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The Psychology of Lifestyle

Improving lifestyles is thought to be one of the most effective means of
reducing mortality and morbidity in the developed world. However,
despite decades of health promotion, there has been no significant
difference to lifestyles and instead there are rising levels of inactivity and
obesity.

The Psychology of Lifestyle addresses the role psychology can play in
reversing the trend of deleterious lifestyle choices. It considers the
common characteristics of lifestyle behaviours and reflects on how we can
inform and improve interventions to promote healthy lifestyles. Health
promotion has taught people what a healthy lifestyle is — now we need to
enable people to live that life. The chapters cover key lifestyle behaviours
that impact on health — eating, physical activity, drinking, smoking, sex
and drug use - as well as combinations of behaviours. Each chapter
contains interventions that have been developed to influence and promote
lifestyle change among patients and clients.

This unique book will enable readers to develop a clear theoretical and
practical grasp of the psychological principles involved in all aspects of
lifestyle change. It is an invaluable resource for students and professionals
committed to health promotion within all health-related disciplines.

Kathryn Thirlaway is a Principal Lecturer and Head of Psychology at the
University of Wales Institute, Cardiff. She is a Chartered Health Psychol-
ogist and currently leading a new ‘Lifestyle Psychology’ programme for
health professionals at the university.

Dominic Upton is Head of Psychology and Health Sciences at the Univer-
sity of Worcester. He is also a Chartered Health Psychologist.
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Introduction

Background to this book

In 2006 the then prime minister, Tony Blair, expressed the view that ‘life-
style diseases’ were one of the major challenges facing the National Health
Service (NHS). During Tony Blair’s time as prime minister considerable
attention was given to these diseases, whether this be within academia,
social policy or the media. Prior to this high level nudge, we had already
recognised the importance of psychology in the development of the
so-called lifestyle diseases and were discussing the development of a ‘Life-
style Psychology’ degree. Further research and discussion with colleagues
led us to believe that there was a market for a book on lifestyle psychology
and we began a dialogue with the publisher from which this text has
resulted.

Illnesses associated with a poor lifestyle are becoming ever more promi-
nent and there is increasing recognition that these are having a consider-
able impact on both an individual’s and the population as a whole’s health.
Lifestyle diseases are not evenly distributed across the nation; the influence
of social class, gender and ethnicity should not be overlooked. Moreover,
there are differences between the individual countries of the United
Kingdom, with certain behaviours and health and illnesses more promi-
nent in some areas compared to others. Finally, there are psychological
variables which may be described as either ‘risk’ factors or ‘protective’
factors. Some of these social and demographic factors have been inte-
grated with the psychological factors to create psychological models to
predict behaviours and develop theoretically based interventions. All of
these factors are highlighted in this text. We have not simply concen-
trated on individual factors as we consider Tony Blair’s perspective on
these behaviours - ‘they are the result of millions of individual decisions,
at millions of points in time’ — to be simplistic. The social environment has
a clear and well documented impact.
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But what is lifestyle psychology? We discuss this at length Chapter 1, but
as a working definition we consider lifestyle psychology to be the study of
the antecedents, consequences and interactions of lifestyle behaviours
including: eating, drinking alcohol, smoking, taking drugs, physical
activity and sexual practices. We see the role of psychology in lifestyle as
of significant, if not primary, importance. We see the role of lifestyle in
health and in illness as predominating and likely to become ever more
important to the NHS in the coming decades. Indeed, the Foresight
report described the ‘obesity epidemic’ as a problem comparable to
climate change (McPherson et al. 2007). How these issues are going to be
addressed is worthy of debate and range from the theoretically driven to
the more light-hearted. Lifestyle is an issue that every commentator feels
confident to express an opinion about. For example, the stigmatisation of
obese people (albeit in, one would assume, a humorous article) is not
uncommon: ‘Most obesity is a consequence of stupidity and indolence
and not of some genetic affliction. It is a lifestyle choice which people
would be less inclined to adopt if they knew we all hated them for it’
(Liddle 2008). We review some of the more serious and theoretically
driven approaches in this text, debate their value and discuss the poten-
tial ways forward in promoting lifestyle change.

Structure of this book

We discussed the structure of this book for some time. Indeed, initially we
could not come to a final conclusion and the structure of the text has
evolved over the writing process to its current state. At the outset, we
knew the content (or thought we did), we knew how we wanted to present
the material, we knew the order of the material and we sketched the struc-
ture. So what was the cause of our consternation? What did we spend so
much time discussing? We appreciated at the outset that there was a possi-
bility of considerable repetition within this text: many of the behaviours
discussed are underpinned by similar psychological variables and have
been investigated within similar theoretical modes. After writing the first
couple of chapters we recognised this and rejigged the book to include
the chapter on theoretical approaches. We hope that this has removed
considerable overlap. We also recognised that there was the possibility of
omitting important material but we hope we have avoided this and have
attempted to address the key lifestyle behaviours and the key psycholog-
ical factors.

We would like to stress, however, that this is not a book about smoking
or obesity or social cognition models or social marketing alone. It is a book
that attempts to cover a range of topics from both perspectives in an inte-
grating framework. Hence, there are sections on social marketing, for
example, that some may consider skimpy and there are psychological
factors and models that could have been included in many more chapters
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than currently presented. We have done this on purpose — we have not
written a book that is dedicated to any one behaviour or any one approach.
There are good books on psychological models (e.g. Conner and Norman
2005), on smoking (e.g. Lapointe 2008), on obesity (e.g. Leach 2006) and
so on. We cannot obviously compete with these texts for the specific behav-
iours or models. However, we present an overview with a thematic connec-
tion between the chapters which we hope readers will find useful and
thought provoking.

We should also discuss why we have selected these topics for inclusion.
On the one hand we could have simply discussed those mentioned by
Tony Blair in his 2006 speech: ‘obesity, smoking, alcohol abuse, . . ., sexu-
ally transmitted disease’, but we recognised that this did not cover the
complete range of behaviours we wanted to discuss. We initially included
sleep as a lifestyle behaviour and thought that it was of key importance
with the emergence (or in reality continued presence) of the 24-hour
society and the increasing proportion of individuals involved in shift
work. However, we came to realise that this did not fit with the other
behaviours described in this text so we abandoned this chapter. We then
reviewed those behaviours which have the most significant impact on
health and went for the chapters presented in this volume. This was
subsequently supported by information we found on websites from the
four UK countries. They had labelled the behaviours we ultimately
included in this text as lifestyle behaviours and we were happy to go with
these behaviours. Following our introduction to this chapter we have
presented nine substantial chapters in this book dealing with key issues in
lifestyle psychology.

Theories of change

In this chapter we describe a number of key psychological theories that
are of relevance to the topic of lifestyle and lifestyle change. It is by no
means intended to be a comprehensive evaluation of all relevant theories;
that would be a book in itself. Theories that are commonly utilised across
all lifestyle behaviours are included; which means that some, for instance
those used consistently with one behaviour but not with others, are
omitted. The aim of the chapter is, first, to give an outline of each theory
so that its value in relation to lifestyle behaviours can be properly evalu-
ated, second, to analyse the similarities and differences between the
various theories, and finally to draw attention to key common factors
across the theories described and discussed.

Eating

In this chapter we explore the so-called ‘obesity epidemic’ and the
‘obesogenic environment’ that have been highlighted within the media to
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such an extent recently. The problems in providing a clear message of a
‘healthy diet’” are stressed, as are the issues surrounding the social envi-
ronment impact on diet. The governmental approaches to the ‘epidemic’
will be outlined and the role of psychological models in the development
of appropriate interventions will be stressed.

Physical activity

In this chapter we consider the predominance of sedentary lifestyles in
the population. Physical activity is the output side of the input-output
energy equation and so is a key factor in the rising levels of obesity. The
role of the obesogenic environment and how psychological interventions
can work in such adverse environmental conditions is explored.

Drinking

Drinking is a popular component of many aspects of leisure in Britain.
Drinking has adverse consequences for social and physical well-being. The
changing nature of drinking patterns in the UK and in particular in women
is described and discussed. Government policies to establish healthy
drinking patterns in young people and promote healthy drinking in adults
are outlined and the role of psychological interventions to support healthy
drinking and deter deleterious drinking will be evaluated.

Smoking

The health consequences of smoking are well established and well known
throughout the population. However, approximately a quarter of the UK
population still smoke and this has a significant impact on the individual
and country’s health. Given the significant impact that smoking has on
the health of the nation, there has been extensive research into smoking
and much of this has a psychological nature. In this chapter these factors
are identified and how they have been incorporated into both public
health and clinical interventions.

Sex

The safe sex message is still being promoted in order to reduce the spread
of sexually transmitted diseases. Sexual behaviours are not simply a conse-
quence of physiological drives, but there are social, emotional and cultural
(to name but three) variables that influence our drives and intentions.
Within these broader influences the psychological factors have to be
appreciated and the developed models evaluated. The success of these
social cognition models used to predict safe sex practices and how appro-
priate interventions can be best developed are explored.
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Illicit drug use

Illicit drug use is perhaps different from the other lifestyle behaviours
explored in this text. It is a relatively rare behaviour but it has a clear
impact on the community and the country at large. Furthermore, when
exploring government material and recent academic texts, many include
this as a lifestyle choice (although we acknowledge the debate around the
use of the C-word). It is also important to recognise that illicit drug use
can be considered as a subcategory of smoking and alcohol abuse. Finally,
the interventions designed to reduce illicit drug taking employ psycho-
logical approaches which are relevant and essential to other lifestyle
behaviours.

Evaluating lifestyle psychology

In this chapter we will consider the evidence to support the existence of
lifestyles rather than the discrete practice of a set of behaviours. The key
psychological themes that have emerged from the exploration of each of
the lifestyle behaviours will be discussed and evaluated. Potential new
avenues of research for improving the likelihood of behavioural change
will be considered. Finally, the chapter will consider the value of more
comprehensive models that include socio-demographic and environ-
mental factors as key components rather than as confounding variables.

Strategies for the twenty-first century

In this final chapter the strands from all the previous chapters will be
drawn together in order to present concise review of where we are now in
our understanding of, and success in, promoting lifestyle change. Within
the context of primary care and prevention a set of generic strategies for
effective promotion of lifestyle change will be presented. Finally, research
priorities for the future are identified.

We hope that you will enjoy, and be both interested in and stimulated by
this text.



1 Conceptualising lifestyle
psychology

There are people who strictly deprive themselves of each and every eatable,
drinkable, and smokable which has in any way acquired a shady reputation.
They pay this price for health. And health is all they get for it.

Mark Twain

At the end of this chapter you will:

* have a working definition of lifestyle diseases and lifestyle behaviours
* understand the development of a lifestyle model of disease

* be aware of the problems with measuring lifestyle behaviours

* recognise the multiple influences on lifestyle choice.

The decision to write a text on lifestyle psychology reflects an apprecia-
tion of the importance of the government and policy makers’ use of
the term lifestyle to refer to diseases where behaviour plays a part in
the aetiology of the condition. In a speech in 2006, the then prime mini-
ster of Great Britain, Tony Blair, called for ‘lifestyle change’ to relieve
the pressure on the National Health Service (BBC News 2006). The prime
minister suggested that ‘failure to address bad lifestyles was putting an
“increasing strain” on the health service’. The centrality of the message,
the role of lifestyle in health, and the role of psychology in promoting and
improving lifestyle will form the focus of this text.

The term ‘lifestyle diseases’ is now commonly used and implies that not
only are there a number of diseases that have in common a behavioural
influence in their development, but also that there are behaviours that
collectively contribute to a ‘lifestyle’. Furthermore, the use of the term
lifestyle implies related rather than discrete behaviours (Dean et al. 1995).
One of the challenges for this text is to evaluate the nature of the relation-
ship between lifestyle behaviours and the implications for lifestyle change.
Lifestyle diseases and lifestyle behaviours are commonly referred to in the
media, government documents and academic papers and are intuitively
understood by this broad range of audiences although there is no
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consensus about which diseases and consequently which behaviours can
come under the umbrella term of lifestyle. As early as the 1980s the World
Health Organisation (WHO) had recognised the emergence of a concept
of lifestyle and offered the following definition:

Lifestyles are patterns of (behavioural) choices from the alternatives
that are available to people according to their socio-economic circum-
stances and the ease with which they are able to choose certain ones
over others.

(WHO 1986: 118)

This early definition of ‘lifestyle’ recognises the contextual element of
choice and how choice may be limited by factors out of the control of the
individual but does not specify which behaviours are considered to be key
in terms of maintaining health and preventing disease. Indeed the WHO
states: ‘it is one of the WHO’s responsibilities to ensure that the lifestyle
concept is not used as a blanket explanation in which the victim is always
blamed” (WHO 1986: 118).

Nevertheless, despite this clear message that behavioural change cannot
be left to the individual to achieve but must be addressed at societal and
policy level, the paper concludes by commenting that: “We have reached
the age of responsibility’ (WHO 1986: 124). In this way the notion that
chronic diseases can be avoided and that we, both at an individual and at
a societal level, are responsible are clearly linked to the use of the term
lifestyle.

Dean et al. (1995) describe lifestyle as a sociocultural phenomenon.
They argue that patterns of behaviour interact with the situational context
to create a lifestyle. Cultural values and beliefs shape behavioural prac-
tices which are either constrained or encouraged by specific socio-
economic conditions. Both of these authors hold a view of lifestyle as a
pattern of behaviours (WHO 1986; Dean et al. 1995).

Lifestyle diseases

Doyle (2001) suggests that the six major lifestyle diseases are coronary
heart disease, stroke, lung cancer, colon cancer, diabetes and chronic
obstructive pulmonary disease. The rationale for their inclusion is that
they ‘trace mainly to imprudent living’ (Doyle 2001). While Lloyd and
Foster (2006) and Wanless (2004) agree with Doyle (2001) in his choice of
those diseases which can be given the title of lifestyle diseases, other
authors would widen the group. For instance, Bugel (2003) additionally
included cancers in general and osteoporosis as examples of lifestyle
diseases.

One of the problems with attempting to arrive at a conclusion about what
constitutes a lifestyle disease is the myriad of definitions under which



8  The Psychology of Lifestyle

diseases are categorised. For instance, the Department of Health (1999b)
uses the umbrella term of cardiovascular diseases (CVD) to refer to angina,
heart attack, stroke, heart murmur, irregular heart rhythm, ‘other heart
trouble’, reported high blood pressure or diabetes. Other publications
delineate between coronary heart disease, cerebrovascular disease (stroke)
and diabetes (Welsh Assembly Government 2005). It is possible to conclude
that cardiovascular diseases as defined by the Department of Health
(1999b), some respiratory disorders and some cancers have a behavioural
component to their aetiology and are eligible to be called lifestyle diseases.

Interestingly, few authors would include sexually transmitted diseases
under the lifestyle umbrella, although they could be argued to be entirely
under behavioural control, with none of the genetic component that plays
a part in aetiology of the six major lifestyle diseases as identified by Doyle
(2001). Sexually transmitted diseases are more usually defined as infec-
tious diseases (e.g. ONS 2007), an important distinction for clinicians but
perhaps less so for primary care and community based practitioners with
a remit of disease prevention through behavioural change.

In between an ‘imprudent lifestyle’ (Doyle 2001) and the development
of a chronic life-threatening or life-foreshortening condition lie a number
of precursors of disease. High cholesterol, high blood pressure and obesity
are risk factors for the development of a number of the aforementioned
lifestyle diseases. The distinction between these precursors, the diseases
they predict and the behaviours that are associated with them is often
blurred. They are often presented as diseases per se and interventions
prescribed by the medical profession. The Department of Health (1999a)
categorises high blood pressure as a cardiovascular disease. Obesity is
frequently referred to using disease parameters. The phrase ‘obesity
epidemic’ (Gard and Wright 2005) is one that has been widely used and
characterises obesity as a disease. Consequently, obesity can be considered
a lifestyle disease by some authors whereas others categorise it as lifestyle
behaviour (Doyle 2001).

Lifestyle behaviours

The behaviours that are usually cited as being involved in the aetiology of
lifestyle diseases are poor diet, lack of physical activity, cigarette smoking
(Blaxter 1990; Doyle 2001) and, increasingly, excess drinking (Blaxter
1990; Burke et al. 1997). The taking of illegal drugs is also lifestyle behav-
iour with health consequences. Reducing illegal drug taking seldom
appears in general government health targets (National Assembly for
Wales 2000), although many specific policy documents address this issue,
and this may well be because, while often high profile, drug takers consti-
tute a minority of the population (ONS 2007).

Sexual practices are also often described as health and/or lifestyle
behaviours by public health professionals (Wardle and Steptoe 2005) and
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are considered a key health issue by policy makers (National Assembly for
Wales 2000). Despite not being directly linked to what clinicians refer to
as lifestyle diseases, sexual practices nevertheless are still considered by
most public health practitioners to be an aspect of lifestyle worthy of both
concern and intervention (Wardle and Steptoe 2005). Furthermore,
sexual practices are a clear cause of preventable and treatable diseases.

Accidents are another key cause of preventable deaths (Department of
Health 1999b) that have a behavioural component, road traffic accidents
being the most common. Many individual, local community and national
government interventions are set in place to avoid them (Department of
Health 1999b). In contrast to interventions for healthy eating, drinking
and so on, many of the interventions to prevent accidents involve legisla-
tion, perhaps because many accidents involve third parties. While people
may be advised to eat more fruit and vegetables, they are required by law
to wear a seatbelt in the United Kingdom. Individuals can be banned
from driving if they are found to be driving dangerously and are compelled
to take a driving test before getting behind a wheel. New houses and
extensions to old houses are legally required to include smoke alarms.
Consequently, avoidance of accidents is far less of a voluntary lifestyle
choice in the United Kingdom than healthy eating, physical activity,
drinking, smoking and sexual habits. Accidents often require medical
treatment and can cause disability but do not usually cause the develop-
ment of disease. Consequently, accidents and accident prevention fall
outside of the remit of this text with its focus on chronic disease and voli-
tional behaviours.

