM has not received more uniformly positive evaluations fall into

three categories: first, it has been criticised on theoretical grounds; second, applications of
the model suffer from some important methodological limitations; and finally, a number of

difficulties have arisen in relation to the performance of the model in practice.

On a theoretical level, the most fundamental criticism that has been lodged against the
HBM is that neither Rosenstock nor Becker provided clear operational definitions of
exactly how its component variables might combine to exert their joint influence over the
petformance of health behaviours (Quine et al, 1998; Sheeran & Abraham, 1996; Harrison
et al, 1992). This omission has forced researchers into interpreting the model for
themselves, with the inevitable result that various different working versions have been
adopted. The most common of these is an additive model, in which the combined welght
of the component variables is used to predict outcomes (e.g. Ali, 2002; Sage, Southcott &
Brown, 2001; Volk & Koopman, 2001). While this is by far the most straightforward

approach to take and, given the lack of clear directions to the contrary, arguably also the
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most sensible, it is also this practice which has left the HBM wvulnerable to questions, such
as those of Oliver and Berger (1979) and Herold (1983), concerning the extent to which, if
any, the model as a whole 1s able to add to the explanations of health behaviour

performance provided by its component vatiables.

Other researchers, taking a different approach, have chosen to pair component variables
together 1n order to produce joint predictors of outcomes. In some cases, for example, the
proposed ‘weighing up’ of perceived benefits and perceived barriers/costs has been
operationalised by the subtraction of scores on a measure of the latter construct from
those on a measure of the former (e.g. Bond et al, 1992; Wyper, 1990; Oliver and Berger,
1979). The other common pairing that can be observed has been made 1n otder to achieve
a composite variable of the perception of threat. In this instance, two alternative
approaches have been taken to the formation of a composite measure: while some
researchers have simply summed participants’ susceptibility and seventy scores (e.g. Witte
et al, 1993; Bond et al, 1992; Wyper, 1990), others have multiplied each individuals’ scores
on the two measures together (e.g. Schafer et al, 1995; Conner & Norman, 1994; Hill,
Gardner & Rassaby, 1985). Overall, although combining varables to produce joint
predictors reduces the risk that the HBM will be accused of having no added value in
comparison to that of its component parts, the existence of a vatiety of practices in
connection with the operationalisation of the model do make cross-study comparisons
more difficult and, as Harrison et al (1992) claim, the lack of homogeneity has also
significantly weakened the status of the HBM as a coherent model of the influences on

health behaviours.

In addition to these cniticisms, a number of authors have argued that the model is ovetly
restricted in scope, with many pointing particularly to the lack of explicit attention paid to
sociocultural and economic factors, which are only mentioned as background influences
on the component variables (e.g. Taylor, 2003; Winfield & Whaley, 2002; Ogden, 2000;
Neff & Crawford, 1998; Vanlandingham, Suprasert, Gandjhean & Sittitrai, 1995; Petosa &
Jackson, 1991). Behavioural intentions and self-efficacy have both also been raised as
important omissions (Sheeran & Abraham, 1996; Schwarzer, 1992b). With respect to
intentions, Becker, Maiman, Kirscht, Haefner and Drachman (1977) suggest that these

might mediate between the component variables of the HBM and outcome measutes.

However, although some researchers have incorporated measures of intention in their
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studies, most of these have used it in place of, rather than in addition to, a behavioural
outcome as the dependent variable (e.g. Munley, McLoughlin & Foster, 1999; Kloeben &
Batish, 1999; Bakker, Buunk, Siero & van den Eijnden, 1997; Lux & Petosa, 1994a, 1994b;

Petosa & Jackson, 1991). In the few cases where both intentions and behaviour have been
included, rather than attempting to establish a possible mediating effect of intentions,
researchers have tended simply to treat the two variables as separate dependent measures

(e.g. Burak & Meyer, 1997; Edem & Harvey, 1994; Stein et al, 1992).

Taking note of the criticisms relating to the absence of self-efficacy in the model,
Rosenstock et al (1988) did suggest that this variable be added as an additional component.
However, in a repeat of Rosenstock’s previous vagueness over operational definitions,
there was no clear direction for how it was expected to combine with the other component
variables in predicting and explaining outcomes and, possibly as a result of this, few
researchers have taken up the suggestion. In those cases where they have done so (e.g
Silver Wallace, 2002; Chew et al, 1998) self-efficacy has simply been included as an
independent predictor in analyses, adding further fuel to the arguments that the HBM 1s no

more than the sum of its parts.

In a final criticism of the model from a theotetical perspective, Schwarzer (1992b) argues

against the lack of attention paid, within the model, to process issues. This criticism could

be lodged against any of the SCMs, however, and will be addressed in a wider discussion of
this 1ssue which is presented in Chapter 3.

Moving on to methodology, 2 number of difficulties were raised in the meta-analytic
review of original, peer-reviewed papers incorporating the HBM which was catried out by
Harrison et al (1992). Having identified 147 such papers, the authors then rejected from
their review any which failed to include measures of the core component variables of
susceptibility, severity, benefits and barriers’ as well as any which did not provide details of
the reliability of the measures used and/or which did not use a behavioural outcome as the
dependent variable. These important limitations were found in all but 16 of the original
pool of 147 papers, highlighting some major deficiencies in HBM research. Having carried

out their review of these 16 papers, Harrison et al then raised concerns about the extent to

T Cues to action were not considered to have been sufficiently addressed by the literature to warrant 2
separate mention in this criterion, but no reason was given for the absence of general health motivaton.
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which the component variables, as assessed in practice, are equivalent across studies. One

reason underlying this problem may relate to the lack of standard measuring mstruments
for the component variables which was highlighted by Sarafino (2002) and which further

emphasises the difficulties inherent in attempting to make reliable cross-study comparisons
with respect to the HBM.

A further methodological failing with the research in this area concerns the design adopted
in studies: 40 out of the 60 papers elicited by the aforementioned literature search reported

cross-sectional studies and a further three were retrospective. Only 15% of the studies
were either prospective (n = 9) or longitudinal (n = 3) and the results of these differ
widely, raising important questions about the ability of the HBM and 1ts components to

predict future behaviour, rather than merely explamning current or past activities.

Taking the longitudinal studies first, Chew et al (1998) found behaviour to be influenced
by susceptibility and efficacy (mediated by health motivation and salience), but Sage et al
(2001) found only perceived benefits and barriers to have significant effects and, in the
third study, severity was the only component variable to be predictive of long-term
behavioural outcomes (Montgomery, Joseph, Becker, Ostrow et al, 1989)°. In the

prospective studies by Nexoe, Kragstrup and Sogaard (1999), Jones, Jones and Katz
(1988), Calnan and Moss (1984) and Becker et al (1977), HBM variables showed significant
relationships with behavioural outcomes’, but the results of some other studies adopting
this design failed to support the model. Hyman et al (1994), for example, showed

perceived barriers to positively influence uptake of mammography screening when,
according to the model, this relationship should have been negative. Witte et al (1993)

found cues to action to have no bearing on cycle helmet use, and, in Bish et al (2000), no

significant account of cervical screening was provided.

Several difficulties with the petformance of the HBM are evident regardless of the type of
research design employed in studies. These can be divided into the following broad areas:

the direction of relationships between the component variables of the model and

8 The target behaviours of these three studies, respectively, were: nutritional behaviour, continuous posittve
airway pressure in individuals with obstructive sleep apnoea and HIV-preventive behaviours.

9 The respective outcomes of these studies were: acceptance of influenza vaccinations; compliance with
Emergency Department follow-up attendance recommendations; attendance at, and compliance with, a
breast self-examination class; and mothers’ adherence to diets prescribed for their obese children.
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behavioural outcomes; the extent to which the model can be generalised across different

sub-groups; the degree of consistency with which the component variables predict

outcomes; and, finally, the proportions of variance in outcomes which the model has

generally explained.

With respect to the relationships between the component variables and behavioural
outcomes, these have sometimes been found to occur in the opposite direction to that
proposed under the HBM. One example of this is the positive relationship between
barriers and behaviour, mentioned earlier, which was found by Hyman et al (1994).
Another can be observed in the studies reported by Langlie (1977) and Becker, Kaback,
Rosenstock and Ruth (1975), both of which identify a negative, rather than a positive,
relationship between perceived susceptibility and behaviour. In Bond et al (1992), several
findings cast doubt on the relationships proposed under the terms of the HBM. For
example, high scores on a joint measure of benefits minus costs (B-C) were associated with
both high and low levels of self-reported compliance with treatment for IDDM, rather
than just the former. In addition, compliance scores were observed to be the greatest
where high B-C scores were combined with low (rather than high) perceived threat while 2
combination of both high B-C and high threat (instead of low scores on each) were
present in those with the poorest compliance. When a measure of metabolic control was
used to assess compliance objectively, high perceived threat scores were again evident in
those with the poorest levels of compliance but, in this case, only when in combination
with high scores on the cues to action measure, which should also have been predictive of
more, rather than less, compliance. Cues were (as would be predicted) strongly in evidence
in those with the best metabolic control but, in these cases, perceived threat was low, again
going against the proposals of the model. Taken together, Bond et al’s findings suggest,
firstly, that the modes of operation of the relationships proposed under the terms of the
HBM may vary according to the outcome under investigation and, secondly, that they

might also be far more complex than either Rosenstock or Becker have appreciated.

The second area of difficulty in the performance of the HBM relates to the extent to which
it may be generalised across vatious sub-groups, with differences in its performance having
been observed according to age, ethnicity and gender. In relation to age, for example,
Carmel et al (1994) found the model to explain skin cancer protective behaviours of older
kibbutzniks (aged 45 years and above) much better than those of a younger group (aged 15
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to 29 years). Conversely, Petosa and Jackson (1991), report the model to account for
reducing proportions of variance in adolescents’ intentions to adopt safer sex behaviours
with increasing age: while 1t explained 43% of the variance in the intentions of those in the
seventh grade, it accounted for just 17% of that of eleventh grade pupils.

Racial-ethnic differences were highlighted by Neff and Crawford (1998) in their
investigation of mnfluences on the performance of HIV-risk behaviours by African-, Anglo-
and Mexican-Americans. They found that, while HBM component variables explained
16% of the variance in the petformance of such behaviours in Mexican-Americans, they
accounted for only 5% in African-Americans. When the different variables were
considered individually, perceived benefits were related to HIV-risk behaviours in
Mexican-American females alone, while perceived barriers were predictive in Mexican-
Americans and Anglo-American males, but not in either the African-American group or in
Anglo-American females. Further cross-ethnic differences were found by Quah (1985) mn
relation to three Singaporean ethnic groups: Chinese, Indian and Malay. For example,
while perceived benefits and barriers explained 42% of preventive practices and 21% of
regular exercise in the Indian group, the maximum explanation of any of five health
behaviours in Malays was the 5% of vaniance in the taking of regular exercise which was
explained by percerved susceptibility. Overall, Quah was led to conclude that: “...the
explanatory power of the HBM weakens considerably when it 1s tested in different cultures

and among different ethnic groups” (p.357).

Several studies have demonstrated differences in the predictive utility of the model across
the sexes. As well as those findings just outlined from Neff and Crawford’s study, Lollis et

al (1997) found both the model overall and its component variables to be more predictive
of variance in women’s sexual risk behaviours than in those of men and Rosenthal, Hall
and Moore (1992) found that while the HBM was able to predict sexual risk taking with
respect to casual partners in women, it failed to do so in men. In addition, the studies by
Munley et al (1999) and Schafer et al (1995) both show different component variables to
be predictive of the behavioural outcomes of males and females™. Generally speaking,

therefore, the HBM appears to have limited generalisability across different age and ethnic

groups and to function better in predicting the behaviour of women than of men.

O Re: health check attendance and the proportion of dietary calories obtained from fat, respectively.
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The third difficulty highlighted by studies using the HBM is that the component variables
do not consistently predict behavioural outcomes, with the exception of perceived severity
which has been shown to be a consistently weak predictor (e.g. Neff & Crawford, 1997;
Bond et al, 1992; Quine et al, 1998; Kelly et al, 1987; Janz & Becker, 1984). In their
review, Janz and Becker (1984) concluded that the strongest predictions are provided by
petceived barriers and Quine et al (1998) have recently found these to be significantly
predictive of cycle helmet use. In Lollis et al (1997), however, battiers provided non-
significant explanations of the variance of behaviour in males and only inconsistently
significant ones in females. Similarly, significance was only achieved in Neff and Crawford
(1998) in relation to the behaviour of the African-American group but not when that of
either the Anglo- or Mexican-Americans was under consideration. In Kelly et al (1987),

outcomes wete not predicted by bartiers at all.

Results relating to the other component variables have been similarly inconsistent, both 1n
the studies just discussed and across 2 number of others as well (e.g. Winfield & Whaley,
2002; Volk & Koopman, 2001; Pakentham et al, 2000; Munley et al, 1999; Schafer et al,
1995; Bardsley & Beckman, 1988; Champion, 1987). This lack of reliable predictive ability
on the part of the HBM component variables is a major limitation of the model,
particularly in the light of the lack of operational definitions regarding how they should be
defined and combined: if the model is no greater than the sum of its parts but those parts
are not consistently effective in serving their purpose, then serious questions must atise as

to what exactly the model has to offer.

