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Research findings from health psychology and the 
behavioural sciences can offer people working in 
the prevention and health sectors many valuable 

insights and recommendations for improving real-world 
practice. Unfortunately, the research articles that produ-
ce these insights are often lengthy, technical and difficult 
to understand, thereby obscuring the key practical 
takeaways. Furthermore, such articles are generally 
published only in English, and might not be available 
to the general public due to paywalls or geographical 
restrictions. The Practical Health Psychology Blog has 
started to overcome these issues, providing free, easy 
to read, multi-language evidence-based posts to inform 
practice and policy.

Since 2016, the Practical Health Psychology Blog (www.
practicalhealthpsychology.com) has published many 
short topical blog posts and evidence summaries, in 
which leading scientists in health psychology and the 
behavioral sciences describe the state-of-the-art of their 
topic area, and give short practical recommendations for 
how to apply these findings in daily practice. These posts 
cover a wide range of topics, and come from leading 
scientists representing a broad range of nationalities, 
seniorities, and backgrounds. We would like to thank all 
contributors to the blog over the years, for helping to 
make their research evidence more salient and easily 
accessible to healthcare professionals, intervention 
developers and academics worldwide.

The Practical Health Psychology Blog is currently trans-
lated into 28 languages and actively disseminated across 
45 countries. This work is carried out by an amazing 
team of National Editors who translate blog posts into 
their local languages and disseminate posts to relevant 
networks of practitioners and policymakers. We would 
like to sincerely thank all current and past National 
Editors for their time, enthusiasm, expertise and servi-
ce to the community. Thank you for ensuring accurate 
translations, adding your country specific viewpoint and 
disseminating the posts widely to your networks. This 
blog would not be possible without your work. 

This e-book, Practical Health Psychology Volume 1, con-
tains all posts published by the blog since its inception 
through the end of 2020. We hope that it will make the 
contents of the blog even more accessible for readers, 
and help open another channel of dissemination. We 
would like to thank the European Health Psychology 
Society for covering the cost of this publication and 
making this eBook open access, as well as for its on-
going support, sponsorship and belief in the mission of 
the Practical Health Psychology Blog.

Finally, thank you to our readers. If you have not done 
it yet, you can subscribe online: www.practicalheal-
thpsychology.com, add us on Facebook and follow us 
on Twitter.

Preface
Hello, and welcome to 
Practical Health Psychology.

That’s it. Hope you like it.

PREFACE

Follow us on social media  

https://practicalhealthpsychology.com/
https://twitter.com/PractHealthPsy
https://www.facebook.com/practhealthpsy
https://www.instagram.com/practicalhealthpsychology/?igshid=1cr8iughj7bg1
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Using Health  
Psychology in  
your everyday 
practice

Karen Morgan, Perdana University Royal College of 
Surgeons in Ireland Medical School, Kuala Lumpur, 
Malaysia and Robbert Sanderman, University of 
Groningen and Health and Technology University of 
Twente, The Netherlands.

USING HEALTH PSYCHOLOGY IN YOUR EVERYDAY PRACTICE
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What is practical about  
health psychology?
Health psychology is a young, dynamic and rapidly 
growing discipline of psychology. Health psychologists 
focus on applying psychological theory and research to: 

• promoting and maintaining health and preven-
ting illness,

• understanding how people react to, cope with 
and recover from illness,

• personalizing treatments and interventions,
• improving health care systems and health policy.

Health psychology asks: What drives health-related 
behaviours, and how can these behaviours be changed? 
It also examines how emotions and beliefs are linked 
with these behaviours and their consequences. Health 
psychologists, therefore, work across many different 
environments and groups of people. These include 
patients, carers and families, individuals in the commu-
nity, health care professionals, and healthcare systems 
and institutions. As a result, some basic concepts from 
the field of health psychology are relevant for anyone 
working with patients or promoting behavioural chan-
ges in practice.

Promoting and maintaining 
health and preventing ill-
ness
While the burden of chronic illness is rapidly increasing 
worldwide, much of this is preventable. Epidemiological 
research has demonstrated that primary prevention 
(e.g., reducing risk factors for cardiovascular disease) is 
more effective than secondary prevention for reducing 
deaths from cardiovascular disease. Health psychology 
has a huge contribution to make in terms of reducing risk 
factors for illness in populations by identifying specific 
behaviours (e.g., smoking, poor diet, lack of physical 
activity, attending medical screening) and targeting 
them for change.

Health psychology focuses on the 

psychological mechanisms (e.g., 

knowledge, attitudes, cognitions) 

and social influences that may be 

hindering change and leading to 

sustained unhealthy behaviour 

patterns. A better understanding of 

these processes helps identifying 

optimal ways to support people 

to break out of such unhealthy 

routines and, for example, 

stop smoking or increase fruit 

consumption. The development 

and use of eHealth applications 

has steadily increased in this area, 

and the delivery of behaviour 

change techniques via Apps and 

devices provides a very interesting 

opportunity for health psychology. 

USING HEALTH PSYCHOLOGY IN YOUR EVERYDAY PRACTICE
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Understanding how people 
react to, cope with and re-
cover from illness
Illness has psychological effects that can impact recove-
ry. Individuals may experience stress, anxiety or depres-
sion, or struggle with what the illness may mean for their 
identity. Health psychologists try to better understand 
how to best support individuals dealing with illness, whi-
le also examining the complex links between cognitions, 
coping, outcomes and important health behaviours 
(e.g., medication adherence in different populations). 
Health psychologists critically consider the definition 
and measurement of key illness behaviours, for exam-
ple: How can adherence to medication be measured? 
What is an ‘acceptable’ level of adherence? Theories 
and models are used to explain and predict illness-re-
lated behaviours and outcomes, and form the basis 
for designing interventions to make positive changes 
in behaviours. Health psychologists also try to find out 
how and for whom these interventions are most effective. 

Personalizing treatments 
and interventions
We want to find out how for example a change in 
goal-setting or social skills may lead to better outco-
mes, e.g., improved self-management or generating 
social support; such a finding implies a mediation ef-
fect. These findings are important because it will ena-
ble us to improve our interventions since it opens the 
black box of the intervention and shows which ingre-
dients effectively work and have an effect on the out-
come when we are able to change them. In addition, 
it is also very important to know what works best for 
whom. Suppose a Cognitive Behavioural or Mindful-
ness intervention helps cancer patients to cope with 
the implications of the disease, we will see that some 
individuals do not respond to the treatment they 
were given. Research techniques enable us to find 
out whether patients with certain characteristics (like 
gender, age, or a personality characteristic) respond 
better or worse to one of these treatments. This is 
very helpful in determining which treatment works 
best for whom – a personalized treatment. 

USING HEALTH PSYCHOLOGY IN YOUR EVERYDAY PRACTICE
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Improving health care sys 
tems and health policy 

The ways in which doctors, nurses and other healthcare 
professionals interact with a patient can have a signi-
ficant impact on the patient’s response to illness and 
treatment. As well as working with patients, carers and 
families, health psychologists may work with health care 
professionals. Health psychology has an important role 
to play in the education of healthcare professionals by 
promoting patient-centered care that facilitates incre-
ased self-management, allowing individuals to have 
control over their health and helping them make better 
choices. This includes examining the communication 
style of healthcare professionals and finding ways to 
better match the style with patients’ needs in order 
to improve healthcare outcomes. So, for example in 
various countries Health Psychology Departments at 
Academic Hospitals train medical students in the above. 

Reaching out to Health  
Psychologists
If you are dealing in your work with issues described 
above and you like to be informed about the latest 
developments in this area, we suggest to keep an eye 
on our Health Psychology Practical Blog. In addition, 
if you need practical help, do not hesitate to get in 
contact with a Health Psychology Department in your 
own country and to see whether they can help. Could 
be anything from answering a quick question to col-
laboration in for example a health promotion project.

USING HEALTH PSYCHOLOGY IN YOUR EVERYDAY PRACTICE
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How to maintain 
health behaviours 
long term?

By Dominika Kwasnicka, SWPS University, Poland and 
University of Melbourne, Australia

The ultimate goal of health promotion programmes is 
to promote long-lasting change and health care profes-
sionals can play a role and help patients to improve their 
health outcomes and maintaining behaviour change. We 
know that health behaviour change is difficult to initiate 
and it can be even more challenging to maintain in the 
long term. One big question in health psychology is why 
maintenance is so difficult. 
To answer this question our group looked into theories 

that explain how people change and subsequently ma-
intain positive health changes such as quitting smoking 
and becoming more active. We identified 100 theories 
that explain how people change their behaviour and 
maintain those changes. The good news for people who 
promote health is that 100 theories can be summarised 
to five key themes that need to be addressed in order 
to achieve this long-lasting change.

HOW TO MAINTAIN HEALTH BEHAVIOURS LONG TERM?

https://books.google.pl/books?id=jyE-E9939wkC&printsec=frontcover&dq=planning+health+promotion+programs+an+intervention+mapping+approach&hl=en&sa=X&ved=0ahUKEwilhN7l98jlAhV_xMQBHVg3CScQ6AEIKTAA#v=onepage&q=planning%20health%20promotion%20programs%20an%20intervention%20mapping%20approach&f=false
https://www.ncbi.nlm.nih.gov/pubmed/21196792
https://www.tandfonline.com/doi/full/10.1080/17437199.2016.1151372
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1. Maintained motivation is important when we start 
a new health behaviour, such as joining the gym, 
starting jogging, eating healthily or avoiding fast 
food or excessive alcohol consumption. Not surpri-
singly, our motivation is also crucial for establishing 
long-lasting behaviour change. Motivation fluctu-
ates over time and in order to maintain new health 
behaviours, we need to come up with effective stra-
tegies to maintain new health behaviour even when 
motivation drops. It can be done for instance with 
planning what you can do when you face potential 
barriers. For example, by setting a plan that “when 
there is pouring rain outside, I will then exercise 
at home instead of going to the gym or for a jog”. 

2. Self-regulation involves keeping an eye on what 
you do. Monitoring your behaviour is important for 
identifying whether your current behaviour needs 
to change and so that you can actively change it, 
if change is needed. For example, in order to know 
if your level of physical activity is an issue, you 
need to be aware of how active you are every day. 
You can use a mobile phone app to see how many 
steps you do each day or you can note down how 
many minutes you are active every day, noting the 
intensity of the activity. The World Health Organi-
sation guidelines say that we need approximately 
30 minutes of moderate intensity physical activity 
each day, and if you realise that you are far off these 
guidelines, then you need to plan how to change it, 
in order to maintain regular activity, i.e. by specifying 
when, where and how you will make those changes. 

3. Resources including psychological and physical, are 
important for health behaviour change maintenance. 
For example, it is difficult to stay healthy (exercise, eat 
well) when you feel sluggish, when you are stressed, 
low on energy or if you hardly slept the night before. 
Plentiful psychological resources are needed to ma-
intain health behaviours, that means feeling full of 
energy, rested, and not stressed. Physical resources 
are important too; we need to build an infrastructure 
around us to live healthily. For example, we cannot eat 
well if we do not have easy access to healthy foods 
and we cannot take medicines, if we simply cannot 
access them. Psychological and physical resour-
ces ensure that we can maintain healthy lifestyles. 

4. Habits – everyone is talking about habits and ordi-
nary people understand them slightly differently 
than psychologists. For a health psychologist, habit 
associations develop when in response to a specific 
situation, someone consistently does something 
that achieves desirable outcomes. Bad habits such 
as smoking or eating late at night are difficult to 
change, as they can become our default options 
that come naturally and without thinking. In order 
to maintain health behaviour change, we need to 
break bad habits and shape good ones and psy-
chology gives us some great actionable solutions 
on how to do that. New positive habits usually take 
time to form and old ones take time to fade out. A 
popular behaviour change technique to develop 
habit is to monitor the cues (what causes the par-
ticular behaviour) and to respond with the same 
behaviour to the same cues in the same context.  