In consequence it is argued that health-related lifestyles can be defined
as behavioural choices made by individuals about eating, physical activity,
drinking alcohol, smoking tobacco, taking drugs and sexual practices.
Lifestyle psychology can then be defined as the study of the antecedents,
consequences and interactions of lifestyle behaviours, including eating,
drinking alcohol, smoking, taking drugs, physical activity and sexual
practices.

Collecting together a set of behaviours that contribute to the aetiology
of lifestyle diseases does not justify a subdiscipline of lifestyle psychology
Bad weather and individual driving skills both contribute to road acci-
dents but nobody would argue that bad weather and driving skills are
related in any way other than their ability to influence accidents. However,
it is possible to put together a cohesive argument that lifestyle behaviours
share more than their ability to influence a range of chronic diseases.
First, lifestyle behaviours have multiple functions; they are not simply or
even primarily health focused. Lifestyle behaviours can be mood
enhancing; they can be used as a coping strategy; they are often pleasur-
able; and they play an important function in the development and
maintenance of social relationships. Second, lifestyle behaviours are all
under some degree of volitional control, although the amount of control
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individuals have over their lifestyle choices is contentious and likely to
vary widely from context to context. Third, lifestyle behaviours are all
chronic rather than acute behaviours. Usually individuals will practise
regular patterns of these behaviours and their future behaviour will be
best predicted by the choices they have made in the past. Finally, lifestyle
behaviours have the majority of their positive consequences in the present
and the majority of their negative outcomes in the future. Any lifestyle
behavioural change intervention consequently requires individuals to be
future orientated. Consequently, it is possible to argue that lifestyle behav-
iours, although each unique, share a set of common factors that unify
them and indicates that common theoretical principles may underpin the
aetiology and progression of these behaviours.

The rise of lifestyle models of disease

It is commonly accepted in medical, psychological and sociological texts
on Western medicine that a ‘medical or biomedical model of disease’ has
been, and remains still, the underlying principle behind practice (e.g.
Scambler 2003). In essence a medical model is individualist and reduc-
tionist assuming that all disease can be traced to specific causal mecha-
nisms within the person (Turner 1987, cited in Hansen and Easthope
2007). The traditional medical model derives from germ theory which
postulates that each disease has a single and specific cause. This model
dominated medical research up to and including much of the twentieth
century ensuring that research was focused on the laboratory rather than
the community and the test-tube rather than the individual (Najman
1980). The medical model can support a perceived dichotomy between
disease and illness: disease being the domain of the health professional
and illness the domain of patients, families and, increasingly, social scien-
tists (Hansen and Easthope 2007).

While it is legitimate to argue that a medical model of disease is domi-
nant in Western medical practice, other models of disease coexist and,
increasingly, challenge current orthodoxy, influencing health and health
care. Environmental, genetic, psychological and lifestyle models of disease
all operate within medicine (Hansen and Easthope 2007). One of the key
unifying themes between these alternative models of disease is one of
prevention rather than cure. This could be viewed as a threat to the
medical profession and commercial companies that make a living from
curing disease. Prevention can offer commercial prospects as well,
although perhaps not for the same players.

Genetic models of disease are similar to germ-theory-based traditional
medical models of disease in that the causation of disease is considered to
be internal. Although current responses to identified genetic risk are
social and essentially preventative, for instance as genetic counselling to
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inform family planning, research is actively pursuing curative solutions
(Collins et al. 2003).

Environmental and lifestyle models of disease differ considerably from
medical and genetic models because their explanations for disease are
based in social rather than biological processes. Environmental theories
of disease focus on factors such as poor foodstuffs, environmental
hormones, solar radiation, pollution, medicines, chemicals, substandard
housing, sanitation, population density and the biological environment
(Chavarria 1989; Hume-Hall 1990; Foster 1995; all cited in Hansen and
Easthope 2007). These factors are usually associated with the workings of
governments or major corporations and outside of the control of individ-
uals. Environmental models stress societal and political responsibility.
They focus on factors that are potentially modifiable in the long term,
given political will. However, an overarching political commitment to
reducing socio-economic inequalities by investing in infrastructure has
not been forthcoming in the years since the Black report of 1980 (Berridge
2002; Shaw et al. 2005) first offered irrefutable evidence that health is
linked to socio-economic circumstances.

Lifestyle models emphasise the role of individual choice in health-
related behaviour and focus on factors such as physical activity and alcohol
consumption. Lifestyle models stress personal responsibility. They focus
on factors considered to be modifiable in the short term that have prima-
rily long-term consequences; in this way they are orientated towards the
future, with an emphasis on maintaining health and preventing disease.
As such it is the most positive disease model with potential for individuals
to take control of their own health. An increasing acceptance of a lifestyle
model of disease creates pressure for a change in funding emphasis away
from curative practices toward health promotion and public health.

Lifestyle models of disease are not new but during the nineteenth and
twentieth centuries were subsumed in the battle to control infectious
diseases that dogged developing industrial societies. During the twentieth
century infectious diseases declined, and a history of how this occurred
can be found in the classic text of McKeown (1979), and chronic diseases
with behavioural and social determinants have increased, partly as a func-
tion of our ageing population and partly as a result of our changing life-
styles. It is these changing demographic and disease parameters that have
primarily instigated the rise of the lifestyle model of disease. However,
epidemiology, the development of a risk society, health care economies
and consumerism have also contributed to a changing emphasis in health
and health care.

Epidemiology is the study of the distribution and determinants of
disease occurrence and outcomes in humans (Hansen and Easthope 2007)
and traditionally investigated the spread of infectious diseases. Epidemi-
ology played a central role in the reduction of infectious diseases and
consequently has moved on to consider non-infectious diseases.
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Epidemiologists work with a probalistic conception of causation; that is to
say they deal with risk and risk factors (Rothman 1998, cited in Hansen
and Easthope 2007). Epidemiologists interested in chronic disease usually
adopt a web of causality approach which considers chronic disease to be
the result of a complex interaction of variables. Generally, social factors
such as socio-economic inequality, living conditions and employment are
considered too distant and non-specific to be included in epidemiological
analyses (Remennick 1998, cited in Hansen and Easthope 2007) so epide-
miologists have focused on more proximate causes of disease such as lack
of exercise, smoking, diet or environmental hazards (McKinlay 1993,
1994, cited in Hansen and Easthope 2007). Epidemiology has been criti-
cised for such reductionist methodologies. These criticisms are based in a
belief that lifestyle behaviours are not the fundamental cause of disease
but are a mechanism through which social inequalities influence disease.
However, recent research on the relationship between lifestyle behaviours
and socio-economic status indicates that the relationship is far from clear
and detrimental lifestyle choices do not solely arise out of disadvantage
(Department of Health 2003; Welsh Assembly Government 2005; Scottish
Executive 2005; Department of Health, Social Services and Public Safety
2001). Furthermore, lifestyle behaviours have clear physiologically
supportable links to disease and epidemiologically identified links between
behaviour and disease can direct genetic, pharmacological and physiolog-
ical research down promising avenues. For instance, breast cancer has
been found to be linked to diet but not to smoking behaviour.

Epidemiology deals with risk factors and in this way contributes to what
Beck (1990) identifies as the ‘risk society’. Beck (1990) describes modern
society as one where perceptions of risk are heightened and the identifi-
cation of risk and management of risk has become a major concern at all
levels of society. Lifestyle ‘risks’ are just another category of risks that we
must manage.

A lifestyle approach fits well with the modern emphasis on rationality.
Social actions can be rationalised in terms of a cost/benefit approach. An
economic rational approach sees preventive programmes that emphasise
the role of the individual rather than the state as having the potential to
reduce health care costs in the future. Nevertheless, few preventive
programmes provide any cost/benefit analysis in their evaluations
(National Institute for Health and Clinical Excellence (NICE) 2006b). An
environmental approach to health care improvement may also reduce
health care costs in the future but would require more economic inter-
vention from the state. Modern society is increasingly individualistic and
so an approach that sees health as an individual’s responsibility is in line
with current political thinking and ideology. Giddens (1991) argues that
stemming from individual responsibility comes the idea of health as a
project to be worked on. This notion of health as a project enables our
consumerist society to reconceptualise health as a commodity that we can
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buy. While traditional medical drug companies peddling cures may view
lifestyle models of disease as a threat to their income a new generation of
‘health and fitness’ companies make a good living out of selling diets, vita-
mins, fitness, alternative therapies, clothes to exercise in and so on.

Despite well-voiced concerns about a medical model of disease that
places its primary emphasis on cure rather than prevention a changing
focus to prevention through lifestyle change has not pleased all public
health practitioners. The epidemiological focus on specific behavioural
factors rather than underlying social causes enables governments who
would prefer not to take responsibility for the health of the nation to
argue that lifestyle behaviours are an individual’s responsibility. To those
in favour of political action at the roots of social problems to reduce health
inequalities, lifestyle explanations of disease are viewed as oppositional.
Indeed, early responses to epidemiological evidence of behaviourally
caused disease did focus on knowledge-based health promotion campaigns
that left the individual to resolve any behavioural flaws.

In response to the arguments that a risk factor health education life-
style approach is flawed, public health policy makers at all levels have
made position statements about expanding the medical definition of life-
style to take into account the social nature of lifestyle behaviour (Ashton
and Seymour 1988; Bruce 1991; Armstong 1983, cited in Hansen and
Easthope 2007). ‘New public health’, as it has been coined, purports to
replace individual behavioural modification achieved through education
in favour of enhancing people’s life skills and creating supportive envi-
ronments (Ashton and Seymour 1988; McPearson 1992, cited in Hansen
and Easthope 2007). New public health operates with a biopsychosocial
understanding of health which requires education and lifestyle modifica-
tion to be part of general public policy, the work place and education, not
restricted to health promotional campaigns (O’Connor and Parker 1995,
cited in Hansen and Easthope 2007). The lifestyle model of disease rather
than being individualistic can at its best enable individuals to take control
of their health and to influence policy to enable them to do so. A good
example of this is the Welsh Assembly Government’s decision in 2007 to
make swimming free for children in all municipal pools in Wales.

If we are to move away from a health promotion approach to lifestyle
behaviour towards developing people’s ‘life skills’ then a sound basis in
lifestyle psychology will be necessary. To move from knowledge to ability
to change behaviour requires a psychological approach. We need to work
with people within their current socio-economic resources while pressu-
rising governments to provide the resources to enable change.

Measuring lifestyle behaviours

The measurement of lifestyle behaviours is fundamental to studying life-
style behaviours and their consequences and to evaluating interventions
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aimed at changing behaviour. Consequently, there is a need for effective
measurement tools. Measuring any type of behaviour creates a number of
challenges for psychologists. Instruments need to be valid, reliable, prac-
tical, non-reactive (that is to say they should not alter the behaviour they
seek to measure) and have the appropriate degree of specificity (Buck-
worth and Dishman 2002). Few methods of measurement meet all these
requirements. For none of the lifestyle behaviours identified by this text
is there a single accepted ‘gold standard’ measurement tool.

Methods of behavioural assessment can be categorised as observational,
self report or physiological. Observational and self-report methods are
often not validated effectively, whereas physiological methods are often
valid but impractical or unacceptable to the study population. Self-report
questionnaires are the most commonly utilised method of assessment
particularly in large scale experiments, community or population surveys
(DoH 2003; Welsh Assembly Government 2007; Scottish Executive 2005;
Department of Health, Social Services and Public Safety 2001). Observa-
tion or physiological assessments are more common in smaller scale
experimental studies and individual assessment, but the utilisation of
different methods varies enormously between different behaviours and
will be discussed in more depth in individual chapters.

There are a number of self-report methods available to health profes-
sionals: interviewing, diaries and recall questionnaires. The choice of
method depends on the nature of the problem, the clinical or research
perspective. While it is impossible in this text to review all methods avail-
able (other texts such as Marks and Yardley 2004; Webb et al. 2005 present
suitable overviews), specific methods employed for assessing behaviour
will be presented in the appropriate chapters.

The variation in methods available to measure lifestyle behaviours
creates problems in interpreting research and survey data. First,
researchers differ in what they choose to measure and second, even if
they choose to measure the same aspect of behaviour, they can differ
widely in the method they choose to collect their data and the way they
choose to present their findings. Throughout the research literature on
lifestyle behaviours, different methods of measurement confuse and
hinder direct comparisons. On the positive side, consensus achieved by
using a range of instruments is more robust than consensus achieved with
one tool.

Socio-demographic influences on health and lifestyle

As recognised by the World Health Organisation (1986) lifestyle is more
than simply an individual choice. The way we live has economic and
cultural dimensions (Blaxter 1990). Indeed the adoption of the term ‘life-
style change’ reflects the importance of socio-demographic factors in
health behaviour change rather better than the term ‘health promotion’.
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Ethnicity, sex, age and socio-economic circumstances and cultural groups
all interplay to influence the way we choose to behave (Blaxter 1990). The
evidence for socio-demographic influences on lifestyle choices is irrefu-
table (DoH 1999b; Department of Health 2003; Scottish Executive 2005;
Welsh Assembly Government 2005; Department of Health, Social Serv-
ices and Public Safety 2001).

The UK government and more recently the devolved institutions of
England, Wales, Scotland and Northern Ireland have been collecting
demographic mortality and morbidity data for some time, enabling
comparisons between the health of different demographic and socio-
economic groups. More recently data on physical activity, eating habits,
drinking and smoking have also been included. In these national surveys,
as well as in the wider health behaviour literature, data has been primarily
collected by self-report questionnaire, although the English and Scottish
surveys include physiological data collected by nurses for a proportion of
their samples. Each of these UK institutions have commissioned surveys
on a continuing basis to enable comparisons between behaviours over
time and to monitor health targets. The demographic data collected
includes sex, age and socio-economic class in each survey. The summary
documents for each survey do not consider ethnicity, although data about
ethnic minorities has been collected in other government surveys and the
Health Survey for England (DoH 2003) had ethnic minorities as its focus
in certain sections. While these surveys do ask different questions using
different methodologies, there is enough in common between the surveys
to enable a comparison between data from different nations. This enables
an extra socio-demographic dimension to be evaluated that was not
possible before the instigation of devolved assemblies.

The Health Survey for England is a series of annual surveys about the
health of people living in private households in England. It was commis-
sioned by the Department of Health to provide information about various
aspects of people’s health. A number of core topics are covered every year
and each year’s survey has a particular focus on a disease, condition or
population group. Similarly, in Wales the Welsh Health Survey is an
annual survey commissioned by the National Assembly for Wales so that
trends in health and behaviour can be established. However, a changing
disease, condition or population group focus is not in the remit of this
survey. The Scottish Health Survey was commissioned in 1995 by what is
now the Scottish Executive Health Department and the 2003 survey is the
third in this series of surveys. It too has a static focus with no change in
emphasis from year to year. The 2001 Northern Ireland Health and
Social Wellbeing Survey is the second commissioned by the Department
of Health, Social Services and Public Safety.

All of these national surveys involved a large sample of the population
living in the country at the time. The surveys in England and in Wales
were the largest, interviewing 14,836 adults and 3,717 children and
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14,300 adults and 3,100 children respectively. The Scottish Health Survey
interviewed 8,148 adults and 3,324 children. The Northern Ireland
Survey was the smallest, interviewing 5,205 adults and not including chil-
dren in its remit.

The remit and focus of each survey is slightly different although they all
ask questions on smoking, drinking and physical activity. Interestingly,
the Northern Ireland survey did not consider diet but included a far
more in-depth assessment of sexual health than that attempted in the
other three national surveys.

Each survey uses different methods to collect and present data.
Smoking behaviour has the most consistent self-report methods of all
the lifestyle surveys, making comparisons between time points and
populations straightforward and valid. Similarly, although asking a very
varied range of questions about physical activity overall, all four surveys
reported the percentage of people achieving the government guidelines
of 30 minutes of physical activity five or more days a week. Measure-
ment of drinking behaviour between the four surveys was so various
that a comparable question on the percentage exceeding the govern-
ment daily drinking guidelines was possible in only three of the four
surveys. Similarly, measures of diet were comparable in only three of the
four surveys. Nevertheless, the surveys do provide points of comparison
for diet, smoking, physical activity and drinking behaviours in the four
countries of the UK.

Gender differences in lifestyle

Both biological sex and gender are related to health and health outcomes
but it is generally accepted that it is gender rather than biological sex that
influences lifestyle choices. Indeed, the gender influence on health is
primarily mediated through lifestyle choices. Many studies confuse the
terms sex and gender. Sex is the biological underpinning — our genetic
make-up. Gender, on the other hand, is more socially constructed — it is
more concerned with how we think and behave (Burr 1998). Hence when
talking about sex we will talk about males and females or man or woman.
Alternatively, when we talk about gender we talk about masculine or femi-
nine. Thus, it is possible to be a ‘masculine’ female (i.e. a woman that acts
in a ‘typically’ masculine manner) and similarly it would be possible to be
a ‘feminine’ male (i.e. a man that acts in a typically ‘feminine’ manner).
Obviously the definition and description of what is typically feminine or
masculine is difficult and varies from culture to culture. Few texts or
papers acknowledge the delineation between gender and sex effects and
actually the terms are used interchangeably (Burr 1998).

A woman born in 2007 has a life expectancy of 84 years, a man only 77
years (ONS 2007). Men and women also have different morbidity rates.
For example, women are less likely to suffer from cardiovascular disease
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and more likely to suffer from breast cancer than men (Department of
Health 2003). Prostate cancer is a solely male disease as women do not
have a prostate gland. Male and female differences in morbidity and
mortality are influenced by biological sex and also by gender and gender
role casting (Annandale and Hunt 2000). The difference in male and
female mortality rates is diminishing and this is generally held to be due
to changing gender roles in Western societies rather than to biological
sex, although early menarche may play a part in the prevalence of some
female hormonally linked cancers. Unfortunately, not all of these gender
adaptations are positive and some of these changes in gender expecta-
tions have resulted in women adopting unhealthy, traditionally male life-
style behaviours (Emslie et al. 2002). The influence of gender over health
is mediated through the lifestyle choices that men and women make. The
implications of gender roles for the various lifestyle behaviours will be
developed and discussed in the relevant chapters.