The final area in which the HBM has been shown to fall down is in relation to the
proportions of variance that it has generally been found to explain in the performance of
health-related behaviours. Even though many authors have concluded that the HBM has
some value in this respect, their findings have clearly demonstrated that the achievement
of statistically significant explanations does not preclude small effect sizes (Sheeran and
Abraham, 1996) and can still leave very large proportions of variance unaccounted for.
Table 1.2.11 provides some typical examples which illustrate this point (since, although
small, all proportions of variance explained were significant) and which, in doing so, raise
further serious doubts about the practical value of the HBM:-



TABLE1.2.1i Proportions of Variance Left Unexplained by the HBM

Target Behaviour(s) % Variance
Unexplained
Quine et al (1998 Cycle helmet use
72

Sapp & Jensen (1998) Perceived nutnitious food behaviour
Quality of dietary intake (7 measures JY

Burak & Meyer (199 85
Lollis et al (199 78"
Neff & Crawford (1998 '
Bond et al (1992 74*

* on average # mintmum

In summary, the HBM has been criticised for an absence of clear operational definitions,
resulting in varying interpretations of the model, a lack of standard measures, and
difficulties in making reliable cross-study comparisons. Some potentially important
predictor variables, such as soctocultural and economic factors and behavioural intentions,
are missing from the model and although another, self-efficacy, has been proposed as an
addition by Rosenstock et al (1988), its mode of operation in relation to the other
component variables has not been defined and its use in HBM studies has been limited.
Studies using the HBM have been predominantly cross-sectional in design and have mostly
provided only partial support for the model and/or its component variables, with its
petformance having been shown to be inadequate in several respects: relationships
between predictors and outcomes have not always occutred in the proposed direction;
there have been discrepant findings according to age, ethnicity and gender, caling into
question the extent to which the model can be generalised across sub-groups; the

component variables have not been reliably predictive of outcomes; and the proportions of

variance in behaviour which have been explained or predicted have been consistently low,

leaving a great deal still remaining to be accounted for.

The question of whether or not these problems might be surmountable is perhaps unlikely

to be answered, however, since several studies have compared the petformance of the

HBM with that of other SCMs and found it to be the weaker in each case. In the first of

these studies, Vandlingham et al (1995) compared the HBM with the Theory of Reasoned
Action (TRA; Fishbein & Ajzen, 1975). Under the TRA, it is proposed that intentions

predict behaviour and are themselves predicted by both attitudes and subjective norms

relating to the behaviour. Vandlingham et al concluded that, particularly because of the
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latter component, the TRA was the more plausible model to use n nvestigations

concerning risky sexual practices.

However, the TRA has now been largely superseded by its extension, the Theory of
Planned Behaviour (TPB; Ajzen, 1985), which was developed with the aim ot providing
better explanations and predictions of behaviours which are not under the complete
volitional control of the individual (see Figure 1.2.2, below, for a full outhne of this
model). The TPB adds one variable to the TRA. the construct of Perceved Behavioural
Control, which i1s proposed to have both a direct bearing on behaviour and also an indirect
one, by means of an influence on intentions. Studies by Ajzen and Madden (19806) and
Netemeyer, Burton and Johnston (1991) have both demonstrated the supcrinrit}' of the
TPB over the TRA in explaining variance in behaviours over which the individual does not
have complete volitional control — a category which includes the majority of health
behaviours. This being the case, and given the findings of Vandhingham et al (1995), 1t 18
not surprising that both Bish et al (2000) and Quine et al (1998) found the 1PB to explain
greater proportions of variance in target behaviours than the HBM nor that, in the latter
example, 1t did so with greater economy and less redundancy. On the basis of this
evidence, the TPB appears to offer a way forward for work in this area which 1s putcntiall}'

more productive than that which might be provided by the HBM.

1.2.2 T{{l@ T}_{EORY OF PLANNED BEHAVIOUR

As outhned above, the Theory of Planned Behaviour rests on two key assumptions: that
attitudes, subjective norms (SNs) and percetved behavioural control (PBC) combine to
determine the formation of behavioural intentions and that intentions and PBC both have
a direct influence on behaviour (Ajzen, 1985).  Figure 1.2.2 depicts these pr(')p()SEd
relationships as well as providing details of factors claimed to underlie the three distal
predictors (after Ajzen, 1985 and Fishbein & Ayzen, 1975):-
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FIGURE 1.2.2 Diagrammatic Representation of the Theory of Planned Behaviour
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The results of a literature search for papers with Theory of Planned Bebaviour| Bebavior in the

title'" demonstrate that this model has proved considerably more popular among

researchers than the HBM, particularly in recent years: 88 peer-reviewed, empirical papers

were elicited by this search, 84 of which were published in the decade immediately

preceding it. In addition to this difference in the volume of studies relating to each model,
turther differences can be observed in the frequency with which various behavioural
outcomes have been the subject of studies employing each'’. The most notable relates to
the four key health behaviours outlined earlier in this chapter: while these were targctcd In
only 18% of HBM studies, they were the focus of two-thirds of those using the TPB. The
most commonly represented of these four bchaviours was exercise, which was the
dependent variable in 29 studies (e.g. Rhodes & Courneya, 2003a,b&c; Rise, Thompson &
Verplanken 2003; Bryan & Rocheleau, 2002; Conner & Abraham, 2001; Kerner, Grossman
& Kurrant, 2001). Nutritional intake, being targeted in 20 studies, was the next most
popular key behaviour and the following aspects of this have been investigated: the
purchase and/or consumption of low-fat foods (e.g. Pierro, Mannetti & Livi, 2003;
Armitage & Conner, 1999); restriction of sugar intake (e.g. Masalu & Astrom, 2003);
consumption of fruit and vegetables (e.g. Lien, Lytle & Komro, 2002); the use of dietary
supplements (Conner, Kirk, Cade & Barrett, 2001); and general dietary restraint (Conner,
Martin, Silverdale & Grogan, 1996). Ten studies included alcohol consumption as their
dependent variable (e.g. Johnston & White, 2003; Armitage, Norman & Connet, 2002;
Murgraff, McDermott & Walsh, 2001) while six investigated the links between TPB
predictors and smoking behaviour (e.g. Higpins & Conner, 2003; Hu & Lanese, 1998).

In contrast to this increased focus on the four key health behaviours, a number of others
which had frequently been targeted in studies using the HBM were found to be far less
commonly represented in those applying the TPB. For example, while sexual behaviouts
wete the subject of two-thirds of the former group of studies, they were represented in just
12% of the latter (e.g. Hogben, St. Lawrence, Hennessy & Eldridge, 2003; Armitage et al,
2002; Fekadu & Kraft, 2002). Screening behaviours, including those relating to breast
cancer (e.g. Steadman, Rutter & Field, 2002; Godin, Gagne, Maziade, Moreault, Beaulieu &
Morel, 2001), cervical cancer (e.g. Bish et al, 2000), testicular cancer (McCaul, Sandgren,
O’Neill & Hinsz, 1993) and general health (e.g. Sheeran, Conner & Norman, 2001), werc

I; using the PsycInfo database and covering the period between 1985 and July 2003
A number of papers reported more than one study and/or included more than one behavioural outcome
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targeted in only 14% of TPB studies, while compliance with medical treatment, which was
explored in a large proportion of HBM studies, was represented in just one of those
applying the TPB (Conner, Black & Stratton, 1998). The remamning TPB studies elicited
by the search addressed such diverse behaviours as hand hygiene (Jenner, Watson, Miller,
Jones & Scott, 2002), cannabis use (Armitage, Conner, Loach & Willetts, 1999; Conner &
McMillan, 1999), breast feeding (Duckett, Henly, Avery, Potter, Hills-Bonczyk, Hulden &

Svik, 1998), cycle helmet use (Quine et al, 1998), sun exposure behaviours (Hilhouse,
Adler, Drinnon & Tutrisi, 1997) and dental flossing (McCaul et al, 1993).

In general, the TPB has been well received in textbooks and review articles, with Taylor
(2003), Sarafino (2002), Armitage and Conner (2001), Ogden (2000), Conner and Spatks
(1996) and Godin and Kok (1996) all citing research lending suppott to the model and all
concluding it to have made a valuable contribution to our understanding of influences on
the performance of health behaviours. Ogden outlines those specific features which she
considers to render the TPB a superior model to the HBM. These are: the evaluation
component (for allowing for a degree of irrationality in human, behaviour-related decision-
making); the subjective norm component (for representing an attempt to address social
and environmental factors); and finally, the provision of a role, albeit a distal one, for past
behaviour (which is proposed to contribute to the formation of control beliefs). Despite
these positive comments and the volume of studies generated by the model, however,
support for the TPB has not been complete and a number of important theoretical,

methodological and petformance-based limitations can be observed in relation to it.

As with the HBM, an important theotetical difficulty with the TPB relates to the nature of

its component variables. In this case, though, this has not arisen because of a lack of clear
operational definitions of the predictors, but rather from disagreements about the value of
those provided. The attitude component has been relatively free from controversy in this
regard, but the natures of both the subjecttive norm construct and that of perceived
behavioural control have been debated. SNs have been less consistent in the provision of
significant explanations of variance in outcomes than the other predictors™ and, while at
least part of the reason for this may be attributed to a wide use of single-item measures

(Armitage & Conner, 2001), another factor may be the narrow focus of the construct, with
several authors having suggested ways in which it might be expanded.

13 Details of the performance of each predictor are provided on pp.58-59, below.

45



o T Yy TP L R 2 AT TR T F REF T Y b P, P T T L B, e oW g

Trafimow (1994), for example, argues for the inclusion of a measure of confidence in
normative beliefs, as he found those who were more confident displayed stronger SNs-
intentions relationships. In another example, Fekadu and Kraft (2002) found a
combination of SNs, descriptive norms (what significant others are perceived to do) and
group norms (beliefs about significant others® evaluations of the behaviour) to explain
more variance in intentions than attitudes and PBC combined. Further support for the
inclusion of descriptive norms comes from De Vries, Backbier, Kok and Dijkstra (1995)
as, in their study, these contributed an extra 14% to the explanation of varance In
teenagers’ intentions to smoke which was provided by SNs. Direct pressure from
stgnificant others was another valuable contributor in this study, explaining a further 4% of
the variance in intentions once both SNs and descriptive norms had been taken into
account. SNs, descriptive norms and direct pressure collectively explained 33%, 34% and
24% of the variance in behaviour at six, twelve and cigshteen months after baseline,
respectively — an achievement on a par with that of the TPB itself (according to the
reviews by Godin and Kok, 1996, and Armitage and Conner, 2001, full details of which
will be provided latet in this section). The contributions made by descriptive norms and
direct pressure to the prediction of behaviour were each both independent and significant.
Taken together, these findings all lend support to the case for expanding the assessment of

social influences beyond the restricted measure of SNs proposed under the TPB.

Far greater debate than that which has arisen in relation to SNs, however, has centred
around the nature of the PBC construct but, in this instance, the debate has arisen for 2
somewhat different reason. The difficulty here is the existence of overlapping control

constructs — a problem highlighted in Godin and Kok’s (1996) review of studies applying
the TPB to health in which, in addition to the standard PBC measure, three further ways

of operationalising control beliefs were noted to have been used, either singly or in
combination: self-efficacy (defined by Bandura, 1979, as the degree of confidence an
individual holds in his or her ability to petform a behaviour despite potential obstacles);
the number of perceived barriers to the behaviour considered to be present (after Ajzen
and Madden, 1986); and perceived facilitating conditions/constraints (after Triandis, 1980).
While there are methodological issues surrounding the difficulties that the use of several
different types of measure present for effective cross-study comparisons and valid testing

of the model, 2 more fundamental issue relates to whether PBC and self-efficacy do, in




fact, differ in any meaningful sense and, if so, which would be the better of the two to

combine in a2 model with attitudes and SNs.

Schwarzer (1992b) has claimed the distinction between self-efficacy and PBC to be so
minor as to be irrelevant and Ajzen and Madden (1986, p.457) cite a number of studies
which: “have provided evidence showing that people’s behavior 1s strongly influenced by
their confidence in their ability to perform it” which, despite the direct equivalence of their
definition of PBC with Bandura’s of self-efficacy, they describe as PBC. Strangely, when
assessing this measure, Ajzen and Madden operationalised it in a different way entirely - 1n
terms of the frequency of occurrence of a number of potential obstacles to the behaviour
in question, the amount of personal control believed to be present in relation to the
behaviour, the ease or difficulty of performing the behaviour and the likelihood that the
behaviour could be petformed should the desire to perform it be present. A contradiction
is therefore present between the theoretical and operational definitions of PBC put
forward by these two authors. Other researchers, such as Conner and Norman (1996)
have presented arguments for a meaningful (rather than an apparently accidental)
difference between PBC and self-efficacy and this view is so prevalent among researchets
in mainland Europe that an alternative model to the TPB has been developed - the
Determinants of Behavior (or ASE) Model — in which attitudes and SNs are combined
with self-efficacy, rather than PBC, in order to predict intentions. This model has been
used with success in 2 number of studies (e.g. Kok, De Vries, Mudde & Strecher, 1991; De
Vties, Dijkstra & Kuhlman, 1988; De Vries & Kok, 1980).

Unfortunately, the common practice of selecting either PBC or self-efficacy in preference

to the other when trying to explain or predict behavioural outcomes means that direct
comparisons of their respective effectiveness in this regard are rare. However, in a review
of 20 studies relating to condom use, Bennett and Bozionelos (2000) found that, of the
two, only self-efficacy was able to provide significant explanations of variance in intentions
when assessed alone: PBC could only do this when confounded with the former
construct. Taking these various findings and arguments together, the evidence appears to

point more towards PBC and self-efficacy being two distinct constructs and towards the
latter being the vartable of choice to be combined with attitudes and SNs in studies of

social cognitive influences on health behaviour petformance.

