
Juan made it his New Year’s resolution to 
lose that “freshman 15,” the weight that he had 
gained in his first year of college. He missed 
his healthy athletic self, and he was excited to 
have received a wearable fitness tracker for the 
holidays. Each day it records his steps, the to-
tal distance he walks, his heart rate, the calo-
ries he burns, and even his sleep—and shares 
them with an online community of fitness buffs 
like him. He has joined the “quantified self 
movement,” which encourages people to use 
electronic devices to significantly improve their 
understanding of their health and gain deep-
er insights into different ways to improve their 
health (Kim, 2014). 

The movement has spawned a $1.15 billion industry. Some people find these devices fun and 
motivating; for example, Juan can now tell whether he has reached his ideal fat-burning zone in each 
workout. For other people, self-monitoring has become an obsession (Pogue, 2015). 

Fast-forward six months to June. Juan is finishing his second semester in better shape than 
ever. He gets his 10,000 steps every day, works out regularly, and eats healthy meals. He enjoys 
seeing his progress each day and sharing his fitness goals with family and friends. They, too, are 
impressed. All those years playing soccer as a kid and as star of the varsity team were nothing com-
pared with what he has achieved with self-monitoring. People have been searching for a magic pill 
for weight loss, fitness, and better health for a long time now. Could it be, literally, so close at hand?

As it did for Juan, technology can promote positive changes in behavior. Perhaps you 
have a self-monitoring device yourself. How does it influence your thoughts and be-
haviors, from eating to exercise? Health and fitness apps are also creating an enor-
mous mine of information, and researchers are dying to get their hands on the data. 
The devices are still so new, how-
ever, that we do not know yet 
whether they help most people 
make lasting changes. 

In this chapter we ask what 
influences health beliefs and be-
havior. We look at how people 
make decisions regarding their 
health and well-being, from daily 
habits to treatments for chronic 
illness. We examine the difficul-
ties in changing behavior and 
maintaining changes—even after 

Health Beliefs  
and Behaviors 3

Ch apter

Learning Outcomes
After reading this chapter, 
you should be able to:

• Describe why health 
promotion and 
disease prevention are 
important. 

• Define health 
behaviors, health 
habits, health goals, 
and health values. 

• Explain the Alameda 
County Study: what 
it found and why it is 
important.

• Outline the factors that 
promote and create 
barriers to good health 
behaviors.

• Compare and contrast 
the different models of 
behavior change.

• Identify potential 
factors that influence 
lasting change versus 
relapse.

• Describe the role that 
health disparities play 
in health behaviors.

Making healthy choices raises life satisfaction.
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40 Chapter 3  Health Beliefs and Behaviors

the novelty of devices like Juan’s has worn off. As you read the different theories, ask 
yourself if they can explain experiences like his. As always, health psychologists take 
a biopsychosocial approach. They are concerned with individual, global, and cultural 
differences.

Health Promotion and Disease Prevention
Heart disease is preventable. Americans, both men and women, can lower their risk 
by as much as 82% by living a healthy lifestyle (National Heart Lung and Blood 
Institute, 2016). Health promotion refers to activities that promote or maintain good 
health, such as eating right and staying physically active. Disease prevention refers to 
actions that reduce the risk of negative health outcomes, such as getting regular 
checkups and not smoking. In this section, we look at the behaviors and habits that 
contribute to both. 

Most people strive to be healthy. Although habits may ebb and flow across the life-
span, good health and the absence of disease or disability is strongly related to satis-
faction with life (Strine et al., 2009). As Eleanor Roosevelt said, “[h]appiness is not a 
goal. . . . It’s a by-product of a life well lived.” But what leads to a healthy lifestyle? 
For Juan, it was a fitness self-monitoring device, but what about for the rest of us? As 
we see next, all it takes is time and setting the right goals. 

Health Goals and Health Values
Part of developing good health habits is taking the time to set the right goals. 
Health goals define the way we envision our future selves, and they play a big part 
in motivating behaviors. Health-related goals (whether “to be fit,” “to run a half 
marathon,” or “to avoid lung cancer”) motivate us to engage in healthy behaviors 
on a day-to-day basis (Frazier & Hooker, 2006). The more important the health-
related goal is, the more actively we pursue it through healthful decisions and 
behaviors. 

For example, researchers had adults imagine or visualize their goals for the fu-
ture, or their “possible selves.” Participants were then asked how important this 
future self-representation was, what specific activities they engage in to make this 
goal a reality, and how capable they felt that they would reach their goal in the fu-
ture. Findings show that the more important the health-related goal, the more daily 
health behaviors the person engaged in, and the more capable they felt of achieving 

the goal in the future (Frazier & Hooker, 2006; Hooker & 
Kaus, 1992). Our health-related possible selves drive health 
behaviors across the lifespan (Frazier & Hooker, 2006). 
They influence both our desire to achieve health goals and 
our hope to avoid negative health outcomes. Future-oriented 
health images motivate health behaviors even in college stu-
dents (Hooker, 1992; Ouellette, Hessling, Gibbons, Reis-
Bergan, & Gerrard, 2005). Knowing a person’s possible 
selves can help when it is necessary to change behaviors in 
response to health risks. When spouses share each other’s 
goals for health, it increases the likelihood that the goals will 
be attained. This can be especially important when facing 
health stressors like cancer (Wilson, Barrineau, Butner, & 
Berg, 2014).B
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Visualizing our “possible 
selves” can help us live 
healthier lives.
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  Health Promotion and Disease Prevention 41

The more central we make a goal, the more actively we pursue it, and the more 
capable we feel of reaching it (Frazier & Hooker, 2006; Hooker & Kaus, 1992). 
Some people do it the old-fashioned way—tracking goals with paper and pencil. 
You might find Figure 3.1 helpful. It is up to you to decide what will work for you 
and then stick to it. 

Valuing health, being able to visualize and think about what our goal will look 
like, and having salient health-related goals all strongly influence the health behaviors 
we practice. Like Juan, we may set New Year’s or birthday resolutions to firmly es-
tablish these goals. Remember Julie, the woman we met at the start of Chapter 1? She 
resolved to run a 5K race.

A health value is the intrinsic weight we place on health or a health behav-
ior. The more we value good health and think of it as a priority, the more we 
are likely to practice health-enhancing behaviors and decision making (Mrus 
et al., 2006; Rosengard et al., 2001). A health value is the belief that “good 
health is a priority.” Health values serve a protective function for health as 
well (Rosengard et al., 2001). Health values may directly influence positive 
health outcomes by affecting the health-related behaviors we engage in, and 
they can indirectly influence health outcomes by moderating other behaviors 
(Rosengard et al., 2001). We may not set out to lose weight, but who knows 
where a little regular exercise can lead?