5. Finally, our environment, place where we are and 
people who surround us, needs to be supportive for 
us to maintain positive health behaviours. When we 
change our behaviour, we often need to change our 
environment or restructure it. People around us are 
an important part of our environment. Family, friends 
and people who we spend time with have an impact 
on how healthy we are. They can help us improve by 
providing encouragement or being our role models, 
yet they can also have a negative impact by nagging 
us to smoke cigarettes and drink alcoholic drinks with 
them. We do not recommend that you stop spending 
time with your friends who are inactive, drink alcohol, 
smoke and eat unhealthy food. We do encourage 
you to share your health plans and make an active 
decision to not be pressured by others. For example, 
saying no to that third cake serving.

HOW TO MAINTAIN HEALTH BEHAVIOURS LONG TERM?

http://practicalhealthpsychology.com/2019/01/motivation-and-the-first-steps-toward-physical-activity/
http://practicalhealthpsychology.com/2019/01/motivation-and-the-first-steps-toward-physical-activity/
https://www.tandfonline.com/doi/abs/10.1080/17437199.2013.766832
http://practicalhealthpsychology.com/2018/07/self-regulation-from-theory-to-practice-supporting-your-patients-goals-for-change/
http://practicalhealthpsychology.com/2019/01/motivation-and-the-first-steps-toward-physical-activity/
https://bjsm.bmj.com/content/54/24/1451
https://bjsm.bmj.com/content/54/24/1451
http://practicalhealthpsychology.com/2017/04/the-power-of-planning/
https://dictionary.cambridge.org/dictionary/english/habit
https://www.tandfonline.com/doi/full/10.1080/17437199.2013.876238
https://www.tandfonline.com/doi/full/10.1080/17437199.2013.876238
http://practicalhealthpsychology.com/2016/01/getting-into-the-habit-applying-the-science-of-habit-formation-to-the-real-world/
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.695.830&rep=rep1&type=pdf
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.695.830&rep=rep1&type=pdf
https://www.behavioraleconomics.com/resources/mini-encyclopedia-of-be/nudge/
http://practicalhealthpsychology.com/2018/01/social-support-and-health-behavior-how-to-move-from-well-intentioned-to-skilled-support/
https://www.tandfonline.com/eprint/7jxgECAMUbvMQ7WzAKvs/full
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• Stay motivated – easier said than done. Ask your patient why they want to 
change and maintain new health behaviour, mention previous success or other 
people who struggled but succeeded. 
 

• Monitor – encourage your patients to self-regulate and keep an eye on what 
they do, e.g., monitoring and regulating sleep, activity, diet, substance use. 
 
 

• Everyone needs resources – ensure that your patients have what they need to 
succeed in terms of psychological and physical resources, e.g., by getting eno-
ugh sleep and stocking up on healthy food supplies.  
 

• Work on habits – having good habits is the single best predictor of long-lasting 
health behaviour change. In order to develop good habits, your patient can form 
an ‘if-then’ plan linking cues with actions, e.g., when I see my walking shoes by 
the door, I will go for a walk. 
 

• Environment needs to be supportive – your patient needs to be embedded 
in a supportive environment with access to resources and people who provide 
support. It is good to check with the patient if the place where he/she lives and 
works is supportive for their behaviour change, if it is not, how could it improve? 
Also your patient could reach out to family and friends for support in long-lasting 
behaviour change. 

Practical recommendations

HOW TO MAINTAIN HEALTH BEHAVIOURS LONG TERM?

How do you inspire your patients not only to 
change what they do but also to maintain 
new health behaviours long term? 
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Helping 
pregnant 
women quit 
smoking: 
sharing best 
practice 
from the UK

By Felix Naughton, University of East Anglia, UK

Between 25-50% of female smokers quit smoking after 
they discover they are pregnant. But why do the remain-
der continue to smoke throughout their pregnancy?

Do they not know that smoking 
during pregnancy is harmful? 
They usually do. One of our UK studies, that included 
pregnant women both motivated and unmotivated to 
quit, found 99% agreed to some degree with the state-
ment ‘smoking during pregnancy can cause serious 
harm to my baby’ with around 75% agreeing very much 

or extremely. Yet less than 10% of them were abstinent 
12 weeks later. While making a quit attempt is more 
likely among those with strong ‘harm beliefs’ about 
smoking in pregnancy, it does not appear to increase 
the chances of success. 

Summary: Beliefs about the harms of smoking in 
pregnancy play only a minor role.

Are they unmotivated to quit? 
In some cases this is true. Early on in pregnancy our work 
suggests just under half of women report intending to 

HELPING PREGNANT WOMEN QUIT SMOKING: SHARING BEST PRACTICE FROM THE UK

https://pubmed.ncbi.nlm.nih.gov/22311960/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5695489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5695489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5896485/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5896485/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5695489/
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quit in the next 30 days and a similar proportion make 
a quit attempt. As the pregnancy continues, motivation 
to quit appears to decline. Surprisingly, being motivated 
does not improve the chances of success for a quit at-
tempt. The same is found among non-pregnant smok-
ers. Furthermore, reviews of randomised controlled 
trials evaluating motivational interviewing interventions, 
a counselling approach in part aiming to help people 
enhance their motivation for behaviour change, find this 
approach is not effective for cessation in pregnancy.

Summary: Motivation increases the chances of a 
woman making a quit attempt but on its own it is not 
enough to get them through to abstinence.

 Are they not interested in getting 
help to quit? 
Again, this is true in some cases, but not all. We found 
around half of pregnant women want help to quit smok-
ing when in early pregnancy. Unlike motivation, interest 
levels in support remained into late pregnancy. Howev-
er, only around one-in-ten reported accessing routine 
smoking cessation support at any time during their 
pregnancy. Those who did, reported having a higher 
interest in doing so early in their pregnancy. Speaking 

to a health professional about quitting was strongly 
associated with an interest in accessing support, so this 
may be a straightforward way to increase access to help.

Summary: Speaking to a pregnant woman about quit-
ting may increase her interest in support, which in turn 
could increase her chance of accessing it.

Are there no effective ways of  
helping pregnant women? 
Fortunately there are. Studies have shown that behav-
ioural support, structured advice and help to manage 
the behavioural aspects of smoking and quitting (though 
not motivational interviewing), whether delivered one-
to-one or in self-help form, either printed or digital 
resources, can help pregnant women quit smoking. 
Adding nicotine replacement therapy (NRT) to behav-
ioural support for women with moderate or high nicotine 
dependency is likely to increase the effectiveness of 
support. However, the evidence is quite weak, most 
likely because many trials report poor adherence to NRT. 
This is partly due to concerns that nicotine is harmful 
to the baby. However, a review looking at the highest 
quality studies which includes tens of thousands of 
women and babies found there is no evidence of harm 

HELPING PREGNANT WOMEN QUIT SMOKING: SHARING BEST PRACTICE FROM THE UK

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5896485/
https://pubmed.ncbi.nlm.nih.gov/21752135/
https://pubmed.ncbi.nlm.nih.gov/21752135/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2947553/
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD001055.pub5/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD001055.pub5/full
https://pubmed.ncbi.nlm.nih.gov/18339103/
https://pubmed.ncbi.nlm.nih.gov/29912621/
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD010078.pub3/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD010078.pub3/full
https://pubmed.ncbi.nlm.nih.gov/32621526/
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• Provide women who smoke in pregnancy 
with information about the risks of smoking 
for them and their baby and offer all women, 
regardless of their motivation to quit, sup-
port to quit smoking. For those who decline, 
continue to offer support throughout their 
pregnancy.

• Provide structured behavioural support, 
whether one-to-one or self-help, delivered 
in print or digitally, to those accepting sup-
port. But not motivational interviewing.

• The effectiveness of behavioural support will 
likely be increased with the offer of nicoti-
ne replacement therapy (NRT) for women 
demonstrating moderate to high nicotine 
dependence. However, women should be 
supported to use it effectively to maximi-
se adherence and address any unfounded 
concerns about its use during pregnancy. If 
women want to use e-cigarettes to quit then 
this may help them and should be conside-
red as a harm minimisation approach.

• If NRT is being offered then encourage wo-
men to use two forms (‘combination therapy’ 
e.g. patches and gum) to maximise nicotine 
substitution to reduce cravings and withdra-
wal symptoms.

• If resources allow, offer financial incentives 
for abstinence, dependent on providing 
verification, e.g., a breath test using a carbon 
monoxide (CO) monitor. 

Conflict of interest statement: Dr Felix Naughton 
has no ties or financial involvement with any 
manufacturer of nicotine replacement therapy 
or e-cigarettes.

Practical  
recommendations

HELPING PREGNANT WOMEN QUIT SMOKING: SHARING BEST PRACTICE FROM THE UK

from using NRT in pregnancy. Based on this, women 
can be reassured that any risks of using NRT are low, 
relative to continued tobacco use. A less well known 
factor is that pregnant women break down nicotine 
in their body twice as quickly compared to when not 
pregnant, due to increased metabolism. This means 
pregnant women will need more NRT than usual for it 
to reduce cravings and withdrawal. Typically though, 
women and health practitioners usually favour using 
less NRT than usual.
Other forms of nicotine delivery, such as e-cigarettes, 
may well be as effective during pregnancy as they are 
outside of pregnancy, but we don’t currently have the 
evidence to support their recommendation. Harms from 
e-cigarettes are likely to be significantly less than from 
tobacco. If pregnant women want to use e-cigarettes 
to help them stop smoking then advice in the UK is to 
support them to do this. Another effective approach is 
to provide financial incentives for achieving abstinence, 
when provided alongside behavioural support. The  
evidence indicates that incentives are the most effective 
approach we know.

Summary: Behavioural support, particularly when 
combined with nicotine replacement therapy for those 
demonstrating nicotine dependence and/or with 
financial incentives, are effective.

Who is in most need of support? 
There are lots of factors associated with quitting smok-
ing in pregnancy, such as lower education or income. But 
factors of more practical importance are having a part-
ner that smokes and having moderate or high nicotine 
dependence – these are significant barriers to quitting 
for many women. Other factors are having depression 
and experiencing higher stress during pregnancy.

Summary: Women 
with any or all of these 
characteristics will 
likely need intensive 
and multi-component 
support.

https://pubmed.ncbi.nlm.nih.gov/11961061/
https://www.journalslibrary.nihr.ac.uk/hta/hta21360#/abstract
https://www.journalslibrary.nihr.ac.uk/hta/hta21360#/abstract
https://smokefreeaction.org.uk/wp-content/uploads/2019/08/2019-Challenge-Group-ecigs-briefing-FINAL.pdf
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD004307.pub6/full
https://www.researchgate.net/publication/321779987_Predictors_of_smoking_cessation_during_pregnancy_a_systematic_review_and_meta-analysis_Predictors_of_smoking-cessation
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Improving the delivery 
of brief alcohol advice 
in primary care: views 
from both sides of the 
consultation table

By Amy 
O’Donnell, 
Newcastle 
University, UK

Levels of drinking have fallen recently in some parts of 
Europe, particularly amongst young people. However, 
excessive alcohol consumption remains a major risk 
factor for poor health and early death. Providing simple 
brief advice to those identified as heavy drinkers can 
help reduce the amount of alcohol people consume, 
especially when delivered by primary care clinicians 
such as general practitioners (GPs) or nurses. Alcohol 
brief advice involves a short, evidence-based, struc-
tured conversation that aims to motivate and support a 
patient to consider a change in their drinking behaviour 

to reduce their risk of harm. We still haven’t fully iden-
tified the key ingredients of these conversations, but 
providing personalised feedback on a patient’s alcohol 
consumption, and encouraging them to self-monitor 
their drinking, seem to be particularly effective parts 
of the package.