47



Methodologically, the body of TPB-related literature shows some clear improvements over
that relating to the HBM. With respect to design, for example, almost half of studies
applying the TPB adopted either prospective (38%) or longitudinal (9%) designs,
compared to just 15% of HBM studies, while the proportion of cross-sectional designs fell
from two-thirds of studies using the earlier model to just over half (51%) of those using
the later one. However, these figures still fall a long way short of the ideal, particulatly as,
although a minority of the prospective and longitudinal studies have covered some months
(occasionally even up to a year or more), far mote have spanned only a few weeks — a
petiod which is very short compared to the time required for changes in health-related
behaviours to become reliably established. Neither is the design of studies the only
example of methodological inadequacy evident in this body of research. 25% of the studies
elicited by the literature search focussed on behavioural intentions as their outcome
measure, rather than on behaviour itself, and 91% of those which did take behaviour into
account relied on self-reports, rather than on objective measures, in order to assess this - 2
practice which can result in notable over-estimations of the proportions of variance 1n

behaviour which the TPB is able to explain (Amitage & Conner, 2001).

Recently, the method of measurement of the three distal component variables proposed
under the terms of the model has also been criticised. As shown in Figure 1.2.2, above,
Ajzen (1985) clearly outlined these predictors as being product terms and both he and
many other reseatchers have used multiplicatory measurement algorithms in their
assessment. Godin and Kok (1996), who stress the need for very careful assessment of
these predictors, have devoted three full pages of their paper to a description of ways in
which questionnaires following such algorithms might be designed. However, both
Armitage et al (1999) and Sutton et al (1999) have argued that the use of multiplicatory
measutes 1s not necessarily the best approach and the latter found that the practice did not
produce any change in the squared correlation coefficient arrived at by the use of additive

measures, suggesting that the more complex type of measurement may not be warranted.

The TPB has been shown to surpass the HBM in several aspects of practical performance.
For example, only Kemner et al (1998) have questioned the direction of relationships

between the component variables of the model and an outcome measure, while just three
others raised issues concetned with the generalisability of the model (Rhodes & Courneya,
2003b; Hansen, 1997; Cotby, Schneider Jamner & Wolitski, 1996). One area of weakness
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common to both models, though, relates to inconsistencies 1n the predictive abilities of
component variables. While attitudes have performed relatively well 1n this respect, having
explained significant proportions of the vatiance in intentions in 85% of the studies
reviewed by Bennett and Bozionelos (2000) and 82% of those reviewed by Godin and Kok
(1996), the other predictors have performed less well For example, although PBC
predicted intentions in 86% of the studies reviewed by Godin and Kok (1996) and

explained an average of 15% of the variance in behaviour, 1t should be remembered that
four different operational definitions of the construct were allowed in their review and that
Bennett and Bozionelos (2000) found that PBC only effectively predicted intentions when
confounded with self-efficacy: it is therefore unlikely that all, or even most, of the varance
explained in the studies cited by Godin and Kok can be rehably attributed to PBC as
originally defined by Ajzen. With respect to the power of intentions to predict behaviour,
in Godin and Kok’s review the average correlation coefficient between the two varables
was .46, suggesting that intentions explained an average of only around 20% of the
variance in behaviour. In addition, Bennett and Bozionelos (2000) found the proportion
of variance in behaviour explained by intentions to reach significant levels 1n only just over
a third (35%) of the studies they reviewed. The lack of provision of an explanation of the
intention-behaviour gap is a clear weakness of the TPB, therefore, and will be discussed
further in Chapter 3, below.

The least consistent performance of any of the predictors is that of the SNs component.
While this variable was predictive of intentions in 70% of the studies reviewed by Bennett
and Bozionelos (2000) 1t achieved significance 1n less than half (47%) of those considered
by Godin and Kok (1996). This discrepancy may be related to the nature of the
behaviours 1n question. Those covered in the former review were all concerned with
actual or intended condom use — a behaviour in which the perceived opinion of at least
one significant other, together with the extent of motivation to comply with this, is
necessatily going to play an important part. By contrast, Godin and Kok’s review included
studies directed at a wide range of behaviours, including some in which the individual is far
more at liberty to ignore the wishes of significant others (such as having a health check,
using a seat belt and eating fruit), which could well provide at least a partial explanation for
the poorer performance observed in SNs here. Looking at the performance of this

vanable overall, it has been a far less effective predictor of outcomes than either attitudes

or PBC (Ammitage & Arden, 2002) and the main reason that has been put forward in
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explanation of this is the narrow focus of the construct, as discussed above. However, the

common practice of using single-item measures is a further weakness, with Armitage and

Conner (2001) having shown this to reduce the predictive power of the construct by as

much as 10%.

The proportions of variance in outcomes which have typically been explained by the TPB
have often been greater than those accounted for by the HBM, although the fact that so

many TPB studies offer explanations of variance in intentions rather than 1n behaviour can

make the difference seem greater than it really is, since these can somectimes reach

proportions of more than 50%, as can be seen in Table 1.2.2, below:-

TABLE 1.2.2 Proportions of Variance in Intentions Explained by the

Behaviour(s) which ate the °_/o
Subject of the Intentions Variance
clinical breast examination

65
Blue, Wilbur & Marston-Scott (2001 exercise

Astrom & Rise (2001 healthy eating
Conner et al (2001 use of dietary supplements

Godin, Valois, LePage & Desharnais smoking (in pregnant women)
1992

Schifter & Ajzen (1985 wetoht loss intentions

HE

Where explanations of behaviour, rather than intentions, are concerned, the results most
favourable to the TPB have produced explanations of around 40-50% of the variance:
Blue et al (2001), for example, found the model to explain 51% of the variance in exercise,
Quine et al (1998) accounted for 43% of that in cycle helmet use and Godin et al (1992)
explained 46% of smoking behaviour in post-partum women. Several other studses,
though, have only achieved proportions of less than 20%. In Norman, Connert and Bell
(2000), for example, the model accounted for only 15% of the variance 1n health check
attendance, Lien et al (2002) found it to explain just 7% of the variance in fruit and

vegetable intake and, in Wambach (1997), a mere 4% of that in breastfeeding could be
attributed to the TPB predictors.

The two meta-analytic reviews which have already been referred to provide useful
summary information regarding this aspect of the performance of the TPB. In Godin and
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Kok’s (1996) paper, which considered 56 studies, the average explanations of vanance 1n
intenttons and behaviour were 41% and 34%, respectively. However, Armitage and
Conner’s (2001) results were weaker than this. Across 185 tests of the model taken from
161 papers, the average proportion of variance in intentions explained was 39% while the
average for behaviour was only 27% - almost a fifth less than that reported by Godin and
Kok. Furthermore, when Armitage and Conner confined their analysis to just those
studies which had used objective measures of behaviour, the average proportion of
variance explained was reduced even further, to just 21%. Therefore, although the TPB

has improved upon the HBM in a number of respects and performs better in direct
compatisons (such as those by Bish et al, 2000, and Quine et al, 1998, which were outlined
above), it still leaves averages of around 60% of the vaniance in intentions and 80% of that

in demonstrated behaviour unexplained. Clearly, much remains to be understood

regarding the key factors and processes undetlying the performance of health-related

behavioutrs.

As with the HBM, the limited ability of the TPB to explain greater proportions of
outcomes has been partly attributed to its restricted scope, promoting the testing of factors
which might supplement the standard TPB vanables 1n investigations in this area. Self-
identity is one such factor, with Astrom and Rise (2001), Ammitage and Conner (1999) and
Godin and Kok (1996) all claiming it to have a bearing on behaviour, and Conner and

Armitage (1998) arguing for it to be added to the TPB as a new component variable.

However, although self-identity has been shown to have a significant influence on

outcomes, its effect size is small - Conner and Armitage found it to explain only around
1% of variance in intentions after the TPB had been taken into consideration - so the case

for its inclusion is only weak. Both personal (Bozionelos & Bennett, 1999; Conner &

Armitage, 1998; Quine et al, 1998) and moral norms (Conner et al, 1999; Conner &
Armitage, 1998; Godin & Kok, 1996) have also been put forward as potential additions to

the TPB but neither have received more than very modest empirical support.

More promisingly, a number of researchers have found past behaviour to have a notable
bearing on both intentions and future behaviour (e.g. Masalu & Astrom, 2001; Conner,
Graham & Moore, 1999; Sutton, McVey & Glanz, 1999; Norman & Conner, 1996a). In a
detailed exploration of its influence, Norman et al (2000) found that past behaviour alone

was able to explain more variance in exercise than intentions and PBC together after these
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two variables had been taken into account and also that the interaction of past behaviour
and PBC added a further 11% to explanations provided by the two varables individually:
where past behaviour was low, PBC did not predict future behaviour, but where it was
moderate or high, greater PBC was associated with greater amounts of exercise being
performed in the future. The authors propose that past behaviour causes greater accuracy
of outcome predictions by virtue of increasing the accuracy of pereeptions of control.
Conner and Armitage’s (1998) review paper reflects the importance of past behaviour as a
predictor which has been highlighted in the above studics by demonstrating that, once the
standard TPB predictors have been taken into account, this variable 1s able to explain, on
average, an additional 7% of the variance in intentions and 13% of that in behaviour. The
greater predictive ability found with respect to behaviour sugpests that the direct influence

of control beliefs on behaviour may be more affected by factors associated with past

behaviour experiences than the indirect route of influence which opcrates via intentions.

Taking a different approach, Bozionelos and Bennett (1999) considered the respective
contributions of past behaviour and the TPB by taking the former into account first. They
found that, entered alone into a regression equation, past bchaviour explained 42% of the
variance in exercise intentions. When the TPB component variables were added in the
second stage of the analysis, PBC added a further 15% to the explanation and attitudes just
4%, while SNs made a non-significant contribution. These findings raise the question of
the relative importance of TPB variables and past behaviour since the latter is far more
commonly entered after the model components. Since past behaviour 1s proposed to be a
distal influence on the formation of control beliefs it is arguably more logical to follow
Bozionelos and Bennett’s approach and ask what the TPB might have to offer over and
above explanations provided by past behaviour rather than sice wersa. However, regardless
of which of these practices is used, little is yet conclusively known about the processes by
which past behaviour exerts its influence over either the TPB components or future
behaviour (Conner and Armitage, 1998) including the role, if any, of individuals® reactions

to the outcomes of their past attempts to change health-related behaviours. This issue will
also be discussed further in Chapter 3, below.

In summary, the TPB has been shown to reptresent an improvement over the HBM 1n
several respects, but it has also generated various debates concerning theoretical and

methodological issues and it suffers from a number of performance-related limitations.
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The nature of two of the three distal component variables, SNs and PBC has been the
subject of considerable discussion, with the former being widely viewed as overly narrow
in its focus and the latter arguably needing to be replaced by self-efficacy. There are
problems relating to the methods employed by researchers using the TPB, including both
inadequacies of design and doubts regarding the value of the multiplicatory measurement
algorithms 1n common use. The relationships between the component variables and
outcome measures have not been consistent 1n strength and SNs have been particularly
weak in this respect - although the use of multiple-item measures of this predictor
produces demonstrably better results and expanding the scope of the construct seems
likely to improve matters further. Although the model has, on occasion, explained quite
high proportions of vatiance in outcomes, meta-analytic reviews show it leaves an average
of around 60% to 80% unaccounted for, depending on the type of outcome targeted and
how it is assessed. Several possible additions to the model have been proposed as having
the potential to reduce these proportions, but only past behaviour appears to merit setious
consideration and the processes by which this might operate are not yet clear. Overall,
although the TPB has been widely adopted by researchers, its use has so far provided only

a limited account of vanations in the performance of health behaviours.

1.3 THEORETICAL IMPLICATIONS & AIMS OF THE THESIS

This review of relevant literature has shown that social cognition models have some value
in terms of their ability to explain and predict health behaviour. However, a number of
weaknesses have also been identified and the performance of the models has been limited
in practice. There is now a clear need, in the light of these findings, for new theories to be
developed to supplement the SCM approach and enable more comprehensive
explanations to be generated. The overarching aim of this thesis is therefore to move
beyond the SCMs in order to address the gaps they have left in knowledge and
understanding of the nature and operation of influences on attempts to adopt health
behaviouts. Three different approaches to making such a move are outlined briefly below.
Full reports of each and a discussion of their combined implications are provided in the

remaining chapters of the thesis.
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The first approach, reported in Chapter 2, comprises a questionnaire-based study aimed at
improving upon the extent of variance in outcomes generally explined by the SCMs.
Three strategies in particular were adopted in the attempt to achieve this improvement:
model predictors were selected for inclusion on the basis of having been found to perform
well 1n the reviewed studies or because they were expected to do so following some
modification; behaviour-specific variables were included in addition to the more general

predictors; and additive, rather than multiplicatory measurement tools were used.

The findings generated by this first approach sugpested that reactions to past failure(s) to
adopt a health behaviour might impact upon future performance of the same behaviour
and that further investigation of the nature and consequences of such reactions was
warranted. Literature concerned with temporal influences on health behaviour change
was reviewed (in Chapter 3) and Jerusalem and Schwarzer's (1992) Idealised Process
Model of Cognitive-Affective Reactions to Repeated Failure was identified as being of
potential value in relation to this issue. The aim of the second approach to moving
beyond SCMs was therefore to explore this potential by means of the replication and
extension of Jerusalem and Schwarzer’s original work (in which cognitive task
petformance was the target behaviour) followed by the application of the IPM to attempts
to adopt health behaviours. This body of work is reported in Chapters 4, 5 and 6.

The outcome of the work relating to the IPM led to a brief review being conducted of
literature concerned with the original development of the HBM and the TRA/TPB. As a
result of this review, an exploration of the meanings associated with trying to adopt health
behaviours (including, but not exclusive to, those relating to past failed attempts) was
considered the appropriate third approach to take in moving beyond the SCMs. The final
study of the thesis therefore comprised a longitudinal, multiple case study in which three
people’s experiences of the process of making an attempt to change health-related

behaviours were explored by means of Interpretative Phenomenological Analysis. This

study is reported in Chapter 7.