Age differences in lifestyle choices

Age is different from every other demographic variable in that the
majority of us will experience belonging to all categories of age: infancy,
childhood, adolscence, adulthood and old age. Sex and ethnicity are diffi-
cult to alter and the majority do not attempt it. Socio-economic circum-
stances can change for an individual but it is not inevitable nor indeed
probable (Giddens 2006). Nevertheless, despite the fact that presumably
we must all hope to become older, older people experience considerable
discrimination (Scambler 2003) which has implications for their health
and well-being and for their lifestyle choices. There are clear differences
in health and health outcomes between different age categories and unlike
sex/gender differences a large factor will be physiological changes over
the lifespan rather than cultural expectations about age-related behav-
iour. Nevertheless, cultural expectations of how people of different ages
should behave do play a role both in the way that, for example, teenage
mothers approach their pregnancies and older people participate in exer-
cise and sport. Hence, it is important to explore the impact of the cultural
influences of age on lifestyle and health and this will be addressed in each
of the lifestyle behaviour chapters.

Socio-economic differences in lifestyle choices

Socio-economic is a broad term encompassing many variables and is
assessed using a range of different factors: social class, income, work,
housing, physical and social environments have all been found to influ-
ence our health directly and also indirectly through their influence on
lifestyle choices (Doyle 2001). The definition of social class has been
provided by the seminal Black Report (Townsend and Davidson 1982)
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which first clearly stated the link between health and social class in modern
society. This definition is the one used whenever social class is referred to
in this text:

Segments of the population sharing broadly similar types and levels

of resources, with broadly similar styles of living and (for some soci-

ologists) some shared perception of their collective condition.
(Townsend and Davidson 1982: 39)

In essence, different classes have differential power to access material
resources: homes, cars, white goods, electronic goods and so on (Giddens
2006). However, as Blaxter (1990) demonstrates in her analysis of the
health and lifestyle survey of 9003 adults living in England, Wales and
Scotland, socio-economic differentials in health are actually more complex
than they first appear. Evaluating local environment using the conceptu-
alisation of Craig (1985) illustrates the complexities of the relationship
between health and social class. Craig (1985) delineates between local
environments by describing them as one of the following: high status,
rural/resort, industrial, city, local authority, inner and central London. For
example, the relationship between health and social class was stronger in
industrial areas than in more favourable areas (high status, rural/resort)
suggesting that socio-economic and environmental disadvantages have a
multiplicative effect. However, sex confounds the relationship and the
benefits of a favourable local environment were less for women. In other
words, the class difference in health was not mitigated by living in a favour-
able area for women in the way that it was for men. Blaxter (1990) offers
the explanation that women’s health may be influenced more by ‘class’
factors and less by ‘environmental’ factors. Other authors have proposed
different methods of categorising local environment. For instance Jones et
al. (2007) suggest that five variables are important: deprivation, availa-
bility and access, urban form, aesthetics and quality and, finally, support-
iveness. One popular way of describing the role of the environment in
behavioural choice is to refer to obesogenic environments. The common
use of the term obesogenic environment reflects the widening acceptance
of the role of factors external to the individual in the development of
obesity. Swinburn et al. (1999) in a similar fashion to Craig (1985) recog-
nise the role of both macroenvironments (e.g. education and health
systems, government policy and mainstream societal attitudes and beliefs)
and microenvironments (school, workplace, home and neighbourhood).
Less important in this text than attempting explanations for the subtle
interplay between various socio-economic, other demographic factors,
health and lifestyle choices is the recognition that such subtleties exist. Any
one socio-economic or demographic factor’s influence over an individu-
al’s lifestyle choice can be intensified or mitigated by another.
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Explanations for behavioural choices are contentious and politically
sensitive. Townsend and Davidson (1982) recognised that there were a
number of explanations for differing levels of health in different sections
of society. The key most plausible explanations are a behavioural expla-
nation or a materialist explanation. Simply, a behavioural explanation
suggests that most of the class differences in health can be explained by
the choices that people make. A materialist explanation suggests that most
of the class differences in health can be explained by the environmental
circumstances that individuals find themselves in. At first sight these
explanations would seem to argue different causes of disease but actually
the distinction is more subtle. To use late onset diabetes as an example, a
behavioural explanation would argue that a proportion of the class differ-
ence in diabetes morbidity can be explained by what individuals choose to
eat. A materialist explanation does not attempt to propose that diet is not
a major cause of late onset diabetes but questions the degree of choice
that individuals actually have about the food that they eat. Another way of
framing the dichotomy is in terms of individual or collective responsi-
bility. In the first case the right for individuals to do as they wish with their
own lives is emphasised; in the second, the inability of individuals to exert
control over their environment and consequently ways of living is invoked
(Blaxter 1990). At first sight a discipline of lifestyle psychology would
appear to operate within behaviourist or individualistic explanations for
lifestyle choices. However, adoption of the term lifestyle is a deliberate
attempt by these authors to recognise the role of socio-environmental
factors in decisions individuals make about behaviours that impinge on
their health. The challenge for lifestyle psychology is to identify how to
enable individuals to effect positive change within the socio-economic
parameters that constrain them. In other words, recognising that social
and environmental circumstances are an integral aspect of lifestyle choice
does not rule out the possibility of effective behavioural change within
those parameters. It seems clear that blanket style approaches to lifestyle
change are unlikely to be successful and lifestyle interventions must be
tailored to the unique situations in which individuals find themselves.

Modern lifestyles

People have been overeating, drinking to excess and making other nega-
tive lifestyle choices for centuries and yet the current dialogue in policy
documents and the media suggests that this is a recent and modern
problem (Department of Health, Physical Activity, Health Improvement
and Prevention 2004; Mulvihill et al. 2005; HM Government 2007; Jones
et al. 2007). Certainly, more people live long enough to experience the
chronic conditions associated with old age as the death toll associated with
infectious diseases has declined. However, there is considerable evidence
that, in addition, people take less exercise (Department of Health, Physical
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Activity, Health Improvement and Prevention 2004), drink more alcohol
(HM Government 2007), are less safe in their sexual practices (e.g. Centers
for Disease Control (CDC) 2007a), are more likely to take illegal drugs
(ONS 2007) and eat poorer diets (Reilly and Dorosty 1999; Fox and
Hillsdon 2007) than they did in previous generations. Smoking is the
only lifestyle behaviour where incidence is declining, although a consid-
erable minority of the population continue to smoke (ONS 2007). It is
important to try to understand why unhealthy lifestyles have become so
widespread, particularly since Western societies seem to be exporting
these deleterious practices to developing nations (WHO 1986).

The lifestyle of a whole society will change with modernisation and with
social change. This is evident from the different patterns of lifestyle
choices in countries at different stages of modernisation and with different
cultural norms (WHO 1986). Modern life involves far less physical effort
than it did in previous generations (Department of Health, Physical
Activity, Health Improvement and Prevention 2004; Fox and Hillsdon
2007). Paid work is more likely to be sedentary, housework is less
demanding and far fewer people are physically active in the process of
travelling. There is no evidence that people are less active in their leisure
time than they were in previous generations but because the majority of
physical activity is now leisure, people’s total physical activity has declined
(Department of Health, Physical Activity, Health Improvement and
Prevention 2004). The rise of fast food outlets, high calorie snacks and
ready prepared meals and the declining cost of such items all contribute
to the poor diet reported by many individuals (Myslobodsky 2003).
Alcohol is considerably cheaper, relatively, than it has been in previous
generations and is more readily available (Babor et al. 2003; Plant and
Plant 2006). Cultural acceptance of heavy drinking remains a stable facet
of British life and, while it used to be unacceptable for young women to
drink heavily, changing gender expectations are making it more accept-
able for young women to match young men in their excessive drinking
(Plant and Plant 2006). It is in terms of sexual behaviour that cultural
expectations have probably changed the most dramatically with sex
outside of marriage and children out of wedlock no longer holding as
significant a taboo as in previous generations (e.g. Schubotz et al. 2003).
Nevertheless, a more liberal attitude towards sex has also enabled better
education and communication about safe sex, enabling some women to
control their sexual destinies and consequently putatively protect them-
selves from sexual infection and pregnancy. Whether this ‘freedom’ and
greater responsibility has resulted in better health with control over infec-
tion and pregnancy is a matter of political debate, however.
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Lifestyles in daily life

Lifestyles are enacted in, and constrained by, daily life. Most people’s lives
involve four aspects: sleeping, travelling, working and caring, and leisure
(Buckworth and Dishman 2002). It is impossible to describe a typical 24
hours for someone working in the UK. The complexities of modern life
in terms of work patterns and outside responsibilities mean that the 9 to
5 day is not applicable to many people living and working in Britain.
However, if you consider an average night’s sleep to be about 8 hours, the
average working day to be 8 hours and an average journey to and from
work to be an hour, then there are about 7 hours left a day for leisure and/
or caring and household responsibilities. Clearly, many people will take
longer to travel to work, sleep for longer or less, have greater or fewer
responsibilities outside of work but many people will have some time each
day that is not taken up with travelling, work, caring or sleeping. Many
people do not work an 8-hour day. People in the UK work some of the
longest hours in Europe and also many people work fewer but longer
days each week, e.g. police officers and nurses. Shift work is common-
place and is well recognised as being deleterious for health and lifestyle
choices (Folkard et al. 2005). Probably one of the major changes in daily
living in the UK has been the huge increase in parents with childcare
responsibilities who also work (ONS 2007). This has implications for the
household responsibilities that could have been carried out during the
day but that now need attention outside of working hours. Given that the
physically active nature of housework and shopping has diminished
substantially (Department of Health, Physical Activity, Health Improve-
ment and Prevention 2004), and there has been a reduction in time avail-
able for physically active pursuits then it is not surprising that the change
in the pattern of a ‘normal’ day has consequences on both lifestyle and
health.

The work we do, the way we travel and our leisure activities will all
influence the lifestyle choices we make. Socio-economic factors often
dictate the work we do, the way we travel, our leisure activity and, in this
way, this directs our lifestyle choices. Choices about eating, drinking,
smoking or physical activity are possible, although not for everyone in
every context, during work, travel and leisure.

Sleeping

Sleep is really the only aspect of a person’s daily life when no lifestyle
choices, other than sleeping itself, take place. However, when, where and
how well people sleep will influence the lifestyle choices they make and
will in turn be influenced by the lifestyle choices made.
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Travelling

While we are travelling we could be physically active, we could eat or
smoke. However, smoking has recently been banned in all public places,
including public transport vehicles, in the UK. This is the first major piece
of legislation that pertains to volitional lifestyle behaviour for many years.
Private cars are not subject to the legislation so it is possible that the ban
may encourage people to use their cars if they wish to smoke on a journey.
The impact of the smoking ban needs to be evaluated across all possible
outcomes, not simply population smoking rates.

For the majority of people the trip to work, school or college is the most
frequent journey. A minority of people take the opportunity to walk or
cycle to their place of work or study but the majority will drive or use
public transport for the majority of their journey. Since the late 1970s
regular travel by foot or by bicycle has declined by 26 per cent (Depart-
ment of Health, Physical Activity, Health Improvement and Prevention
2004). Factors postulated to contribute to the decline of regular travel by
foot or bicycle include perceived and actual safety; the provision of facili-
ties to segregate conflicting road users and the proximity of local shops or
workplace (Jones et al. 2007).

Working, caring and other responsibilities

Working and caring, for children, disabled or elderly family members,
are the primary occupations for most people and the majority of jobs
these days are predominantly sedentary (Department of Health, Physical
Activity, Health Improvement and Prevention 2004). At work most people
will eat at least one meal and the quality of available food may influence
the food choices made by people. Jeffery et al. (2006) found no relation-
ship between the proximity of fast food outlets to the workplace and
eating in such places. However, less work has been done on on-site food
provision in the workplace, although the healthy workplace initiatives in
Scotland (e.g. www.shaw.uk.com) and Wales (e.g. The Corporate Stan-
dard - http://new.wales.gov.uk/topics/health/improvement/healthatwork/
corporate-standard/?lang=en) are making inroads into such provision.

The majority of work on on-site provision of food has been carried out
with children. It has been suggested that unhealthy food choices have
dominated school food sales but the impact of new nutritional standards
introduced in schools in September 2006 is yet to be evaluated (Jones et
al. 2007; see also Chapter 3 on eating).

While people are not usually allowed to drink alcohol while at work
the workplace culture of drinking has been found to be significantly
related to both drinking in the work context and non-work-related
drinking (Delaney and Ames 1995; Barrientos-Gutierrez et al. 2007).
The establishment of healthy drinking norms in the workplace may have
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beneficial effects for drinking both with work colleagues and more
widely.

Leisure activities

Patterns of leisure activity have changed dramatically with the onset of
television and subsequently video, DVD, computers and computer games.
The relationship between time spent in such sedentary activities and both
level of obesity and time spent in physically active pursuits has been the
subject of much concern, particularly in children (Department of Health,
Physical Activity, Health Improvement and Prevention 2004). The
number of health clubs and gyms has proliferated and a small increase in
the proportion of people taking physical activity has been reported
(Department of Health, Physical Activity, Health Improvement and
Prevention 2004). However, overall physical activity levels are still
declining due to the reduction in necessary physical activity, in particular
travel. Similarly, a proliferation of ‘low fat’ healthy option foods are avail-
able and cookery programmes are popular on the television but it would
seem that watching cookery programmes rather than cooking are popular
leisure pursuits! Other popular leisure activities such as going to the
cinema are associated with unhealthy food availability and large portion
sizes. Similarly, studies have highlighted the increase in portion sizes of
meals served in restaurants (Nielsen and Popkin 2003). Hence, leisure
activities themselves can lead to an increase in unhealthy lifestyles.

Conclusion

This introductory chapter has highlighted the concept of lifestyle and the
influence of various demographic factors on this. We aim to consider
whether the focus of the prime minister, the government, the policy
maker, the civil servant and the health care professional on lifestyle is
warranted. Furthermore, how can the ‘increasing strain’ on the health
service, as Tony Blair described it in 2006, be addressed by psychologists
and health professionals?

The following chapters explore individual lifestyle behaviour in detail:
how it is defined, measured and recorded. The epidemiology of the
behaviour and the consequences of that behaviour will subsequently be
explored. Finally, each chapter will consider how health care professionals
can use psychology to influence individuals, groups and communities to
improve their lifestyle and their consequent health. The penultimate and
final chapters of this book will evaluate the usefulness of a psychological
approach to lifestyle and lifestyle change. They will consider whether
there is enough evidence of general psychological principles underlying
the practice of all the lifestyle behaviours to justify the term lifestyle
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psychology. In the final chapter a strategy for improving lifestyle in the
UK will be proposed.

Summary points

Major lifestyle diseases are coronary heart disease, stroke, lung cancer,
colon cancer, diabetes and chronic obstructive pulmonary disease.
Health-related lifestyles can be defined as behavioural choices about
eating, physical activity, drinking alcohol, smoking tobacco, taking
drugs and sexual practices that individuals make.

Lifestyle psychology can be defined as the study of the antecedents,
consequences and interactions of lifestyle behaviours including:
eating, drinking alcohol, smoking tobacco, taking drugs, physical
activity and sexual practices.

Changing demographic and disease parameters, epidemiology, the
development of a risk society, health care economies and consum-
erism have all played a role in the risk of the lifestyle model of
disease.

For none of the lifestyle behaviours identified by this text is there a
single accepted ‘gold standard’ measurement tool. It is common,
particularly in large population studies, to utilise self-report measure-
ment techniques.

Social and environmental circumstances are an integral aspect of life-
style choice.



2 Theories of change

He who loves practice without theory is like the sailor who boards ship
without a rudder and compass and never knows where he may cast.
Leonardo da Vinci

At the end of this chapter you will:

e understand the importance of social cognition models in lifestyle
psychology

e appreciate the importance of the concept of risk

e explore the basics of the fear-drive model and its implication for
health promotion campaigns

e evaluate the health belief model, protection motivation theory and
theory of planned behaviour

e realise the importance of social cognition theory

e appreciate the importance of stage theories in behaviour change

e understand the role of such models in the prediction of behaviour
and in behaviour change.

In this chapter we introduce the key social cognition theories and
concepts employed by health psychologists and health professionals to
predict, explain and increasingly to underpin interventions to change
health behaviours (Conner 1993). Good theory is the key pin of evidence-
based practice (NICE 2006b). Best practice is most likely to emerge
from theory-based interventions that in turn inform and improve
theory. Hillsdon et al. (2005) in their review of the literature found that
interventions to change physical activity based on theories of behav-
ioural change were associated with longer-term behavioural change
than interventions with no such theoretical underpinning. Theoretical
models can help identify important variables and furthermore tell us
something about the relative effects of different variables (Conner
1993). One chapter cannot hope to cover all potentially relevant social
cognition theories, however, the aim of this chapter is to provide a
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working understanding of those theories most usually applied to life-
style behaviours.

Social cognitive approaches to health behaviour change

A social cognitive approach argues that social behaviour is best under-
stood as: ‘a function of people’s perception of reality, rather than as a
function of an objective description of the stimulus environment’ (Conner
and Norman 2005: 5). Conner and Norman (2005) refer to a ‘perception
of reality’, a phrase that is firmly based in the present. In the context of
lifestyle behaviours, ‘reality’ may not be the most appropriate term. The
aim of recent government policy has been to reduce the incidence of life-
style diseases in the future by getting people to change their behaviour
now:

Everybody should try to look after themselves better, by not smoking,
taking more exercise, eating and drinking sensibly.
(DoH 1999b: vii)

Policy is not focused on perceptions of current reality but on perceptions
of possible futures. This is fundamentally different to getting individuals
who are currently ill to alter their behaviour. To achieve behavioural
change in well individuals, the government, health professionals and the
population as a whole require a way of visualising the future, in other
words a ‘perception of risk’. The concept of risk has been embraced by
experts and risks have been objectified and expressed as numerical repre-
sentations of the future for all types of behaviours in relation to many
types of disease.