However, getting evidence-based treatments and in-
terventions into routine healthcare is a slow and tricky 
business. Some estimates suggest it takes 17 years on 
average for research findings to make their way into 

https://www.sheffield.ac.uk/polopoly_fs/1.806889!/file/Oldham_Holmes_Youth_drinking_in_decline_FINAL.pdf
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD004148.pub4/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD004148.pub4/full
https://www.euro.who.int/__data/assets/pdf_file/0006/351294/Alcohol-training-manual-final-edit-LSJB-290917-new-cover.pdf?ua=1
https://www.euro.who.int/__data/assets/pdf_file/0006/351294/Alcohol-training-manual-final-edit-LSJB-290917-new-cover.pdf?ua=1
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1360-0443.2012.03845.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1360-0443.2012.03845.x
https://journals.sagepub.com/doi/full/10.1258/jrsm.2011.110180#bibr-JRSM-11-0180C1
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everyday clinical practice. After three decades of rese-
arch, 70+ randomised controlled trials, and numerous 
reviews of published studies, brief alcohol advice is 
still not routinely delivered in global primary healthcare 
systems. To understand why brief alcohol advice has 
not been fully integrated to primary care, we need to 
consider many different perspectives on the problem, 
including the views of those who provide healthcare 
(clinicians), and those who use it (patients).

So, what do the people 
involved in delivering and 
receiving alcohol brief 
advice in primary care tell 
us about the challenges 
they face?
Some common issues raised by GPs and nurses include 
not having enough time, training, or financial resources 
to deliver alcohol advice to their patients. However, 
providing extra payments to GPs for alcohol work is not 
necessarily an effective implementation strategy. One 
recent study found that introducing financial incentives 
for alcohol advice in English primary care had almost 
no impact on delivery rates. Other research suggests 
that clinicians’ attitudes and beliefs about the relevance, 
sensitivity, and overall value of discussing alcohol in 
routine patient consultations could play a bigger part 
in influencing their practice. For example, some GPs 
doubt that their patients will be receptive to advice 
about changing their drinking behaviour, particularly 
very heavy drinkers. This is partly due to a lack of con-
fidence in the effectiveness of psychological therapies 
for excessive alcohol consumption, but also because 
GPs are concerned that they might offend patients by 
raising the topic of drinking in the first place.

Less research has explored patients’ perspectives on 
these issues. Studies report that most people think it 
is acceptable for GPs or nurses to ask about their alco-
hol consumption, and view such lifestyle advice as a 
valuable part of healthcare, particularly for those with 
underlying and/or alcohol-related health conditions. 
Like some doctors, however, patients are less sure 
that heavy drinkers would be open to talking about 

their alcohol consumption with clinicians, at least not 
truthfully. Yet the bigger challenge is that many patients 
show limited awareness about their own level of drinking. 
This is partly because calculating how much alcohol is 
actually in that glass of wine or gin and tonic is pretty 
difficult, and it can be easy to lose track when you are 
pouring drinks without standardised measures at home.

But it is also because for many of us, alcohol con-
sumption isn’t viewed in terms of how much it increases 
our risk of particular conditions and diseases (i.e., the 
way that clinicians, public health practitioners or epi-
demiologists see drinking), but rather in terms of the 
central role it plays in fun, pleasure and celebration. 
This means that some patients might be reluctant to 
recognise either that they are drinking too much, and/
or question why their healthcare provider is asking them 
to cut down. Linked to this issue, patients tell us they 
already carry out a range of strategies to limit their 
drinking, but see these as based on ‘life lessons’ learned 
from their own families, friends, and social groups. So 
again, some patients see limited benefit in the advice 
that GPs or nurses might offer about drinking, which 
can seem disconnected from real life.

https://bmcpsychology.biomedcentral.com/articles/10.1186/s40359-015-0089-9
https://academic.oup.com/jpubhealth/article/33/3/412/1557958
https://onlinelibrary.wiley.com/doi/abs/10.1111/add.14778
https://link.springer.com/article/10.1186/s12889-018-5275-2
https://link.springer.com/article/10.1186/s12889-018-5275-2
https://bmcfampract.biomedcentral.com/articles/10.1186/s12875-020-01142-9
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So how can we use all these views, perceptions, 
and experiences to improve the implementation 
of alcohol brief advice in primary healthcare?

• First, rest assured that it is OK to ask about 
drinking. There is little evidence patients will 
take offence if you ask about their drinking 
habits.

• Be sure to ask questions about ‘how’ and 
‘why’ patients actually drink, rather than sim-
ply ‘how much’. This will boost the relevan-
ce and meaning of any advice you give, by 
acknowledging the social and cultural values 
that shape patients’ drinking.

• Next, based on what patients tell you about 
the situations in which they are most likely to 
drink heavily, help them to develop preven-
tive strategies specifically targeted to those 
critical moments of risk. Where possible, 
build these strategies around the types of 
tactics that many patients already see as fe-

asible and effective. For example, by limiting 
drinking in particular settings, such as at 
home, or with particular social groups, such 
as children.

• Finally, given that clinical time is always limi-
ted, focus on delivering brief alcohol advi-
ce to patients who present with conditions 
where there is a recognised link with heavy 
drinking, such as high blood pressure, mental 
ill-health, or gastric problems. This will help 
to target the use of precious resources, and 
may also be more acceptable and engaging 
for patients themselves.

Funding acknowledgement
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Staying 
well while 
staying at 
home

By Federica Picariello and Rona Moss-Morris, King’s 
College London, the UK.

Within weeks around the world, daily life dramatical-
ly changed, and uncertainty seized our future in the 
wake of the COVID-19 pandemic. Beyond the immediate 
and urgent need to slow down the spread of COVID-19 
through rapid and widespread behavioural change 
(i.e., self-isolation, social distancing, and quarantine), the 
impact on mental and physical wellbeing needs to be 
considered to allow early intervention and mitigate the 
longer-term consequences.

A rapid review showed the negative psychological impact 
of quarantine, with evidence of long-lasting effects. Factors 
like longer quarantine duration, fear of becoming infected 
and preoccupation with physical symptoms indicating in-
fection, frustration, boredom, stigma, and practical issues 
were identified as important contributors to the negative 
psychological effects of quarantine. A Position Paper has 
outlined the mental health research priorities, including 
accurately assessing the impact and mitigating these 
consequences under pandemic conditions. This position 
paper also indicated the importance of providing support 
for individuals to build optimal structures to maintain their 
wellbeing, which is likely to also facilitate adherence to 
behavioural advice required in response to COVID-19.

Anticipating this, we – the Health Psychology Section 
(IoPPN) at King’s College London – held a public enga-
gement event on how to maintain health and wellbeing 
during the COVID-19 pandemic using health psychology 
theory and evidence. Here we will focus on four key areas 
for physical and mental wellbeing that were highlighted: 
1) establishing new healthy routines at home, 2) achieving 
a helpful balance in symptom monitoring, 3) identifying 
new ways of connecting and leisure activities, and 4) 
managing uncertainty.

1) Establishing new healthy  
routines at home 

The measures in place to halt the outbreak of COVID-19 
bring profound changes to normal routines and it can be 
challenging to adjust to a new daily schedule and keep 
track of time when typical time anchors and external 
pressures are no longer present. These changes are also 
an opportunity to create new healthy routines, key to 
staying physically and mentally well during the pandemic. 
There are clear recommendations for physical  
activity, sedentary behaviour, sleep, nutrition, and al-

https://practicalhealthpsychology.com/2020/04/insights-from-behavioural-science-for-the-covid-19-pandemic/
https://linkinghub.elsevier.com/retrieve/pii/S0140673620304608
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7159850/pdf/main.pdf
https://www.kcl.ac.uk/ioppn/depts/psychology/research/researchgroupings/healthpsych
https://www.kcl.ac.uk/ioppn/maintaining-health-and-wellbeing-during-the-covid-19-pandemic
https://www.kcl.ac.uk/ioppn/maintaining-health-and-wellbeing-during-the-covid-19-pandemic
https://www.nhs.uk/live-well/exercise/
https://www.nhs.uk/live-well/exercise/
https://bjsm.bmj.com/content/49/21/1357
https://www.sleepfoundation.org/how-sleep-works/how-much-sleep-do-we-really-need
https://www.nhs.uk/live-well/eat-well/
https://www.drinkaware.co.uk/facts/alcoholic-drinks-and-units/latest-uk-alcohol-unit-guidance
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cohol consumption. A recent review of effective tech-
niques aimed at promoting healthy eating and physical 
activity identified that self-monitoring combined with one 
or more techniques like goal setting as key behaviour 
change methods. For goals, being specific about the 
‘what’ and the ‘when’ is also important.  For example, it 
is harder to stick to a goal ‘I will have three alcohol-free 
days’ than to one that says ‘I will refrain from alcohol on 
Monday, Tuesday and Thursday.’

2) Achieving a helpful balance in 
symptom monitoring

Monitoring symptoms and responding by self-isolating 
if experiencing a new and continuous cough and fever is 
another measure that has been adopted in response to 
the pandemic. It is very natural in the current circumstan-
ces to become worried about somatic sensations and 
engage in continuous scanning of the body for symptoms. 
However, approximately 80% of people will experience 
one or more symptoms in any given month and respira-
tory physical symptoms are common. Everyday physical 
symptoms can be related to our bodies’ flight-or-fight 
response to stress. Therefore, whilst some anxiety is 
helpful as it motivates people to follow the measures 
in place, too much anxiety can increase symptoms and 
stop us from getting on with daily tasks. Being aware of 
thoughts and emotions and moving our attention from 
symptoms to other activities can help as can relabeling 
or reinterpreting symptoms (e.g., my breathlessness 
could be because of stress). Relaxation exercises can 
also help anxiety if symptoms are exacerbated by stress. 
It is a difficult balance as clearly it is also important to 
physically isolate if you have actual COVID-19 symptoms 
and seek medical attention if they become more serious.  

3) Identifying new ways of  
connecting and leisure activities

The term social distancing to describe the lockdown is 
perhaps unfortunate, as we need to maintain a physical 
distance whilst trying to find ways to remain connected 
socially. Social isolation and loneliness are related to 
increased mortality and hospitalisations. Therefore, 
staying in touch with friends and family remotely while 
staying at home, spending time with members of the 
household, and leisure activities were reported as im-
portant coping strategies during the quarantine.

4) Managing uncertainty

Worry about the future and uncertainty about when life 
will go back to normal are common. Emotions, both 
positive and negative, are part of normal life. Worry, fear, 
and anxiety in response to the current circumstances are 
in fact fitting. Dr Russ Harris, a world-renowned accep-
tance and commitment therapy (ACT) clinician, has put 
together some very helpful resources for strategies to 
better manage the current uncertainty. For example, bring 
to your mind a thought you’ve been struggling with (e.g., 
“I can’t see my family because of lockdown”), focus on 
this thought for 30 seconds. Next, put this thought inside 
the phrase “I am having the thought that…” and focus on 
this for 30 seconds. Finally, put your thought inside the 
phrase “I am noticing I am having the thought that…” and 
focus on this for 30 seconds. With every step, you may 
notice more distance from the thought. 

• Help people to re-establish or develop new 
helpful routines at home, by encouraging 
self-monitoring of physical activity, sedenta-
ry behaviour, sleep-wake cycle, nutrition, and 
consumption of alcohol and using SMART 
goals (Specific, Measurable, Achievable, 
Realistic, and Timely) to make changes.

• Normalise negative emotions, like anger, 
guilt, frustration, fear, anxiety, and sadness; 
as fitting responses to a challenging and 
uncertain situation.

• Explain that it is essential to prioritise some 
activities which are enjoyable and relaxing, 
not just work and chores. This can mean 
learning something new or rediscovering a 
hobby that they would not normally have 
time for. During this time at home, we may 
need to be creative about what these ac-
tivities can be, particularly for screen-free 
time.

Additional helpful tips can be found here.