A final summary of the wotk conducted towards this thesis is presented in Chapter 8,

together with a discussion of relevant methodological considerations, the theoretical

implications of its key findings and suggested directions for future research.
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CHAPTER TWO

Breaking Free from
the Constraints of the

Social Cognition Models
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2.1 INTRODUCTION TO THE FIRST STUDY

In the light of the limitations of the SCMs which were outlined in Chapter 1, above, it is
clear that altemnative approaches need to be taken i1f knowledge and understanding of the

key factors influencing attempts to change health-related behaviours are to be increased.

While (as will be evident in the later chapters of this thesis) some of the available
alternatives represent quite wide departures from the SCM approach, the first logical step
is to see what can be achieved by staying more closely allied to it. The study to be

reported in this chapter explores the potential of taking such a step.

The fact that certain constructs have consistently been found to predict and explain
outcomes, despite the limitations of the SCM framework(s) within which they have been
operationalised, serves only to strengthen the evidence in their favour. Further support is
provided by their apparent ability to transcend the constraints of any single model and to
demonstrate their influence across studies 1n which a variety of definitions, measures and
theoretical frameworks have been adopted, L.e. without recourse to the algorithms of any
particular SCM. Studies by Budd, Hughes and Smith (1996), Hoppé and Ogden, 1995;
Murray and McMillan (1993) and Bagozzi and Warshaw (1990), for example, incorporated
a range of definitions, measures and combinations of variables but, despite this, all found
constructs allied to attitudes (such as beliefs and values) to be significantly related to
outcomes. A similar picture can be seen with respect to self-efficacy in studies by Kaplan,
Ries, Prewitt and Eakin (1994), Kok, den Boer, de Vries, Gerards, Hospers and Mudde
(1992), Netemeyer, Burton and Johnston (1991) and Seeman and Seeman (1983). Even
measures relating to social influence and/or pressure (despite the difficulties relating to the

SN measure of the TPB) have been shown to provide significant results when
operationalised 1n a variety of ways (e.g. De Vties, Backbier, Kok & Dijkstra, 1995; Fisher,
Fisher & Rye, 1995; Trafimow, 1994). Although the importance of these broad constructs
(which will be referred to as ‘model predictors’) to behavioural intentions has been
established, their similarity to those commonly used within the TPB suggests that,
however operationalised, their potential to improve substantially on the 40% of vatiance
in intentions typically explained to date (Armitage & Conner, 2001; Godin & Kok, 1996)
is likely to be limited. A search for some additional means of improving upon this average

1s therefore warranted.
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By virtue of the aims of the SCMs (to provide a common framewotk for the explanation
and prediction of behavioural outcomes) their components are all general in nature and
the related variables just discussed are equally broadly spplicable. tHowever, some
researchers, such as Fazckas, Senn and Ledperwood (2001), Norman ct al (1999), Wall,
Hinson and McKee (1998) and Wambach (1997), have chosen to incorporate extra
predictors within their studies which are highly speafic to the behaviour under
investigation and, with the exception of Wambach (1997), have all found these to add
significant contributions to the predictions of outcomes provided by modcl predictors. In
Nomman et al’s study, for example, the length of the longest recent attempt to qquut
smoking predicted a significant proportion of the variance in length of abstinence in a
current quit attempt despite both intentions and PBC having failed to do so. There
appears to be some potential, thercfore, for considering behaviour-speaitic variables 1n
attempts to explain behaviour change, as well as more general ones and, since it docs not
seem likely that all important influences on behavioural outcomes are necessanly
psychological in nature, the addition of relevant non-cognitive variables as well as social
cognitions specific to the outcome in question is also justified. The study reported 1n this
chapter was therefore designed in order to investigate the relative explanatory power of
model, non-model and non-cognitive predictors. As improvements in the proponion of
variation explained in behaviour are unlikely to follow unless such improvements arc
observable with respect to intentions, these were selected as the outcome measure. The

specific intentions chosen were those relating to weight loss in a target popuhtion of
healthy weight women.

Despite the increasing levels of obesity which have been observed in the Western world 1n
recent years (noted in Section 1.1.2iii, above), the current aesthetic ideal for the female
form is extremely lean (Brownell, 1991) and women are under considerable pressure to

conform to this ideal (Tiggeman, Wineficld, Wineficld & Goldney, 1994). Women’s
resulting body dissatisfaction is now so widesptead as to have been termed ‘hormative

discontent’ (Rodin, Silberstein & Striegel-Moote, 1984) and it has not just been found 1n
those who are overweight or obese but also in healthy weight women. For example,
Hetherington & Bumett (1994) found that, although 12% of a sample of such woman
expressed a desire for their weight to remain the same and a further 3% would have liked

to have increased in weight, almost two-thirds (66%) reported a desire to lose at lcast five
pounds.
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Weight loss behaviour 1s a noted consequence of body dissatisfaction (Garner, 1991) and

may, especially when taking the form of dietary restraint, adversely affect both physical
and psychological health (Ogden, 1995; Tiggeman, 1994; Lissner, Sjostrom, Bengtsson,
Bouchard & Latsson, 1994; Cash & Hicks, 1990). The decision to explore the relative
predictive power of the different types of vanable 1n relation to weight loss intentions was
therefore made for two reasons: first, because intentions to lose weight were expected to
be readily accessible in a sample of healthy weight women; and, second, because an
improved undetstanding of influences on the strength of weight loss intentions in women
whose health 1s not directly at nsk from their weight could ultimately help in the
prevention of the adverse consequences of unnecessary weight loss behaviour. However,
since Jasper (1997) had shown measures of determmation to be more discriminating than

those of intentions alone, the former was selected as the dependent variable for this study.

Non-model cognitions (to be known as “non-model predictors”) considered to be
important to the development of weight loss intentions are primarily those concemed
with petrceptions and evaluations of the body’s size and shape (e.g. Cash & Hicks, 1990;
Hetherington & Bumett, 1994; Lee, Leung, Lee, Yu & Leung, 1996), so measures of
weight perception and both weight and body dissatisfaction were selected for use in this
study. Two relevant non-cognitive predictors were also included: Body Mass Index
(BMI) and past behaviour. BMI has consistently been found to relate to intentions to lose
weight and to actual weight loss behaviour (e.g. Garner, Garner & Vanegeren, 1992;
Thelen & Cormier, 1995; Lee et al, 1996; Huon, Hayne, Gunewardene, Strong, Lunn,
Pura & Lim, 1999) and, as shown in Chapter 1, past performance of health-related

behaviours 1s strongly predictive of their future performance (e.g. Masalu & Astrom,
2001; Bozionelos & Bennett, 1999; Conner, Graham & Moore, 1999; Sutton, McVey &

Glanz, 1999, Conner & Armitage, 1998; Norman & Conner, 1996a).

The main aim of the study' was to explore the relative explanatory power of the different
types of predictor variable. The following hypotheses were therefore generated for

testing:-

! This study orginally formed part of a wider investigation which also included causal beliefs relating to
weight and weight loss, but only those parts relevant to this thesis will be reported.
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1. The non-model predictors of Weight Perceptions, Body Dissatisfaction and
Weight Dissatisfaction will add significantly to the explnation of variance in

Determination once the model predictors of Drive for Thinness’, Social Influence

and Self-efficacy have been accounted for.

2. The non-cognitive variables of BMI and Past Weight Loss Bchaviour wall add

significantly to the explanation of variance in Determination to Lose Weight once

both the model and non-model predictors have been taken 1nto considcration.

2.2 METHOD

2.2.1 DESIGN

This investigation was a cross-sectional questionnaire study with Dctermination to Lose
Weight as the dependent variable. There were three model predictors (Drive for
Thinness, Social Influence and Self-efficacy), three non-model predictors (Weight
Perceptions, Weight Dissatisfaction and Body Dissatisfaction) and two non-cognitive

predictors (BMI and Past Weight Loss Behaviour). Data was analysed using correlations

and regression techniques.

2.2.2 PARTICIPANTS

All new female students embarking on courses provided by the Psychology department of
a London university were asked to participate in this study (n = 159). Of those
approached, 2 refused to take part, while another 19 were excluded because their BMI

scotes fell outside the healthy weight range: 8 were underweight, 9 were overweight and 2

were obese.

2 a measure of beliefs and values specific to weight



The final sample consisted of a total of 138 healthy weight women (44 undergraduates and

94 postgraduates) with a mean BMI of 21.6. The age of the sample ranged from 18 to 48
years (median = 24.9 years). 17% were married, 14% were co-habiting, 4% were separated

or divorced and 65% were single. Most participants (73%) were white and the majority
were either Christian (40%) or held no religious convictions (42%)°.

2.2.3 MEASURES

The questionnatres used in this study included single-item, survey-type questions and both
established and recently constructed scales. Details of the psychometric properties of
these are given below. The questionnaire and full reliability analyses are provided in

Appendix A (pp.237-252).

2.2.31 DEMOGRAPHIC INFORMATION

Participants were initially asked to provided details of their age, height, current weight,
religion, marital status and ethnic background. BMI scores were calculated on the basis of
participants’ self-reported height and weight*.

2.2.31 SINGLE-ITEM SCALE

Weight Perceptions, Weight Dissatisfaction and Past Weight Loss Behaviour were each
assessed by means of single-item scales with five response options. Details of the range of

options for each scale and the meaning of higher scores ate provided in Table 2.2.3ii,

overleaf:-

3 Throughout this thesis, missing cases have been excluded before the calculation of percentages.

* Self-reported weight has been shown to be sufficiently accurate for studies involving non-clinical
populations (Bowman & de Lucia, 1992).
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TABLE22.3ii Details of Sinzleltem Scalcs

_ Range of Response |  The Mcaning of Higher
Options Scorces

Weight Perceptions ‘very underweight’ to greatee pereeptions of
‘very overweipht' overweiph

t
et Disasfacton ‘very satisficd” to ‘very | greater weight dissatisfaction
dissatisficd’
Past Weight Loss Behaviour mote attempts to losc weight
in the fCVIOus five vears

Two subscales of the Eating Disorder Inventory-2 (ED1-2; Gamer, 1991) wete used n
this study: the Drive for Thinness and Body Dissatisfaction subscales. The former taps
beliefs and values concemed with eating, dicting, and weight loss and gain, while the latter
addresses thoughts and feclings with respect to different areas of the body. Respondents
are asked to indicate the frequency with which each applics to them, with options ranging
from ‘always’ to ‘never’. Some items in each are scored in a reverse direction to minimise
social desirability effects. Higher scores denote stronger Drive for Thinness and greater
Body Dissatisfaction. Garner (1991) provides information on reliability and validity of the

subscales (@ = .83 for Drive for Thinness and .92 for Body Dissatisfaction) as well as

normative data from a female college sample and an cating disordered group. Rescarchers
have shown that subscales of the EDI-2 can be used indmidually without compromising

their reliability (e.g. Beren, Hayden, Wilfley & Grilo, 1996; Cattarin & Thompson, 1994;
Dionne, Davis, Fox & Gurevich, 1995).

2.2.31v ALES DEVELOPED ORAMENDED FOR
agree’ to ‘strongly disagree’ and, for each, item scores are summed to provide the overall

total. A brief description of each scale is provided below and is followed, in Table 2.2.31v,

by a summary of their psychometric properties in comparison with ideals (full details can
be found in Appendix A, pp.240-252):-
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Determination to Lose Weight Scale (‘Determination’)

A three-item scale to assess Determination to Lose Weight was adapted from Jasper’s

(1997) Determination to Diet scale. The revised version of the scale used here
incorporates three statements relating to a desire to lose weight 1n the near future, the

intention to try to do so and a belief in actually doing so.

Self-efficacy for Weight Control Scale (‘Self-efficacy’)
This scale was adapted from Jasper’s ‘Self-Efficacy for Dieting’ scale. The stem statement

of the original scale reads: “I am confident I can keep to my weight loss programme even

if....”” but, for the purpose of this study, the phrase ‘keep to my weight loss programme’
was teplaced with ‘control my weight’. The items which followed this stem dealt with a

variety of situations which might compromise participants’ attempts to take or maintain
action aimed at controlling their weight, such as: feeling bored, being away from home, or

having relationship problems.

Social Influence Scale (‘Social Influence’)

In line with studies following the Theory of Planned Behaviour, this measure addresses
participants’ perceptions of injunctive norms (what important referents think they ought
to do) and motivation to comply with these. However, in line with de Vres et al (1995),
items have also been added which ask about direct pressure that referents place
patticipants under to lose weight. Other items tap perceptions of referents’ views of
participants’ weight. There are eight items 1n total.

1

TABLE 2.2.3iv Psychometric Properties of Scales

SCALE | Determination | Self-Efficacy | Social Influence | IDEAL
VALUES
PROPERTY |

Item Means 3.02-3.43 2.64-3.43 1.57-2.31 2.5-3.5
Item-total 88-.92 49-.69 38-.71 > 9
Correlations

Kolmogorov- 1.72 (.006) 1.04 (.229) 1.29 (.07) p>.05
Smirnov Z ’
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It can be seen from Table 2.2.3b that the psychometric properties of the measures are
generally good. All Cronbach’s alphas are well in excess of the ideal minimum of .7, all
item-total correlations are well above the ideal minimum of .2 and no Kolmogorov-
Smirnov test for deviation from a normal distribution reached significance except for that
relating to the Determination scale. Further exploration with respect to this scale showed
this deviation to have little bearing with respect to the testing of the main hypotheses,
although one participant with an outlying score was removed from the analysis at this
polnt (see Section 2.3.2 for full details of these diagnostic explorations).