Health Behaviors and Health Habits
Health behaviors are actions that either promote and maintain good health or 
stand in the way of good health. Positive health behaviors that increase the 

20’s

What you can do at any age to prevent heart disease

• Regular wellness exams (check blood   
 pressure, cholesterol, etc) should   
 continue throughout your life.

• Be physically active.

• Don’t smoke and avoid secondhand   
 smoke.

40’s and 50’s
• Offset age-related changes like    
 slowed metabolism that can lead to   
 weight gain.

• Have your blood sugar checked as part  
 of your annual wellness exam.

• Learn the warning signs of heart attack  
 and stroke.

• If you’ve been diagnosed with high blood  
 pressure or high cholesterol, follow your  
 treatment plan.

60’s +
• Have an ankle-brachial index test as part  
 of your wellness exam.

• Continue to watch your weight, eat a   
   healthy diet, and get physical exercise.

• Learn the different warning signs of heart  
 attack and stroke in men and women   
 and look out for your significant other.

30’s
• Make healthy living a family affair.

• Know your family medical history
 (make changes to offset risk factors).

• Tame your stress with stress    
 management techniques.

Figure 3.1: Preventing Heart 
Disease Across the Lifespan

Do you value eating fruit?
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42 Chapter 3  Health Beliefs and Behaviors

chance of good outcomes include not smoking, wear-
ing seatbelts, eating balanced and nutritious meals, 
getting regular physical exercise, and managing stress 
well. Negative health behaviors, in contrast, increase 
the risk of poor outcomes. Examples are smoking, 
having unprotected sex, not using sun protection, 
abusing drugs and alcohol, drinking and driving, eat-
ing foods high in fat and cholesterol, and maintaining 
a sedentary lifestyle. 

The Alameda County Study
Study after study shows that that healthful behaviors 
lead to longer life and higher life satisfaction (Kao, 
Lai, Lin, Lee, & Wen, 2005). A healthy diet helps can 

prevent diabetes, heart disease, and cancer. Exercise can prevent diabetes and cardio-
vascular disease and reduces high blood pressure, depression, and anxiety. It also 
increases muscle strength and quality of life (van Achterberg et al., 2011). And smok-
ing is the leading cause of preventable death in the United States today (Centers for 
Disease Control and Prevention, 2015d). 

As early as 1965, a classic study made the case. The Alameda County Study sur-
veyed nearly 7000 people living in California (Belloc & Breslow, 1972). Residents 
were asked if they slept between 7 and 8 hours a night, controlled their weight, got 
physical exercise, limited alcohol to fewer than five drinks a day, did not smoke, ate 
breakfast every day, and limited snacking between meals (Schoenborn, 1986). People 
who engaged in most of these healthful behaviors were healthier than those who 
practiced fewer. Both 9 and 12 years later, the links were clearer still. Men who prac-
ticed all these health behaviors had a mortality rate that was 28% lower than men 
who practiced three or fewer. Women who practiced all seven behaviors had a 43% 
lower mortality than others (Breslow & Enstrom, 1980). Skipping breakfast and 
snacking between meals showed the weakest relationship to better health, but the 
other five were all very important (Wingard, Berkman, & Brand, 1982). Research in 
Alameda County has since linked positive health practices to better mental health, 
and shown that life satisfaction also predicts mortality (Berkman & Breslow, 1983; 
Kaplan & Camacho, 1983; Xu & Roberts, 2010). 

Much has changed since the 1960s. Think of the giant serving sizes in chain 
restaurants. Think also of the abundance of health information, social media, 
and new technology like Juan’s at the start of this chapter. What differences in 
health and health behaviors would we find today? 

Developing Good Habits
A health habit is a health behavior that has become part of daily life, like brushing 
your teeth. People engage in it regardless of their current health. Often, 
environmental cues trigger health habits automatically. When you wash your 
hands after using the toilet, using the toilet provides the cue, and washing your 
hands is the habit. You do not need to give much thought to it; you just do it. Still, 
while this might be true for most people, we often see reminders, as in restaurant 
restrooms, for those who haven’t adopted the habit yet. 

Many of our health habits are deeply engrained and develop early in the life-
span. Like brushing teeth, most form in childhood and stabilize around the age 

Reminders like this sign in 
a restaurant’s restroom can 
help people develop health 
habits.

Brushing teeth daily is a 
positive health practice.
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  Who Practices Healthful Behaviors?  43

of 11 or 12 (Cohen, Brownell, & Felix, 1990). What starts as a 
response to parental pressure becomes routine. Good parenting 
includes teaching good health habits. Other health behaviors 
require mental and physical effort. We need to plan a time each 
day to go for a run or bike to the gym. Perseverance is the key. 

You may have heard that a habit takes 21 days to form 
(Maltz, 1960). In reality, the time varies from person to person 
and from habit to habit. The secret is to keep at it; do whatever 
it is over and over again. 

One study asked participants to choose a behavior that they 
would like to integrate into their lives. It could be flossing, 
having fruit with meals, or getting 15 minutes of exercise a day 
(Lally, van Jaarsveld, Potts, & Wardle, 2010). The time it took 
to become habit ranged from 18 to 264 days, with an average 
of 66 days of performing it routinely. Habits took hold more 
quickly for simple actions like drinking more water, than for 
more elaborate or difficult habits like doing 50 sit-ups a day, as 
shown in Figure 3.2. The good news is that missing an occasion was not a setback. 
People got right back on track. The basic tenets of developing a health habit then are 
“do it” and “over and over again.” Developing healthy habits, then, takes time, but 
the effort pays off.

Once a behavior becomes habitual, it can feel strange to miss a day 
(Lally, Wardner, & Gardner, 2011). Healthy behaviors reduce the 
risk of illness and mortality (Lin et al., 2004). Even something as 
simple as not brushing regularly or flossing can lead to gum disease, 
and bacteria in the mouth correlate with higher rates of heart disease 
(Beck, Garcia, Heiss, Vokonas, & Offenbacher, 1996). As C. Everett 
Koop, then Surgeon General of United States, said, “You’re not 
healthy without good oral health” (U.S. Department of Health and 
Human Services, 2000b). These findings are important for anyone 
thinking of more healthful behaviors. They are also important for 
anyone who designs interventions such as weight loss programs. We 
look more closely at healthful behaviors in Chapter 4. 

Who Practices Healthful Behaviors? 
What predicts health behaviors? Demographics are important (Gottlieb & Green, 
1987), but so is an individual’s sense of control over well-being. Together, the differ-
ences can create powerful incentives for, or barriers to, healthful behaviors. 