Practical  
recommendations

https://www.drinkaware.co.uk/facts/alcoholic-drinks-and-units/latest-uk-alcohol-unit-guidance
https://ore.exeter.ac.uk/repository/bitstream/handle/10871/13754/Michie%20Abraham%20et%20al%20(2009)%20Effective%20techniques%20-%20diet%20and%20physical%20activity%20meta%20-%20Health%20Psychology.pdf?sequence=4
https://ore.exeter.ac.uk/repository/bitstream/handle/10871/13754/Michie%20Abraham%20et%20al%20(2009)%20Effective%20techniques%20-%20diet%20and%20physical%20activity%20meta%20-%20Health%20Psychology.pdf?sequence=4
https://practicalhealthpsychology.com/2017/04/the-power-of-planning/
https://practicalhealthpsychology.com/2018/08/how-to-set-goals-that-work/
https://www.kcl.ac.uk/news/symptom-tracker-app-hits-15-million-uk-users
https://www.acpjournals.org/doi/10.7326/M14-0461
https://www.health.harvard.edu/mind-and-mood/six-relaxation-techniques-to-reduce-stress
https://bmcpsychiatry.biomedcentral.com/articles/10.1186/1471-244X-8-41
https://www.researchgate.net/publication/264987060_The_Neuroendocrinology_of_Social_Isolation
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/bulletins/coronavirusandthesocialimpactsongreatbritain/16april2020
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/bulletins/coronavirusandthesocialimpactsongreatbritain/16april2020
https://www.baps.org.uk/content/uploads/2020/03/FACE-COVID-by-Russ-Harris-pdf-pdf.pdf
https://practicalhealthpsychology.com/2018/08/how-to-set-goals-that-work/
https://practicalhealthpsychology.com/2018/08/how-to-set-goals-that-work/
https://phe-newsroom.prgloo.com/news/covid-19-mental-health-campaign-launched-today
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STOP BEING AN OSTRICH! THE BENEFITS OF HELPING PEOPLE TO MONITOR THEIR PROGRESS

By Thomas L. Webb, Department of Psychology, 
The University of Sheffield, the UK

How are you getting on with your goal to reduce the 
amount of sugar that you eat and lose 10kg? Chances 
are that you don’t really know – or even want to know. In 
situations like these, people tend to behave like ostriches 
and bury their heads in the sand, intentionally avoiding 
or rejecting information that would help them to monitor 
their goal progress. Research on this “ostrich problem” 
suggests that people often do not keep track of their 
progress (e.g., step on weighing scales, read the pac-
kets of food that they buy), in part, because doing so 
can make them feel bad about themselves – e.g., they 
realise that they weigh more than hoped and that they 
still consume too much sugar. However, theory and 
evidence suggest that keeping track of progress helps 

people to identify discrepancies between their current 
and desired states that warrant action. The implication 
is that avoiding monitoring makes it difficult to identify 
the need to act and the most appropriate way to do so. 
The ostrich problem therefore represents an opportu-
nity for healthcare professionals (and others) to help 
people to monitor their progress and capitalise on the 
benefits of so doing. Perhaps not surprisingly then, we 
found good evidence that prompting people to monitor 
their progress helps people to achieve goals across 
a range of domains.

https://onlinelibrary.wiley.com/doi/full/10.1111/spc3.12071
https://www.sciencedaily.com/releases/2015/10/151029101349.htm
https://www.sciencedaily.com/releases/2015/10/151029101349.htm
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Monitoring involves taking stock of the current situation 
(e.g., how much sugar has been consumed that day, 
when, and where) and comparing this to some goal or 
reference value (e.g., a maximum of 6 teaspoons of sugar 
per day). This can be done in a diary or simply on a piece 
of paper, but there are also now digital tools available 
that can help people to monitor their progress – inde-
ed, people are even starting to talk about a movement 
called “the quantified self”. For example, our phones 
automatically record how many steps we have taken, 
our watches tell us how long and how well we have 
slept, and people can use apps to scan the barcodes on 
food packaging to find out their nutritional properties. 
Many of these devices even ask us to set a goal and 
then compare our progress toward this goal.

Using these tools to monitor progress can help people to 
identify when and how best to take action. For example, 
scanning the barcodes on food packaging could help a 
person who is trying to reduce their sugar consumption 

to realise how much sugar is in a glass of orange juice or 
a bowl of cornflakes, and help them identify (and switch 
to) lower-sugar alternatives. Monitoring can therefore 
form the basis of interventions designed to help people 
to achieve a range of health goals. Furthermore, there 
is evidence that monitoring is even more effective if it 
is combined with techniques that help people to set 
appropriate goals against which to monitor progress 
and take the action if and when monitoring identifies 
that it is needed (e.g., if-then planning). 

Given that people may be defensive about the infor-
mation that they receive (e.g., suggest that the informa-
tion does not reflect their typical behaviour, or that the 
monitoring device must be inaccurate), psychological 
techniques like self-affirmation (encouraging people 
to affirm valued aspects of themselves) may also help 
people to accurately appraise the information and its 
implications.

Monitoring progress often simply involves identifying a 
method for monitoring behaviour and/or outcomes (e.g., 
an app or diary) and committing to using it. However, as 
described above, people often bury their heads in the 
sand and do not monitor their progress. You may there-
fore be able to:

• Help people identify what to monitor. For example, if they are trying to lose weight, consider whether it 
would be best to monitor behaviours like physical activity, or dietary intake; outcomes like weight or waist 
circumference; or a combination of both? Our research suggests that people should be encouraged to 
monitor whatever it is that they most want to change: be it outcomes, behaviours or both.  

• Help people objectively reflect on the information obtained through monitoring. Evidence suggests 
that self-affirmation strategies may prevent people from becoming defensive about the information 
that they receive. If you suspect that an individual might react defensively to their monitored behaviour or 
outcomes, then encouraging them to affirm valued aspects of the self (e.g., that they are a kind and consi-
derate person) before monitoring their progress may help them to accept the information. 

• Support people in making the changes that monitoring suggests might be needed. Identifying the need 
to act and being motivated to do so are only the first steps in making a change. As people may need help to 
translate their good intentions into action, prompt them to form if-then plans that specify when, where, 
and how they will act. For example, someone who identifies that they are eating too much sugar might form 
the plan “If I am having breakfast, then I will have porridge oats, rather than cornflakes”.

Practical recommendations

STOP BEING AN OSTRICH! THE BENEFITS OF HELPING PEOPLE TO MONITOR THEIR PROGRESS

https://en.wikipedia.org/wiki/Quantified_self
https://www.samsung.com/global/galaxy/apps/samsung-health/
https://www.garmin.com/en-US/blog/fitness/advancedrem/
https://www.iphoneness.com/iphone-apps/awesome-food-barcode-scanners/
https://www.iphoneness.com/iphone-apps/awesome-food-barcode-scanners/
https://practicalhealthpsychology.com/2018/08/how-to-set-goals-that-work/
https://practicalhealthpsychology.com/2018/08/how-to-set-goals-that-work/
https://practicalhealthpsychology.com/2017/04/the-power-of-planning/
https://www.psychologytoday.com/gb/blog/dont-delay/200903/self-affirmation-strategy-reduce-self-control-failure
https://www.sciencedaily.com/releases/2015/10/151029101349.htm
https://journals.sagepub.com/doi/abs/10.1177/0146167210369557?journalCode=pspc
https://journals.sagepub.com/doi/abs/10.1177/0146167210369557?journalCode=pspc
https://journals.sagepub.com/doi/abs/10.1177/0146167210369557?journalCode=pspc
https://www.psychologytoday.com/gb/blog/the-road-hell/201609/building-bridge-between-intention-and-action
https://practicalhealthpsychology.com/2017/04/the-power-of-planning/
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Insights from 
behavioural 
science for 
the COVID-19 
pandemic

By Shane Timmons, 
Economic and Social 
Research Institute, Ireland

Governments worldwide have mobilised to try to control 
the spread of the novel coronavirus, but the behaviour 
of individuals will be vital to their success. We – the 
Behavioural Research Unit at the Economic and Social 
Research Institute in Dublin – are working with Ireland’s 
Department of Health to inform their response to the 
COVID-19 pandemic. As part of this work, we’ve revie-
wed over 100 scientific papers and have begun testing 
ways to best communicate with the public, with les-
sons relevant for health psychology practitioners. In our 
review, we focus on literature relevant for three areas 
that have formed the basis for public health messaging 
in multiple countries: hand hygiene, face touching and 
isolation. We also address broader literatures on how 
to motivate helpful behaviour and communicate effec-
tively in a crisis. 

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30567-5/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30567-5/fulltext
https://www.esri.ie/about-the-behavioural-research-unit
https://www.esri.ie/about-the-behavioural-research-unit
https://www.esri.ie/bru
https://journal-bpa.org/index.php/jbpa/article/view/147
https://journal-bpa.org/index.php/jbpa/article/view/147
https://www.esri.ie/publications/motivating-social-distancing-during-the-covid-19-pandemic-an-online-experiment
https://www.esri.ie/publications/motivating-social-distancing-during-the-covid-19-pandemic-an-online-experiment
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Hand hygiene
Ways to improve hand hygiene in healthcare settings are 
well researched. There is strong evidence that education 
and awareness are not enough, but simple changes to 
the environment can be highly effective. Drawing atten-
tion to alcohol-based hand sanitisers, for example by 
placing them in common pathways and using brightly 
coloured signs, dramatically increases their use, much 
more than increasing the number of dispensers. Signal-
ling that their use is an expected norm can have further 
benefits. Direct but polite questions – for example, 
asking “have you used the hand sanitiser?” as patients 
or visitors arrive – are a simple way to communicate 
these norms. Building these habits now and mainta-
ining them once wider restrictions relax is important.   

Face touching
In contrast to hand hygiene research, we found no tests 
of interventions to reduce face touching. Awareness is 
unlikely to be effective: making people self-conscious 
about face touching may even increase the rate at 
which they do so. In the absence of established interven-
tions, practitioners can rely on more general models 
of behaviour change, such as the Behaviour Change 
Wheel, Intervention Mapping, or the EAST Framework. 
We and others have recommended testing ways to 
replace face touching with alternatives (e.g., using a 
sleeve or tissue), rather than simply discouraging it. 

Isolation
Self-isolation by individuals with symptoms or who have 
been in close contact with infected persons will save 
lives, but can have negative psychological effects. Social 
isolation and loneliness have effects on wellbeing com-
parable to well-known risk factors such as smoking. A 
review of 24 studies on people who were quarantined 
during previous infectious disease outbreaks highlighted 
risks beyond the isolation period, including increased 
incidences of depression up to three years later. Heal-
thcare workers may be particularly at risk, as negative 
psychological effects of isolation can be compounded 
by concerns about failing to support co-workers or 
their patients during the outbreak. Authorities should 
provide additional mental health services that can be 
accessed remotely, particularly for vulnerable groups. 

Helping individuals to plan for self-isolation could help 
The World Health Organisations and many national 
health services, such as the UK’s NHS, have recom-
mendations to help cope, which include keeping in 
contact with others via phone or online, exercising 
if you feel well enough and maintaining a routine.  