The item means for the Determination and Self-efficacy scales all fall comfortably within
the ideal range. Those for the Social Influence scale are low but, since all participants
were in the healthy weight range, and the scale taps issues concerned with the views of
their friends and family regarding the need for participants® to lose weight, this finding 1s
not unexpected. Overall, the measures were considered to demonstrate satisfactory

psychometric qualities for valid analyses to be carried out with respect to the aims and the

hypotheses of this study.

2.2.4 PROCEDURE

w

Data collection was conducted during lectutes in participants’ first week at the university.
A brief outline of the study was given to the female students in each class and it was
explained that, should they agree to participate, but did not know either their height or
weight, they would be required to measure these. Any student who prefcrred not to take
patt was given the opportunity to leave at this point. Those who agreed to take part were
each given a copy of the questionnaire to complete. A set of scales and a height chart
were provided for those who needed to check their height and/or weight and were used
by approximately a third of the sample (participants were asked to give each other privacy
while taking these measurements). Completion of the questionnaire took between 15 and

30 minutes, following which participants were debriefed.




2.3 RESULTS

2.3.1 WEIGHT-RELATED CONCERNS & BEHAVIOUR’

Seventy three percent of participants had tried to lose weight at least once during the

previous five years and 66% had made two or more attempts. They had cleatly not been
successful in achieving their aims, though, since levels of dissatisfaction with current
weight were high (especially considering this was a sample composed entirely of healthy
weight women), with 51% of the sample describing themselves as either overweight or
very overweight and 31% expressing dissatisfaction with their current weight. Only 11%
of participants were very satisfied with their weight and less than half (45%) correctly
viewed themselves as being neither under- nor overweight. 34% of the women wete in
agreement with all three of the statements comprsing the Determination to Lose Weight
Scale and 56% scored above its mid-point. Surprsingly, given the above figures, Drive for
Thinness scores were lower for this sample than those reported by Garner (1991) for a
female college group, with mean scores being 3.1 and 5.5, respectively (z = 5.06, p<.0001),
but levels of Body Dissatisfaction for the two groups did not differ and the scores of 34%
of participants on the latter scale fell within or above the normative range presented by

Garner for an eating disordered sample.

Despite the fact that past weight loss attempts had cleatly not resulted in the majonty of

women having reached or maintained physiques they considered satisfactory, levels of

Self-efficacy for Weight Control were not notably low, with approximately half of the
sample (n = 68) scoring on or above the mid-point of the scale (which is 30) and the mean
falling close to this score (29.26). Scores on the Social Influence measure were generally
quite low, with the maximum score for any participant being 34 out of a possible 40 and
the mean being just 15.98 (SD = 5.41). 90% of those who responded fully to this measure
(111 out of 123) scored below the mid-point of the scale.

> All data, descriptive statistics and main analyses can be found in Appendix A (pp.253-8, 259-65 & 266-71,
respectively)
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2.3.:_2 M_AIN ANALYS_ES_

R ———— —

It was predicted, in the first hypothesis of this study, that the non-model predictors of
Weight Perceptions, Body Dissatisfaction and Weight Dissatisfaction would add
significantly to the explanation of variance in Determination once the model predictors of
Drive for Thinness, Social Influence and Self-efficacy had been accounted for. In the
second hypothesis, it was predicted that the non-cognitive variables of BMI and Past
Weight Loss Behaviour would add significantly to the explanation of variance 1
Determination to Lose Weight once both the model and non-model predictors had been
taken into consideration. Before carrying out the regression analysis required to test these
hypotheses, however, it was first necessary to explore the extent of influence of the non-

normal distribution of scores on the Determination to lLose Weight scale (identified 10

Section 2.2.3, above).

Casewise diagnostics showed that the value of one participant’s residual was more than
three standard deviations from the mean (-3.71). 'This person was therefore excluded
from the analysis. No other residuals were indicative of outlying cases, sO all other
participants were therefore retained. Further diagnostic assessments included Cook’s
Distance Test, both a frequency histogram and a normal probability plot of the
standardised residuals and, finally, a scatterplot of predicted Determination scores with
the standardised residuals. Cook’s Distance values were all at acceptable levels, ranging
from .000 to .081 (mean = .010); the frequency histogram (Figure 2.3.2a) shows the
distribution of the standardised residuals to be acceptably close to normal; the normal

probability plot (Figure 2.3.2b) shows the standardised residuals to fall acceptably close to

the 45° line; and the scatterplot of predicted Determination scores with the standardised

residuals (Figure 2.3.2c) shows an acceptable distribution of variance across the range of

SCOIES: -
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FIGURE 2.3.2a Frequency Histogram of Standardised Residuals
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FIGURE 2.3.2b Normal Probability Plot of Standardised Residuals for
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FIGURE 2.3.2¢  Scatterplot of Predicted Determination Scores with
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Taken together, the results of these diagnostic tests indicated that, after having removed
the one case with an outlying residual, the non-normal distribution of Determination
scores was not likely to have any notable effect on the regression analysis required to test
the main hypotheses, so this could therefore be reliably performed. Such analysis would
only be worth doing, though, if the proposed predictor variables were significantly

associated with Determination. The results of Pearson’s product-moment correlation

analyses carried out to discover if this was the case are presented in Table 2.3.2a below.

Since eight analyses in total were conducted, a Bonferroni correction of “/, was used
(Where £ = the number of analyses; see Lockhart, 1998) in order to determine the
probability level required for statistical significance to be claimed - this was 0063. The
co-efficients for each analysis are given in Table 2.3.2a, below:-
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TABLE 2.3.2a Correlations of Predictor Variables with Determination

| Variable | Cor;elationICo-eﬁcient 0 .
Weight Perceptions - 625 ]
[ﬁodLDissa_tisfactiq_n ) - .608
Weight Dissatisfaction ) i .603 ]
| Past Behaviour | B 497
| Drive for Thinness | _ - 464 ]
Self-efficacy” -.460
Social Influence B - 387 y
PBMI_ B . ko v g )

* p <.0001 1n each case

Having established that a multiple regression was justified by the data and could be
reliably conducted, the testing of the main hypotheses could now be carried out.
Determination to Lose Weight was the dependent variable in the analysis and the model
predictors were added in the first block, using the “Enter’ method. The second block
involved the stepwise addition of the non-model predictors (Weight Perceptions, Weight
Dissatisfaction and Body Dissatisfaction) and, in the third, the non-cognitive predictors
(BMI and Past Weight Loss Behaviour) were added, also stepwise. The results are
summarised in Table 2.3.2b below, where the following key to variable labels applies:-

e BD = Body Dissatisfaction

e DT = Drive for Thinness

e PASTBEH = Past Weight Loss Behaviour

e SELFEFF = Self-efficacy for Weight Control
e SOCINF = Social Influence

e WIPERC = Weight Perceptions

Using the adjusted R® in preference to the non-adjusted figure (in order to provide a
better fit to the population), 40.8% of the variance in Determination to Lose Weight was
explained by the model predictors (p<.0001). In support of the first hypothesis of this
study, the addition of each of the non-model predictors of Weight Perceptions and Body
Dissatisfaction provided a significant addition to the explanation of the variance, with the
two variables contributing 23.5% and 1.7%, respectively, when both were entered
stepwise. The hypothesis was only partially supported, however, since Weight Satisfaction

was not a significant contributor to the explanation.

6 The negative direction of this correlation was unusual and unexpected. Its implications will be discussed in
Section 2.4.
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TABLEZ.Q.Zb ylanation of Variance in Determinati

Model Beta t
1 [ (Convan) | 1087 | 704
_
SOCINF

SELFEFF 423
o
SOCINF 10 1.60

859 [ <0001
603 T 7s0
4 59 |

1.37

16
<0001

* Determination to Lose Weight is the dependent variable.
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® Beta coefficients for all predictor variables are standardised, while those for constants are

unstandardised.

The second hypothesis also received partial support from the data, with Past Weight Loss

Behaviour explaining 1.4% of the remaining variance in Determination once both the

model and non-model predictors had been taken into account. The second non-cognitive

predictor, BMI, did not provide a significant contribution, though, and was excluded from
the final equation. The final combination of predictors explained a total of 67.3% of the
variance in Determination to Lose Weight in this sample of healthy weight women. The

contributions of the different predictors are depicted in Figure 2.3.2d overleaf:-
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FIGURE 2.3.2d The Proportions of Variance Explained in Determination tc
Lose Weight

H1.4%

B Model Predictors » Weight Perceptions B Body Dissatisfaction
Unexplained m Past Weight Loss Behaviour

One point that should be noted here, though, is that two out of the three Model
Predictors forcibly entered into the first block of the analysis explained only non-
significant proportions of the variance in Determination by the end: Social Influence lost
its significance as soon as Weight Perceptions were added in Model 2 and Self-efficacy for
Weight Control did so with the addition of Past Weight Loss Behaviour in Model 4.

2.3.3 PoSsT HOC ANALYs_E_s

As shown above, in contrast to expectations based on the published literature, the
relationship between Self-efficacy for Weight Control and Determination to Lose Weight
in this study was in a negative direction. It was also mediated by Past Weight Loss
Behaviour, which itself correlated negatively with Self-efficacy and positively with
Determination. More frequent past attempts to lose weight are therefore associated with
greater determination to make further such attempts in the future despite correspondingly

weaker levels of confidence with respect to the achievement of desired outcomes.

Consideration of the inter-relationships among other key variables of this study, presented

in Table 2.3.3a, overleaf, offers a possible explanation for why this should be the case:-

71



TABLE 2.3.3i Inter-correlations Between Key Variables’

.l_

"WTPERC | PASTBEH| DT | BD SELFEFF
r = .40 r = .20 ¢ = A5 e = .21 r .l(}
BMI p <.0001 p =.002 p=.742 p=.017 p = 063
| L — 4 IR 4
| r=.33 L r=.14 [ t= .47 r = -.32
- WTPERC p <.0001 p =102 p <.0001 p <.0001 |
‘ 1‘ 4 — —— =l
r = .49 r = .3/ r = -.49
PASTBEH p <.0001 p <.0001 p <.0001
— A B )| i -
| | r = .48 r = -.32
DT p <.0001 p <.0001
I
| e T ' IS ‘ | ¢ = -.46
BD ' p <.0001
L__ - 1 e

*Q = '"5/15 = .0033

The significant positive relationships, which can be observed in Table 2.3.31, between the
number of past attempts to lose weight and both BMI and Weight Perceptions suggest
that such attempts had generally failed to achieve or sustain desired outcomes. Since Past
Weight Loss Behaviour is also positively associated with Body Dissatisfaction and Drive
for Thinness, it would seem that weight-related distress increases with the number of

failed attempts to lose weight to the point which it is of sufficient strength to over-ride the

associated reduction in Self-efficacy and foster increased Determination to Lose Weight.

2.4 DISCUSSION

———— T ————

2.4.1 DISCUSSION OF MAIN FINDINGS

e ———

As expected, weight-related concerns and intentions to lose weight were common 1n the

women who took part in this study, despite the fact that they were all of healthy weight.

Many erroneously perceived themselves to be overweight, were dissatisfied with their
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bodies and/or their weight and, despite not experiencing undue social influence to try to
lose weight 1n the near future, expressed a degree of determination to do so. In addition, a
significant majority had attempted to lose weight during the five years prior to the study,
with two-thirds having tried to do so at least twice. These findings support those of
previous studies which have shown weight-related concerns and intentions to be prevalent
in Western women, including those of healthy weight (e.g. Hetherington & Burnett, 1984;
Rodin et al, 1984). They also underline the relationship between body dissatisfaction and
welight loss behaviour noted by Garner (1991) and support the view that healthy weight
British women are currently at risk of the physical and psychological consequences of
dietary restraint outhned by a number of other researchers (e.g. Ogden, 1995; Lissner et al,
1994; Tiggemann, 1994; Cash & Hicks, 1990). On the basis of the results of this study,
the most important predictors of Determination to Lose Weight were, in order of their
significance: Weight Perceptions, Drive for Thinness, Body Dissatisfaction and Past
Weight Loss Behaviour. It might be useful, therefore, to conduct an intervention study
targeting the first three of these variables 1in those with a high incidence of past weight loss
behaviour to see if any reduction in Determination to Lose Weight might be achieved.
However, since the causes and consequences of weight loss behaviour are not the prime

foci of this thests, no such study will be conducted here.

The primary aim of the current study was to explore the extent to which model, non-
model and non-cognitive predictors would contribute to the explanation of variance in
Determination to Lose Weight. It was predicted that the non-model predictors would add
significantly to the explanation once the model predictors had been accounted for and that

the non-cognitive predictors would add further explanatory power once both the model

and non-model predictors had been taken mnto consideration. These hypotheses were
both partially supported, since two out of the three non-model predictors and one of the
two non-cognitive predictors contributed significantly to the explanation. Drive for
Thinness, Social Influence and Self-efficacy for Weight Control together explained 40.8%
of the wvarlance 1n Determination scores, while Weight Perceptions and Body
Dissatistaction explained a further 23.5% and 1.7%, respectively, in the second stage of
the analysis and Past Weight Loss Behaviour added a further 1.4% in the final stage.

Although the model predictors were forcibly entered into the equation, the other variables

were added stepwise and both one non-model predictor, Weight Dissatisfaction, and one

non-cognitive predictor, BMI, were excluded. In the former case, this is probably
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attnibutable to the large overlap between this variable and both Weight Perceptions and
Body Dissatisfaction (r = .50 and .62, respectively, p <.0001 in each case). Since both of
these variables correlated more strongly with Determination than did Weght
Dissatisfaction (see Table 2.3.2a, p.69), they will have been entered into the equation first,
leaving only a non-significant amount of varance to be explained by Weight
Dissatisfaction. With respect to BMI, this has already been shown to correlate with
women’s perceptions of the degree to which they are overweight (Mielewczyk, Broughton,
& Legg, 1n preparation) and did so again here (see Table 2.3.3i, p.72), so it seems likely
that much of the variance in Determination which might have been attributable to BMI

had already been accounted for by Weight Perceptions in the second stage of the analysis.