Health Disparities
Disparities in health behaviors extend to gender, race, ethnicity, socioeconomic sta-
tus, and sexual orientation (Cockerham, 2007; Gorman, Denney, Dowdy, & 
Medeiros, 2015; Institute of Medicine, 2011; Olsen & Dahl, 2007). For example, 
women generally live longer and enjoy better health later in life than men—in part 
because they make better lifestyle choices (Courtenay, 2000; Lehavot, Hoerster, 
Nelson, Jakupcak, & Simpson, 2012). Women typically report smoking cigarettes, 
drinking alcohol, taking drugs, or eating red meat less often than do men. Women 
are also more likely to visit their doctors for regular checkups than men. On the other 
hand, men tend to get more exercise than women do (Verbrugge, 1985).
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Plateau reached, on
average, after 66 days

50 sit-ups

Glass of water
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Figure 3.2: Average Time It 
Takes to Develop a Habit 
Data from Lally et al. (2010)

Thinking About Health
•	 How do health promotion and disease 

prevention work together? 
•	 How do health goals translate into 

action? What are your health-related 
hoped for and feared “possible selves”?

•	 Do you think that the findings of the 
Alameda County Study still hold today?

•	 What factors influence the develop-
ment of health habits?
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44 Chapter 3  Health Beliefs and Behaviors

Age, too, is a factor. Children are more likely to practice healthful behaviors, per-
haps because of parental pressure. So are older adults faced with the reality of age- 
related disease (Kasl & Cobb, 1966; Leventhal, Prochaska, & Hirschman, 1985), 
while adolescents and young adults may take greater risks. Although a great deal is 
known about the risky behaviors of teens, less is known about their health-promoting 
behaviors. Boys between 9th and 12th grades get more physical activity than girls, 
but girls practice more safety behaviors, like wearing seatbelts, and tended to be bet-
ter at stress management than boys (Rew, Arheart, Horner, Thompson, & Johnson, 
2015). All health behaviors decline in both boys and girls between 9th and 12th 
grades. People with more education are more likely to practice healthful behaviors as 

Who exercises and why?
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In the news: Calorie Counts
Helping People Practice Good Health Behaviors

As of December 2016, chain restaurants in the United States are 
required to list calorie counts on their menus. They must also post 
data on sodium, fat, and carbohydrates. Four states (California, 
Maine, Massachusetts, and Oregon) and three cities (New York City, 
Nashville, and Philadelphia) already do. Restaurant chains like Pane-
ra Bread, Jamba Juice, McDonald’s, Chick-fil-A, Tropical Smooth-
ie Café, and Starbucks already provide calorie counts as well. They 
have recognized the growing demand for healthier food choices. 

This information allows Americans to make better choices 
when dining out, but does it actually influence behavior? Some re-
search suggests that it does not. In cities where calorie counts have been available for several years, customer choices 
haven’t changed much (Cantor, Torres, Abrams, & Elbel, 2015). People still consume on average around 800 calories in a 
single order at a chain restaurant. 

Yet menu labeling could still have an effect. For one thing, it prompts restaurants to put more healthy options on the 
menu. Health psychologists also know the importance of testing and targeting messages. Menus could help, for example, 
by not just listing calories, but also by flagging healthy choices. Calorie counts may not lead on its own to long-term reduc-
tions in consumption (Cantor et al., 2015). However, knowing how many hours of exercise it takes to burn off those calories 
might (James, Adams-Huet, & Shah, 2015).
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  Who Practices Healthful Behaviors?  45

well. They may have learned about the importance of good 
health and participated in physical education. More educated 
adults also have higher earning potential.

Socioeconomic status, a measure of income level and social 
class, can influence health directly—by affording access to qual-
ity health care, a healthy diet, and active leisure activities. 
Individuals higher on the social hierarchy and with higher in-
come typically enjoy better health, lower mortality, less disease, 
and less disability status (Adler et al., 1994; Antonovsky, 1967; 
Illsley & Baker, 1991). Socioeconomic status is also intertwined 
with other factors that relate to health outcomes, such as race 
and education (Adler et al., 1994). Those lower in income may 
reside in high-density, high-crime areas, putting them under 
greater stress as well. 

Sociocultural factors such as religion and social networking influence health be-
haviors too (Almeida, Charles, & Neupert, 2008). Mormons, for example, live 6.6 
years longer than the average American (Enstrom & Breslow, 2008; Mason, Toney, 
& Cho, 2011). The religion’s Doctrine of Covenants and Words of Wisdom instructs 
followers to refrain from tobacco, alcohol, coffee, tea, and illegal drugs. They also 
stress family life, education, and good health practices, such as moderation in eating 
(Enstrom & Breslow, 2008, Mason et al., 2011). In fact, the absence of tobacco ac-
counts on average for only 1.4 of those 6.6 extra years of life (Merrill, 2004). 

Only recently, unique health needs and health disparities among LGBTQ groups 
have gained attention. Smalley and colleagues tracked 28 different health risk behav-
iors (for example, diet, exercise, smoking and substance use, risky sexual behavior, 
driving risks, medical risk taking, and violence) across a range of sexual orientation 
and gender identity groups (Smalley, Warren, & Barefoot, 2016). Findings showed 
elevated health risks for transgendered women (poorer diet and a more sedentary 
lifestyle); cisgendered men, that is, men whose gender identity matches his sex at birth 
(alcohol risks); bisexual individuals (substance use); and trans-
gendered men or those identified as pansexual (higher rates of 
self-harm; Smalley et al., 2016). These findings are important 
for two reasons. First, this study is among the first to examine 
health disparities in high-risk behaviors in the LGBTQ commu-
nity, and second, it demonstrates that there are important dif-
ferences among LGBTQ subgroups and understanding those 
differences is key to understanding health disparities. Just as 
men and women in the larger population face different health 
risks, so to do sexual minorities (lesbian, gay, bisexual, queer, 
pansexual or omnisexual, asexual) and gender minorities 
(transgender, genderqueer, nonbinary).  

Locus of Control 
Another important influence on health is a sense of control. If you feel that your 
health is largely out of your hands, you are less likely to practice healthful behaviors. 
Health locus of control is a useful measure of our beliefs about our habits and our 
health (Rotter, 1966; Wallston, Wallston, & DeVellis, 1978). 

People with a high internal health locus of control believe that their decisions make 
good health likely (Figure 3.2). They are less likely to smoke, and they report better 

Socioeconomic status 
often has an effect on 
health.
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The Doctrine of Covenants  
forbids many risky health  
behaviors for Mormons.
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46 Chapter 3  Health Beliefs and Behaviors

health (Turiano, Chapman, Agrigoroaei, Infurna, & Lachman, 2014). Other people 
may attribute control over their health to external sources instead (Figure 3.3). They 
are likely to believe that health is a matter of fate, chance, or powerful others. If they 
become ill, they attribute it to parents, doctors, the environment, or God. Or that 
they were just “in the wrong place at the wrong time.” 