Motivating Helpful  
Behaviour
The consequences of contracting COVID-19 are not 
equal across individuals. Older people and people with 
underlying conditions face much greater risks than 
younger and healthier people. Yet the wellbeing of those 
most at risk depends not only on their own behaviour but 
also on the behaviour of others. There is good evidence 
for strategies that promote co-operation when actions 
that benefit the individual may not necessarily benefit 
the wider group. Effective communication is vital. Pro-
moting group identity using language like “we are in this 
together” will make public-spirited action more likely, 
as will polite disapproval of unhelpful behaviour (e.g., 

https://linkinghub.elsevier.com/retrieve/pii/S1473309911702833
https://linkinghub.elsevier.com/retrieve/pii/S1473309911702833
https://doi.org/10.1186/1748-5908-7-92
https://doi.org/10.1086/671729
https://doi.org/10.1037/h0036059
https://doi.org/10.1186/1748-5908-6-42
https://doi.org/10.1186/1748-5908-6-42
https://www.bi.team/publications/east-four-simple-ways-to-apply-behavioural-insights/
https://www.bi.team/blogs/how-to-stop-touching-our-faces-in-the-wake-of-the-coronavirus/
https://bfi.uchicago.edu/working-paper/2020-26/
https://bfi.uchicago.edu/working-paper/2020-26/
https://journals.sagepub.com/doi/10.1177/1745691614568352
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30460-8/fulltext
https://www.who.int/docs/default-source/coronaviruse/mental-health-considerations.pdf
https://www.nhs.uk/oneyou/every-mind-matters/coronavirus-covid-19-staying-at-home-tips
https://linkinghub.elsevier.com/retrieve/pii/S014067362030547X
https://blogs.bmj.com/bmj/2020/03/04/abraar-karan-control-covid19-outbreak-young-healthy-patients-should-avoid-emergency-room/
https://link.springer.com/article/10.1023%2FA%3A1026277420119
https://link.springer.com/article/10.1007%2Fs10683-010-9257-1
https://www.aeaweb.org/articles?id=10.1257/000282803321455359
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INSIGHTS FROM BEHAVIOURAL SCIENCE FOR THE COVID-19 PANDEMIC

panic buying). Experiments show that highlighting the 
sacrifices of others encourages helping. And a rapidly 
growing body of evidence directly testing COVID-19 
communications shows that highlighting the risks to 
others and prosocial appeals to avoid “spreading” the 
virus are likely to be more effective than simply providing 
advice or messages on how to avoid “getting” the virus.  

Communicating Crisis  
Information
The psychology of risk communication highlights ad-
ditional principles that will likely be useful for prac-
titioners communicating with patients and clients about 
the COVID-19 pandemic. Speed, honesty and credibi-
lity are important. More generally, practitioners can 
acknowledge their own uncertainty and empathy for 
the difficulties people will face during the crisis, while 

stressing the usefulness of individual actions in order to 
balance the anxiety people will hold with optimism. 

Fighting the spread of COVID-19 requires contributions 
from multiple sciences. Theory and methods from be-
havioural science can play their part. Rapid pre-testing 
of behavioural science recommendations through high 
quality experiments will be important to maximise their 
benefit. 

• Improve hand hygiene by combining awareness 
campaigns with sanitisers that stand out and po-
lite signals that their use is an expected norm. 

• Discouraging face touching is unlikely to be eno-
ugh – alter the physical and social environments 
to change behaviour, for example by creating 
new norms for replacement behaviours such 
as face touching with a sleeve or having tissues 
readily available.  

• Helping people engage with social networks 
remotely and maintain a routine are likely to help 
address the negative psychological effects of 
isolation, but additional mental health supports 
are needed. 
 

 
 
 

• Emphasise the collective nature of the problem 
we face and highlight the risks to those most vul-
nerable to promote helpful behaviour – but don’t 
let unhelpful behaviour go unchecked. 

• Balance the anxiety people will hold with optimi-
sm over the effectiveness of individual actions in 
addressing the spread of COVID-19. 

Practical 
recommendations

https://www.researchgate.net/publication/337402308_Imagined_alternatives_to_episodic_memories_of_morally_good_acts?_sg=v1WWfTL74cu7DNo-SJYlxz7wbxBmtGAsUcToMkJhs5Cst_T_tPUfgRj9GcTr9sP_P8x6it5NJWx7mefj7R-kqLm4aS2FfTBpc7DNpfv9.N_9ykCLpEXe8jpihhygegO_7Rjkj_uY3Z9HI3An-DGKUiqm4v5_StVcZpHlM5PnXvUj04Y6sCbc1TnfeZkutcA
https://www.esri.ie/publications/motivating-social-distancing-during-the-covid-19-pandemic-an-online-experiment-0
https://www.esri.ie/publications/motivating-social-distancing-during-the-covid-19-pandemic-an-online-experiment-0
https://psyarxiv.com/discover?q=yuq7x
https://annals.org/aim/article-abstract/1897104/evidence-based-risk-communication-systematic-review?doi=10.7326%2fM14-0295
https://annals.org/aim/article-abstract/1897104/evidence-based-risk-communication-systematic-review?doi=10.7326%2fM14-0295
https://www.sciencedirect.com/science/article/abs/pii/S0363811118303382?via%3Dihub
https://pure.au.dk/portal/files/181464339/The_unpleasant_truth_is_the_best_protection_against_coronavirus_Michael_Bang_Petersen.pdf
https://blogs.bmj.com/bmj/2020/03/03/behavioural-strategies-for-reducing-covid-19-transmission-in-the-general-population/
https://blogs.bmj.com/bmj/2020/03/03/behavioural-strategies-for-reducing-covid-19-transmission-in-the-general-population/
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The importance of 
assessing clients’ 
coping strategies

By Nadia Garnefski and Vivian Kraaij, Department of 
Clinical Psychology, Leiden University, The Netherlands

“Rob has just heard that he has HIV (negative event). He thinks that he is the one to blame for this (self-blame) and he 
avoids seeing his friends (withdrawal). The situation makes him sad. When sitting at home, he cannot stop thinking 
about his feelings (rumination) and believes that what has happened to him is a complete disaster (catastrophizing). 
Because he feels sad, he has little energy. As a result, he withdraws even more. This makes him even sadder. In this 
way, Rob is drawn into a downward spiral.”

THE IMPORTANCE OF ASSESSING CLIENTS’ COPING STRATEGIES
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THE IMPORTANCE OF ASSESSING CLIENTS’ COPING STRATEGIES

People experience a range of strong emotions in response 
to negative life events. To deal with these emotions people 
may use various cognitive and behavioral strategies. This 
process is also called coping. Lazarus defines coping as 
an individual’s efforts to manage the psychological stress 
associated with conditions of harm, threat or challenge. In 
the example of Rob, above, the negative event was hearing 
the news that he was infected with the HIV virus. Many other 
examples of stressful events might occur, ranging from 
single events such as death, divorce or job loss, to more 
enduring stressful life circumstances such as bullying, high 
work load or relationship problems. Thus, coping relates 
to managing all kinds of stressful life conditions.

Coping strategies can be divided into cognitions (what 
you think) and behaviors (what you do). An example of a 
cognitive coping strategy (thought) is self-blame. People 
who use this coping strategy blame themselves for what 
they have experienced (Rob blamed himself for having 
been infected by the HIV virus). Other examples of cognitive 
strategies are rumination and catastrophizing. Rumination 
means that one keeps thinking over and over about the 
emotions, feelings and thoughts that are associated with 
the negative experience. Catastrophizing refers to explicitly 
focusing on the disastrous aspects of the experience. Rob 
applied both these strategies. More examples of cognitive 
strategies are: blaming others, acceptance, refocusing 
on other more pleasant matters, planning which steps to 
take, positive reappraisal or attaching a positive meaning 
to the event, and putting the event into perspective (by 
comparing it to other, worse events). In total, nine cognitive 
coping strategies are distinguished in the literature. An 
example of a behavioral coping strategy is withdrawal, 
which refers to drawing yourself back from situations and 
social contacts, which happened to Rob. Other behavioral 
coping strategies are seeking distraction, actively taking 
steps to handle the experience, seeking social support, and 
ignoring, which refers to behaving like nothing has happe-
ned. In total, five behavioral strategies are distinguished.

Two instruments have been developed and validated 
for the assessment of cognitive and behavioral coping, 
respectively the Cognitive Emotion Regulation Question-
naire (CERQ) and the Behavioral Emotion regulation Qu-
estionnaire (BERQ). The CERQ has been translated and 
validated in numerous languages. The BERQ is being 
translated in various languages at present.

Research that investigated the role of cognitive and beha-
vioral coping strategies (by using the CERQ and the BERQ) 
has identified helpful and less helpful coping strategies. 

With regard to cognitive strategies: rumination, catastro-
phizing, and self-blame can be considered as less helpful 
and positive reappraisal, putting into perspective and po-
sitive refocusing as more helpful. With regard to behavioral 
strategies: withdrawal and ignoring can be considered as 
less helpful, and actively approaching, seeking distraction, 
and seeking social support as more helpful. These are 
general conclusions, in specific situations with specific 
stressors, other observations may be true.

Knowledge about clients’ specific cognitive and be-
havioral coping strategies may help to understand the 
vicious circle of people’s psychological problems and 
might provide clues for changing maladaptive patterns 
into more adaptive ones.

“Rob has started with therapy. The therapist assessed 
Rob’s cognitive and behavioural coping strategies and 
found that he scored high on self-blame, rumination, 
catastrophizing and withdrawal. He explains to Rob 
that these strategies are not helpful and can even wor-
sen his depression, by bringing him into a downward 
spiral. They start working on breaking through the 
withdrawal and changing the negative thought pat-
terns by using techniques from Cognitive Behavioural 
Therapy. After a couple of sessions, Rob started seeing 
his friends again and now feels a lot better.”

 

Practical  
recommendations

• Always assess clients’ coping strategies next to 
their psychopathology. This may provide impor-
tant information for the focus of therapy. 

• Provide psychoeducation about the fact that 
people’s cognitive and behavioural coping stra-
tegies may be part of a downward spiral towards 
depression. 

• General techniques from Cognitive Behavioral 
Therapy may be used to change maladaptive 
cognitive and behavioral coping strategies, such 
as behavioral activation and challenging negative 
thoughts.

https://epdf.pub/stress-and-emotion-a-new-synthesis.html
https://www.sciencedirect.com/science/article/pii/S0191886900001136?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0191886900001136?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0191886918304318?via%3Dihub


28

Are your clients being 
defensive? If so, self-
affirmation may help.

ARE YOUR CLIENTS BEING DEFENSIVE? IF SO, SELF-AFFIRMATION MAY HELP.

Peter Harris and Ian Hadden, The Self-Affirmation 
Research Group, School of Psychology, University of 
Sussex, UK

Have you ever been reluctant to face up to something 
you’d rather ignore? Maybe your fondness for something 
bad for you that you eat too often or your tendency to 
avoid health check-ups? Well, you’re not alone. Most of 
us think we are generally quite sensible and competent 
people. So, being told that something we do is not really 
sensible or competent can be quite challenging. As a 
result, we can be pretty skilled at resisting messages 
we’d prefer not to hear.

Unfortunately, resisting messages about risks to our 
health – such as the effects of being overweight or of 
smoking or of not adhering to a medication regimen – 
can have serious consequences for both quality and 
length of life. So, how can you as a health practitioner 
help clients take on board health messages that they’d 
prefer to ignore? A technique known as self-affirmation 
might help.

A self-affirmation is an act that helps someone reassu-
re themselves that they are a good and competent 
person. This reduces their need to protect themselves 
from a health message that implies they are not, which 
helps them to treat the message more objectively and 
to focus on its relevance and implications for them 
personally. This, in turn, may encourage them to take 

steps to address it. You find out more about the theory 
underlying self-affirmation here.
Almost anything qualifies as a self-affirmation, inclu-
ding reminders of one’s good deeds, special talents, 
character strengths, or important social relationships. 
Currently the most-researched technique for inducing 
self-affirmation is a values affirmation in which people 
answer questions or write about their most important 
values, such as being generous or honest.