The proportion of variance in Determination explained by the model predictors in this
study is, at 40.8%, on a par with the 40% average explanation of variance in intentions
identified in the reviews of Armitage and Conner (2001) and Godin and Kok (1990).
dince the nature and assessment of the model predictors did not conform exactly to the
algorithms of either the TPB or any other SCM, their usefulness as independent
constructs has been strongly reinforced by this study. The value of the TPB, however, has
been correspondingly reduced since, despite its complicated algorithms, it does not appeat

to have anything to offer in terms of explanatory power over and above that provided by
the model predictors, as conceptualised and assessed in this study.

The 67.3% of vatiance in Determination to Lose Weight which was explined by the final
equation of the analysis is cleatly much greater than the average of 40% found across the
teviews conducted by Armitage and Conner (2001) and Godin and Kok (1996). Itis also
either on a par with, or better than, all but one of the most successful TPB studies to date
(see Table 1.2.2, p.50). To be able to explain proportions of variance of this magnitude 1S
a significant at;hievement but it is, nevertheless, important to recognise the size of the task

which temains, since the ability of the vatiables incorporated in any of these studies to
explain the variance in actual behaviour would almost certainly be considerably less than
their ability to explain that in intentions. For example, the average proportions of variance
in behaviour reported in Godin and Kok (1996) and Armitage & Conner (2001) were just
34% and 27%, respectively, compated to the 41% and 39% averages which they found
with respect to intentions — an average reduction of 24%. If similar reductions were to be

assumed in the six most successful studies of this kind to date (Le. in the cutrent study,

Bagozzi and Warshaw’s [1990] investigation and the four most explanatory TPB studies
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detailed in Table 1.2.2), where the average proportion of variance i1n intentions is 67.5%,

that which would be expected to be accounted for with respect to behaviour would be just
51%, leaving almost half of the variance in behaviour still to be explained.

Despite the achievements of the studies conducted in this field so far, therefore, it is
evident that our understanding of the influences on health behaviour performance is still
seriously limited. Possibilities for how this situation might be addressed will be discussed
below, but first there are some further points relating to the results of the current study
which are worth noting. These concern the finding that two of the model predictors,
Social Influence and Self-efficacy, became non-significant as a result of other variables
being added into the equation in later stages of the analysis - a result which suggests that,
in certain circumstances, both non-model and non-cognitive variables might make greater

contributions to explanations of variance in outcomes than model predictors.

Social Influence became non-significant when Weight Perceptions were introduced into
the analysis in the second stage. This result may indicate that the strength of a woman’s
determination to lose weight reflects her own appraisal of her size relative to a personal
ideal to a greater extent than it reflects the expressed (or percetved) views of her family
and friends. However, 1t might also be the case that the measure of Social Influence used
in this study was inadequate to its task. The addition of questions relating to direct
pressure, as suggested by De Vies et al (1995), was an attempt to acknowledge that social
influence is not merely a question of injunctive norms and motivation to comply with

these (which is all that 1s included under the TPB), but the scale may still have failed to

address the most pertinent sources of social pressure. More wotk is needed in order to

identify what those sources are and the extent to which they vary from individual to
individual and according to the behaviour in question. However, this is tangential to the
main aims of this thesis and will not, therefore, be pursued any further here.

As a predictor of Determination to Lose Weight, Self-efficacy for Weight Control became
non-significant when Past Weight Control Behaviour was added to the equation in the
final stage of the analysis, indicating a2 mediating effect of the latter. In addition, and

contrary to expectations based both on the previous literature and on the premises of the

SCMs (all of which claim positive associations between self-efficacy, or related constructs,
and outcome variables), the relationships between Self-efficacy and both Determination

and the other predictor vatiables were all in 2 negative direction. It is possible that the
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measure used to assess Self-efficacy in this study was inadequate, particularly as, unlike the

other model predictors, it focused on weight wnfro/ rather than weight /ss. However,

since all the correlations reached levels of significance of at least 0.001, this seems unlikely.

A more feasible explanation comes from a consideration of both the mediating effect of
Past Weight Control Behaviour on the relationship between Self-efficacy and
Determination and the inter-cotrelations of some of the predictor variables. Post hoc
analyses showed significant positive associations between the number of past attempts to

lose weight and both Weight Perceptions and BMI, suggesting that participants’ attempts
at losing weight in the past had generally failed to achieve anything more than limited

and/or short-term success in achieving desired outcomes. It can also be deduced, from

the negative association of Past Behaviour and Self-efficacy for Weight Control, that
women’s confidence in their ability to control their weight reduces as the number of such
failures increases. However, the positive associations of Past Behaviour with Body

Dissatisfaction and Drive for Thinness and the mediating effect of Past Behaviour on the

Self-efficacy-Determination relationship imply that ongoing distress in the face of repeated

fatlure to lose weight is sufficiently strong to over-ride such reductions in confidence,

thereby promoting stronger levels of determination to make a further attempt (O lose
weight in the future. Despite the attention it has received in the literature, it would appear,

therefore, that self-efficacy may be a less useful variable to take into account when
attempting to explain individual differences in the performance of health behaviours than

people’s ongoing distress in the face of repeated failure to achieve their desired outcomes.
The theoretical implications of these findings will be discussed in Section 2.4.3, below.

First, however, limitations relating to the methodological approach adopted in this study

need to be taken into consideration.

2.4.2 METHODOLOGICAL LIMITATIONS

The investigation teported here was conducted by means of a cross-sectional design, using
a quantitative, questionnaire-based approach and focussing on behavioural intentions as

the target outcome. Although the use of cross-sectional designs and the confinement of
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dependent measures to those tapping intentions were crticised in the previous chapter,
both were considered approprate to this investigation since improvements to
explanations of behaviour are unlkely to be demonstrated mn the absence of
improvements to those of intentions. Questionnaire-based work has the advantage that a
large amount of data can be collected i1n a short space of time, without being unduly
demanding of either participants or researchers and with relatively small financial outlay.
Data are readily quantified and can be comprehensively analysed by means of modermn
software packages capable of carrying out complex, multtvariate procedures. Finally,

results are readily comparable across studies, making evaluation of the impact of additional

or amended predictors straightforward to conduct.

The use of self-report questionnaires is, however, subject to 2 number of limitations.
First, the potential for questionnaire ttems and response options to be interpreted in
different ways reduces the extent to which responses can be assumed to represent accurate
reflections of underlying cognitive constructs. In addition, the practice rests on the
assumption that these constructs are stable 1n nature - an assumption which has been
challenged by Potter and Wetherell (1987) and also by Stainton Rogers (1991), who argues
that such scales: “...do not provide any scope for recording uncertainty, varied reactions,
or shifts in opinion from one moment to another.” (p. 67). There is also a tisk of losing

information that 1s important in individual cases when data are aggregated into means and
general trends (Ingham, 1993).

Another inherent assumption of this approach is that completing a questionnaire has no
influence either on the cognitions being assessed or on subsequent behaviour. However,
as Ogden (2003) argues, it 1s possible that the act of responding to questionnaire items
may cause new cognitions to be created (where the target behaviour is unfamiliar to the
respondent), existing ones to be shifted (as a result of emotional reactions to the items) or
subsequent behaviour to be altered (because of increases in salience and/or social
desirability). Incteases in salience, resulting from having addressed eatly questionnaire
items, might also mnfluence participants’ responses to later items in the same measure. In
the case of this study, for example, responding to the eatly Weight Perceptions and
Determination to Lose Weight items may have increased the salience of weight-related

1ssues and thereby affected responses to the Drive for Thinness and Body Dissatisfaction

subscales. Had these two paits of subscales been presented in the opposite otder, then the
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tesponse made to the Weight Perceptions and Determination subscales might have been
affected by having already completed the other pair. The former direction of influence
was considered less undesirable than the latter, however, which is why the items relating to

Determtnation, in particular, were presented at an eatly point in the questionnaire.

These limitations cleatly reduce the extent to which the findings of studies employing self-
report questionnaires can be generalised across individuals, behaviouts, times and
contexts. However, since the use of the approach is common to the majority of
explorations of influences on health behaviour petformance, the impact of its limitations
on cross-study comparisons is minimal and its use here, in ordet to facilitate the evaluation

of supplementing model predictors with non-model and non-cognitive predictors, was
therefore justified.

2.4.3 THEORETICAL IMPLICATIONS

This study has reinforced the ability of the combined model predictors to explain 2
significant proportion of the variance in behavioural intentions but it has also called into
question the inherent usefulness of the SCMS over and above that of theit constituent
constructs. While significant improvements in explanations of variance in intentions were
provided by the addition of the behaviour-specific predictors, almost a third of the
variance remained unexplained by the final equation and calculations made on the basis of

the findings of meta-analytic reviews suggest that only around half of the variance in
actual behaviour would be likely to be explained by the same combination of variables.

Since, despite the deliberate lack of adherence to the algorithms of any particular model,
the results of the study wete on a par with others which have successfully added variables
to the usual model predictors (as detailed above), it seems probable that a ceiling has been
reached in the proportion of variance exphinable by studies of this nature. If the
significant gaps remaining in knowledge and understanding of influences on the
petformance of health behaviours are to be addressed, therefore, more radical departures
from the SCM approach are clearly required.

One potentially important direction for further research and the subsequent development
of theory was identified in this study and this concerns the nature of the links between
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past and future behaviour. Past behaviour has been relatively neglected as a predictor
the literature, but Norman et al (2000) and Conner and Armitage (1998) have shown that
it can make a significant contribution to explanations of variance in future behaviour and
these findings were reinforced here. In this study, past behaviour was found not only to
be a significant, independent predictor of Determination once all the other predictors had
been taken into consideration, but also to mediate the relationship between Self-etficacy
and Determination. In addition, the inter-correlations of key wvariables 1n this study
suggest that cognitive and emotional responses to the outcomes of past behavioural
efforts may have an important bearing on future attempts to adopt the same target
behaviour. Specifically, ongoing distress related to body shape and weight appears to have
over-ridden reductions in self-efficacy associated with previous failures in order to foster
intentions to make another weight loss attempt in the near future. It does not seem likely,
though, that patterns of response to past failed attempts to adopt a health behaviour
would necessarily be the same across all behaviours and circumstances. For example, the
reactions of the women in the curtrent study might differ in type and/or strength to those
of a sample of obese women who had achieved, but failed to sustain, significant losses of
weight over the same petiod of time. Differences might also be seen according to the
salience of the need for the attempted change to be established in the near future. The
initiation and/or outcome of attempts to change behaviour by cigarette smokers with
severe CHD, for example, might be more greatly influenced by the fear of imminent death

than by any reactions to having failed to stop smoking in the past.

Exploration of the nature of reactions to past failed attempts to adopt health behaviours
and of how these might impact upon future attempts, across a range of behaviours and

circumstances, could therefore prove a useful move beyond social cognition models and
foster the generation of new theory concerning influences on health behaviour
petformance. Before doing this, however, the literature concerning the influence of
temporal factors on the process of health behaviour change needs to be reviewed in order
to discover the extent to which it might inform such an exploration. The most common
approach which has been taken in the investigation of temporal influences on health-
related behaviour change involves the application of Stage Models, so this body of

literature will now be discussed.
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CHAPTER THREE

Stage Models of Behaviour
Change
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3.1 INTRODUCTION

Stage models are those which rest on the assumption that establishing a sustamned change
in behaviour involves passing through two or more discrete stages in which the nature
and/or strength of social cognitive influences will differ (Norman and Conner, 1996b).
The most recent of these is the Health Action Process Approach (HAPA; Schwatzer,
1992b). This model was developed directly out of the SCMs and represents an attempt to
retain the best features of those models previously in existence while addressing some of
their key limitations. The HAPA has not yet been fully tested, however, and the earlier
Transtheoretical Model (Prochaska & DiClemente, 1983), which was developed out of
theories of psychotherapeutic change, has been far more widely applied. The performance
of both of these models will be evaluated below, together with a brief consideration of
Implementation Intentions (Gollwitzer, 1993) as these bear strong similarities to Action
Planning, which is a key component of the HAPA. Following this, 2 model with potential
in this area which has not yet been directly applied to health behaviour change will be
introduced - the Idealised Process Model of Cognitive-Affective Reactions to Repeated

Failure (Jerusalem & Schwarzer, 1992).

3.2 THE HEALTH ACTION PROCESS APPROACH

The fitst key distinction between the Health Action Process Approach (HAPA) and the
SCMs reviewed eatlier is the identification of the two phases which Schwarzer (1992b)
claims to make up the process of health behaviour change. These are depicted, along with
their component vatiables, in Figure 3.2, overleaf. The first of the two phases, the
Motivation Stage, is that in which the decision to attempt to change the behaviour is
arrived at, with Schwarzer claiming the strength of the intention to take action to be
influenced by perceived threat, outcome expectancies (including a subset of social
outcome expectancies, considered equivalent to normative beliefs) and self-efficacy.
Schwarzer suggests that perceived threat stimulates the formation of outcome

expectancies and that these, in turn, stimulate self-efficacy.
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In the second phase of behaviour change proposed within this model, the Action (or
Volitional) Stage, the other major distinction between the HAPA and the SCMs can be
seen, as this 1s where Schwarzer attempts to address the gap between intentions and
behaviour. As in the TPB, beliefs about personal control (operationalised here as self-
efficacy) are assumed to have an effect beyond that of influencing intentions. In this case,
rather than a direct effect on behaviour, these beliefs have been awarded a bearing on
both of the volitional processes (action planning and action control) which are central to
the second stage of the model and which are themselves proposed to influence behaviour
directly. The volitional processes are also considered to be influenced by perceved
situational barriers and resources. Finally, Schwarzer also proposed external factors (Le.

actual situational barriers and resources) to have a direct bearing on behaviour.