The British Medical Association recognises that risk impacts on every
aspect of health (Skolbekken 1995). However, there is a considerable
evidence that lay people struggle to understand numeric probability
expressions and no agreement about which numerical representations of
perceived risk are best understood (Windschitl and Wells 1996; Lobb et
al. 2003; Michie et al. 2005; Weinstein et al. 2007). As we will see in this
chapter, underpinning all social cognition models is a perception of risk
(Brewer et al. 2007; Brown and Morley 2007). Different models use
different terms but fundamentally whether described as severity, vulnera-
bility or outcome expectations all these factors from different models are
referring to a perception of risk; specifically ‘the probability that harm
will occur if no preventative action is taken’ (Weinstein et al. 2007: 146).
Therefore, it is pertinent to start this chapter with a brief introduction to
the concept of risk.
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Risk perception

Risk in its broadest definition includes both positive and negative outcomes
and classically involves objective evaluations of the magnitude of losses
and gains (Fischoff et al. 2000b). Risk has been integral to all aspects of
government policy in departments as diverse as the Department of Envi-
ronment, Food and Rural affairs and the Justice Ministry. In 2002 the
Cabinet Office Strategy Unit described risk as: ‘Uncertainty of outcome,
whether positive opportunity or negative threat, of actions and events. It
is a combination of likelihood and impact, including perceived impor-
tance’ (Cabinet Office Strategy Unit 2002: 7). However, the National
Consumer Council (2002: 1), suggests that ‘consumers typically see “risk”
as a situation that is likely to be unusual — that has significant potential for
damage’.

While uncertain outcomes can be positive or negative, risk in its lay
conception has been argued to be predominantly associated with negative
outcomes (Joffe 2003). However, interestingly, lay understanding of the
bipolar nature of risk has been reported. Thirlaway and Heggs (2005)
report that some individuals responded to a communication about the
negative risks of drinking alcohol by presenting the positive risks, for
example the protective benefits of alcohol for the heart; supporting the
utilisation of a bipolar definition of risk (Cabinet Office Strategy Unit
2002). Goldberg et al. (2002) similarly report the importance of positive
risks in behavioural decision making. However, for the purposes of health
behavioural change a negative concept of risk is usually adopted. Further-
more, risk in the field of health is often utilised to generate a fear response.
As the majority of health behaviours have multiple effects; influencing
physiological and psychological function in a number of positive and
negative ways, the bipolar definition provided by the Cabinet Office
Strategy Unit (2002) may be most appropriate in the field of lifestyle
change.

Risk perception and the related field of decision making have been
dominated by cognitive psychology and by the central tenet that there is
an objective and accurate risk perception as conceptualised by ‘experts’.
Based on this notion of an accurate perception of risk the dominating
theme of research in this area has been lay error and the reasons for lay
error (Thirlaway and Heggs 2005). Lay error can be defined as any
perception of risk that is different to the expert-held perception.

Within the field of perceptions of risk from health behaviours under
volitional control optimistic bias has received a lot of attention as a cause
of lay error (Weinstein 1984; Weinstein and Klein 1996; Brown and
Morley 2007). Other identified biases are that individuals are influenced
by availability of information (Fischoft et al. 2000a); that they are insensi-
tive to the rate at which risk increases with repeated exposures (Connolly
et al. 2000); that they are influenced by their personal experiences of the
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risk (Shiloh and Saxe 1989) and they are influenced by how the risk is
framed (Tversky and Kahneman 1981). These factors, and others, can be
viewed as sources of error in the process of risk perception. Indeed, Joffe
(2003) has argued that the key tenet of a broad spectrum of cognitively
based risk perception models is that most people, although naturally risk
averse, miscalculate their risk due to cognitive deficits. For instance, Slovic
(2000) reported that numerous studies found the majority of people
exhibit unrealistic optimism in relation to a range of risks.

The argument that lay perceptions of risk are inadequate is increas-
ingly being recognised as an over-simplification of a complex issue
(Thirlaway and Heggs 2005). First, expert risk calculations include a
degree of subjectivity and consequently experts can get it wrong, partic-
ularly about new risks (Harrabin et al. 2003). What is accepted as fact in
one generation is sometimes rejected in the next, and of course such
changes can occur quicker than this. Furthermore, risks are usually
reported in isolation whereas in reality the impact of any health behav-
iour is seldom unitary. Health behaviours usually have multiple effects,
some positive and some negative. Again, this points to a bidirectional
definition of risk being the most appropriate for lifestyle psychology.

A further problem with the cognitive approach to risk perception is
that the analytical component has been the only valued aspect of a process
which also utilises, to a lesser or greater degree, intuition and emotion.
Slovic (2000) states that:

Although risk perception was originally viewed as a form of delib-
erate, analytic information processing, over time we have come to
recognise how highly dependent it is upon intuitive and experiential
thinking, guided by emotional and affective processes.

(Slovic 2000: xxx1)

Other researchers have addressed the issue of affect in risk perception.
Weinstein et al. (2007) have argued that perceived vulnerability, which
can be conceptualised as a cognitive-affective state, might be a better
predictor of behaviour than perceived probability which is an entirely
cognitive judgement. Loewenstein et al. (2001) have argued that people
do not always use a rational cognitive strategy to make decisions about
risky situations. They propose the ‘risk-as-feelings’ hypothesis which high-
lights the role of emotions experienced at the moment of decision making.
Furthermore, they argue that emotional reactions to risky situations can
often diverge from cognitive assessments of the same situation. If division
occurs emotional reactions usually override cognitive reactions and drive
behaviour. One reason for the domination of emotional responses over
cognitive assessment is that emotional responses are rapid and rational
analyses usually take time (Loewenstein et al. 2001).
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Many researchers investigating the role of emotion in risk perception
conceptualise it as inferior to analytical responses. Indeed it is often
dismissed as a source of lay error (Joffe 2003). Emotion has been concep-
tualised as a heuristic, a mental shortcut, whereby people access their
pool of positive and negative feelings towards an issue to guide judge-
ment (Oatley 1996). The emotion most usually associated with risk is
anxiety (Joffe 2003). Dismissing anxiety as a biasing factor in ‘accurate’
risk perception is problematic. Anxiety is the intermediate goal of many
risk communications, particularly public health communications. The
primary goal is preventative behaviour but anxiety is considered an essen-
tial initiating motivation. Many health promotions are based on this fear
drive hypothesis (Janis 1968, cited in Boer and Seydel 1996). They
continue to be so despite little evidence that they succeed, and some
evidence that if you produce excessively frightening messages you may
reduce preventative behaviour (Boer and Seydel 1996).

The cognitive emphasis in risk analysis also fails to account for the social
nature of risk, focusing as it does on the intra-personal rather than the
interpersonal. Risk by its very nature is a social construction and social,
cultural and political ideas will guide not only people’s judgement of risks,
but also those risks that scientists investigate and those which the media
choose to report. This can clearly be seen in the recent media interest in
obesity and diet in children. Relatively recently Harrabin et al. (2003)
were berating the British media for their obsession with dramatic risks
outside of individual volitional control, such as SARS, which in actuality
confer little increased risk to the general population. Harrabin et al.
(2003) reported low coverage of less sensational risks such as poor diet
and rising obesity. However, the social climate has changed, for a variety
of reasons, and diet and obesity have been high profile media stories
throughout 2005 and 2006 (Saguy and Almeling 2005, cited in Campos et
al. 2006a).

In lifestyle psychology the important risk issue is the impact that risk
perceptions have on uptake of preventative strategies. Cognitive research
into risk perceptions using hypothetical lifestyle risk scenarios conclude
that errors in processing of risk information results in inappropriate deci-
sion making (Joffe 2003). Evidence from population surveys of self-
reported lifestyle behaviours supports this hypothesis; for example,
people do not take enough exercise, they drink too much, they drive too
fast. In general, the public fail to adopt the preventative behaviours
recommended by the Department of Health (1999b). One conclusion,
drawn by the government (DoH 1999b), is that lay risk perceptions must
be challenged by more effective risk communications. However, lifestyle
decisions are influenced by a number of other psycho-social factors as well
as risk perception. Evidence from studies where the relationship between
risk perception and the associated preventative behaviour is clearer
suggest that accurate risk perceptions are not essential for appropriate
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decision making. Evans et al. (1994) found that the majority of women (59
per cent) attending a breast cancer family history clinic could not recall
the objective risk figure provided by the clinician. Nevertheless, 96 per
cent of women attended annually for mammography. Here is a challenge
to the widely accepted tenet that an accurate perception of risk is neces-
sary for appropriate behavioural change. Indeed, Leventhal et al. (1999)
have argued that risk perception may have little impact on health
behaviour.

Brewer et al. (2007) have argued that the importance of risk percep-
tions will vary across behaviours. They argue that risk perceptions are
probably less important for behaviours such as exercise and diet that have
a wide range of both health and non-health consequences. We have
argued that the term lifestyle is useful to denote those health behaviours
that also have non-health outcomes. As such, lifestyle behaviours may be
conceptually different from other health behaviours in terms of the influ-
ence that risk perceptions play in their expression. However, Brewer et
al. (2007) caution that the plethora of cross-sectional and correlational
studies are likely to underestimate the influence of risk perception on
behaviour. They found that the few prospective studies on vaccination (a
solely health behaviour not a lifestyle behaviour) included in their meta-
analysis yielded larger effect sizes than did the cross-sectional studies. It is
beyond the scope of this text to discuss the methodological issues that
make cross-sectional studies problematic when measuring risk perception
but this is well elucidated by Brewer et al. (2007).

Public analyses of risk do not follow the analytical processes valued by
experts. Nevertheless, risk communication is an integral part of modern
healthcare and as such it is in line with modern concerns of informed
consent and litigation. It is also often high on news agendas having news
values such as negativity and continuity. Furthermore, it offers opportu-
nities for sensationalism, personal interest and celebrity-linked stories
and expert commentary. Consequently, health risk information is promi-
nent in many media outlets: books, magazines, newspapers, radio and
television news programmes and documentaries. Representations of risk
are unlikely to go away. At the start of this section on risk perception it was
argued that risk perception (and with this comes a notion of an accurate
risk perception) is an essential component of any theory of behavioural
change. However, while a risk perception may be a necessary for behav-
ioural change it is unlikely to be sufficient to consistently effect a change.
Health promotion has focused on risk communication for the past decades
with little impact on lifestyle choices. In many instances people now have
appropriate risk perceptions with little evidence of behavioural change
(Lawton and Conner 2007). Indeed, Murgraff et al. (1999) have suggested
that only when a subject is introduced to a new unknown threat does the
perception of this risk influence uptake of a preventative strategy. Risk
perception is clearly not always, and arguably not often, sufficient to
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promote the levels of behavioural change that the government would
like. We now need to focus on identifying the other factors that contribute
to a change in behaviour. The social cognition models presented below
offer a number of factors for consideration as moderating variables in the
behavioural change process.

Fear-drive model

The fear-drive model is generally considered outdated in academic health
psychology (Norman et al. 2005) but it is worth considering as it remains
a central, if unacknowledged, tenet of many health promotion campaigns.
It is closely related to the negative concept of risk as understood by both
lay and many expert populations.

The fear-drive model principally proposes that fear is an unpleasant
emotion and people are motivated to try to reduce their state of fear.
Health promotion has taken this notion and applied it to communication.
If a communication evokes fear or anxiety then the fear drive model
suggests that the recipient will be motivated to reduce this unpleasant
emotive state. If the communication also contains behavioural advice,
either implicitly or explicitly, then individuals may follow this advice. If
following the behavioural advice leads to a reduction in fear then the
probability of performing the behaviour in the future is enhanced.
However, if following the behaviour does not lead to a reduction in fear
then other ways of reducing fear may be employed.

A key and immediately obvious problem with this proposal for lifestyle
behaviour is that the effects of lifestyle change are not immediate and are
not certain. Only a long way down the line can we be certain that we have
avoided the threat, be it heart disease or lung cancer. Consequently, other
defences against anxiety are likely to be employed. A risk objectifies a
potentially dangerous future, but any anxiety it evokes is immediate.
Consequently, for many people their focus will be to reduce their anxiety,
it may be less effortful and more immediate to adopt strategies other than
behavioural change, such as denial.

Fear is intuitively appealing as a means of promoting behavioural change
but the role it plays in initiating behavioural change is not clear cut or
consistent (Janis 1968; Bandura 1998; Nabi 2002; Plotnikoff and Higgin-
botham 2002). However, this has been effectively denied (one of the strate-
gies adopted equally successfully by the recipients of health fear
communications) by health professionals for over half a century. There is
little evidence to support the initially proposed inverted U-shaped relation-
ship between fear arousal and acceptance of a recommended action (Sutton
1982). The Inverted U hypothesis postulated that fear induces both facilita-
tion (acceptance of ways to reduce danger) and interference (a critical eval-
uation of recommended advice). Initially facilitation increases faster than
interference but at a certain optimal level interference starts to increase
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faster than facilitation and likelihood of following recommended advice
drops. Sutton (1982) subsequently proposed that the evidence was better
for a linear relationship between fear arousal and acceptance of action but
it is equally difficult to find support for a linear relationship. Rigby et al.
(1989) reported that the Australian ‘Grim Reaper’ campaign raised anxiety
and awareness of HIV and AIDS but failed to increase knowledge or facili-
tate a change in behaviour. However, any simple relationship between
action and negative emotion, be it anxiety or fear, has been rejected by
many theorists (Milne et al. 2000) and in the 1970s Rogers developed the
protection motivation theory (Rogers 1975) in an attempt to provide
conceptual clarity about the place of fear appeals in health promotion
(Norman et al. 2005). In fact, almost all social cognition models could be
conceptualised as adaptations of the fear-drive hypothesis while incorpo-
rating other variables.

Heath belief model

The heath belief model (HBM) was one of the first and remains one of the
best known social cognition models (Rosenstock 1974; Harrison et al.
1992) developed in order to predict preventative health behaviours
including lifestyle behaviours (Portnoy 1980; Li et al. 2003). The HBM
suggests that your belief in a personal threat together with your belief in
the effectiveness of the proposed preventative behaviour will predict the
likelihood of that behaviour (Figure 2.1). Belief in a personal threat is
proposed to arise from perceptions of susceptibility and severity, while a
cost-benefit type analysis results in a belief in the effectiveness of the
ameliorating behaviour (Figure 2.1). In essence this is an extension of the
fear-drive model (although it is seldom recognised as such) but it deline-
ates theoretically between the threat (fear inducing) and the evaluation of
the proposed behavioural solution. This model also goes further than the
fear-drive model by distinguishing the various components of a threat or
a risk into susceptibility and severity.

The model suggests that the likelihood of a behaviour occurring is
related to these four core beliefs (Figure 2.1). However, since its inception
a number of additional concepts have been added to the model in an
attempt to improve its predictiveness. ‘Cues to action’ was initially added
to reflect the role of personal experiences or health promotional events
on the likelihood of action. In some versions of the model health motiva-
tion has been included to reflect an individuals readiness to be concerned
about that health matter in question. Latterly Rosenstock et al. (1988)
suggested the inclusion of perceived behavioural control. Perceived
behavioural control is a broad concept including both self-efficacy and
environmental impediments (Ajzen 1998). It is included to respond to the
increasing evidence of the importance of efficacy in behavioural change
(Milne et al. 2000). This results in a model with a potential of seven factors
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Perceived susceptibility \
— Belief in a personal threat
Perceived severity

Perceived benefits /
\ Belief in effectiveness

Perceived barriers _— of behaviour

Health behaviour

Figure 2.1 Health belief model
(Adapted from Becker et al. 1977, cited in Biddle and Mutrie 1991)

rather than four, however the various proposed factors are not consist-
ently adopted. For example Ali (2002) measures ‘belief in a threat” and
‘cues to action’” from the model but not ‘belief in the effectiveness’ of the
action. Harrison et al. (1992) excluded articles that did not measure the
four dimensions of the original HBM: susceptibility, severity, benefits and
barriers (Figure 2.1), therefore 55 studies purporting to be based on the
HBM were not eligible for their review.

The HBM model has not been operationalised to the extent that the
relationship between all components of the model have been statistically
described (Abraham and Sheeran 2005). Nevertheless, some relationships
have been considered. Intuitively it would seem that the two aspects of
threat should be considered as multiplicative rather than additive. If you
do not consider yourself at all susceptible to a condition then your belief
in a personal threat will remain zero regardless of the severity of the
threat. However, there is little evidence to support this proposal (Abraham
and Sheeran 2005). The effectiveness of the behaviour can be considered
to be additive. Itis a straight forward cost-benefit analysis, costs are repre-
sented as barriers in the model (Figure 2.1). None of the postulated
barriers to behaviour exclude the simultaneous recognition of the
benefits.

Two quantitative reviews of research based on the HBM (Harrison et al.
1992; Janz and Becker 1984) include preventative, sick role and clinic
utilisation behaviours in their analyses, making separate considerations of
the value of the model for lifestyle behaviours difficult. However, the main
conclusion from the more methodologically robust of the two reviews
(Harrison et al. 1992) suggests that while all the four core constructs of
susceptibility, severity, benefits and barriers correlate significantly with
health behaviour they only account for a rather small amount of the total
variance in behaviour (between 1.5 and 4 per cent). Such small effects are
unlikely therefore to contribute a great deal to the promotion of health
behaviour change. There is considerable concern about the theoretical
construction of susceptibility and severity into an overarching concept of
belief in a personal threat. The notion of a personal threat has been
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argued to be more complex than a simple multiplication of susceptibility
and severity. Similarly, the conceptualisation of effectiveness of behaviour
as a cost-benefit analysis fails to consider that while barriers are often
concrete and based in the present (lack of time, distance to leisure centre,
cost of fruit) benefits are less clear cut, less certain and based in the future
(Lawton and Conner 2007). Barriers therefore may well need more
weighting in a model which predicts behaviour now and benefits in the
future. Conner and Norman (2005) found few studies considered the
concepts of cues to action, health motivation or perceived behavioural
control. Perceived behavioural control has been well studied, however, in
other models (Luszczynska and Schwarzer 2005). The lack of research
into these variables from later versions of the HBM may be due to the
failure of the model to sufficiently operationalise these variables. As
Harrison et al. (1992) point out, to be a valid model weights and interac-
tion terms that show how the components work together should be devel-
oped. There needs to be agreement about which components are part of
the model and all studies need to be consistent in how they operationalise
these variables.