The evidence that self-affirmation can work comes 
from experimental studies. Participants who have been 
prompted to self-affirm (often on only one occasion) 
tend to believe health messages more and feel readier 
to change compared to those who have not. Self-af-
firmations have also resulted in changes in behaviour 
several months later. Benefits of self-affirmation have 
been found for a wide range of health behaviours inc-
luding alcohol consumption, cigarette smoking, unsafe 
sex, the consumption of mercury in oily fish, doping in 
sport, fruit and vegetable consumption, physical activity, 
dental flossing, and sun protection. Some studies have 
found that the effects can even be strongest among 
those who are hardest to engage, such as people who 
drink or smoke most or are keen to tan.

https://www.tandfonline.com/doi/abs/10.1080/17437199.2011.606782
https://annals.org/aim/fullarticle/2615813/relationship-between-weight-history-risk-death
https://www.sciencedirect.com/science/article/pii/S0065260108602294?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0065260108602294?via%3Dihub
https://www.annualreviews.org/doi/10.1146/annurev-psych-010213-115137
https://journals.sagepub.com/doi/10.1177/0146167205274694
http://psycnet.apa.org/doiLanding?doi=10.1037%2Fhea0000116
https://psycnet.apa.org/doiLanding?doi=10.1037%2Fhea0000065
https://journals.sagepub.com/doi/10.1177/0146167205274694
https://doi.org/10.1093/ntr/ntw167
http://psycnet.apa.org/doiLanding?doi=10.1037%2Fa0029887
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THE IMPORTANCE OF ASSESSING CLIENTS’ COPING STRATEGIES

Work has mainly been prevention research in young, 
non-patient samples, but there have been some studies 
with patient groups too. For example, haemodialysis 
patients who were asked to recall past acts of kind-
ness showed improved phosphate control and greater 
adherence to fluid intake guidance over the following 
12 months than those who were not. Hypertensive Afri-
can American patients showed improved medication 
adherence after receiving an intervention that included 
a self-affirmation component.

So how might you use self-affirmation in practice? Let’s 
consider a consultation in which you want to deliver a 
health message that might challenge your client e.g., 
about the harmful effects of their smoking or of not 
taking their medication as prescribed. If you have 5-15 
minutes available and literacy is not an issue, you could 
try a simple values affirmation exercise at the start of the 
consultation. You could ask your client to write or talk 
privately about their most important value and why it is 
important to them, or to complete some scales designed 
to remind them of their values. Once they have done 
this, you could then deliver the health message about 
the risks of smoking or non-adherence.

If time or literacy are issues, a brief kindness question-
naire has been widely used to induce self-affirmation. 
Some other brief techniques have also been recently 
developed. These include attempts to reduce the va-
lues affirmation to a few key sentences, to use value 
questionnaires , to integrate the affirmation with the 
message, or to help people form the intention to self-
-affirm when threatened. However, at best these have 
been used in only a few studies so far and we know 
little about how well they work.

You can find some of these 
manipulations on the resources page 
of our Self-Affirmation Research 
Group (SARG) Website at the 
University of Sussex. (They are in 
English.) We are happy to advise on 
these and or other self-affirmation 
techniques you might be considering.

https://academic.oup.com/abm/article-abstract/48/2/275/4563953
https://www.tandfonline.com/doi/full/10.1080/08870446.2015.1073729
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/1108732
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/1108732
https://link.springer.com/article/10.1023/A:1021463221281
https://link.springer.com/article/10.1023/A:1021463221281
https://insights.ovid.com/crossref?an=00005650-201907000-00007
https://www.tandfonline.com/doi/abs/10.1080/15298860802079786
https://www.tandfonline.com/doi/abs/10.1080/15298860802079786
https://www.tandfonline.com/doi/full/10.1080/10410236.2015.1113483
https://psycnet.apa.org/doiLanding?doi=10.1037%2Fhea0000376
https://psycnet.apa.org/doiLanding?doi=10.1037%2Fhea0000376
https://www.sussex.ac.uk/psychology/sarg/research
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• When should I consider using self-affirmation?  
Consider using self-affirmation when you need to give a client an important mes-
sage about their health that you think they might be inclined to ignore or reject. In 
these cases, self-affirmation may increase the likelihood that they will accept the 
message and take appropriate action. 
 

• How can I best use self-affirmation in practice? 
It may be best to use self-affirmation when working one-to-one or in small groups 
and with time at your disposal. In these cases, you could precede delivery of a 
health message by one of the values affirmation methods that have been tried and 
tested before. See the resources page on the SARG website for examples in English 
of materials that you could use. 
 
Discuss with your client whether they’d prefer to do the affirmation privately or with 
you present. Try to encourage them to choose to do the self-affirmation exercise 
rather than requiring them to do it. There is some evidence that freedom to choose 
may be important in helping the intervention to work. 
 

• What should I be cautious of? 
Make sure your health message is persuasive. Self-affirmation should encourage 
your clients to be more open-minded, which means they are more likely to accept a 
strong message, but may also be more likely to reject a weak message. 
Use self-affirmation with those clients you are confident will otherwise resist your 
message. There is some evidence that self-affirmation may not work or even be 
counterproductive if participants are not being defensive in the first place. 
 

Practical recommendations

ARE YOUR CLIENTS BEING DEFENSIVE? IF SO, SELF-AFFIRMATION MAY HELP.

If in doubt, seek 
advice – we are 
here to help.

https://www.sussex.ac.uk/psychology/sarg/research
https://www.sussex.ac.uk/psychology/sarg/
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BECOMING YOUR BETTER SELF AS REASON FOR CHANGING BEHAVIOR

Becoming your better self 
as reason for changing 
behavior

By Winifred Gebhardt, Leiden University, The Netherlands

About nine years ago, I became a vegetarian overnight. 
In a novel I was reading, the main character explained 
how he could not eat anything “in which at some time a 
heart had been beating”. Like a thunderbolt these few 
words sunk in. I realized that this was exactly how I felt. 
I stopped eating meat and fish instantly, and I have not 
had any problem sticking to this new diet ever since. The 
new behavior perfectly fitted the “person I am”. 
Conversely, in the past I used to jog regularly and could 
easily run seven kilometers. However, I never regarded 
myself as a “sporty person”, and whenever a barrier 
occurred such as being ill, I lapsed into being a couch 
potato. I now no longer try to “be sporty” but do try to 
walk whenever I can during the day. I consider myself 
an “active person”. 

Our actions reflect our self
My behavior of “not eating animals” matches my self-per-
ception. Being and behaving as a vegetarian gives me a 

positive view of my “self“ as a caring, considerate person, 
who loves animals. Every time I talk about this choice, or 
decline a dish with meat, my “self” gets affirmed. 

Knowing that we perceive what we do as part of who 
we are and want to feel good about ourselves, is an 
extremely useful starting point for health interventions. 
For example, looking for how positive self-views derived 
from our unhealthy behavior (e.g., drinking quite a bit of 
wine during dinner since I consider myself someone 
who enjoys the good life), can be served by other, less 
harmful or even healthy, behavior (e.g., drinking a non-
-alcohol alternative that still reflects a relaxed lifestyle). 
Key to change then is making what we do relevant to the 
type of person we consider ourselves to really be. This 
so-called integrated motivation to change is, according 
to Self-Determination theory, the closest we can get to 
pure intrinsic motivation, in which we perform a behavior 
because of the joy of it. 

http://www.southampton.ac.uk/~crsi/Sedikides_Strube.pdf
https://selfdeterminationtheory.org/SDT/documents/2000_RyanDeci_SDT.pdf
https://selfdeterminationtheory.org/SDT/documents/2000_RyanDeci_SDT.pdf
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Part of our self lives  
in the future
We humans are excellent time-travelers, and spend 
almost half of our time fantasizing about the future. In 
it, we generate a multitude of possibilities for ourselves 
in this future; options that have been called “Possible 
Selves”. They direct our imagery, and increase our 
openness to goal-related opportunities. For instance, 
a future self-image as being a ‘quitter’ or ‘nonsmoker’ 
greatly increases quit-intentions, quit-attempts, and also 
quit-success. Smokers thus need to be able to picture 
themselves as “future nonsmokers” before they can 
actually quit. My colleague Eline Meijer and I, currently 
conduct studies in which smokers imagine the type of 
person they will become if they quit smoking, and if 
they continue to smoke. Participants write about these 
images and provide pictures /photos that they associate 
with them. The intervention generates images such as: 
If I quit I will become “a strong, clever woman with cha-
racter” or “a more balanced, carefree father and lover”, 
and conversely:  If I will continue to smoke I will become 
“a coughing, panting and miserable old women” or “an 
anti-social, stinking, weak man in pain”. A first striking 
finding is that most of the provided pictures/photos are 
symbolic in nature, and do not contain smoking people 
or products. Written associations with the pictures inc-
lude: “carefree”, “complete” and “decisive” versus “junky”, 
“depressive”, and “hopeless”. We still have to investigate 
whether the intervention changes behavior, but we su-
spect that having these ‘self-images’ readily accessible 
when needed, e.g., during cravings, helps to stay on track. 
Evidence for the effectiveness of imagined future self 
interventions already exists for other health behaviors 
such as exercising.  

We thrive in groups where we 
feel we belong
In daily life, resisting cravings or temptations may be 
particularly difficult in social situations. As a quitter, you 
may fear social rejection once you no longer behave in 
line with your friends and relatives. You may also miss out 
on appreciated shared activities. Quite a lot of our self-
-perceptions are based on the social groups we belong 
to. For example, most people who smoke or use drugs 
affiliate with people who also use the same substance. 

Using substances is a key norm behavior that defines 
“being part of the group”. This in turn, is associated with all 
sorts of other valued qualities. For example, youngsters 
after rehab, may experience that their ‘cannabis using’ 
friends are still the people who “fit them best”, even now 
they are clean. Non-using others are easily seen as less 
supportive of their personal values, are more boring, or 
lack their own “wits, loyalty and level of maturity”. This 
illustrates that the challenge of how to remain a valued 
member of the own social group should be on top of our 
agenda when trying to support healthy lifestyles. 
Thus, to establish lasting change, we need people to 
develop positive self‐representations in which they can 
see their future self perform the new healthy behavior 
that is both in line with their own important values, as 
well as with their social environment.

 

Practical  
recommendations
• Behavior has direct importance to the expe-

rience and image of oneself. Encourage people 
to creatively think about who they can become, 
for example by making mood boards of both 
their ideal and feared future selves. 

• Find ways in which self-views that are linked to 
the new behavior can be retrieved at critical mo-
ments such as craving or temptations. For exam-
ple, stick the self-generated mood boards to the 
start screen of a PC or smartphone, as reminder 
cues of why one truly wishes to change.  

• Help people incorporate their new behavior 
within the social context they value, for exam-
ple by practicing acceptable ways of diverting 
from the group norm. For example, when offe-
red alcohol, this could involve a polite “I really 
appreciate it, but no thanks (I have had my share 
for today)”, or include the shared bond: “Wow, 
you are always looking out for me, such a good 
friend you are. How are you holding up lately?”.

BECOMING YOUR BETTER SELF AS REASON FOR CHANGING BEHAVIOR

https://science.sciencemag.org/content/330/6006/932.abstract
https://science.sciencemag.org/content/330/6006/932.abstract
https://www.researchgate.net/publication/232565363_Possible_Selves
https://www.researchgate.net/publication/232565363_Possible_Selves
https://practicalhealthpsychology.com/2017/05/harnessing-your-imagination-using-the-power-of-mental-imagery-to-change-health-behaviour/
https://core.ac.uk/download/pdf/34662131.pdf
https://core.ac.uk/download/pdf/34662131.pdf
https://core.ac.uk/download/pdf/34662131.pdf
https://www.ncbi.nlm.nih.gov/pubmed/17385955
https://www.ncbi.nlm.nih.gov/pubmed/17385955
https://www.ncbi.nlm.nih.gov/pubmed/17385955
https://www.ncbi.nlm.nih.gov/pubmed/17385955
https://www.tandfonline.com/doi/abs/10.1080/16066359.2018.1493462?journalCode=iart20
https://www.tandfonline.com/doi/abs/10.1080/16066359.2018.1493462?journalCode=iart20


33

N-OF-1 STUDIES: WHAT CAN WE LEARN BY STUDYING A SINGLE CASE?

N-of-1 studies: What 
can we learn by stu-
dying a single case?