Feeling in control has a protective effect on health. Personal control over one’s 
illness leads to more positive psychological adaptation. In patients with cancer, per-
sonal control is related to increased self-esteem, quality of life, and positive mood 
(Roddenberry & Renk, 2010; Shapiro, Schwartz, & Astin, 1996). Conversely, college 
students with a high external locus of control report greater levels of stress and ill-
ness. They are also less likely to seek treatment for health problems (Roddenberry & 
Renk, 2010).

Barriers to Healthful Behaviors
Everyday barriers may make positive health behaviors more difficult as well. Some 
negative health behaviors are just plain appealing. Which would you rather eat right 
now—a chocolate chip cookie sundae with whipped cream or a bowl of berries? Even 
aside from satisfying the physiological addiction, there are positive reinforcements 
from smoking (Gonzalez, Hogan, McLeish, & Zvolensky, 2010). Some smokers re-
port that smoking relaxes them. To make things worse, we are bombarded with 

Which Is Your Locus Of Control?

Internal
locus of control

External
locus of control

“I can change things.”

“I can determine
my fate.”

“I am the
master of

my destiny.”

“I make things
happen.”

“I control the
consequences
of my behavior.”

“The future is in
my hands.”

“There is nothing I
can do to change
my future.”

“Everything
happens

to me.”

“Others
control my

destiny.”

“There is nothing I can do
about the way things are.”

“The consequences
of my behavior
are outside
my control.”

“Things happen to me.”

Figure 3.3: Internal Versus 
External Locus of Control 
Information from: http://www 
.debtdiscipline.com/?s=locus+ 
of+control

Which would you choose?
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  Why People Practice Health-Promoting Behaviors 47

temptations in the media. That is why the United States and other nations have 
banned tobacco ads. 

Although most Americans value good health and know what choices lead to good 
health, many still engage in compromising behaviors. One of every five American adults 
smoke, and more than 35% are obese, including one of every six children. According to 
one report, “[n]early the entire U.S. population consumes a diet that is not on par with 
recommendations” (Institute of Medicine, 2011). At least 75% of Americans consume 
less the recommended amount of whole fruits (National Center for Health Statistics, 
2009), 88% fail to eat enough vegetables, and 96% fall short of the recommendations 
for beans and whole grains. With the exception of young children and 
adolescent boys, up to 98% of Americans do not get enough milk. 

Health behaviors can be positive or negative but have been found 
to have a direct impact on health outcomes. Longer life and higher 
life satisfaction are linked to healthful behaviors (Kao et al., 2005). 
Disease, disability, and premature death are linked to negative be-
haviors. Adopting a healthy lifestyle, a goal of most people, can nev-
ertheless be a challenge. Certainly, with motivation (and sometimes 
with help from fitness technology like Juan’s) the challenges can be 
overcome. Some beneficial healthful practices are hard to maintain, 
like abstaining from junk food or sweets, while some negative health 
behaviors may be maintained because they are pleasurable. 

Why People Practice Health-Promoting Behaviors
We have seen that some people do indeed practice health-promoting behaviors, but 
why? As we see next, different theories focus on our perceptions of health and illness, 
the costs and benefits of taking action, our intentions, our readiness to change, and 
the likelihood of relapse. These different models have been used to explain what mo-
tivates, maintains, and derails behavioral change.

The Common-Sense Model of Illness
The common-sense model of illness sees our health behaviors as based on how we 
perceive our health (Leventhal, Meyer, & Nerenz, 1980; Leventhal, Nerenz, & Steele, 
1984). It suggests that we form cognitive representations, or mental pictures, of 
health and illness (Leventhal, Leventhal, & Contrada, 1998). 

Say you wake up with intense pain near your belly button. You dismiss it as indi-
gestion, but it persists even after you take an antacid and use the bathroom. Over 
time, the pain shifts to your right side, and now it hurts when you move or cough. By 
noon, you are feverish and sick to your stomach. Maybe it was not indigestion after 
all but food poisoning or the stomach flu. In other words, when one cognitive repre-
sentation does not explain your pain, you look for another, based on the best infor-
mation available.

Where do we look for information? One source is our own experience, such as 
past bouts with the flu. A second source is people we trust, such as a parent or a 
doctor, and our cultural beliefs. The third source is how we feel now. What do we 
do with that information? First, we look for the causes of illness (Hagger & Orbell, 
2003; Heijmans, 1998; Moss-Morris, Petrie, & Weiman, 1996). These might be 
biological, such as a virus, or emotional, such as stress. Causes can also be environ-
mental, such as exposure to chemicals. Second, we look to the consequences of 

Thinking About Health
•	 What health behaviors and resulting 

health disparities can you observe in 
the people around you?

•	 How do personality factors such as 
locus of control influence your own 
health?

•	 What are the barriers to changing 
health behaviors in your life?
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48 Chapter 3  Health Beliefs and Behaviors

illness for our well-being and ability to function. For example, you may decide at 
last to seek treatment for abdominal pain when you are not able to perform your 
daily tasks. 

The common-sense model of illness is a parallel processing model: Everything 
takes place at once. We process the cognitive representations of illness along with 
the emotional representations of our health. In any given experience, we are thus 
attending to making sense of the symptoms and managing our emotions. This 
simultaneous processing of the cognitive and emotional elements of health allows 
us to cope better (Figure 3.4).

Bear in mind, though, that the common-sense model focuses on representations, 
and these are not always so cut and dry. The representations include the labels we are 

taught to assign to our symptoms, such as food poisoning, 
and our emotions, such as the distress that unexpected or 
painful symptoms may cause. They also include our beliefs 
about illness (Lau & Hartman, 1983), and they influence 
how we cope with and what we do in response to health 
threats. Maybe you tell yourself, “If I rest and take aspirin, 
the pain will go away.” Someone else might think differently: 
“If I see the doctor, I will find out what is causing this pain.” 
These different decisions are likely to be the outcome of dif-
ferent representations, and they can make a big difference in 
our health and well-being. If it turns out that your pain was 
from appendicitis, for example, you’d have had a better out-
come if you’d seen a doctor right away. 

The Health Beliefs Model
The health beliefs model explains health behaviors as actions aimed at getting results 
(Becker, 1979; Becker & Rosenstock, 1984; Janz & Becker, 1984; Rosenstock, 1966). 
It argues that we set goals for ourselves and ask ourselves what it will take to achieve 
those goals. We then weigh the perceived benefits of acting against the barriers that 
stand in the way. 