Protection motivation theory

The protection motivation theory (PMT) is often presented as the
successor to the fear-drive model (Norman et al. 2005), although most of
the traditional behavioural change models can be conceptualised as adap-
tations of the fear-drive model. Any model that includes an element of
risk perception is potentially including a fear appeal. The PMT postulates
that sources of information (i.e. fear appeals) initiate two independent
appraisal processes: threat appraisal (risk) and coping appraisal (effec-
tiveness of behaviour) (Figure 2.2).

Threat appraisal focuses on the source of the threat and factors that
increase or decrease likelihood of maladaptive behaviours (presumably
this is any response different to the one encouraged by the health promo-
tion, although this is harder to establish in risk communications where an
explicit behavioural change is not offered). Norman et al. (2005) offer
avoidance, denial and wishful thinking as potential maladaptive pro-
cesses. Milne et al. (2000) also include fatalism and hopelessness as poten-
tial maladaptive strategies. Intrinsic rewards (for instance, pleasure) and
extrinsic rewards (for instance, social approval) are conceptualised as
factors that may increase maladaptive behaviours. Severity and vulnera-
bility are seen here as potential inhibitors of maladaptive adaptive
processes.

Coping appraisal focuses on the coping strategies available to deal with
the threat and the factors that increase or decrease the likelihood of the
preferred strategy. The belief in the efficacy of the proposed behavioural
change and the self-efficacy of the individual contemplating the change
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Figure 2.2 Protection motivation theory
(Adapted from Plotnikoff and Higginbotham 1998)

are postulated to increase the likelihood of the response. Self-efficacy can
be defined as the degree to which an individual believes they can success-
fully engage in a behaviour in a particular situation with known outcomes.
Costs are those factors that inhibit behavioural change. Costs can be
external, such as lack of facilities or resources, or internal such as physio-
logical cravings or withdrawal symptoms. Costs reduce the likelihood of
the desired response.

The intention to perform a recommended or preferred behaviour,
protection motivation as it is called in the model, is a positive function of
perceptions of severity, vulnerability (or perceived personal threat as it is
represented in the HBM), response efficacy (effectiveness of behaviour as
it is represented in the HBM) and self-efficacy. Protection motivation is
also a negative function of perceptions of rewards associated with mala-
daptive processes and response costs of adaptive behaviours (or barriers
as the HBM describes them). The two-pronged approach of threat
appraisal and coping appraisal can be interpreted as implying that percep-
tions of severity and vulnerability should outweigh rewards of maladap-
tive processes and that perceptions of response efficacy and self-efficacy
should outweigh response costs of adaptive behaviour before any protec-
tion motivation is initiated (Figure 2.2). However, most studies of the
model simply consider the additive effects of these variables. Protection
motivation has been described as a variable that ‘arouses, sustains and
directs activity’ (Rogers 1975: 98). Protection motivation is postulated to
precede the deliberate adoption of any health behaviour.

Originally a multiplicative function of severity, vulnerability and
response efficacy was postulated (Rogers 1975). The original version of
PMT assumed that protection motivation would not be initiated if the
value of any of these three components were zero. This is an intuitively
appealing proposal but as there was no empirical evidence to support
such a conjecture Rogers (1983) proposed a simpler additive model which
is utilised in most analyses. Furthermore, most applications focus on five
variables and do not attempt to measure the rewards of the maladaptive
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behaviour. Milne et al. (2000) in their meta-analysis of research based on
the PMT reported only one study which attempted to include rewards.
The argument made for ignoring the ‘rewards’ aspect of the model has
been that the conceptual distinction between the reward value of a risk
behaviour and the cost of a preventative measure is hard to operationalise
(Abraham et al. 1994).

Evaluations of the protection motivation theory usually take one of two
strategies. One strategy is to manipulate components of the model in a
persuasive communication and then measure subsequent effects on
protection motivation and/or behaviour. Two meta-analyses by Floyd et
al. (2000) and Milne et al. (2000) of studies of this type both conclude that
coping appraisal variables provide stronger predictions of protection
motivation and/or behaviour than do threat appraisal variables. Although
all components of the model had some predictive value the coping compo-
nents and particularly self-efficacy produced the largest effect sizes (Floyd
etal. 2000; Milne et al. 2000). The studies included in these meta-analyses
of PMT look at how well the variables in the model predict both intention
and behaviour. Milne et al. (2000) found twenty-one studies that related
PMT components to intentions and eight that related the theory to actual
behaviour. The PMT is consistently a better predictor of intention to
behaviour than of actual behaviour.

A second strategy is to use the protection motivation theory in a more
traditional manner to predict health behaviour. In many such studies self-
efficacy has consistently either been the only or the best predictor of inten-
tion to behaviour and/or actual behaviour in a range of studies looking at
diet (Plotnikoffand Higginbotham 1998), exercise (Plotnikoff and Higgin-
botham 2002), drinking (Murgraff et al. 1999) and safe sex (Greening et
al. 2001).

Self-efficacy is the most promising predictive component of the protec-
tion motivation theory for intention to behave, concurrent behaviour and
future behaviour, although its ability to predict behaviour is the least well
evidenced (Murgraffetal. 1999). Self-efficacy is the key difference between
the fear-drive model on which this model is based and the health belief
model with which it shares many variables. Later models of the HBM
have suggested the inclusion of perceived behavioural control which
Conner (1993) has argued is conceptually similar to self-efficacy. Ajzen
(1988) considers perceived behavioural control to be a broader concept
than self-efficacy as it includes both intrinsic control (self-efficacy) and
extrinsic control (environmental impediments).

Theory of planned behaviour

One of the identified problems with both the protection motivation theory
and the health belief model is that they assume that the behaviour under
consideration is solely a health behaviour. While behaviourslike vaccination
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or applying sun screen could justifiably be argued to be behaviours carried
out solely for health reasons, lifestyle behaviours have both health and
non-health functions. A more general theory such as the theory of planned
behaviour may therefore be more useful. The theory of planned behav-
iour (TPB) was developed from the theory of reasoned action (TRA) and
is different only in that it includes perceived behavioural control. Ajzen
(1998) included this concept to improve on the predictive power of the
TRA. It enables people who have a positive attitude and supportive social
situations but perhaps low self-efficacy for the action or no time for the
action to be predicted non-compliant with the desirable action. The orig-
inal TRA would predict compliance. Hagger et al. (2002) reviewed the
predictive validity of both the theory of reasoned action and the theory of
planned behaviour in a meta-analysis of 72 studies and concluded that
the TPB is superior to the TRA. Perceived behavioural control is a more
sophisticated concept than the barrier concept from the HBM as it enables
the same factor to be a barrier for one individual and not for another
depending on how they perceive the situation. Itis also a broader concept
including as it does both extrinsic and intrinsic influences on behavioural
control (Figure 2.3).

Intention to behave is conceptually similar to the variable protection
motivation from the PMT. Both the PMT and TPB concur that a moti-
vating intention must exist before any deliberate behaviour occurs. Inten-
tion to behave is postulated to be a linear regression function of attitudes,
subjective norms and perceived behavioural control. The amount of
weight assigned to each variable is assumed to vary for different behav-
iours and different situations (Conner and Sparks 2005).

Aspects of the TPB are conceptually similar to both the HBM and the
PMT. Only the components of social norm can be argued to be unique to
the TPB. However, the social norm component of the TPB is also the least
predictive component of the model (Godin and Kok 1996; Hagger et al.
2002; Conner and Sparks 2005).

Godin and Kok (1996) reviewed the TPB in 56 health behaviour
studies; 44 of these studies investigated a lifestyle behaviour. Of the 56

Beliefs
+ — Attitudes
Evaluation of
outcome
Behavioural intention — Behaviour

+ — Social norm
Motivation to
comply

Normative beliefs / ‘
Perceived behavioural control

Figure 2.3 Theory of planned behaviour
(Adapted from Ajzen 1988, cited in Biddle and Mutrie 1991)
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studies included in the review, only 26 provided data on the prediction
of behaviour as well as the prediction of intention to behave. Godin and
Kok (1996) concluded that in the domain of health about one-third of
the variation in behaviour can be explained by the combined effect of
intention and perceived behavioural control (Figure 2.3). They also
conclude that the type of behaviour was clearly linked to the strength of
the relationship between intention and behaviour because the correla-
tion between the two concepts was far stronger in some behaviours than
in others. Godin and Kok (1996) found that social norm was the least
predictive component of the model and argued that this may be to do
with poor operationalisation of this construct. There is support for this
argument from studies of smoking in high school students where model-
ling behaviour has been found to be a significant predictor of smoking
behaviour (Grube et al. 1986; De Vries et al. 1995 cited in Godin and
Kok 1996). It may be the concept of social norm needs to be expanded
to include: ‘perceptions of others’ behaviour’ and ‘pressure from signifi-
cant others’ to improve its predictive power. However, Sheeran and
Taylor (1999) report in their meta-analysis of the TPB and intention to
use condoms that social norms were equally as important as perceived
behavioural control and attitudes in predicting intention to use condoms.
As using a condom is a particularly social activity involving two people,
the importance of social norms for this particular behaviour is
understandable.

In Hagger et al.’s (2002) meta-analysis of the TPB and physical activity
they found that that the TPB was a better predictor of both intention to
behave and behaviour than the TRA. The inclusion of a measure of
perceived behavioural control increased the amount of variation in inten-
tion that the model could explain from 37.27 per cent to 44.5 per cent
and increased the amount of explained variation in behaviour from 26.04
per cent to 27.41 per cent. Hagger et al. (2002) went on to include the
additional variables of self-efficacy and past behaviour finally arriving at
an expanded model (Figure 2.4) which explained 60.18 per cent of the
variation in intention to behave and 46.71 per cent of the variation in
behaviour. The role of past behaviour is of particular interest. The inclu-
sion of past behaviour adds considerable predictive power to the model
yet is not acknowledged in the majority of social cognition models.
Furthermore, social cognition models assume that attitudes and inten-
tions influence behaviour but not that behaviour may influence attitudes
and intention. If, as evidence suggests, the relationship between behav-
iour, attitudes and intentions is two-way, then the effects of intentions on
behaviour and attitudes on intentions may be inaccurately high in studies
that do not control for or include past behaviour in their analysis (Hagger
et al. 2002).
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Figure 2.4 Hagger et al.’s expanded version of the theory of planned behaviour
(Hagger et al. 2002)

Social cognition theory

The health belief model, protection motivation theory and theory of
planned behaviour all include a number of similar constructs (Ajzen
1998). Having similar constructs with different names can imply a range
of different determinants of health behaviour and a level of complexity
that does not actually exist. Bandura (1998) has expressed concern that
the proliferation of health behaviour models has lead to researchers
picking and mixing constructs from various theories, rather than utilising
and developing a unified perspective. Social cognition theory (SCT) is an
attempt by Bandura (1998) to provide an ‘overarching framework’ and to
clarify theoretical thinking within social cognition (Ajzen 1998: 737).
Consequently, the underlying social cognitive principle of actions being
regulated by rational thought is maintained. Social cognition theory
includes all the constructs from the previously mentioned models but
elaborates them further. Instead of beliefs about behavioural conse-
quences as there are in the health belief model it identifies physical, social
and self-evaluative outcome expectations (Figure 2.5). Perhaps most
importantly instead of a single factor of perceived behavioural control, it
distinguishes between self-efficacy and environmental impediments
(Ajzen 1998).

Self-efficacy is the belief that one can carry out specific behaviours in
specified situations (Bandura 1997). Self-efficacy has been extensively
studied (Bandura 1997, 1998; Lannotti et al. 2006) within the context of
this theory, where it takes a central place (Figure 2.5). Self-efficacy has
been argued to be enhanced by personal accomplishment or mastery,
vicarious experience or verbal persuasion (Walker 2001). Self-efficacy is
not unrealistic optimism as it is based on experience (Luszczynska and
Schwarzer 2005). Self-efficacy is similar to the broader construct of self-
esteem but can be distinguished by three aspects: self-efficacy implies a
personal attribution; it is prospective, referring to future behaviours and
finally it is an operative construct in that the cognition is proximal to the
behaviour (Luszczynska and Schwarzer 2005). Self-efficacy is one of the
best predictors of behavioural change whereas self-esteem has been found
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to be a poor predictor of behavioural change (Ajzen 1998). Ajzen (1988,
1998) has consistently argued that behaviour-specific constructs fare
better than generalised dispositions in predicting behaviour. The success
of self-efficacy and the failure of self-esteem in predicting a range of
behaviours adds considerable weight to this principle of compatibility.

Outcome expectancies are another central construct of social cognition
theory (Figure 2.5). Physical outcome expectancies maybe discomfort
while exercising or hunger while eating healthily. Social outcome expect-
ancies are similar to the social norm component of the TPB in that they
anticipate the responses of family, friends and colleagues. Self-evaluative
outcome expectancies refer to potential experiences of being proud or
satisfied of achieving goals (Bandura 1998). Most of the factors included
in the HBM, the PMT and TPB correspond to one or other outcome
expectation.

Goals in SCT can be distal and proximal. Intention to behave or protec-
tion motivation are most similar to proximal goals (Bandura 1998). Ajzen
(1988) has argued convincingly that the more specific the goal or inten-
tion the more likely the subsequent action. Outcome expectancies are
involved in the setting of goals. A decisional balance of anticipated posi-
tive and negative outcomes results in the setting or not setting of a goal.
Self-efficacy is then crucial to translate the goal into action. The model
recognises that socio-structural factors will influence goal setting. Imple-
mentation intentions are another emerging field of work, that addresses
how goals can be realised (Sheeran et al. 2007). An individual is unlikely
to set a goal of swimming twice a week if there is not an accessible swim-
ming pool. However, the model recognises that self-efficacy will influence
how an individual perceives environmental situations as potential oppor-
tunities or impediments. Consequently, self-efficacy can act directly and
indirectly on behavioural change (Figure 2.5).

Perceived self-efficacy has been found to be the major instigating force in
both intentions to change lifestyle behaviours and actual behavioural
change (Shaw et al. 1992; Bandura 1998; Plotnikoff and Higginbotham

Outcome expectations
Physical, social, self-evaluative

|

Self-efficacy Goals Behaviour

N

Socio-structural factors
Facilitators
Impediments

Figure 2.5 Social cognition theory
(Adapted from Luszczynska and Schwarzer 2005)
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1998, 2002; Murgraff et al. 1999; Greening et al. 2001; Rodgers et al. 2002;
Rovniak et al. 2002; Williams et al. 2007). Outcome expectancies, goals and
perceived impediments have also been found to be predictive in some
studies (Luszczynska and Schwarzer 2005). When the whole model is
utilised, Rovniak et al. (2002) found it predicted 55 per cent of the variation
in physical activity in their study of physical activity in university students,
with self-efficacy being the most predictive construct in the model.

Stage theories of behavioural change

Stage theories have become increasing popular in recent years (Sutton
2005). Many theorists have argued that different cognitions may be impor-
tant at different stages in promoting health behaviour. Some recognition
of this is evident in the SCT which argues that outcome expectancies are
important in setting goals, whereas self-efficacy is important for ensuring
the goal is translated into action. There are a number of stage theories,
for instance the precaution adoption process model (Weinstein and
Sandman 1992) and the health behaviour goal model (Maes and Gebhardt
2000). However, the most well known and well researched is the trans-
theoretical model (Prochaska and DiClemente 1983).

According to all stage theories a person can move through a series of
stages in the process of behavioural change (Figure 2.6). The hypothetical
model in Figure 2.6 represents the basic structure of all stage theories. The
roman numerals represent stages, of which there can be more than three.
The letters represent the variables that are held to influence the stage tran-
sitions. Different factors are important at different stages, although the
theory allows for some overlap. This is a basic structure of a stage theory in
contrast to a continuum theory such as the theory of planned behaviour,
when the likelihood of someone performing the behaviour is a linear func-
tion of the strength of the intention to do so, the stronger the intention the
more likely the behaviour. A purist stage theory contests that each stage is
qualitatively different to the next (Bandura 1998). Weinstein et al. (1998)
argue that stage models should satisfy four principles:

e stages should be mutually exclusive and qualitatively different
categories

* the stages should be sequential

e cach individual within a stage should be experiencing similar barriers
to making a change

* people in different stages should be experiencing different barriers to
making a change.

The transtheoretical model (T'TM) is the dominant stage model in health
behavioural change (Sutton 2005). It is often referred to as the stages of
change model reflecting the well-described backbone of the model.
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Figure 2.6 A hypothetical three-stage model

However, it is actually a collaboration of several constructs. These constructs
are: the stages of change, decisional balance, self-efficacy and processes of
change. The model is an attempt to integrate constructs from different
theories of behaviour change into a single coherent model (Sutton 2005).
Consequently, in its aim of rationalising conceptual thinking in the area
under one framework it is similar to SC'T. However, frequently, researchers
focus on the single construct ‘stages of change’ (Sutton 2005; see also
Bandura 1998). In the full model the construct ‘stages of change’ provides
the basis organising principle, which postulates that people move through
stages in order, although they may relapse from action or maintenance to
an earlier stage. The three other constructs are then postulated to influ-
ence the transition from one stage to the next. Decisional balance, although
derived from Janis and Mann’s (1977) model of decision making, repre-
sents the for and against components that are present in most theories of
health behaviour. Factors such as perceived severity, or perceived vulnera-
bility (health belief model), social norms and barriers are relevant here.
Self-efficacy has been introduced as the key component of social cognition
theory earlier. Processes of change are the experiental and behavioural
processes that people engage in to progress through the stages.