Since Schwarzer claims his model to utilise the best features of various SCMs, including
the HBM and the TPB, it 1s hardly surprising that most of the predictor variables are
familiar although, on these grounds, the inclusion of perceived threat might not have been
anticipated, given its inconsistent performance as a component variable of the HBM (see
Section 1.2.1, above). However, the volitional processes of action planning and action
control are completely different from any of the component variables of either the HBM
or the TPB. Action planning mnvolves the formation of concrete strategies for how
successful behaviour change might be achieved, such as by the avoidance of high risk
situations or by the development of means by which those that cannot be avoided may be
managed. For example, a smoker trying to quit might ask guests not to smoke while 1n his
or her home or might decide to go for a short walk after each meal instead of having a
cigarette. Action control, on the other hand, involves meta-cognitive activities designed to
promote coping when faced with critical situations, such as the making of favourable
social comparisons (e.g. Mark and |ane have both managed to stop smoking and | have more
willpower than either of them) or referring to one’s self-concept (e.g. I am generally a responsible
and sensible person and il goes against that for me lo engage in this extremely risky behaviour).
Schwarzer claims that the more that action planning and action control activities are
engaged in and the more closely they are matched to particular risky situations, the easier it

will be for the individual to persist in their attempt to change behaviour

One notable omission of the HAPA, despite its title, is the lack of a comprehensive

consideration of process 1ssues — a failling which 1s observable in the absence of a clear
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proposal for what might promote movement between the two stages. The assumption
seems to be that some minimum level of self efficacy and/or minimum strength of
intentions must be surpassed. However, this 1s not made exphcit and no indication 18
given of what the minimum values might be, leaving the model resembling more a social
cognition model with some extra variables slotted in between intentions and behaviour

than a genuine stage model which clearly incorporates both temporal and prt)CCSS-based

components.

This omission may go some way towards explaining why the HAPA has not made a great
impact on the worldwide community of health psychologists. It receves no mention 1n
Taylor (2003), Sarafino (2002) or Marks et al (2000) and only a brief paragraph 1n Ogden
(2000). In addition, just five papers have been found which purport to test the model™
and, of these, none provides a full test: instead of using the model as a whole, each study
includes just some of its component variables. For example, the studies by both Garcia
and Mann (2003) and Schwarzer and Fuchs (1996) have been confined to the prediction
of intentions, and have thereby completely ignored the most original part of the model,
the Action stage. Barling and ehman (1999) assessed all components of the Motivation
stage plus social support and barriers but they, too, failed to take account of the volitional
processes of action planning and action control. Conversely, while |uszczynska and
Schwarzer (2003) incorporated the volitional processes into their study, they left out social

support and barriers. Finally, Murgraff and McDermott (2003) considered the influence of

intentions plus cognitive activities of relevance to the Action stage but did not include the

pre-intention motivational predictors.

Given this state of affairs, full evaluation of the HAPA as a coherent stage model is not
possible and conclusions as to its potential can be tentative at best. This endeavour 1s
further hampered by the fact that the internal consistency of each of the scales used by
Barling and L.ehman failed to reach the generally accepted level of 0.7 (Rust & Golombok,
1989), making the findings of this study unreliable. The remaining four studies have
produced some evidence in favour of the HAPA but fail ecither to support Schwarzer’s
claim that it is a superior model to the other SCMs or to establish its value as a stage
model. Garcia and Mann found the model to provide stronger predictions of intentions

than either the HBM, the TRA or the TPB, but the absence of any test of the Action Stage

20 ssal .
" using PsycInfo and entenng Heath Adion Process Approach into title and keyword searches.
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precludes a proper assessment of the its ability to account for the intention-behaviour gap.
[In Schwarzer and Fuchs (1996), 29% of the variance in intentions and 20% of that in
behaviour was explained by a combination of the Motivation stage variables and past
behaviour and, although Murgraff and McDermott accounted for 29% of the variance in
behaviour, neither of these studies provide greater explanations of variance than those
achieved by the TPB. In addition, and perhaps because of the key limitation of the model
itself (outlined above), none of the four studies have addressed the issue of the basic

requirements for progression between the Motivation and Action stages to occur.

The evidence in favour of the model as a whole 1s therefore far from convincing.
However, indirect support for the value of forming action plans can be found 1n a
consideration of the literature concerning Implementation Intentions (IMls), which were
first outlined by Gollwitzer in 1993. IMIs generally take either of two forms. One
involves a specific plan for when and where to carry out a given, desired behaviour, for
example: [ will go for a swim at my local sports centre on the way fo work on Wednesday. The other,
which takes the form If I find myself in situation X 1 will engage in bebaviour Y, 1s that which
most closely resembles Schwarzer’s action plans and can therefore easily be used n
relation to situations posing a high risk to an attempt to change a health behaviour. This
can be demonstrated by a slight re-wording of the example of an action plan provided
earlier, viz: When 1 reach the end of a meal, 1 will go for a short walk instead of smoking a cigarette.
[MIs have been proposed to operate by facilitating the retrieval of intentions in memory
(Orbell, Hodgkins & Sheeran, 1997) or by rendering the planned behaviour automatic
when the given situation arises (Gollwitzer & Schaal, 1999) and they therefore clearly

belong in the Action stage of any description of the process of behaviour change.

In terms of performance, some positive results have been achieved using IMIs. Sheeran
and Orbell (2000), for example, found 92% of those who had formed IMIs kept a breast
screening appointment compared to 69% of controls and, in Svenson, Oestergren, Merlo
and Rastam (2002), students who had formed IMIs used condoms more consistently than
those who had not. Verplanken and Faes (1999), report IMIs to have added significantly

to intentions in predictions of healthier eating, while Murgraff, White and Phillips (1996)
found IMIs to increase the likelihood of binge drinkers keeping within safe limits for

single occasion drinking and to do so independently of both intentions and frequency of

past binge drinking. Not all studies provide findings which as clear-cut as these, though.
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'or example, Higgins and Conner (2003) achieved only non-significant reductions 1n
smoking initiation and behaviour in 11- and 12-year olds who had made [MIs, while
Diefendorff and Lord (2003) suggest that the impact of IMIs on performance depends
partly on the quality of the strategies developed. Overall, however, this area of research 1s
promising and suggests that, despite the apparently weak potential ot the HAPA as a
whole, careful planning may be an effective means of improving the likelthood of
intentions being translated into sustained behaviour change. This 1ssue will be returned to

in the final study of this thesis, reported in Chapter 7.

3.3 THE TRANSTHEORETICAL MODEL

When the Transtheoretical (or Stages of Change) Model (T'TM) was developed by
Prochaska and DiClemente (1983), their main aim was to establish a means of classifying
individuals according to their stage of readiness to change in order that stage-appropriate
interventions could be developed which would, hopefully, result in the facilitation of
forward stage progressions. The model evolved out of a review of more than three
hundred theories of psychotherapy and was originally developed for use in relation to
smoking, alcoholism and drug addiction, although it has also now been applied to a range

of other health-related behaviours. The model incorporates three key features: five
discrete Stages of Change purported to be involved in the process of establishing a change
in behaviour; ten Processes of Change, which are a series of activities proposed to be
used differentially across the stages and to facilitate progression between them; and,
finally, Decisional Balance, a weighing up of the pros and cons of changing the behaviour,
which 1s also claimed to differ between the stages and to aid forward stage pmgrcssi()ﬂ-

Table 3.3a provides both a basic description of each of the five stages of change (taken
trom Ogden, 2000, p.21) and also the most recent algorithm developed for determining
the stage in which any individual belongs (adapted from DiClemente, Prochaska,
Fairhurst, Velicer, Velasquez and Rossi, 1991):-
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TABLE 3.3a The Five Stages of Change Proposed Within the TTM

Stage Basic Description Algorithm

Pre- Not intending to make Not thinking seriously about changing
| contemplation | any changes to behaviour | within six months
Contemplation | Considering a change Thinking seriously about changing
within six months but not intending to
do so in the next month and/or not |

having made at least one attempt,
| lasting for at least 24 hours, during the

| | past year

Preparation Making small changes Thinking seriously about changing |
within 30 days and having made at
least one attempt, lasting for at least 24
hours, during the past year

{

' Action Actively engaging 1n a ’ Behaviour has been changed, but for
| new behaviour | less than six months so far |
Maintenance Sustaining the change A change has been sustained for at
| over time | least six months

Although the model has achieved a degree of popularity, some criticisms have been
lodged against the proposed stages. Bandura (1997), for example, has described them as
artificial and as failing to reflect the true process of changing behaviour. More specifically,
Sutton (1996) points out that, since the definition of the Preparation stage includes a prior
attempt to change the behaviour, i1t follows that someone making a first attempt can never
enter this stage. He also argues that the distinction between the Action and Maintenance
stages 1s purely an arbitrary one, unmarked by any event of personal significance (such as a
one-year anniversary) and that there 1s no reason to expect different processes of change
to come mnto play simply because six months have elapsed since the change in behaviour
was initiated. Ogden (2000) also finds the stage transition points problematic, suggesting
it 1s difficult to know whether these are real or merely artefactual divisions of what is, in

reality, a continuum.

[n terms of progression, the model permits a return to an earlier stage at any point, but
there is no allowance for moving backwards through consecutive stages (from Preparation
to Contemplation to Pre-contemplation, for example) and forward progression must
always take place in consecutive order, with no stage(s) being missed out. If an individual

who had been in the Action stage were to experience a lapse and return to the Pre-
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contemplation stage, therefore, they would be expected, under the terms of the model, to
move into the Contemplation stage next and then again into Preparation before finally
returning to Action. The model would not allow for them to jump forwards directly from

Contemplation to Action, for example. In practice, however, there is little evidence that

people really do follow these prnciples and pass through the five stages in the ordered
fashion claimed by Prochaska and DiClemente (Sutton, 1996).

With respect to the decisional balance construct, Prochaska and DiClemente (1983) claim
the pros of a changing a behaviour to be weak in pre-contemplators and to increase with
progtession across the five stages while the reverse pattern to be true in relation to cons.
The evidence relating to these proposals will be discussed below. First, however, the
processes of change will be outlined. As can be seen in Table 3.3b, below, five of these

are behavioural, concerning actions considered helpful to the desired change, and five are

experiential, relating to thoughts and feelings about the behaviour:-

TABLE3.3b The Ten Processes of Change Proposed Within the TT

Behavioural Processes Experiential Processes

Self-liberation Consciousness Raising

Choosing and committing to changing Gathering information about the
behaviour or believing in ability to change | behaviour and oneself

Counter-conditioning Self Re-evaluation
Substituting alternatives to the behaviour | Re-considering the self in relation to the
behaviour

Stimulus Control Emotional Arousal
Avoiding or countering stimuli that are The experience and expression of feelings

assoctated with problem behaviours about problems associated with the

behaviour and their solutions
Reinforcement Management Environmental Re-evaluation
Recetving rewards, from self or others, for Assessing how one’s behaviout affects the

making changes to behaviour versonal and physical environment
Helping Relationships Social Liberation
Being open and trusting about difficulties | Increasing alternatives, within society, for
with caring others alternative behaviour(s

A literature search for papers applying this model® elicited 29 studies actoss 28 empirical

papers, including one meta-analytic review. Unfortunately, the majority of studies were

21 using PsycInfo and entering Transtheoretical Model and S tages of Change Model into title and keyword searches
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cross-sectional and therefore not capable of prowviding full tests of the proposed
facilitating roles of either decisional balance or the processes of change with respect to
stage progression. However, the majority of the ten cross-sectional studies which
included the decisional balance construct did find stage-related differences in pros and
cons in the directions proposed by Prochaska and DiClemente (e.g. Park, de Pue,
Goldstein, Niaura, Harlow, Willey, Rakowski & Prokhorov, 2003; Keller, Herda, Ridder &
Basler, 2001; Kelaher, Gillespie, Allotey, Manderson, Potts, Sheldrake & Young, 1999;
Kraft, Sutton & Reynolds, 1999; Gotely & Gordon, 1995; Fava, Velicer & Prochaska,
1995). No differences were observed in the strength of percetved cons according to stage
of change by Callaghan, Eves, Norman, Change and Lung (2002), though, and, in the
study by Herzog, Abrams, Emmons, Linnan and Shadel (1999), which 1s the only
longitudinal study found which also explored this issue, baseline pros and cons failed to

predict stage progressions in smokers at either a one- or a two-year follow-up.

Almost half of the studies elicited by the literature search took no account of the
processes of change and, of those that did, two-thirds were cross-sectional (n = 10).
While results from these generally provided at least some support for the processes of
change, wide differences were found across the studies. Callaghan et al (2002), for

example, found that nine out of the ten processes of change differed significantly across
stages of change in relation to exercise behaviour and that the failure of the tenth, social

liberation, to reach significance may have been due to poor internal consistency of its
measure. By contrast, however, only three out of the ten processes were found, by
Botland, Segan and Velicer (2000), to differ between groups of smokers and recent
quitters and Gorely and Gordon (1995) found only half of them to make unique and

significant contributions to discrimination between those 1n different stages with respect

to exercise.