According to the health beliefs model, whether a person practices a specific health 
behavior depends on a cognitive assessment of two factors: the perceived threat of a 
health problem and the belief that taking action will reduce the perceived threat. As 
you can see in Figure 3.5, the perceived threat of a potential health problem is based 
on two additional assessments. First is perceived susceptibility, or how one sees one’s 
risk associated with the perceived threat. The greater the perception of risk, the 
greater the likelihood of engaging in behavior to reduce that risk. The second is per-
ceived severity, or the perception that there will be serious consequences if the risk 
becomes reality. 
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pain
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Figure 3.4: The Common-Sense  
Model of Illness
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Our taking action also depends on its perceived benefits 
and the perceived barriers. This kind of cost–benefits analysis 
helps us decide whether taking action will indeed reduce the 
threat. If taking action is expensive, difficult, time-consuming, 
or disruptive to our life or plans, then the costs will seem to us 
to outweigh the benefits, and we may not act. 

Say we wish to avoid sexually transmitted diseases (STDs) and 
unplanned pregnancy. We might decide that wearing a condom is 
an effective way to do just that. It sounds straightforward enough, 
but we are in fact weighing several factors (Maiman & Becker, 
1974). We have assigned a value to our goal and weighed the 
threat of illness. That includes how vulnerable we think we are to 
STDs and the severity of the illness. We also have to believe that 
our action will reduce the threat at a cost that we can afford. If 
we think that condoms are ineffective, expensive, difficult to use, 
or disruptive to our lives, then the costs may seem to outweigh the 
benefits. We may then look for another solution—or not act at all. 

One last factor may tip the scale toward positive health be-
havior—a strong cue to action. Cues to action can be as simple 
as receiving a postcard to remind you that it is time to make 
your dental appointment—or as significant as a major health 
threat.  Suppose that after an unprotected sexual encounter a 
friend begins to experience scary symptoms. A doctor might 
confirm that this friend does not have an STD (whew!), but 
using protection against STDs next time will feel much more urgent.

The health beliefs model suggests that health professionals will get better results if 
they do more to explain the benefits of proper care and to reduce the hassles. Consider 
colonoscopy, one of the most widely used screening tests for colon cancer. This test 
requires several days of preparation, including a strict diet of clear liquids to cleanse 
the colon, accompanied by a liquid or a pill to stimulate bowel movements. The pro-
cedure, which is done under general anesthesia, involves the insertion of a long, flex-
ible instrument about ½-inch wide with a camera on the end. The instrument runs 
into the rectum and up through the length of the colon. If necessary, small amounts 
of tissue are taken for analysis. Women who see the benefit from early detection are 
more likely to get a colonoscopy (Frank, Swedmark, & Grubbs, 2004). Thus, in 
weighing the hassles and discomfort associated with this procedure against the ben-
efits of early detection of colon cancer, many choose the benefits over the costs.

The health beliefs model has been effective at predicting who will engage in health-
ful behaviors and why. It also points to the many individual differences standing in 
the way. Age, gender, ethnicity, social class, personality traits, and medical knowl-
edge all influence our perceptions of costs and benefits. People with fewer economic 
resources may be less likely to seek treatment because of the expense, while people 
with the experience of a given health threat may be more likely to seek treatment, 
regardless of the cost. It all depends on our beliefs about health and our lives 
(McCormick-Brown, 1999). 

The Theory of Planned Behavior 
The theory of planned behavior sees health behaviors as the result of our intentions 
(Ajzen & Madden, 1986; Fishbein & Ajzen, 1975). Like the health beliefs model, it 
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takes into account our values and our hopes of suc-
cess. However, it gives greater weight to our inten-
tions to succeed. 

The theory has its roots in the idea that we will 
act in a way that best helps us accomplish our goals 
(Fishbein & Ajzen, 1975). Say that, like Juan at the 
start of this chapter, you want to lose weight. 
Unlike him, you might decide that it is easier to 
reach your goal by eating less since exercise re-
quires more time and hard work, so you make that 
your goal. However, even the best of intentions do 
not always work out. For example, I like to exercise 
to keep fit, and my loved ones encourage me to do 
so. But on very busy days you can guess what gets 
left out. 

To make sense of the conflicts, the theory of planned behavior also takes into ac-
count what shapes our intentions (Figure 3.6). That includes our feelings about the 
behavior, what other people think of our behavior, and our sense of control (Ajzen & 
Fishbein, 1980; Fishbein & Ajzen, 1975). Recall that Juan had made a firm resolution, 
and he found support for it in the online community. His new fitness monitor also 
gave him more confidence that he could achieve his goals. 

Let’s work through another example. Jennifer smokes, and lately her friends have 
been making her life miserable. They ask her to go outside by herself to smoke be-
cause none of them like the smell. She wants to quit, but she also knows that she is 
dependent on nicotine. Will she quit? 

To answer, we look first at her attitude regarding the behavior. Jennifer believes 
that if she quits, she will be happier and healthier. Second, we look at subjective 
norms, or the influence of others from her point of view. Jennifer feels under social 
pressure, and she knows that her friends would be happy and supportive if she quit. 
Third, we ask about her perceived behavioral control (Bandura, 1991; Murphy, Stein, 
Schlenger, & Mailbach, 2001). For Jennifer, this is the weak link because she feels 
dependent on the nicotine, but still she knows that she can quit if she tries. So she sets 
a date, throws out the remaining cigarettes in the pack, and declares to her friends 
that she is quitting. The first few days are hard, but she’ll get through them and quit 
smoking. 

The theory of planned behavior successfully predicts condom use among college 
students (Sutton, McVey, & Glanz, 1999), heterosexual men and women (Gredig, 
Nideröst, & Parpan-Blaser, 2007; Muñoz-Silva, Sánchez-García, Nunes, & Martins, 
2007), rural Ethiopians (Molla, Åstrøm, & Berhane, 2007), and female drug users and 
sex workers in China (Gu et al., 2009). The theory has also been applied to the use of 
oral contraceptives to prevent pregnancy (Doll & Orth, 1993; Peyman & Oakley, 
2009), mammograms to screen for breast cancer in women (Tolma, Reininger, Evans, 
& Ureda, 2006), prostate and colorectal cancer screening in men (Sieverding, Matterne, 
& Ciccarello, 2010), sunscreen to reduce risk of skin cancer (Pertl et al., 2010; Potente, 
Coppa, Williams, & Engels, 2011), and preventative dental care (Lavin & Groarke, 
2005). It applies, too, to weight-loss programs (McConnon et al., 2012; Nejad, 
Wertheim, & Greenwood, 2004) and habits of regular exercise (de Bruijn, 2011). 

There are also developmental shifts in behavioral change. Willingness to change is 
predictive of change in substance use in early adolescence (around age 13), whereas it 
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is intention to change that helps with older teens (around age 16). As a result, older 
teens with greater experience show more reasoned and behavioral change (Pomery, 
Gibbons, Reis-Bergan, & Gerrard, 2009). 