In summary the TTM describes health behaviour adoption and main-
tainance as a process that occurs through a series of behaviourally and
motivationally defined stages (Table 2.1).

Table 2.1 The stages of change, conceptualised using alcohol as the health
behaviour

Stages of change Behavioural and motivational characteristics

Pre-contemplation  Individuals are drinking and have no intention of
stopping in the next six months

Contemplation Individuals are drinking but they intend to stop in the
next six months

Preparation Individuals are drinking less and intend to stop in the
next six months

Action Individuals have stopped drinking to excess within the
past six months. The perceived benefits are greater than
the perceived costs. This is the least stable stage

Maintenance Individuals have been non-drinkers for over six months
and risk of relapse is small
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The TTM is seldom tested in its entirety (Sutton 2005), which is
undoubtedly due to its complexity and its failure to conceptualise the role
of all of the constructs. While the stages of change clearly distinguish
between individuals in terms of their movement along the road to behav-
ioural change, where the other constructs fit into this stage framework is
less clear. Many researchers have taken the conceptually appealing stages
of change and used it to distinguish between individuals in order to inves-
tigate the utility of their own particularly favoured intervention.

Evaluating the utility of such a complex model as the TTM is a difficult
challenge. Cross-sectional studies have classified individuals into stages
and then compared them on one or more of the other constructs from
the model: decisional balance, processes of change or self-efficacy. Stage
theories of change would predict differences in these measures at
different stages (Herzog and Blagg 2007). However, the evidence from
Rosen’s (2000) meta-analysis of cross-sectional studies did not provide
strong support for distinct stages with different cognitive processes
utilised at different transitions. For example; when Herzog and Blagg
(2007) looked at the motivational characteristics of pre-contemplating
and contemplating smokers as categorised by the stages of change algo-
rithm they found no common characteristics among people in the pre-
contemplation stage. Conversely Marshall and Biddle (2001) in their
meta-analysis of the TTM and exercise behaviour did find clear differ-
ences in the measures between stages, particularly in the pros compo-
nent of the decisional balance construct and in experiential processes.
They found a steep increase between pre-contemplation and contempla-
tion in the self report of these variables no increase between contempla-
tion and preparation and a further increase between preparation and
action. Marshall and Biddle (2001) interpret their findings as supportive
of the TTM. However, other researchers have argued that simply finding
some differences is not necessarily supportive of the TTM if the model
would not have predicted the utilisation of the constructs in this pattern.
To a certain extent it depends if you view the behavioural process as a
cause or a consequence of a stage transition. It is clear to see how a
behavioural process such as self-efficacy could be the cause of a transition
but also self-efficacy may increase as the consequence of a transition. If
you expect self-efficacy to enable the translation from preparation to
action you might predict high self-efficacy at this transition but no subse-
quent increase. However, if you view self-efficacy as being in some way
dependent on experience, as has been suggested (Bandura 1998), then
self-efficacy may be predicted to increase from action to maintenance as
the experience of success increases self-efficacy for behaviour. The same
kinds of arguments can be made for the other behavioural constructs
postulated to intervene in stage transitions. Consequently, interpreting
whether the data supports a stage theory of behaviour is fraught with
difficulties.
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It is similarly difficult to interpret the data from longitudinal studies of
the TTM. Most longitudinal studies of the TTM report that those in
contemplation at baseline were more likely to be in preparation at follow
up than those in pre-contemplation and similarly those in preparation
were more likely to be action than those in contemplation and so on
through the stages. This has been interpreted as a ‘stage effect’” (Sutton
2005). However, if you were to take a continuous variable and categorise
it you could create the same effect. If the stages are simply arbitrary delin-
eations of a continuous variable then it is a pseudo-stage effect (Bandura
1998). If we were to take a population and divide them into those aged
under 25 and those aged over 25 we could demonstrate that young people
drink more than older people. However, people do not dramatically
reduce their drinking once they reach 25, rather drinking rates decline
gradually through the lifespan. The arbitrary categorisation of age could
create a pseudo impression of the relationship between age and drinking.
Bandura (1998) argues that the stages in the TTM are pseudo stages
because instead of being qualitatively different, the first two stages (Table
2.1) are differences in degrees of intention and the subsequent stages are
graduations of the behaviour the theory purports to explain. The action
and maintenance stages are arbitrary subdivisions of duration of behav-
iour. It is not clear what process occurs at six months that means an indi-
vidual is now in maintenance rather than action. Without a clearly
identified transformational change, the behaviour could be spilt anywhere
along the time continuum (Bandura 1998). Herzog (2007) found that
smokers did not think about cessation plans in terms of fixed
time-frames.

Perhaps the best way of testing stage theories is experimentally. Stage
matched interventions should be more effective than stage mismatched
interventions. Similarly, to research on other social cognition models
experimental designs are the least frequent. However, the evidence from
the few studies which have attempted to match interventions to stages has
found little to support the stage model predictions (Quinlan and McCaul
2000; Sutton 2005).

Regardless of the method of analysis there appears to be little empirical
evidence for the existent of discrete stages that could not equally well be
explained as categorisation of a continuum (Sutton 2005; Herzog 2007;
Herzog and Blagg 2007; Williams et al. 2007). However, the notion of
matched interventions should not be discarded with the concept of
discrete stages but the way interventions are individualised needs to be
researched. It seems likely that the best interventions will be matched to
the particular psychosocial determinants operating for any individual
(Bandura 1998).

The transtheoretical model is so called because it utilises a wide range
of theories. However, despite the interventions proposed to initiate behav-
iour change at various stages, without specifying the specific determinants
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or mechanisms of change it could actually be described as atheoretical
(Bandura 1998). For example, categorising an individual as pre-contem-
plative is descriptive. We do not know why they are not contemplating a
change of behaviour. The explanations for their pre-contemplation may
be lack of information about the risk, lack of self-efficacy about the neces-
sary change, or dislike of the proposed change. The determinants fall into
the categories of risk perception, self-efficacy and outcome expectations,
each requiring a different strategy to initiate behavioural change. It is
plausible that an individual with no idea that smoking was dangerous,
may learn of the risks and never smoke again. A stage theory of change
could not provide an adequate explanation for such an event whereas
other social cognition models could.

The stage model has been presented as a dynamic process model but at
best it can describe set points in a process but makes no attempt to describe
the processes involved in moving towards behaviour change (Bandura
1998).

Strengths and weakness of social cognition models of
behavioural change

The social cognition models described above have guided and directed
research in the field of health behaviour since the early 1960s (Prentice-
Dunn and Rogers 1986). They have been used to predict, explain and
increasingly to underpin interventions to change health behaviours. In
this way they have provided a framework for an impressive body of work
in the field. Increasingly, practitioners are recognising the important of
theory in underpinning their interventions. The National Institute for
Health and Clinical Excellence (NICE) has gone a long way towards
encouraging evidence practice in the field of behavioural change by high-
lighting that theoretically based interventions are more effective (Hillsdon
et al. 2005). While the value of the various theories for each individual
lifestyle behaviour will be discussed in subsequent chapters, general issues
with the use of social cognition models to predict lifestyle behaviours will
be reviewed here.

Social cognition models and research into the predictive power of their
components have clearly demonstrated that although a perception of risk
may be necessary for behavioural change it is rarely sufficient. This is
filtered through into practise with health practitioners now recognising
that informing their clients of the need for lifestyle change is not enough,
regardless of how high the risk. The emergence of motivational counsel-
ling, based on the TTM, and the increasing interest in psychological theo-
ries of behavioural change demonstrate how psychological theorising has
influenced practice. The influence of social cognition models culminated
recently in the publication of competencies for health trainers (Skills for
Health 2007). Health trainers are a new role developed by the Department
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of Health in England to encourage lifestyle change in the population. The
competencies required to be a health trainer are firmly based in social
cognition theory and recognise the importance of enabling individuals to
change their behaviour, emphasing self-efficacy and goal setting.

Stage theories introduce the concept of behaviour as a process. One of
the great strengths of the TTM is that it introduces a concept of mainte-
nance, which is theoretically similar to adherence. Previously social cogni-
tion models have conceptualised behavioural change as an acute event.
While this may be appropriate for behaviours such as vaccination, lifestyle
behaviours involve an ongoing process. Once change has been initiated it
must be maintained. It is arguable whether the behavioural process can
be conceptualised as discrete stages but recognising it as an ongoing
process rather than a discrete event is a major step forward in conceptual
thinking.

The social cognition model states the most plainly what all the models
imply; behavioural change involves a thoughtful evaluation of the pros
and cons of behavioural change. The models introduced above have been
described as expectancy-value and expected utility theories (Weinstein et
al. 2007) or as rational choice theories (Balbach et al. 2006). Less than
thoughtful evaluative processes or heuristic shortcuts to behavioural deci-
sions are not accounted for. Similarly the emotive, instinctive or habitual
influences over behaviour are not recognised. Furthermore, the issue of
volitional control is not consistently addressed in these models. All these
models converge on intention as the key determinant of behaviour but
this makes the assumption of volitional control. Some models include a
component such as ‘perceived behavioural control’ that is recognised to
act both indirectly on behaviour through intention but also directly on
behaviour to account for the non-volitional components of some
behaviours.

Social cognition models do not consider process, they simply describe
factors postulated to be involved in the decision to change behaviour.
Some models consider whether these factors are additive or multiplicative
(Abraham and Sheeran 2005). If a factor has a multiplicative affect it is
particularly important for health promotion. If personal vulnerability is a
multiplicative factor and an individual perceives themselves as invulner-
able then no amount of intervention to change perceptions of other
factors will be effective. However, the limited evidence on the multiplica-
tive relationship between components would suggest that intuitatively
multiplicative components such as perceived vulnerability do not func-
tion in this way (Rogers 1983). The process by which individuals evaluate
the various components of the model is not considered by social cognition
models because the assumption is that individuals engage in rational deci-
sion making. Stage theories recognise that behaviour is a process but still
does not consider the processes involved in influencing behaviour, as the
assumption of rational decision making is still maintained.
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While all social cognition models can be found to statistically predict
behavioural change the actual amount of variation in behaviour they can
account for is hard to assess. Some have argued that effect sizes are small
(Harrison et al. 1992; Denny-Smith et al. 2006) whereas others argue that
they predict behaviour successfully (Conner 1993; Hagger et al. 2002;
Rovniak et al. 2002).

All the social cognition models evaluated here converge on the idea that
intention is the key determinant of behaviour. Any theory that assumes
rational decision making could not avoid a concept of conscious intention.
In consequence, some studies evaluate the effect of an intervention on
intention without directly measuring actual behavioural change (Sheeran
and Taylor 1999; Milne et al. 2000). In one meta-analysis of research on
protection motivation theory nearly half the studies used intention rather
than behaviour as the outcome measure (Floyd et al. 2000). McClenahan
et al. (2007) state that the aim of their study was to test the utility and effi-
ciency of the theory of planned behaviour and the health belief model in
‘predicting Testicular Self Examination behaviour’. However, in the study
they do not make a direct measure of behaviour, utilising intention and
self-reported past behaviour as indirect measures of behaviour. Using
past behaviour as an indirect measure of behaviour is problematic as past
behaviour is recognised as an influencing factor on future behaviour
(Hagger et al. 2002). It is undoubtedly difficult to directly measure any
behaviour and particularly difficult to measure such a personal behaviour
as self-examination of the testicles. It makes sense to use intention to
behave, if it is a reliable predictor of behaviour, as both the theory of
planned behaviour and the health belief model imply.

Correlational studies show that intentions are reliably associated with
behaviour (Webb and Sheeran 2006). Webb and Sheeran (2006) report
that meta-analyses of correlational studies indicate that intentions on
average account for 28 per cent of the variation in behaviour, which is
described as a large effect on behaviour according to standard estimates
of effect size (Cohen 1992). However, there are problems with the use of
correlational studies to estimate the effect of intention on behaviour.
There are two main issues with correlational studies. First, they assume
intention causes behaviour but causation cannot be elucidated from a
correlational design. Behaviour may predict intention and Bem’s (1972)
theory of self-perception makes a compelling argument for this initially
counter-intuitive causal route. There well may be instances when people
infer what they intend to do from what they have recently done. Second,
correlational studies simply report associations between two factors but
the relationship may be due to an unmeasured third factor. For example,
there is a correlation between eating ice cream and drowning. However,
it is clear that eating ice cream does not cause drowning. In this instance
the causal factor is ‘being at the beach’ which is associated with both the
eating of ice cream and swimming in the sea, which in turn is associated
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with an increased risk of drowning. In other instances the existence of a
third ‘true’ causal factor may not be so apparent and the correlation
wrongly accepted at face value.

If we want to know the impact of intention on behaviour we need to
change intention and measure whether there are subsequent changes in
behaviour. In other words we need an experimental study design. Webb
and Sheeran (2006) carried out a meta-analysis of 45 experimental studies
of the relationship between intention and behaviour. They concluded
that although a medium-to-large change intention results in a small-to-
medium change in behaviour, the effect size is far smaller than correla-
tional studies suggest. Given that correlational studies are suggesting that
at best 30 per cent of the variation in behaviour can be explained by
intention there are obviously other factors worth exploring that may have
a greater effect on behavioural change than intention. Webb and Sheeran
(2006) argue that lack of control over the behaviour, circumstances that
encourage habit formation and high social reactivity of the activity all
reduce the impact of intention on behaviour.

Conclusion

Social cognition models have provided us with useful information about
key factors involved in deliberate decision making about lifestyle behav-
iours. The fact that they generally explain less than half of the variation
we see in health behaviours may be explained by the other roles that
these lifestyle behaviours play in peoples lives; by the fact many lifestyle
behaviours are habitual rather than deliberate and because change deci-
sions will be influenced by both intuition and emotion as well as by
cognitions.

Summary points

* Risk perception is a component of all social cognition theories of
behavioural change.

*  Perception of risk is not a good predictor of healthy lifestyle choices.

e Fear is not an effective motivator of lifestyle change.

e Self-efficacy is an effective predictor of positive lifestyle change.

* Stage theories of behavioural change recognise that lifestyle change is
a process rather than an event.

*  Past behaviour is a good predictor of future behaviour.

* Social cognition models can explain at best 50 per cent of the varia-
tion in behaviour.

* Social cognition models assume that behaviour is always the result of
rational choice.

* Non-cognitive variables such as habit and enjoyment may have a role
to play in behavioural change.



3 Eating

Thou seest I have more flesh than another man, and therefore more
frailty.
Falstaff, in Shakespeare, Henry IV, Part 1

At the end of this chapter you will be able to:

identity definitions of a healthy diet and problems with such
definitions

describe the extent of the obesity problem in the UK at present
determine socio-demographic factors associated with obesity and
poor diet

pinpoint the consequences of poor diet and obesity for the individual
and society as a whole

describe and critically evaluate models of eating behaviour including
genetic, socio-environmental and psychological models

analyse the extent to which interventions aimed at increasing healthy
eating are successful.

Definitions

Obesity and diet have a long history within medicine and health care.
Tobias Venner in 1660 is reported as being the first physician to term the
word ‘obesity’ and to suggest that it needs treatment (Haslam 2007).
Subsequently, during the eighteenth century several authors suggested
that avoiding obesity promoted good health, although the value of a good
diet had been recognised much earlier. For example, Pythagoras suggests
that ‘No man, who values his health, ought to trespass on the bounds of
moderation, either in labour, diet or concubinage’.

Hippocrates states that:

Persons of a gross relaxed habit of body, the flabby, and red-haired,
ought to use a drying diet ... Such as are fat, and desire to be lean,
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should use exercise fasting; should drink small liquors a little warm
should eat only once a day, and no more than will just satisfy their
hunger.

(cited in Haslam 2007: 32)

The connection between obesity and angina was emphasised in 1811 by
Robert Thomas, who wrote:

Itis found to attack men much more frequently than women, particu-
larly those who have short necks, who are inclinable to corpulency,
and who at the same time lead an inactive or sedentary life . . . he
should endeavor to counteract disposition to obesity, which has been
considered a predisposing cause.

(cited in Haslam 2007: 35)

More recently, the consequences of a poor diet have become the focus of
media and political attention, with the detrimental affects of certain diets
being highlighted. For example, the number of newspaper articles related
to obesity increased from 62 in 1980 to over 6500 in 2004 (Saguy and
Almeling 2005, cited in Campos et al. 2006a). It is estimated that obesity
is responsible for more than 9000 premature deaths per year in England,
and a similar proportion in Scotland, Wales and Northern Ireland (Canoy
and Buchan 2007). Modelling suggests that moving towards the recom-
mended diet could result in significant benefits in terms of both mortality
and morbidity (see Table 3.1; Ofcom 2006).

Table 3.1 Premature mortality and morbidity improvements resulting from move
towards recommended diets

Premature mortality avoided Quality adjusted life years

(QALYs) gained
Increase fruit and 42,000 411,000
vegetable intake by
136g/day
Reduce daily salt intake 20,000 170,000
from average 9g to 6g
Cut saturated fat intake 3,500 33,000
by 2.5% of energy
Cut added sugar intake 3,500 49,000

by 1.75% of energy

The national guidelines suggest that a healthy diet is a balanced diet based
on five major food groups: breads, other cereals and potatoes; fruit and
vegetables; milk and dairy foods; meat, fish and alternatives; and foods
containing fats and sugars (see Figure 3.1). The Department of Health
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(1999b) defines good nutrition in the Saving Lives: Our Healthier Nation
document as ‘plenty of fruit and vegetables, cereals, and not too much
fatty and salty food’. This definition is hardly specific, yet policy makers
have continued with the concept of a ‘balanced diet’ gaining credence.
The Food Standards Agency (FSA 2001) ‘Balance of Good Health’ has
acted as the standard on which national guidelines are based. This has
now been renamed the ‘eatwell plate’ (see Figure 3.1), based on the UK
government’s eight guidelines for a healthy diet:

Base your meals on starchy foods.