Some of these cross-sectional studies were further limited by a consideration of only the
first three stages of change; that 1s, from Pre-contemplation to Preparation. Here too,
though, findings were not entirely consistent and, while both Herzog et al (1999) and Fava
et al (1995) obsetrved linear increases in the processes of change across these three stages,

Andersen and Keller (2002) did not find those in the Contemplation stage to demonstrate
a reliance on any of the processes. Despite these inconsistencies, Marshall and Biddle

(2001) conclude their meta-analytic review by stating that the evidence is strong enough to
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assume that stage membership is associated with different levels of processes of change.

However, as with decisional balance, the existence of a causal role of these processes in

forward stage progression can only be determined in studies carried out over time and the

results of the five studies elicited by the literature search which adopted either prospective

or longitudinal designs provide only very weak evidence for this role. For example,
Catlson, Taenzer, Koopmans and Casebeer (2003) found only reinforcement management
to have differed at baseline between those smokers who had quit three months after an
intervention and those who had not. Similarly, Segan, Borland and Greenwood (2002)
also found just one process to be associated with quitting smoking and, as this was self-
liberation in this case, which is matkedly similar to self-efficacy, the finding does not
provide any information which is really new. Even less successfully, Nigg (2001) found no
eftects of any process of change with respect to exercise and, in the study by Herzog ct al
(1999), baseline processes of change in smokers failed to predict progressive stage
movements at either the one- or the two-year follow-up. These recent findings therefore
support the eatlier conclusion made by Sutton that: “...there is no strong evidence that

using particular processes in particular stages promotes movement to subsequent
stages...” (Sutton, 1996, p.203).

Further doubt has been cast on the proposed facilitating role of the processes of change
by the results of studies exploring the efficacy of providing individuals with interventions
matched to the stage they have reached to date. Sutton (1996) has argued that the lack of
evidence that the processes promote forward progression across the stages leaves little
teason to believe that the provision of stage-matched interventions will foster successful
behaviour change. This argument has also been supported by the literature, since
examples have been provided of stage-matched interventions being both mote and less
effective than mis-matched ones (e.g. Dijkstra, de Vties, Roijackers & van Breukelen,
1998; Quinlan & McCaul, 2000, respectively). ‘This inconsistency of the evidence 1s

further illustrated in the reviews by Spencer, Pagell, Hallion and Adams (2002) and Sutton
(2001).

The study by Herzog, Abrams, Emmons and Linnan (2000) appears, at first glance, to
offer some new support for the TTM by suggesting that the role of the processes of
change might be more rehably assessed where individuals are classified according to
Biener and Abrams’ (1991) contemplation ladder rather than the highly complex staging
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algorithm of DiClemente et al (1991) which was presented in Table 3.3a, above. Even this
study, however, found only two of the processes of change, consciousness raising and self
re-evaluation, to promote inctreases in readiness to stop smoking and this was only the
case in those already in the later stages of readiness to take action. The study therefore
fails to provide support for the TIM’s ability to offer an explanation of movement
through the eatlier stages, although it should be noted that only six out of the ten
processes of change were included in the study and those already taking or maintatning

action were excluded from it.

Overall, therefore, the Transtheoretical Model does not appear to have made a particulatly
useful contribution to the development of understanding of the nature and mode(s) of
operation of the key influences on health-related behaviour change. Sarafino (2002)
suggests that one reason for the lack of success both of this model and of the SCMs
reviewed eatlier is their focus, in the main, on rational processes, since this leads to a
failure to take account of the conditions which can over-ride logical decision-making.
Cognitive and emotional reactions to past failures to achieve desited behavioural
outcomes, proposed at the end of the last chapter as potential influences on future
behaviour, might be examples of such conditions. Jerusalem and Schwarzer (1992) put
forward a detailed model of how cognitive-affective responses to stress may occur in the
face of failure to achieve difficult tasks and have both illustrated how aspects of this
response may change with repeated failure experiences and proposed some possible
effects that these changes may have on future behavioural effort. This model will be
outlined and reviewed in the next section and its potential for application to health

behaviour change discussed.

3.4 ‘THE IDEALISED PROCESS MODEL

Cognitive-affective responses to stressful situations, known as Cognitive Stress Appraisals
(CSAs) were first identified by Lazarus and Folkman in their Transactional Model of Stress
and Coping (e.g- Lazarus & Folkman, 1984), in which it 1s claimed that, while situations
and events which are perceived as taxing or exceeding available resources are appraised, in

the first instance, as being stressful, they are then further evaluated in terms of three types
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of CSA: Challenge, Threat and Harm/Loss™. For the first of these, Challenge, the
situational demands are such that, although a stressor is perceved to be present, it 1S
appraised as providing an opportunity for some kind of personal gain and the individual 1s
excited, keen to meet its demands and confident of its outcome. By contrast, Threat
appraisals are formed when the individual is concerned that the resources available to them
may be inadequate to deal with the situational demands and therefore perceives themselves
to be at risk of physical and/or psychological damage. Functioning, morale and somatic
health are all proposed to worsen in the presence of Threat appraisals. In the case of Loss,
some kind of personal damage has already been sustained and the person feels threatened
by the risk of further damage in the future. According to Lazarus and Folkman, these
three different types of appraisal are not mutually exclusive but, rather, can be held

simultaneously, albeit at different levels.

Jerusalem & Schwarzer (1992) have built on Lazarus and Folkman’s ideas by proposing
that the strength with which each CSA is held differs according to the number of failed
attempts to perform a particular task. They also claim that the changes which take place 1n

each CSA with increasing failures are non-linear and that each operates indepeﬂdeﬂﬂy of
the others. They divide their Idealised Process Model of Cognitive-Affective Reactions to
Repeated Failure (IPM) into four stages according to both the relative strength of the

CSAs and the associated levels of motivation and persistence which can be observed 1n

relation to future attempts to perform the task in question. A diagrammatic representation

of the IPM is provided in Figure 3.4, below, where it can be seen that, while Challenge
appraisals are predominant in the first stage of the model and those of Loss the weakest,
these relative positions have reversed by the fourth stage. In both of the interim Stages,
Threat appraisals are predominant, with those of Challenge being first stronger and then
weaker than those of Loss (in Stages 2 and 3, respectively).

Stage 1 of the IPM is known as the Challenge Stage and is proposed to be characterised by
a productive arousal, whereby the person explores the nature of the task and feels
confident in his/her ability to cope with its demands. Stage 2, the First Threat Stage,
occurs when the anxiety produced by initial failure experiences combines with productive
arousal to form a state of facilitating anxiety, in which the person is likely to persist with
the task. In the third stage of the model, the Second Threat Stage, the person 1s claimed

2 Jerusalem and Schwarzer mainly refer to this CSA as Loss, so it will also be termed as that here.
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to be in a state of debilitating anxiety, which 1s characterised by worries about capability

and the potential for further failures if future attempts are made to carry out the task. In
the final stage, Loss of Control, helplessness i1s proposed to occur as a result of the

numerous failures so far experienced and, in the face of the conviction of almost certain

of failure at any future attempt at the task, disengagement from it takes place.

FIGURE 3.4 Diagrammatic Representation of The Idealised Process Model
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In addition to this basic framework of the IPM, Jerusalem and Schwarzer also propose a
differential effect of failure experiences on CSAs according to baseline levels of
Generalised Self-Efficacy (GSE) - a general belief in one’s level of ability to master life’s
demands. Compared to those with higher scores, those low in GSE are claimed to
appraise ongoing failure situations as being less challenging and more threatening and,
eventually, as uncontrollable; that is, they are proposed to be more vulnerable to
progression through the four stages outlined above and therefore also to associated losses

of motivation and persistence in relation to future attempts at the behaviour in question.
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In order to test both the basic IPM and any differences according to GSE, Jerusalem and
Schwarzer carried out a Massed Trial study where 105 German-speaking adults were given

fictitious failure feedback after each of nine sets of cognitive tasks, carried out one
immediately after the other. Following cach presentation of failure feedback, CSAs were
assessed by means of self-report questionnaire. Each type of appmisal was present at
each measurement point, with Challenge appraisals decreasing signiﬁcantly with the
number of failure experiences and those of Threat and Loss both increasing - results

which provided support for the IPM. However, it should be noted that, contrary to the
non-linear patterns of change in CSAs proposed under the IPM, those observed 1n

Jerusalem and Schwarzer’s study were linear.

With respect to GSE, not only did those with low GSE show weaker challenge appraisals
and stronger appraisals of both Threat and Loss at all mcasurcment points than those with
higher GSE scores, the increases in strength in Threat and Loss appraisals were shown (by
GSE x No. of Failure interactions) to be more marked for the formet, who progressed
into the Second Threat stage after the third failure experience and stayed there for the rest
of the study, while the latter group did not move out of the Challenge stage at any time.
Jerusalem and Schwarzer’s claim of a protective benefit of GSE with respect to changes in

CSAs in the face of repeated failure experiences was therefore supported.

Despite the originality of the IPM and the support provided for it in the study just
outlined, no other application of the model has been found. However, if the results of the
1992 study were to be replicable and were to generalise to past fallures relating to the
performance of health behaviours, Jerusalem and Schwarzer’s proposals could have
important implications for those attempting to understand and promote the performance
of health-promoting behaviours and the eradication of hcalth-comptomiSing ones. If, for
example, the pattems of change in cognitive appraisals proposed under the IPM wete to
be found in those tepeatedly failing to succeed in attempts to adopt health behaviouss,
then intervention programmes (such as those promoting smoking cessation, regular
exercise or healthy eating) could incorporate measures designed to minimise or counteract
these changes. If the changes were also found to be more marked in individuals with low
GSE then interventions could specifically target such individuals, thus ensuring the most
approprate use of available resources. This being the case, a full exploration was
undertaken of the potential of this model for application to the performance of health
behaviour and is reported in the following three chapters of this thesis.
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CHAPTER FOUR

A Replication Study to Test the
Idealised Process Model
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41 AIMS & HYPOTHESES OF THE SECOND STUDY

The first step in the process of assessing the potential value of the IPM in this atea was to

test its generality by means of a constructive replication of Jerusalem and Schwarzet’s

study”. The hypotheses tested reflect the findings of that study:-

1. There will be significant changes in each CSA as the number of failures experienced

Increases.

2. These changes will be more marked in those with low GSE than in those with high
GSE.

3. Those in the low GSE group will reach at least the First Threat Stage of the IPM,
while those with high GSE will remain in the Challenge Stage throughout.

4.2 DEVELOPMENT OF MATERIALS AND PILOT-TESTING

—r ——r—— T R TR . W T— TR T S S S —
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Since Jerusalem and Schwarzer’s study was conducted by German-speaking participants,

all materials used were in German. It was therefore necessary for equivalent materials to

be developed in English. These comprised a questionnaire to assess the three types of

CSA (the CSAQ), six sets of 15 anagrams and three sets of 15 intelligence test items. All
these materials were pilot-tested, as detailed below.

4.2.1 PARTICIPANTS IN THE PILOT TEST

Since the phenomenon under investigation is unlikely to be specific to any particular

population, participants were recruited for the pilot test using convenience sampling

2 a few small changes were made to the original methodology - details are given in Section 4.2.
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methods. 19 in total took part, 12 female and 7 male, aged from 20-62 years (méan =374
years). One eatly participant in the pilot test did not speak English as a first language and,
although she was sufficiently fluent to be conducting a doctorate in English, she found the
anagrams extremely difficult. It was therefore decided that a requirement would be made

for all remaining pilot and main study participants to speak English as their first language.

All but two of those who took part had undergone higher education: 80% (n = 15) had at
least a2 Bachelor’s degree, one other had an HND and one an HNC. The remaining two
participants had completed their education at Advanced level. This level of education,
while admittedly not representative of the general adult British population, was considered
warranted given the difficult natute of the tasks to be catried out, particulatly the
intelligence test items, which wete drawn from a test designed for those with the ability to
study successfully at higher education level (see Section 4.2.5ii for full details of this test).

4.2.2 PROCEDURE

Participants were approached individually by telephone or email and, after a brief
description of the study, asked if they were prepared to take part. Those who agreed were
tested in the researcher’s office or in their own homes, whichever they preferred. Before
starting on the tasks, however, participants were given full written details of the nature of
the part they wete being asked to play in the study and asked to sign a consent form
indicating their agreement to participate (see Appendix B, p.276, for copies). Although all
were informed that they were free to change their mind about taking part in the study,
none did. Once they had agreed to continue, participants were presented, via computet,
with information about how to work through the anagram tasks and were then asked to
key in their age and indicate their maximum level of educational achievement from 2
selection on offer. After this, they were presented with the five practice anagrams, each

being followed by the correct answer, before moving on to the six sets of 15 anagrams,

with the procedure for each set being as follows:-
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¢ participants worked through the 15 anagrams in the set, being given 30 seconds to

complete each before the next was automatically brought up on the computer screen®

e if an attempt was made to solve an anagram, i1t was followed by the word “correct” or

“wrong”, together with either a high- or low-pitched tone to denote a successful or

failed attempt, respectively
e at the end of each set participants were given their score for that set

Participants were asked to complete the CSAQ at the end of the first set of anagrams. The
measure was presented at this point as, once it had been completed, participants could be
told that the items increased 1n difficulty within each set, but not across sets, that items
were deliberately difficult, and the reasons for this. It was considered important to present
the information at this point as, although it will not be possible to provide it to
participants in the main study until after they have completed all nine sets of tasks, it was
felt unethical to withhold the information this long if 1t could possibly be provided eatlier.
This was the earliest point at which the CSAQ could be completed since some idea of the

nature of the task demands is required for responses to be meaningful.

Once all sets of anagrams had been carried out, participants moved on to the pen-and-
paper intelligence test items. Practice items were com