The Transtheoretical Model
The transtheoretical model of illness (or stages of change model) sees a change in 
health behavior not as an event, but a process (Prochaska, 1994; Prochaska, 
DiClemente, & Norcross, 1992). 

Actor Robert Downey Jr. 
has struggled with addiction 
in the past, but is commit-
ted to the long process of 
recovery.
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For actor Robert Downey, Jr., that will mean a lifelong process. He once said, “It’s 
like I have a loaded gun in my mouth and I like the taste of metal” (Fleming, 2010). 
Downey (better known on-screen as Iron Man and Sherlock Holmes) was describing 
what drug addiction was like for him. The actor has cycled from stardom to the 
depths of addiction many times. He claims that his father introduced him to drugs at 
age 8, and he has had problems with addiction ever since. He has been arrested 
several times on drug-related charges and spent time in jail. He has left rehabilitations 
programs only to return to using drugs and alcohol later on. 

Downey finally kicked his addictions in 2001. He attributes his success to yoga, 
kung fu, and to the support of his wife, Susan Levin. Remembering his past also helps 
him live for the future. “I don’t pretend it didn’t happen,” he said (Fleming, 2010). 
He has conquered his addictions and is committed to a substance-free life. Still, he 
knows that he faces a long battle: “I’m a veteran of a war that is difficult to discuss 
with people who haven’t been there” (Fleming, 2010).

It takes time to build up the incentive to change—and even then, when one is ready, 
it takes preparation and commitment. Yet behavioral change is still possible. The 
transtheoretical model breaks the process down into five stages, each a distinct stage 
of readiness to change (Figure 3.7): (1) precontemplation, (2) contemplation, (3) prepa-
ration, (4) action, and (5) maintenance (Prochaska et al., 1994). Unlike our earlier 
models, the transtheo retical model of change focuses on the individual rather than on 
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outside influences. If a person tries to change a be-
havior when he or she is not yet ready for change, 
the attempt will fail. If health practitioners try to 
deliver information on improving an unhealthy 
lifestyle to someone not ready to hear it, it will fall 
on deaf ears. 

In the first stage, precontemplation, there is no 
intention to change. Significant others, friends, and 
employers may be aware of a problem, but the indi-
vidual is not. As far as that person is concerned, “I 
have my faults, but there is nothing that I need to 
change,” (DiClemente & Huges, 1990). In fact, rec-
ognizing a problem behavior is the first stage toward 
changing it. 

In the second stage, contemplation, the individual recognizes that the behavior 
is unhealthy, but is still not ready to commit to change. People can stall in this 
stage for years. They may know the direction that they need to take but are not 
ready to take it. Or they may be weighing the pros and cons of taking action. 

People in the third stage, preparation, have moved to the point of wanting to work 
on a problem. They might set a date to quit smoking or research fitness centers. 
However, they have not yet quit smoking or started exercising. They are not quite 
ready to take action. 

In the fourth stage, action, they take the leap. “I spent some time thinking and 
talking about change, but now I am doing something about it,” (DiClemente & 
Huges, 1990). This stage requires a significant commitment in time and energy. It 
also requires setting specific criteria for change, such as a number of visits to the gym 
each week.

The final stage, maintenance, involves an ongoing effort to make the change last. 
People have reached this stage if they have continued their new behavior for six 
months or longer. Especially in the case of addiction, this stage is still a fragile period. 
It requires effort, commitment, and support. 

Perhaps because the model has received so much attention, it has run into exten-
sive criticism (Armitage, 2009; Armitage & Arden, 2012; Herzog, 2008; Lamb & 
Joshi, 1996). Some critics point out that diet, exercise, and other habits are too 
complex to be addressed at the level of the individual alone. Nevertheless, the trans-
theoretical model has helped thousands of people, and it can be useful in therapeutic 
settings, as well. It has been applied to alcohol and substance abuse, stress, anxiety 
and panic disorders, depression, domestic violence, delinquency, HIV and AIDS, 
high-fat diets, eating disorders and obesity, lack of exercise, refusal to undergo 
mammography screening, not taking prescribed medicine, unplanned pregnancy, 
smoking during pregnancy, and sun exposure (Prochaska, Johnson, & Lee, 2009). 
Consistently, behavioral change is successful when the individual is ready for change. 

The Relapse Prevention Model
Behavioral change is always a challenge, but even harder is maintaining that change 
(Dubbert, Rappaport, & Martin, 1987). Adherence to a health goal or medical rec-
ommendation refers to the whether the person’s behavior is consistent with medical 
or health advice, stated goals, or a behavioral change. Every December 31, nearly 
50% of all Americans make a New Year’s resolution. Most common are resolutions 

Precontemplation

Contemplation

Preparation

Action
Maintenance

Figure 3.7: The Transtheoretical  
Model of Change
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to quit smoking, lose weight, or begin an exercise 
routine (Curry & Marlatt, 1985; Marlatt & Kaplan, 
1972; Norcross, Ratzin, & Payne, 1989). Yet more 
than one third have abandoned their resolution by 
the end of January, and more than 54% fail to main-
tain it until July (see Figure 3.8). Only 19% keep 
their resolutions for two years (Norcross & 
Vangarelli, 1989).

Many people who try to break with old habits 
make several unsuccessful attempts before they suc-
ceed (Brownell, Marlatt, Lichtenstein, & Wilson, 1986). Relapse is going back to a 
substance or behavior after a period of abstinence (Hendershot, Stoner, Pantalone, & 
Simoni, 2009), and relapse rates for obesity and addictive disorders are between 50% 
and 90% (Marlatt & Gordon, 1985; National Institute on Drug Abuse, 2012b). 

Table 3.1 Models of Behavior Change
Theory Premises

Common-Sense Model of Illness Representations of health and illness are based on cognitive and emotional 
responses to cues.

Health Beliefs Model Goals are based on the perceived threat of illness (susceptibility and severity) 
and the benefits of action.

Theory of Planned Behavior Intentions are based on attitude toward the behavior, subjective norms, and 
perceived behavioral control.

Transtheoretical Model Change will be most successful when it occurs at the right stage of readiness.

Relapse Prevention Model Relapse occurs when covert antecedents build up and immediate 
precipitants create a high-risk situation.

Successful

Jan 7–14 71%

Jan 21–28 64%

April 1 50%

July 1 46%

29%

36%

50%

54%

Failed

Figure 3.8: Success at  
Sticking to New Years  
Resolutions
Data from Norcross & Vangarelli (1989)

Which People Continue to Practice Health-Promoting 
Behaviors?
The models of illness that we have explored thus far are helpful in predicting the 
process of behavioral change and when a person will begin, see Table 3.1. They are 
less able to predict how long that change will last. The relapse prevention model 
provides a framework for understanding relapse and preventing it (Marlatt & 
Gordon, 1980). 