Eat lots of fruit and veg.

Eat more fish.

Cut down on saturated fat and sugar.

Try to eat less salt — no more than 6g a day.
Get active and try to be a healthy weight.
Drink plenty of water.

Don’t skip breakfast.
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The previous guidance (FSA 2001) was based on the five food groups
(breads, cereals and potatoes; fruit and vegetables; milk and diary; meat,
fish and alternatives; foods containing fat and sugar). It applies to most
people including vegetarians, people who are a healthy weight for their
height, as well as those who are overweight; however, it does not apply to

The eatwell plate S oo

Use the eatwell plate to help you get the balance right. It shows how
much of what you eat should come from each food group.
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Figure 3.1 The eatwell plate
(FSA 2008)
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children under 2 years of age or those with special dietary requirements.
The key message is that a balance of foods should be consumed to achieve
a good healthy diet (see Figure 3.1). The message is to eat ‘lots’ of breads,
cereals and potatoes, fruit and vegetables, ‘moderate’ amounts of milk,
dairy and meat and ‘sparing’ amounts of fat and sugary drinks. Obvi-
ously, there is some uncertainty with this definition — ‘lots’, ‘moderate’
and ‘sparing’ are open to (mis)interpretation. Furthermore, the guidance
does not include any information on portion sizes as this ‘kind of informa-
tion is potentially misleading” (FSA 2001: 6). This lack of certainty
continues with the eatwell plate, although some change has occurred to
try and clarify these uncertainties, for example, salt intake being limited
to a suggested maximum of 6g and the definitions of portions being more
clearly explained (140g of oily fish is a portion). Whether this clarification
will have any impact on consumers is uncertain, and whether definitions
based on gram weight are particularly useful is also unconfirmed.

Given this lack of certainty it is not surprising that many individuals are
still confused and lack a basic understanding of the definition of a ‘healthy
diet’. Attempting to convey this information sensibly and coherently is not
easy; it can be difficult to define and is subject to much revision and
reinterpretation (Goode et al. 1995; Marshall et al. 2007). Where there is
knowledge of what constitutes a healthy diet, and the need to limit
unhealthy elements, for example, limiting fat, sodium and sugar intake,
there is some indication that individuals did not have satisfactory nutri-
tional knowledge of which foods are high in fat, salt and sugar (McCul-
lough et al. 2004). This lack of nutritional knowledge can lead to
unbalanced dietary patterns, with excesses of sugar and fat.

Government recommendations for a healthy diet

There are a number of governmental recommendations on diet and
eating, although they can be essentially be reduced to eating a healthy
and balanced diet. However, there are two specific recommendations: eat
at least five portions of fruit and vegetables per day and reduce the
consumption of salt to a maximum of 6g per day, and these will be consid-
ered further.

One of the major recommendations and the one that has been the focus
of much marketing and advertising is that at least five portions of fruit
and vegetables are consumed each day (WHO 2004a). A portion is
approximately 80g (e.g. one medium apple, or three heaped tablespoons
of peas). Do people actually follow this advice? In 2002, the National Diet
and Nutrition Survey (Henderson et al. 2002) of adults aged between 19
and 64 years of age found that the average consumption of fruit and
vegetables was less than three portions per day. Only 13 per cent of men
and 15 per cent of women consumed the recommended five or more
portions a day (Henderson et al. 2002). Social class differences are also
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apparent: those in the working class consumed 50 per cent less than those
in professional groups. A particular area of concern is children’s diet —
research suggests that nearly 20 per cent of those aged between 4 and 18
years eat no fruit at all during a typical week (Strategy Unit 2008).Despite
considerable effort, increased marketing commitment and expenditure
towards increasing the consumption of fruit and vegetables, there has
been little success (Strategy Unit 2008).

There are differences in ‘healthy’ consumption between the countries
of the UK. To take one example, the consumption of fruit and vegetables
between England, Wales and Scotland is presented in Table 3.2. The
differences in the proportion of men and women eating more than five
portions a day between the countries is considerable, with those in Wales
reporting an almost twofold level of consumption compared to the English
and Scottish survey respondents (obviously this could be a consequence of
the survey methodology).

Tuble 3.2 Fruit and vegetable consumption in men and women from England,
Wales and Scotland

Source of data ~ Women’s Men’s average ~ Women eating ~ Men ealing five
average daily — daily portions of  frve or more or more portions
portions of fruit  fruit and portions of fruit  of fruit or
and vegelables  vegelables or vegelables a  vegetables a day

day (%) (%)

Health Survey

England 2003 3.5 3.2 26 22
Scottish

Health Survey 3.2 3.0 22 20
2003

Welsh Health No data No data 41 37
Survey 2003 available available

Evidence of the problem

Obesity is an excess of body fat leading to ill health (Canoy and Buchan
2007) and is commonly measured using the Body Mass Index (BMI).
BMI originates from Quetelet’s average man (Quetelet 1869) and is calcu-
lated using the equation weight (kg)/height (m?). Among adults, the
following categories have been used:

Not overweight/obese BMI 25 or less
Overweight BMI 25-30
Obese BMI 30+

Although it is rather crude and imprecise, it is a useful measure of
adiposity (WHO 2000) and correlates well with the risk of obesity-related
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diseases (Manson et al. 1995; Haslam and James 2005). However, BMI
does not distinguish between fat mass and lean (non-fat) mass. For
example, athletes and well-trained body builders have a very low
percentage of body fat, but their BMI may be in the overweight range.
Furthermore, the relationship between BMI and body fatness differs
according to age and ethnicity: the relationship between BMI and body
fatnessis differentin the elderly and non-Caucasian populations compared
with younger Caucasian populations (Jackson et al. 2002; Chang et al.
2003; Snijder et al. 2006). A final problem with the BMI is that the distri-
bution of fat over the body is not recorded.

In many studies, BMI is calculated using self-report height and weight
(Adams et al. 2006; Chiolero et al. 2007). However, a systematic review
has demonstrated that this self-report BMI may be lower than a meas-
ured BMI, i.e. some obese individuals are being misclassified as being
non-obese based on self-reported BMI (Connor-Gorber et al. 2007).
Importantly, this self-report misclassification is not random: moderately
obese individuals are more likely to side with non-obese than severely
obese, the latter having a BMI which is further away from the obese/non-
obese cut-off value. Thus, it is likely that any association between obesity
and health conditions is likely to be overestimated (Chiolero et al. 2007).
As a result of such observations, Chiolero et al. (2007: 374) suggest that
we be ‘cautious with the interpretation of association observed between
obesity defined using self-reported BMI and health conditions’.

In addition to overall BMI, the distribution of fat over the body has
been linked to health outcomes. Studies have indicated that abdominal fat
distribution is associated with increased disease risk, independent of
overall obesity (Rimm et al. 1995; Snijder et al. 2006). Consequently, other
measures of adiposity have been devised: waist circumference, waist-to-
hip ratio, or the sagittal abdominal diameter (Lean et al. 1995; Onat et al.
2004).

BMI is used differently in children, as defining overweight and obesity
is complicated by the fact that weight varies with height as children grow.
It is calculated the same way as for adults but then compared to typical
values for other children of the same age and biological sex. Thus the
classification of a child as overweight or obese will depend on the refer-
ence population and the points of the distribution selected to define over-
weight or obesity (Butland et al. 2007).

Using the UK National BMI percentile classification system for chil-
dren aged 2 to 15 years, overweight and obesity are categorised as
follows:

Not overweight 85th centile or below
Overweight Over 85th to 95th centile
Obese 95th centile or over
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Measuring overweight and obesity in children is challenging as there is no
universally accepted definition of childhood obesity. Consequently the
International Obesity Task Force (IOTF) has developed an international
classification system using data collected among children from six coun-
tries (Cole et al. 2000). The IOTF identifies the childhood percentile in
the dataset corresponding to a BMI of 25 or 30 at age 18 and assumes
that this percentile is the definition of overweight and obese tracking
backwards to birth. The IOTF classification system is not designed for
individual clinical diagnosis but is a useful epidemiological and surveil-
lance tool (Butland et al. 2007). It is less arbitrary than the UK National
BMI percentile classification system and better for comparing data
between countries as the dataset is more ethnically diverse; however there
is ongoing debate regarding which classification system is more robust
(Jotangia et al. 2005).

Zaninotto et al. (2006) report on the prevalence and number of adults
who are overweight or obese in the UK at present (see Figure 3.2). When
the overweight and obese categories are collapsed, the results indicate the
majority of people in the UK at present are at least overweight. Using this
data it is estimated that between 12 and 15 million men and between 11
and 14 million women in the UK are either overweight or obese. Worry-
ingly, it is also estimated that the number of women who are either obese
or overweight will increase by 7 per cent by 2010 and the number of men
by 10 per cent.

Obesity is a growing problem among children and young people as
well: some 16 per cent of 2-15 year olds are obese. For children, it is esti-
mated that there will be a 6 per cent increase in obesity by 2010, from

50

45

40

[ Desirable/under
weight

[_] Obese

35

30

25

AN\

=

20

— Overweight
15

10

5

: | Z.

Men Women

NN\

Figure 3.2 Prevalence of obesity and overweight in UK population



56 The Psychology of Lifestyle

750,000 currently to over 800,000 (Zaninotto et al. 2006). Obesity has
trebled in 20 years but there are sections of society that are differentially
affected. People in the lowest social classes are particularly susceptible to
becoming obese, the social class divide being particularly marked in
women. Obesity rates also differ according to age, with obesity rates being
highest among those in their fifties and sixties (McPherson et al. 2007).
There are also differences according to ethnicity, with some ethnic
minority groups more likely to suffer from obesity than others (McPherson
et al. 2007). For men, the prevalence of obesity is greatest among the
Bangladeshi population, with a large increase expected in Pakistanis
(Figure 3.3). For women, it was predicted that obesity was expected to
dramatically increase among the Black African and Pakistani populations,
although the rates were predicted to decline for Black Caribbean women
(Figure 3.4). There was some evidence that ethnic minority diets also
differed, with greater consumption of fruit and vegetables but a greater
addition of salt to cooking (DoH 2004a).

There are differences in the level of obesity between the different UK
countries. In Northern Ireland, some 64 per cent of men and 53 per cent
of women are overweight or obese (NISRA 2006). Similarly, in Scotland
64 per cent of men and 57 per cent of women are so classified (Scottish
Executive 2005). The Welsh Health Survey did not report by males and
females but found that 54 per cent of the sample was at least overweight.
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Figure 3.3 Actual and projected obesity levels for men
(McPherson et al. 2007)
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Figure 3.4 Actual and projected obesity levels for women
(McPherson, et al. 2007)

In England, 65.2 per cent of men and 57 per cent of women were
reported as being at least overweight. The results from the Health Survey
for England show that the proportion of adults with a desirable BMI
decreased between 1993 and 2005, from 41.0 per cent to 32.2 per cent
among men and from 49.5 per cent to 40.7 per cent among women.
There was no significant change in the proportion of adults who were
overweight. The proportion who were categorised as obese (BMI 30+)
increased from 13.2 per cent of men in 1993 to 23.1 per cent in 2005 and
from 16.4 per cent to 24.8 per cent of women (Information Centre
2006).

However, Campos et al. (2006a) argue that there is no epidemiological
evidence of an obesity crisis and calling for action on the ‘obesity epidemic’
is premature. They argue that the obesity epidemic is simply a product of
tens of millions of people with BMIs formerly in the high 20s range
gaining a modest amount of weight and thus moving into the BMI>30.
Thus people are simply slipping over the borderline from one classifica-
tion to another. Hence, this is a shift rightwards on the distribution curve
with a proportion of people gaining 3-5kg more than a generation ago
(Flegal et al. 1998). The average weight gain, Campos et al. (2006a)
suggest, can be explained by ‘10 extra calories a day, or the equivalent of
a Big Mac once every 2 months’. Which ‘is hardly [an] orgy of fast food
bingeing’ (Campos et al. 2006a: 55).
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The relationship between social class and health, and health behaviours
has been recorded and recognised for well over 100 years (see Tables 3.3
and 3.4). Despite this the health gradient still remains and some have
argued that it is increasing (Shaw et al. 2005). The influential Acheson
report (1998) suggests that socio-economic differences account for 5000
deaths per year in men under the age of 65 years. In all age groups,
people living on a low income have higher rates of diet-related diseases
than other people. For example approximately 58 per cent more manual
workers die prematurely compared to non-manual workers. Obviously
this may be related to a number of different health-related dietary condi-
tions (The National Diet and Nutrition Survey: DoH/FSA 2002). Obesity
is more prevalent in those in social class V (i.e. working class) compared
to those in social class I (i.e. upper class). Furthermore, central obesity
(i.e. ‘apple-shaped’ or ‘masculine’ obesity when the main deposits of body
fat are localised around the abdomen and the upper body) is more
common in those from manual social classes than non-manual classes (see
Table 3.3). Consequently, diabetes is more common in those in social class
V compared to all other groups. Furthermore, premature death rate
from coronary heart disease (CHD) is more than double in manual
workers compared to non-manual workers for women, and more than
half again for men. There is a similar discrepancy in breast and colon
cancer survival rates: those in the lower socio-economic backgrounds
have higher mortality rates from these conditions compared to those in
other socio-economic backgrounds.

Table 3.3 Social class differences in risk factor prevalence, men

Risk (%) I 0 IINM) M) v %

Overweightor 5g 63 60 64 59 57

obese

Obesity 12 16 16 920 16 18

}Pll_igh waist to 20 94 93 31 98 929
lp ratio

N ntreated 28 31 30 33 98 33
ypertension

Low physical 33 33 36 39 34 29

activity

Consumption

fewer than five

portions of 64 71 79 80 78 83

fruit and

vegetables




Eating 59

Table 3.4 Social class differences in risk factor prevalence, women

Risk (%) I I IINM) (M) v v

Overweight or 45 51 49 56 57 60

obese

Obesity 14 18 18 94 95 98

[high waist to 18 18 18 22 24 27
lp ratio

phireated 93 99 93 93 93 %
ypertension

Low physical 37 40 41 49 43 40

activity

Consumption

fewer than five

portions of 60 66 73 76 77 81

fruit and

vegetables

The National Diet and Nutrition Survey (DoH/FSA 2002) reported on
a range of socio-demographic factors related to diet and obesity. For
example, those in the low working-class group consumed more calories,
considerably more fat, more salt and non-milk extrinsic sugars than those
in the middle and upper classes. Furthermore those on low income eat a
less varied diet compared to those in the upper classes. There are many
reasons for these differences which will be explored later. However, it is
worth recalling that these are not all psychological. The explanations also
include some social factors, for instance the lack of access, availability
along economies of scale and the potential fear of waste. This may also
help to explain why those on lower incomes eat more processed foods
which tend to be higher in saturated fats and salt (e.g. fast foods, white
bread, processed vegetables and meat products). Similarly, people living
on state benefits and reduced income eat less fruit and vegetables, less fish
and less high-fibre foods: for example almost one-third had no fruit in
the survey week (Henderson et al. 2002) and there is some evidence that
there has been a decline in fruit and vegetable consumption in some of
these lower social classes compared to those in the upper classes.

There are of course group differences with there being social class
differences and differences across the country in terms of those eating the
recommended intake of fruit and vegetables. It is even possible to explore
the level of intake at a more local level. For example, the Welsh Health
Survey highlighted that only 40 per cent reported eating five or more
portions of fruit and vegetables, but this masks a range of between 34 per
cent and 46 per cent (Figure 3.5).

It is no surprise that this poor diet in adults is also reflected in children.
Consequently, children of semi-skilled and unskilled manual workers are
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Figure 3.5 Adults who reported eating five or more portions of fruit and
vegetables the previous day
(National Assembly for Wales 2006)

more likely to eat fatty food, less fruit and vegetables, and more sweets
than those children of professionals and managers. They have lower levels
of vitamins such as folate, riboflavin, vitamin D and iron.

But why should there be this social class difference? More complex
explanations will be presented later, but there may be something much
simpler explaining the difference — cost. This simple explanation would
assume that those in the lower social classes do not eat healthily because
healthy foods cost more. However, even unpicking this simple explana-
tion can lead into a more complex picture unfolding. For example, Frazio
and Golan (2005) undertook a survey and found that a high dietary intake
of sugars, total fats and sweets is cheaper than a high dietary intake of
fruit, vegetables and meat. Both daily dietary cost and cost per unit energy
were higher with a diet high in fruit and vegetable intake compared with
adiet low in fruit and vegetable intake. Every extra 100g of fats and sweets
eaten decreased diet costs by 0.05 to 0.4 euros, whereas every extra 100g
of fruit and vegetables eaten increased diet costs by 0.18 to 0.29 euros.
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Consequences of a poor diet

A poor diet can contribute to a range of illnesses, including both CHD
and cancer (see Table 3.5). Poor diet also results in increased falls and
fractures in older people (Vellas et al. 1990), low birth weight and increased
childhood morbidity and mortality (Acheson 1998) and increased dental
cavities in children (James et al. 1997). There is also evidence to support
the link between poor diet and antisocial behaviour, not to mention
growing concern over the economic implications of the population’s
weight gain.

Table 3.5 Diseases associated with obesity

Cardiovascular disease
Cancer

Diabetes

Stroke

Hypertension

Angina

Dental decay

The benefits of an improved diet have been highlighted in a number of
public health documents and government policies. For example:

e Reducing cholesterol level by just 10 per cent would prevent some
25,000 deaths every year (Unal et al. 2004) which could be achieved
by reducing saturated fat intake.

e The incidence of strokes could be decreased by increasing the
consumption of fruit and vegetables.

e Hypertension could be reduced by reducing the salt intake and there-
fore have a positive impact on the incidence of cardiovascular diseases
such as CHD/stroke (Davies et al. 2000).

e Approximately 40 per cent of endometrial cancer and 10 per cent of
breast and colon cancers would be avoided by maintaining a healthy
weight (i.e. BMI of 25 or less).