By Marie Johnston and Derek Johnston, University 
of Aberdeen, Scotland

Practitioners frequently want the answer to a problem 
which concerns one person, one health care team, one 
hospital or one region etc.  For example, it may be im-
portant to know how often an obese man snacks, when 
and where he snacks and if stress makes it worse.   Or 
you may wish to find out how often members of the he-
althcare team omit hand hygiene, if it is worse when they 

are under-staffed and if ward adverts improve it.  Or you 
may be investigating sources of clinical errors to check 
if they are more common on some wards or for some 
grades of staff.  Or, at a policy level, it might be valuable to 
investigate whether a new regulation, such as a smoking 
ban in public places has affected smoking rates.
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You might try to answer these questions by asking people 
what they think or remember but it would be better to 
ask or observe at the critical  times and places to avoid 
problems of bias and forgetting. Recent technological 
advances such as digital monitoring using smartphones 
make it easier to track what is going on in real time and 
an n-of-1 study might allow you to answer your question.

N-of-1 studies are possible when the problem can be 
assessed repeatedly to look at change over time.  Then 
one can describe the problem and examine whether it 
is better or worse under some conditions. Or one may 
introduce a new intervention or treatment and assess 
whether it is having the proposed effect.

The simplest evaluation of the data collected is the ob-
servation of trends on a graph as in the illustrations below.  
This is an essential step in any n-of-1 analysis and can 
be sufficient. Additionally, there are methods of statisti-
cal analyses for n-of-1 studies.More complex methods 
continue to be developed (e.g., methods for assessing 
dynamic change).

Using n-of-1 studies to assess 
the problem
A study may be undertaken to assess the severity or 
frequency or pattern of a problem over time. In Figure 1, 
anxiety ratings vary over time but it is possible to detect 
a pattern. When attendance at work is also recorded, the 
pattern observed shows a difference between weekends 
and the five work days and might indicate that the person 
is anxious at work but not at home. Such information could 
prove helpful in choosing the optimal treatment method 
for the patient.  For example tracking mood and time of 
day in a dying woman showed patterns that were used 
to ameliorate depressed mood.
The information collected in these n-of-1 studies may go 
beyond describing the problem and help to explain what 
is observed.  In some cases the practitioner may have a 
theory about what influences the observed problem and 
it may be possible to test how well the theory explains 
observed phenomena. In the case of the dying woman, 
tracking her thoughts and activities confirmed the theory 
that her mood was influenced by thoughts and the critical 
thoughts were associated with early morning activities

Figure 1: Using N-of-1 study to describe a problem: shows anxiety ratings  
in blue and work days in red over 24 days

Using n-of-1 studies to assess whether an event or occurrence has improved or worsened the problem

N-OF-1 STUDIES: WHAT CAN WE LEARN BY STUDYING A SINGLE CASE?

https://www.researchgate.net/profile/Michael_Hufford/publication/5340880_Ecolocial_Momentary_Assessment/links/0fcfd50ba0b1740ac2000000.pdf
https://www.tandfonline.com/doi/pdf/10.1080/17437199.2017.1316672
https://www.tandfonline.com/doi/pdf/10.1080/17437199.2017.1316672
https://www.tandfonline.com/doi/abs/10.1080/17437199.2017.1343680
https://www.tandfonline.com/doi/abs/10.1080/17437199.2017.1343680
https://www.bmj.com/content/348/bmj.g2674
http://journals.sagepub.com/doi/abs/10.1177/026921638900300107
https://onlinelibrary.wiley.com/doi/abs/10.1111/bjhp.12049
https://onlinelibrary.wiley.com/doi/abs/10.1111/bjhp.12049
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Figure 2: Using n-of-1 studies to assess the effect of an event: there are approxi-
mately 40 consultations per day about flu until the TV broadcast (shown by the 
blue arrow) appears to cause an increase in consultation rates

Problems may be improved or worsened by the occur-
rence of naturally occurring or planned events such as 
family death or wedding, a media broadcast of health 
information, a factory closing, or even weather. In the 
hypothetical illustration in figure 2, consultations about 
a medical condition (such as ‘flu) were much increased 
in the week following a TV broadcast on the topic sug-
gesting that this increase was not due to an impending 

epidemic and also that in future, health services might 
anticipate such increases in consultations when medical 
conditions make news headlines.  An n-of-1 analysis of 
English hospital episode statistics showed the effect of 
a sporting event – there was an increase in hospital ad-
missions for cardiac events associated with an important 
football match during the 1998 world cup.

N-of-1 methods may be used in the development of new 
interventions, including clinical and policy interventions.  
In the hypothetical example in figure 3, an  obese patient 
is snacking approximately 7 times per day;  following 
the intervention indicated by the red arrow (possibly 
self-monitoring of snacking), snacking quickly reduces 
to 2 times per day.

Similar methods can be used to study a nation’s smoking  
and assess the impact of policy changes such as the 
smoking ban in public places, e.g., how national policy 
affects smoking.

A good example of the practical use of N-of-1 methods 
to evaluate the effect of an intervention was reported by 
practitioners in a hospital district. They assessed the pro-
blem of delay in reporting adverse events for the period 

from 2001 to 2006 and found that, while delay varied, it 
was problematic for their patient safety programme and 
did not show signs of improvement over time. In 2007 
and 2008 a program to recognise good performance 
was introduced which led to reduction in the delays for 
subsequent years and shows how such recognition 
improved timely reporting.

Using n-of-1 studies to assess whether an intervention or treatment is having the desired effect

N-OF-1 STUDIES: WHAT CAN WE LEARN BY STUDYING A SINGLE CASE?

https://www.bmj.com/content/337/bmj.a1655
https://www.bmj.com/content/337/bmj.a1655
http://www.smokinginengland.info/
http://www.smokinginengland.info/
http://www.smokinginengland.info/
https://qualitysafety.bmj.com/content/20/11/974.long
https://qualitysafety.bmj.com/content/20/11/974.long
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Figure 3: Using n-of-1 studies to assess the effect of intervention:the first 15 days 
shows the frequency of snacking self-monitoring starting at day 16 (shown by the 
red arrow) results in reduced snacking

N-OF-1 STUDIES: WHAT CAN WE LEARN BY STUDYING A SINGLE CASE?

Challenges
Data collection can be challenging. Frequent repeated measurements can be burdensome and may result in missing 
data.  The current rapid developments of affordable digital and mobile technologies including smartphones, weara-
bles and sensors make data collection easier and more reliable.

Practical recommendations
• Use an n-of-1 study in practical situations
• to describe and assess a problem,
• to assess the effects of an intervention or an event.
• Assess a problem or something important that can 

be assessed repeatedly over time.
• Interpret the data using descriptive methods such 

as graphs or using statistical methods.
• Free smartphone apps for collecting self-report 

data are available.

http://www.experiencesampler.com/
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PHYSICAL ACTIVITY IN OLDER AGE: HOW MUCH IS ENOUGH?

Physical  
activity in  
older age: 
how much is 
enough?

By Anne Tiedemann,  

The University of Sydney, 
Australia
“Lack of activity destroys the good condition of every 
human being while movement and methodical physical 
exercise save it and preserve it”… Plato, 400 BC.

It’s long been known that making physical activity a regu-
lar habit is important for health and wellbeing. But health 
promotion messages often target children and young 
people, with less focus on the importance of physical 
activity in people aged 65 years and over. However, older 
age is a crucial time for making activity part of every day.

The WHO Global recommendations on physical acti-
vity for health recommend that people aged 65+ years 
should do at least 150 minutes of moderate-intensity 
physical activity, or at least 75 minutes of vigorous-in-
tensity physical activity, or an equivalent combination 
of moderate- and vigorous-intensity activity throughout 
the week. It also recommends that older adults perform 

https://www.who.int/dietphysicalactivity/factsheet_recommendations/en/
https://www.who.int/dietphysicalactivity/factsheet_recommendations/en/
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physical activity to enhance balance and prevent falls 
on 3 or more days per week, and take part in muscle-
-strengthening activities at least twice weekly. Despite 
clear recommendations about the amount of physical 
activity associated with health gains, around one third of 
the world’s population is physically inactive, with older 
people being the most inactive. 

It’s important to note that doing something is better 
than nothing, even if people can’t quite manage the 
amount recommended by guidelines. Physical activity 
can include a range of activity types, from structured 
exercise classes, to active transport, to gardening and 
home maintenance. Starting small and building up the 
amount and intensity of activity and choosing something 
enjoyable are the best ways to start.  For those who are 
already participating in more vigorous activities such as 
running, rowing, or cycling, ageing is no reason to stop 
if a person’s health allows it. 

Falls are also a common issue in older age, with around 
1 in 3 people aged 65 + falling each year. Falls often have 
lasting, devastating consequences for an older person 
and their family, and can result in an older person mo-
ving into residential aged care. Falls are not inevitable, 
and can be prevented with regular exercise that chal-
lenges balance, such as tandem walking or repeated 
sit-to-stand exercises.

Older people face particular barriers to being more phy-
sically active – these can be financial, physical, social 
or practical. Some older adults find electronic gadgets 
that track daily physical activity useful for reminding and 
motivating them to be more active. 

Some people require a more supported approach to stay 
on track and reach their physical activity goals. Health 
coaching is a person-centred approach that commonly 
includes motivational interviewing techniques and so-
lution-focused goal setting as strategies for promoting 
behaviour change. A recent systematic review of the 
effect of health coaching on physical activity among 
people aged 60+ demonstrated significant improvements 
in physical activity with this approach.

Goal setting is another strategy that promotes physical 
activity behaviour change. Goals encourage people to 
create a sense of urgency and motivation to invest time 
and energy to make the desired change. To maximise 
effectiveness, goals should be self-directed and meet 
S.M.A.R.T  criteria: Specific, Measurable, Attainable, Re-
levant and Timely.

The social benefits of physical activity participation are 
often particularly important to older people. There are 
many options for people who prefer to exercise in orga-
nised groups. Many local councils organise free walking 
groups – these are a way of keeping active in a fun and 
sociable way. Or for a bit more of a challenge, Parkrun 
is a free, weekly 5km timed running (or walking) event in 
more than 1,700 locations across the globe.

At any age the message around physical activity is simple- 
be as active as you can, in as many ways as possible, as 
often as you can. Doing something is better than doing 
nothing, and every little bit counts towards better health.

PHYSICAL ACTIVITY IN OLDER AGE: HOW MUCH IS ENOUGH?

Practical recommendations
• Make physical activity a  part of every prevention/ treatment plan in order to maximise health and wellbeing.
• Help patients to see movement as an opportunity to boost health rather than an inconvenience, for example 

suggest taking the stairs rather than the lift or walking to the shops rather than driving, where possible.
• Older adults who are new to physical activity should be encouraged to choose something they enjoy and 

start with small amounts and build up the duration and intensity over time.
• Exercise performed in a standing position that specifically challenges balance is the most effective for redu-

cing the risk of falls in older age.
• Recommend goal setting, activity trackers and/or health coaching to assist older people to increase and 

maintain physical activity participation.

https://www.sciencedirect.com/science/article/pii/S0140673612606461?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0140673612606461?via%3Dihub
https://bjsm.bmj.com/content/bjsports/51/24/1750.full.pdf
https://bjsm.bmj.com/content/bjsports/51/24/1750.full.pdf
https://www.sciencedirect.com/science/article/pii/S2211335515000996
https://bjsm.bmj.com/content/51/19/1425
http://practicalhealthpsychology.com/2018/08/how-to-set-goals-that-work/
https://practicalhealthpsychology.com/2017/04/the-power-of-planning/
https://www.mindtools.com/pages/article/smart-goals.htm
https://www.parkrun.com/
https://www.youtube.com/watch?v=n8s-8KtfgFM
https://practicalhealthpsychology.com/2017/04/the-power-of-planning/
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RAISING WEIGHT IN A CONSULTATION

Raising weight  
in a consultation

Weight is a tricky problem to talk about in a consultation. 
Some patients may be sick of hearing the words ‘You 
could lose some weight’ every time they visit the clinic: 
regardless of whether they have come in because of a 
sore throat, a cervical smear or a potential heart pro-
blem. They may have experienced a lifetime of feeling 
stigmatised by the medical profession and think that all 
anyone ever sees is their body size. While this is so for 
some individuals, others may have never considered their 
weight as an issue, and could be insulted or surprised 
if it is raised. Some people may simply not want to hear 
the message and block out whatever is said, thinking 
for example ‘what do you know – you’re thin / fat / too 

young / too old’ or ‘science is always wrong.’ Raising the 
issue of weight therefore requires careful management of 
‘when,’ ‘how’ and ‘what’ is said to an overweight person. 