 In one meta-analysis, a study that compiles the results of many previous stud-
ies, around 75% of patients followed their treatment programs (Bosworth, Oddone, 
& Weinberger, 2006). Adherence rates were highest for treatments for arthritis, 
gastrointestinal disorders, HIV, and cancer treatments (Bosworth et al., 2006). 
Adherence was lower for pulmonary diseases, diabetes, and sleep disorders. Why 
the difference? It may be because treatments for pulmonary diseases, diabetes, and 
sleep disorders have a behavioral component. Adherence is usually lowest for 
changes in lifestyle, such as exercise, diet, and not smoking. And that does not 
count the many people who try to change on their own, without treatment. 

Who is most likely to stick with a plan? Many factors can inhibit or promote 
change (DiMatteo, Haskard, & Williams, 2007; Shumaker, Ockene, & Riekert, 
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2008). Marital problems, loneliness, family conflict, mental health problems, and 
substance abuse can all stand in the way of adherence; so can lack of access to medical 
services or financial strains. Long, intensive treatment is harder to follow, especially 
for long-standing problems or conditions with no obvious symptoms (Bosworth et al., 
2006; Polivy & Herman, 2002). In turn, the more serious the illness seems to the 
patient, the greater the adherence (DiMatteo et al., 2007). 

The relapse prevention model divides these factors into two groups. Immediate 
determinants are the precipitating factors that are the most pressing dangers and have 
the highest risks of relapse. They could be physiological, such as the pain of drug 
withdrawal, or emotional, such as the feeling of being vulnerable and alone. They 
could be environmental, such as renewed exposure to a drug, or interpersonal, such 
as loss of family support. The factors depend on the individual (Witkiewitz & 
Marlatt, 2007), but negative emotions are almost always a risk for drug addicts 
(Baker, Piper, McCarthy, Majeskie, & Fiore, 2004). 

Less obvious factors, like losing one’s balance or equilibrium because of stress, are 
covert antecedents. These are the day-to-day activities, demands, and desires that put 
someone at risk of relapse (Marlatt & Gordon, 1985). They can be as simple as mem-
ories of the pleasurable experiences of a drug. When demands like these outweigh the 
pain associated with the drug and the desire to change, they can lead to cravings. 
Covert antecedents work by slowly wearing down resolve and the ability to cope 
(Larimer, Palmer, & Marlatt, 1999). 

We have already seen the importance of self-efficacy, or a feeling of competence. 
For some former alcoholics, “falling off the wagon” makes them redouble their re-
solve to quit. Others, however, feel only that they have failed and are unable to suc-
ceed. Their lapse leads to guilt and helplessness, and that in turn may lead to letting 
go of the goal. This is the abstinence violation effect (Larimer et al., 1999): Each lapse 
can make the next lapse more likely. In the end, whether a situation results in relapse 
depends on one thing—the individual’s ability to cope (Hendershot et al., 2009). 
Developing effective coping strategies for dealing with behavioral change in the face 
of life’s challenges is crucial to treatment. 

Global Perspectives
Our different models of behavioral change have at least one thing in common. 
They show that beliefs about health help determine success. As we have seen 
again and again, cultures and society go far to form those beliefs. They  
shape personal experiences, how health information is conveyed and interpreted, 
and how diseases are treated (Farr & Marková, 1995; Furnham, Akande, & 
Baguma, 1999). 

In developed countries, people are more likely to trust natural- 
world explanations of ill health (Helman, 2001). Supernatural 
explanations are more common in nonindustrial nations, such 
as South Africa and Uganda (Furnham et al., 1999). Immigrants 
to developed nations do not easily give up their beliefs 
(Jobanputra & Furnham, 2005). Gujarati Indian immigrants to 
England are still more likely than native British to believe in the 
influence of the “evil eye.” Younger immigrants hold much the 
same beliefs as older immigrants. As the overall population 
changes in developed nations, health care practices may need to 
change. 

Thinking About Health
•	 Consider each model and how each can 

help to predict who will practice good 
health behaviors. Can you apply these 
models to your own health choices?

•	 If you wanted to change a health  
behavior, what model would be your 
best guide?
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Helping with Behavioral Change
What programs work best to promote positive health behaviors? Almost all the the-
ories we’ve discussed have been used to design and test potential interventions. Once 
we identify the influences on change, we can apply what we have learned to encour-
age, guide, and support change. 

Many people are able to make a behavioral change by themselves, without assis-
tance from other people. Most ex-smokers have quit on their own, often by using a 
nicotine replacement program (gums, patches, sprays, lozenges, or tablets) available 
at the pharmacy. For others, however, a more structured approach can help. Many of 
those who are involved with behavioral interventions either at the individual level (as 
with psychotherapy) or at the group level (as with work or school interventions) de-
velop their interventions with the models we have discussed in mind. All of these 
people or places can provide tools to help people to change their behavior and to 
maintain that change for positive health outcomes.

Psychotherapy
Many people seek help with behavioral change from psychologists, psychiatric social 
workers, and other therapists. The therapist gets to know the individual and can tailor 
suggestions to the client’s needs. 

Around the world HIV Prevention

As a new millennium began, nations around the world embraced some ambitious goals. Among them was 
halting the global HIV epidemic and eradicating AIDS. Yet reversing the spread of infection takes broad-based 
changes in health behavior. And individual change faces local and cultural barriers. 

Because of sensitivities associated with human sexuality and drug use, many political leaders still shy away 
from open, frank discussions of these topics. Hostility toward the populations at greatest risk for infection also 
undermines support for HIV prevention. Efforts become trapped in bitter ideological disputes (Ban, 2016).

In sub-Saharan Africa, where the HIV burden is heaviest (UNAIDS, 2013), programs focusing on individual 
risk behavior are unlikely to reverse the epidemic on their own. Social norms with regard to sexual relationships 
and gender equity must change as well (Ban, 2016). 

Countries also face different barriers in practice. A low HIV prevalence may mask high infection rates. In 
Latin America, for example, where the prevalence of HIV is below 1%, still it is estimated that one third of men 
who have sex with men are HIV-infected (Baral, Sifakis, Cleghorn, & Beyrer, 2007). Similarly, sex workers, drug 
users, prisoners, and displaced peoples have high rates of infection. HIV is still spreading rapidly in Russia, 
Ukraine, and Indonesia. 