* Increased dietary fibre is associated with a decreased risk of colorec-
toral and pancreatic cancer.

Obesity may be a risk factor in a number of chronic diseases such as heart
disease, stroke, some cancers and type 2 diabetes (Zaninotto et al. 2006).
National Audit Office (2001) figures suggest that if there were one million
fewer obese people in the UK, this would lead to around 15,000 fewer
people with coronary heart disease, 34,000 fewer people developing type
2 diabetes, and 99,000 fewer people with high blood pressure. Greater
awareness of the disease burden associated with obesity has led to concern
over the economic implications of the population’s weight gain. The
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Health Select Committee (2006, as cited in McPherson et al. 2007) has
estimated that the cost of obesity is £3.3-3.7 billion per year and that of
obesity plus overweight is £6.6-7.4 billion. Based on Foresight extrapola-
tions to 2050 the potential combined direct and indirect costs of obesity in
the UK could rise to £52 billion per year (at 2008 prices) (McPherson et
al. 2007).

The consequences of a poor diet are more than just obesity. For example,
it has been suggested that around 30 per cent of all cancer deaths can be
attributed to smoking cigarettes, but around 35 per cent can be attribut-
able, in some part, to a poor diet (Doll and Peto 1981). A diet involving
significant intake of high fat foods, high levels of salt and low levels of
fibre appears to be particularly implicated (World Cancer Research Fund
1997). In addition to cancer, excessive fat intake has been implicated in
disease and death from several serious illnesses including CHD. According
to the Food Standards Agency (FSA) (2004), 73,000 cardiovascular deaths
and 34,000 other deaths a year are related to the type and quantity of the
food we eat. Obesity is an important issue in the poverty-poor diet-poor
health cycle. Rayner and Scarborough (2005) estimated that food related
ill-health is responsible for about 10 per cent of morbidity and mortality
in the UK. The researchers concluded that the cost to the health service
of dealing with poor dietary habits was significantly higher than the esti-
mate for the annual cost of smoking, which is around £1.5 billion. They
estimated that food accounts for costs of £6 billion a year (9 per cent of the
NHS budget). It should be emphasised that this chapter will explore the
obesity ‘epidemic’ and this side of the diet equation rather than the malnu-
trition side of a poor diet (although the latter has been suggested as
costing the NHS some £7.3 billion a year, i.e. higher than the cost of
obesity: Rayner and Scarborough 2005).

Obviously eating the right foods can prevent illness and promote health.
For example, eating fruit and vegetables may offer protection against
some forms of cancer (e.g. bowel). Block et al. (1992) suggested that on the
basis of 132 of 170 studies, there is evidence to suggest that fruit and vege-
tables offer a significant protection against cancer and other studies have
indicated that it is also of benefit for stroke and heart disease (Ness and
Powles 1997). The precise mechanism by which fruit and vegetables
improve health is unclear; however, a high fruit and vegetable intake may
help to modify overall diet by increasing fibre and reducing fat and sugar
intake. Fruit and vegetables also contain more than 100 beneficial
compounds, many of which are antioxidants, which may reduce the risk
of cancer and other chronic diseases by destroying free radicals in the
body (European Heart Network 2002). It is estimated that eating five
portions of fruit and vegetables per day would reduce mortality from
CHD, stroke and cancer by 20 per cent (DoH 2000a). In fact, research
suggests that increasing fruit and vegetable intake to five portions per day
is the second most effective strategy in the prevention of cancer after
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smoking cessation (DoH 2000b). On the basis of this evidence current
recommendations are to eat five or more portions of fruit and vegetables
a day; however, less than 20 per cent of boys and 15 per cent of girls aged
13-15 were found to be doing so (Bajekal et al. 2003) and there is substan-
tial evidence that adults are not following these recommendations either
(Baker and Wardle 2003; Wardle and Steptoe 2003).

He et al. (2006) reported on a meta-analysis of studies exploring the
link between fruit and vegetable intake and risk of stroke. The results
indicated that an increased consumption of fruit and vegetables is associ-
ated with a reduced risk of stroke. Those having between three and five
vegetable servings a day had an 11 per cent reduction in the risk of a
stroke, and those with more than five servings per day had a reduction of
26 per cent, compared to those having less than three servings per day.
The results indicated that ‘both fruits and vegetables have a significant
protective effect against stroke’ (He at al. 2006: 324). In another study,
Cade et al. (2007) examined the relationship between dietary fibre and
the risk of breast cancer. Researchers found that fibre from cereals was
inversely associated with the risk of breast cancer and that fibre from fruit
had a borderline inverse relationship. A further model including dietary
folate strengthened the significance of the inverse relationship between
total fibre and pre-menopausal breast cancer. It was concluded that in
pre-menopausal women, total fibre is protective against breast cancer, in
particular, fibre from cereals and possibly fruit. Despite evidence high-
lighting the association between diet and health outcomes, in the United
States life expectancy continues to increase and death rates from ischaemic
heart disease continue to decline (National Center for Health Statistics
2004, cited in Flegal 2006). Since 1960 cardiovascular risk factors, with
the exception of diabetes, have dropped at all BMI levels (Gregg et al.
2005) and research suggests a possible decrease in the relative risk of
mortality associated with obesity (Flegal et al. 2005). There is thus some
confusion over whether the relationship between mortality and morbidity
and BMI is simplistically linear.

Flegal et al. (2007) attempted to clarify the association between BMI
and all mortality causes. They examined data from the United States
National Health and Nutrition Examination Survey (N = 2.3 million)
dating back to 1971. It was found that being underweight was signifi-
cantly associated with increased mortality from non-cancer, non-CVD
causes, but not associated with cancer or CVD mortality. Being overweight
was associated with significantly decreased mortality from non-cancer,
non-CVD causes but not associated with cancer or CVD mortality. Obesity
was associated with significantly increased CVD mortality but not associ-
ated with cancer mortality or with non-cancer, non-CVD mortality.
Comparisons across surveys suggested a decrease in the association of
obesity with CVD mortality over time. Thus Flegal et al. concluded that
BMI-mortality associations vary by cause of death.
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Why do people eat unhealthily?

As we have argued previously, eating is a lifestyle rather than simply a
health behaviour. Diet has a number of consequences both health and
non-health. It is interesting to note that Campos et al. (2006b) entitle
their article ‘Lifestyle not weight gain should be the primary target’. There
have been a number of explanations for why people eat what they do and
these have ranged from the genetic through to the social environmental,
taking in media and cognitive factors along the way. Although it is impos-
sible in one chapter to cover all of these different proposals, it is worth
exploring some of these major explanations to review the background
evidence before exploring in depth the major psychosocial theories that
have been proposed to explain what people eat and why.

Genetic theories

Evidence from the robust twin and adoption studies have indicated that
body weight is strongly influenced by genetic factors. Grillo and Pogue-
Geile (1991) in an extensive review of the literature suggested that herita-
bility accounted for approximately 70 per cent for weight and 60 per cent
for BMI. These factors have been reduced somewhat by Bouchard and
Pérusse (1993) who suggested there was a heritability of 40 per cent for
BMI. More recently Herbert et al. (2006) suggest that there is a common
genetic variant associated with adult and childhood obesity near the
INSIG2 gene. The authors suggest that this gene was an ‘important deter-
minant of obesity’. However, these studies relate to obesity, rather than
eating behaviour. Tholin et al. (2005) explored the genetic influence on
eating behaviour and concluded that: ‘On the basis of the results presented
above, it is clear that eating behavior is strongly influenced by genes’
(Tholin et al. 2005: 568). As most good psychology (and other) under-
graduates will recognise however, a singular genetic hypothesis is simplistic
and there is a need to appreciate the interaction between genetics and
other, more socially derived factors.

The media

The media are often cited as one of the major reasons for the increase in
diet problems in the developed world (Boyce 2007). Dietz and Gortmaker
(1985) was one of the first studies to draw a link between media consump-
tion (i.e. TV viewing) and the prevalence of obesity. Since this time,
however, there have been a number of studies that have linked TV viewing
and childhood obesity, with the common conclusion being that television
viewing is an ‘important contributing factor to childhood obesity’ (Hancox
and Poulton 2006: 171). There are a number of potential explanations
for this link, but two predominate. On the one hand, it may be that
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watching TV encourages a sedentary lifestyle (Marshall et al. 2004);
although there is limited exploration of whether media use displaces time
spent doing physical activities. Alternatively, it may be that media adver-
tising promotes unhealthy consumption and research has confirmed that
this may be the case (Coon and Tucker 2002; Ofcom 2004).

Other explanations for the influence of media on eating behaviour
include such descriptions as increased snacking with media use (Coon
and Tucker 2002) and the body image presented by the media (Boyce
2007) compared to the use of media in public health campaigns (Miles et
al. 2001).

Obesogenic environments

The speed with which obesity has become a global epidemic suggests that
environmental or social influences have changed and are promoting
weight gain in susceptible people (Hill et al. 2000). Terms such as toxic
environment (Ebbeling et al. 2002) and obesogenic environment (e.g.
Chopra et al. 2002) have been used to describe some of these influences.
The term ‘obesogenic environment’ was coined by Swinburn et al. (1999),
who argued that the physical, economic, social and cultural environments
of developed worlds promote positive energy balance (i.e. calorie intake
exceeding calorie output) and consequently weight gain and obesity.
Industrialised societies have changed considerably since the 1950s. Food
security (“The physical, social and economic access to sufficient, safe and
nutritious food that meets the dietary needs and food preferences of a
population, for an active and healthy life’: UN 1998) has now been
achieved and cheap transport is now available to the majority of the popu-
lation. From this simple overview it can be seen how energy consumption
has increased and energy expenditure decreased (Fox and Hillsdon
2007).

Examples of environmental influences that may encourage us to eat
more than we need include the marketing of energy-dense drinks and
snacks, for example through television advertising and vending machines
in schools, and the documented increase in portion sizes (Swinburn and
Egger 2002) where an average meal may provide up to 2000 kcal —
almost the entire recommended daily intake for most adults (Ebbeling et
al. 2002).

Time constraints on workers (and the increasing representation of
women in the workforce) has led to an increase in demand for conven-
ience food, pre-packaged foods with short preparation times, and in food
consumption away from the home (McCrory et al. 1999; Schluter and Lee
1999). This has also led to a decrease in structured meals and an increase
in snacking which are often (although not always) densely calorific along
with the emergence of fast food restaurants which are associated with a
high-fat diet.
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On the other hand, the amount of sedentary time spent watching TV
by children in the UK has doubled since the 1960s (Reilly and Dorosty
1999) and most European adults now spend more than three hours of
each working day sitting (Martinez 2000). In order to expend energy, we
need to buy specialist equipment either at home or in the gym, swimming
pool or cycle path, but the costs of doing these things may form a barrier
for some people (although, of course, it could be argued that exercise can
be undertaken in an easy way by increasing our walking or running for
example).

Psychosocial factors

There are a number of psychological explanations for individuals having
a poor diet but before we explore these in further detail it is worth
detailing some of the social barriers that exist.

Among the many influences on diet are availability, cost and time, which
are external to the person. An example of such an external barrier to
eating a healthy diet is costs: many studies have indicated that the perceived
high costs of fruit and vegetables is a barrier for people on low income
(e.g. John and Ziebland 2004). Socially deprived areas may lack local
sources of reasonably priced, good-quality fruit and vegetables, causing a
vicious circle of poor demand and supply. People on low income may
have less access to cars and consequently out-of-town shopping centres
and are thus unable to transport food in bulk (Caraher et al. 1998).
Furthermore, there is a perception that fruit and vegetables are time-
consuming to prepare and this is a frequently cited barrier (Anderson et
al. 1998). Interventions to increase fruit and vegetable consumption
among people on low income, or living in socially deprived neighbour-
hoods may need to include incentives and delivery schemes as well as
motivational advice (Anderson et al. 2001).

Some key social factors associated with a poor diet include the following:

*  Low income and debi: Healthier foods are generally more expensive
than the less healthy alternatives. Fresh fruit and vegetables are less
affordable.

*  Poor accessibilily to affordable healthy foods: Many local shops are closing
and being replaced with larger, out-of-town stores. This is particularly
an issue in deprived areas where such developments mean that there
are increased costs within the local shops, poor quality foodstufts and
less choice remaining in the locality. The out-of-town public stores
may have poor transport links and consequently not be as easily acces-
sible as the local shops with poor quality and expensive food.

*  Factors involved in food production and the food chain: The cheap nutrient
content of easily available food stuffs such as TV-dinners may have
high fat, sugar or salt content.
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e Poor literacy and numeracy skills: These are barriers to maintaining a
healthy diet, household budget, management and employment.

e Food labelling: The recently introduced food labelling agreement
means that more information is available to the consumer. However,
there is still some disagreement about the nature of the information
provided and the value derived by the consumer from the
information.

e Food marketing: The adverts to children usually focus on food that is
high in fat or sugar. Consequently, the government is introducing
new restrictions on what can be advertised and marketed to young
children. However, there is still doubt about the finer details of this
approach and given its recent introduction the success is yet to be
assessed.

Improving diet and nutrition has been the subject of increasing UK policy
focus in recent years. For example, Choosing a Belter Diet: A Food and Health
Action Plan (DoH 2005) outlines government’s aims and objectives to
improve diet and consequent health. It focuses on providing better infor-
mation and aims to reduce the prevalence of diet-related disease, obesity
and improve the nutritional balance of the average diet. It is also of
interest to note that the government report is entitled Choosing a Belter
Diet and that Wardle (2007: 73) suggests, among others, that energy intake
and expenditure are a ‘consequence of behaviours (e.g. choosing foods
.. .). But as we have seen there are considerable social factors that are
associated with poor diet — the obesogenic environment highlights some
of these — and consequently a simple choice model is not sufficient.

The essence of lifestyle and unhealthy and healthy behaviours is rela-
tively simple. In the case of eating and diet, most people know that certain
‘rich’ foods (HFSS - high in fat, salt and sugar — foods) are bad for them,
and that exercise is good for them (Bell and Esse 2002; Maio et al. 2007),
yet many continue to eat too much and exercise too little. Eating ‘rich’
foods that provide excessive calories and salt content (i.e. HFSS foods)
can result in positive sensations and rewards. HFSS foods are ever more
present and there is a greater choice of foodstuffs on offer. Ironically,
however, freedom of choice makes it more difficult to resist temptation
and eat healthily. Other research also indicates that stress (Kruglanski
and Webster 1996; Muraven and Baumeister 2000) and habit formation
(Wood et al. 2002) also impede the ability to resist temptation.

The family is an important component of healthy eating. Children’s
dislike of fruit and vegetables was raised by many of the parents in studies
(John and Ziebland, 2004). Hence, interventions cannot be described and
enacted in a vacuum and approaches have to include the whole house-
hold. Women are more likely to shop and prepare the main meal and
need to juggle the needs and tastes of their children and partners.
Marshall (1995) highlighted that families tend to choose a narrow and
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repetitive range of fruit and vegetables that were not objected to by the
rest of the family. Indeed, any intervention aimed at improving diet needs
to take the social context — whether this is the family, peers or the wider
context — into account.

Models of eating behaviour

Three core theoretical psychological perspectives have addressed the
reasons why people have unhealthy diets. The developmental approach
suggests that food preferences are learned in childhood and can be under-
stood in terms of exposure, social learning and associative learning. The
cognitive approach explores the extent to which cognitions predict and
explain behaviour. The psychophysiological approach focuses on the
biological aspects of eating and emphasises the importance of hunger and
satiety. These approaches will be explored in more detail below.

Developmental approach

This approach suggests that diet is related to the development in early
childhood. Based on research examining the facial expressions of new-
born babies, there appears to be an innate preference for sweet and salty
flavours and for the avoidance of bitter and sour tastes (Rosenstein and
Oster 1988). Such preferences are thought to reflect an evolutionary
background where sweetness predicts a source of energy and bitterness
predicts toxicity. Because children eat what they like and leave the rest
(Anliker et al. 1991) food preferences are important determinants of food
intake in young children. The choices children make are particularly
important when considering the overall nutritional quality of their diets,
yet many show fear and avoidance of novel foods. The tendency to reject
novel foods has been termed neophobia. Research has begun to reveal
how early experience and learning can reduce the neophobic response to
new foods, thereby enhancing dietary variety. For example, Birch and
Marlin (1982) found that when 2 year olds were given varying numbers
of opportunities to taste new fruits or cheeses, their preferences increased
with frequency of exposure. Researchers found that between five and ten
exposures to a new food were necessary before preference for that food
increased.

In another study, Gerrish and Mennella (2001) investigated the accept-
ance of a novel taste (pureed carrot) by infants who had previously expe-
rienced a range of tastes that included many vegetables but not carrot.
Exposure to fruit, carrots alone or a variety of vegetables resulted in an
increased acceptance of pureed carrot. Furthermore, those who had been
exposed to a variety of vegetables were also more likely to eat other novel
foods. Researchers concluded that familiarity with a variety of flavours
increased the acceptance of novel foods. The implication was that parents
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should expose their children to a wide variety of tastes to encourage the
acceptance of novel foods. Given the role of parents in bringing food into
the home, they play a major role in determining the foods to which a
child is exposed. Consequently, exposure is a major factor in encouraging
consumption.

There are important developmental, gender and individual differences
in the strength of the neophobic response. For example, Hursti and
Sjoden (1997) report moderate relationships between parent’s and chil-
dren’s neophobia, while Koivisto and Sjoden (1996) report that males
show greater neophobia than females, among both children and adults.
The authors also confirmed that during childhood, the neophobic
response to new foods decreases with age thus providing further support
for the exposure hypothesis. Although repeated opportunities to taste
and eat new food has been found to reduce neophobia and enhance
acceptance, merely smellin