Nonetheless, individual, small group, and community-level interventions can lead to safer behaviors, in-
cluding reductions in unprotected sex (Foss et al., 2007; Noar, 2008). Thanks to broad national support, HIV 
incidence and prevalence have declined in key populations in Brazil by up to 90% since the early 1990s (Nunn, 
Massard da Fonseca, Bastos, & Gruskin, 2009). 

Effective strategies are tailored to the main drivers of HIV transmission in each nation. These strategies take 
into account individual knowledge and motivations, interpersonal relationships, and societal norms (Nunn et al., 
2009). They also integrate prevention, treatment, and care. 

The Global HIV Prevention Working Group is a panel of more than 50 public health experts, clinicians, bio-
medical and behavioral researchers, advocates, and people affected by the epidemic. Brought together by the 
Bill and Melinda Gates Foundation and the Henry J. Kaiser Family Foundation, the working group advocates 
for a comprehensive response to HIV and AIDS. Will it succeed? If so, community engagement and political 
support will be key ingredients.
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Suppose, for example, that a morbidly obese woman in her 30s is seeking treat-
ment for weight loss. The therapist might explore emotional issues associated with 
food, interpersonal issues that create distress and prompt eating, and problems with 
self-esteem and body image. The therapist may apply any of the models we have dis-
cussed to help guide the patient toward changing her behavior. The therapist can then 
help the woman become aware of the emotional and environmental cues to eating and 
teach her effective emotional responses. However, one-to-one therapy like this is 
expensive and may be out of reach for people who most need help. 

Primary Health Care 
Many people first learn of the need to change their health behaviors from their 
primary care physician or other health care professionals. Recently the security 
guard at my daughter’s school had a heart attack. It was totally unexpected, and he 
had immediate surgery to open his arteries and repair the damage. When he re-
turned to work, I asked how he was doing. “I’m doing fine,” he said, “except that 
my doctor told me to quit smoking.” Of course, that would be a good change to 
help ensure a long and healthy life. “But,” he said, “it’s hard because smoking is 
how I relieve stress.” 

A health crisis like that can be the “wake-up call” to better habits. A physician has 
the credibility to influence patients in a positive way. A patient might be told, for 
example, that he or she is “a heart attack waiting to happen unless you lose weight.” 
Physicians can also provide information to help the patient make changes or can 
suggest specialists, such as a nutritionist, who will help. Many provide leaflets on diet 
and nutrition provided by the American Diabetes Association and the American 
Heart Association.

Managed care facilities often have programs at minimal cost to those with health 
insurance. Because many of these programs are offered to groups, patients also re-
ceive valuable social support. 

The Workplace and Schools
Many large organizations offer wellness programs that focus on weight loss, exercise, 
smoking cessation, alcohol abuse, and stress management. These programs devise 
incentives, create motivation, and cultivate social norms associated with healthful 
behaviors. They provide valuable support for changes in behavior. My own university 
offers a “Lose It” program for all students, faculty, and staff that is modeled on the 
TV show The Biggest Loser to promote weight loss, health, and wellness. The uni-
versity also provides services from nutrition counseling to personal fitness training. 
Unfortunately, workplace interventions sometimes have low enrollment rates and 
their efficacy is still unclear (Goldgruber & Ahrens, 2010). 

Primary and secondary schools have the potential to reach many more (Katz, 2009; 
Maes & Boersma, 2004). Already schools have programs to help with nutrition, exer-
cise, alcohol and drug abuse, tobacco use, and sexual activity. Most children learn 
early on that smoking is bad for them. Schools around the United States celebrate “Red 
Ribbon Week,” a week dedicated to teaching students about the dangers of drug use 
and encouraging them to be drug free. Many schools are also adding nutritious options 
at meals and removing unhealthy choices from vending machines. 

Schools also influence how much physical activity children get. Some students have 
physical education each day, while lower grades have “recess”—a period for free play. 
Many middle and high schools encourage students to become involved in fundraising 
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for cancer, heart disease, and other illnesses, by participating in walks, bake sales, or 
other events, such as Jump Rope for Heart. My daughter’s middle school sets aside 
its dress code once a month or so for Jeans Day. Students who want to wear jeans can 
do so, as long as they donate something to a group that promotes good health. 

The Community
Social engineering uses the environment to shape behavior. Think of the fluoride in our 
water to prevent tooth decay, air bags in cars, designated smoking airports in public 
places, and taxes on tobacco, snack foods, and soda. My university now prohibits 
smoking anywhere on campus, even in dormitories and in cars. It also offers reduced 
prices on nicotine gum and patches, as well as intensive quitting programs. Specific 
programs like these can change behavior without individual engagement. Some find 
this liberating, others a dangerous form of social control. What do you think? 

More generally, community-based interventions can promote good health 
(Estabrooks, Bradshaw, Dzewaltoski, & Smith-Ray, 2008; Thompson, Coronado, 
Snipes, & Puschel, 2003). They can reach out to large numbers of people, to educate 
and engage them in health prevention. They can make use of the media, social or-
ganizations, door-to-door campaigns, and other grassroots efforts. For example, 
people in each county in the state of Kansas were encouraged  
to participate in Walk Kansas, a team-based program that helps 
people lead a healthier life (Estabrooks et al., 2008). Five years 
later, participants in 97 counties had maintained their new activ-
ity levels, and the number of counties participating increased over 
the period. 

Can the idea of community include the Internet? Our friend  
Juan thinks so, but what do you think? Regardless, people who 
want to adopt positive health behaviors should know that they  
are not alone. 

Thinking About Health
•	 Can you provide examples of how each 

model of behavior change might be 
used? Consider psychotherapy, inter-
ventions used by health practitioners, 
work and school interventions, and 
social engineering within communities.

Behavior change messages 
are everywhere, whether 
they encourage school 
pride, exercise, or a  
tobacco-free lifestyle.
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58 Chapter 3  Health Beliefs and Behaviors
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Apply, Connect, Review   

Visit LaunchPad solo for Health Psychology, an online resource that accompanies 
this text that includes quizzes for every chapter of the book, flashcards, critical  
thinking exercises, videos, and Check Your Health assessments. To access these  
resources, please visit the Frazier, Health Psychology LaunchPad Solo at  
http://www.launchpadworks.com.

Chapter Summary 

Behavioral change is always a challenge, but healthful behaviors make a big difference 
in promoting health and preventing disease. Positive influences on health habits in-
clude the goal of a long and healthy life and a sense of personal control. Barriers to 
practicing these positive health habits include lower socioeconomic status and a sense 
that our health is largely out of our control. Different models of why people adopt 
health behaviors focus on perceptions of health, the costs of adopting new behaviors, 
intentions, readiness to change, the temptation to relapse, and cultural differences. 
More workplaces, schools, medical professionals, and communities are encouraging 
people to practice healthful behaviors.
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