When …
People spend much of their lives with their fingers in their 
ears and have a fabulous capacity not to hear what is 
said. The first trick to getting messages heard is timing, 
and for weight, it is often best to attach it to a ‘teachable 
moment.’ These can be new symptoms, such as breath-
lessness or joint pain; a diagnosis of a condition such as 

By Jane Ogden, University of Surrey, UK

https://www.routledge.com/The-Psychology-of-Dieting/Ogden/p/book/9781138501256
https://www.routledge.com/The-Psychology-of-Dieting/Ogden/p/book/9781138501256
https://www.routledge.com/The-Psychology-of-Dieting/Ogden/p/book/9781138501256
https://journals.sagepub.com/doi/pdf/10.1177/1363459308094417
https://journals.sagepub.com/doi/pdf/10.1177/1363459308094417
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diabetes or raised blood pressure; the mention of a life 
event such as a forthcoming ‘significant age’ or retirement; 
or some aspect of life that has become difficult, such as 
walking upstairs, carrying children or tying shoelaces. 
These teachable moments can make people ‘take their 
fingers out of their ears,’ so when a patient offers up their 
teachable moment, grab it and raise the issue of weight. 
 

How …
But the next part isn’t easy! Should you say ‘fat,’ ‘weight,’ 
‘overweight’ or even ‘obesity’? Should you be tentative and 
ask ‘Is it OK we have a chat about your weight?’ Or should 
you be more direct by stating ‘You need to lose weight.’? 
The jury is out, but my reading of the evidence in ‘The 
psychology of Dieting’ is as follows: health professionals 
are often more scared of the topic than patients. Health 
professionals should raise the issue even if they want to 
shy away from it. The word ‘obesity’ may shock, but a bit 
of a shock (not too much) may be helpful. Every patient is 
different; every health professional is different; and every 
consultation is a dynamic between two different people. 
So it comes down to a judgement at the right time and 
matching your approach to what you think would suit 
this particular patient right now. As long as what you say 
is said with warmth and empathy then it should be OK.  
For example, “Are you aware that being overweight can 

raise your blood pressure” can be a useful approach as 
it links weight to a specific health problem.  Or ‘Losing 
weight could help your back problem” is a helpful start, as 
it makes weight loss the solution. Then once the conver-
sation has been started, listen carefully to what follows, 
and adjust what you say to match it. This will help build 
a relationship that can work into the future, so they come 
back and further discussions can take place. A good place 
to find out more about this is within the research on ‘he-
althy conversations’ and ‘Making every contact count.’  

What…
But then what? After the initial opening, what happens 
next determines how successful the person will be in 
losing weight. The next steps should help the patient 
realise their weight is a problem; help them believe 
that weight is related to what they do (i.e. behaviours 
and not genetics, hormones, medication, or the gover-
nment – whatever the truth is or whatever they think); 
empower the person to change what they do; have them 
like you enough to trust you and want to come back; and 
eventually help them to feel ready to make a change.  
Losing weight is a long game. It is right to raise the issue 
of weight. But it should be done ‘when’, ‘how’ and ‘what’ 
in ways to make sure the long game is played out, rather 
than ending before it has even begun.

• When, how and what to say are key 

• Chose your time carefully – try to bring up the topic of weight at a ‘teachable 
moment’ 

• Match your words to the patient’s own language, and don’t be scared to raise 
the issue of weight 

• Encourage patients to see the role of their own behaviour in their weight  
problem – but with compassion and without blame

Practical recommendations

RAISING WEIGHT IN A CONSULTATION

http://epubs.surrey.ac.uk/811155/13/teachmomentMarks.pdf
https://www.routledge.com/The-Psychology-of-Dieting/Ogden/p/book/9781138501256
https://www.routledge.com/The-Psychology-of-Dieting/Ogden/p/book/9781138501256
http://www.nationalobesityforum.org.uk/images/stories/PDF_training_resource/in-depth-raising-the-issue.pdf
https://www.researchgate.net/profile/Nigel_Williams4/publication/267154794_The_impact_of_matching_the_patient's_vocabulary_a_randomized_control_trial/links/5446a6f50cf2d62c304ed32e.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3776723/
http://www.healthystartworkforce.auckland.ac.nz/en/our-education-programmes/healthyconversations.html
http://www.healthystartworkforce.auckland.ac.nz/en/our-education-programmes/healthyconversations.html
https://www.makingeverycontactcount.co.uk/
http://epubs.surrey.ac.uk/732545/1/Ogden%202008%20How%20consistent%20are%20beliefs%20about%20cause%20%20jubbpap.pdf
https://www.sciencedirect.com/science/article/pii/S0738399107004764


41

SELF-EFFICACY: THE “CAN-DO” BELIEF THAT LETS PEOPLE CHANGE THEIR LIFESTYLES

Self-efficacy:  
The “can-do” belief that 
lets people change their 
lifestyles

Changing behavior may often be desirable but dif-
ficult to do. For example, quitting smoking, eating 
healthily and sticking to a physical exercise regimen 
all require motivation, effort, and persistence. While 
many psychological factors play a role in behavior 
change, self-efficacy is one of the most important.

By Ralf Schwarzer, 
Freie Universität Berlin, 
Germany and SWPS 
University of Social 
Sciences and Humanities, 
Poland

http://www.uky.edu/~eushe2/Pajares/self-efficacy.html
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What is self-efficacy, and 
what does it do?
Have you ever found it difficult to refrain from drinking 
alcohol when dining out? Although you may believe 
that not drinking is the right thing to do, you may find 
it hard to control. This feeling of difficulty indicates low 
self-efficacy to abstain from alcohol. Self-efficacy is 
the amount of personal control that we expect to have 
over a behavior in difficult situations. It is an optimistic 
belief in our own capability to tackle new or demanding 
challenges. If we hold a strong belief that we can master 
an upcoming task (i.e. have high self-efficacy), then we 
are likely to work towards it. If we feel confident that we 
can overcome an upcoming threat or challenge (e.g., 
an exam), then we are more likely to approach than to 
avoid this threat. On the contrary, if we have self-doubts 
(i.e. low self-efficacy), we might hesitate to act. Thus, 
self-efficacy guides behavioral changes and supports 
optimal functioning. 

What does the research  
on health behavior change 
tell us?
Reviews indicate that high self-efficacy predicts engage-
ment with several important health behaviors, including 
cigarette smoking cessation, weight control, contracep-
tion, alcohol abuse, fruit and vegetable intake, dental 

SELF-EFFICACY: THE “CAN-DO” BELIEF THAT LETS PEOPLE CHANGE THEIR LIFESTYLES

flossing, and exercise behavior. Additionally, intervention 
studies indicate that increasing self-efficacy leads to 
improvements in behavior (e.g. dietary behaviors and 
physical activity). Taken together, these findings indicate 
that individuals need a certain amount of self-efficacy 
in order to undertake important health behaviors and 
achieve desired outcomes (e.g. weight loss). 

As self-efficacy is clearly important when guiding people 
to behavior change, two key questions remain: How can 
we tell if someone has high or low self-efficacy? And 
what can we do to increase self-efficacy when it is low? 
 

How can we assess the  
level of self-efficacy?
The most common way is to ask individuals to endorse 
certain statements. A suggested rule for the behavior-
-specific assessment of self-efficacy is: “I am confident 
that I can … (perform an action), even if … (a barrier).” An 
example of a self-efficacy statement is: “I am confident 
that I can skip desserts even if my family continues to 
eat them.” Self-efficacy scales have been developed 
for the measurement of all kinds of health behaviors. 
Some brief scales to assess self-efficacy for diet, exer-
cise, sunscreen use, dental flossing, hand hygiene, 
and alcohol intake can be found here and here. When 
assessing self-efficacy, it is important to note that low 
self-efficacy for one behavior does not imply low sel-
f-efficacy for a different behavior. Self-efficacy should 
therefore be assessed in relation to a specific behavior. 

http://journals.sagepub.com/doi/abs/10.1177/109019818601300108
https://link.springer.com/article/10.1007%2Fs10865-011-9373-1
https://link.springer.com/article/10.1007%2Fs10865-011-9373-1
https://academic.oup.com/her/article/22/5/630/566523
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3726181/
http://userpage.fu-berlin.de/~health/healself.pdf
http://www.psyc.de/hapascales.pdf
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How can we increase  
self-efficacy?
Most interventions to improve self-efficacy pertain to 
four sources of information that form a hierarchy. First, 
on top of this hierarchy, self-efficacy beliefs can impro-
ve through personal accomplishment. To foster these 
mastery experiences, you can guide clients to perform 
small steps that are likely be achieved successfully. 
You can then provide positive feedback to reinforce 
this mastery experience, and encourage the person 
to master subsequent more challenging steps as well. 
Such graded tasks can be useful in clinical settings 
such as in physiotherapy (e.g., gradual progression of 
balance and strength exercises), or cognitive behavior 
therapy for phobias.  

The second source of self-efficacy is vicarious experien-
ce, or observing others. When individuals witness other 
people (similar to themselves) successfully master a 
difficult situation, social comparison and imitation of the 
behavior can strengthen self-efficacy beliefs. Imagine 
you are in the process of smoking cessation but your 
partner cannot manage to quit due to low self-efficacy. 
Then try to increase your partner’s self-efficacy by mo-
ving through small steps, disclosing your own barriers 
and coping attempts, demonstrating how you overcome 
craving situations, expressing your optimistic beliefs, etc. 
Thus, as a self-efficacious and self-disclosing coping 

model you can make a difference: you can enhance 
self-efficacy in someone else when you communicate 
openly how you cope with cravings and how you master 
a variety of challenging situations where temptations 
seem to be overwhelming. 

Third, and less powerfully, self-efficacy beliefs can also 
be changed through verbal persuasion. For example, 
you could reassure your clients that they can adhere to 
a demanding new dietary regimen, due to their compe-
tence and ability to plan. Or, you could tell the person 
that they have what it takes to succeed in anything 
they put their efforts into. These types of persuasion 
can strengthen self-efficacy for successfully managing 
the task at hand. 

The fourth source, the perception and interpretation of 
physiological arousal, is less relevant in health behavior 
interventions. However, one could target this source of 
self-efficacy by preparing clients for potential physiolo-
gical discomfort when initiating new health behaviors 
(cravings during smoking quit attempts, muscle aches 
after exercise etc.), which can help to reduce early 
relapses. 

In conclusion, self-efficacy is a meaningful and change-
able belief that is important for initiating and maintaining 
healthy behaviors. When self-efficacy is low, taking steps 
to increase it can help people to change their behaviors. 

• Assess self-efficacy. When discussing a possible health behavior change with a patient or client, 
assess their self-efficacy for the possible change.  This can be done using a questionnaire or by 
asking about their confidence for enacting the new behavior in specific difficult situations.

• Intervene to increase self-efficacy. If an individual has low self-efficacy, try target one of these 
sources of self-efficacy with your behavior change intervention:

 ` Encourage mastery experiences. Work with the person to help them structure their efforts 
to change so that they can achieve small successes with the new behavior early and often. 

 ` Identify vicarious experiences. Use tailored testimonials or help the person to identify role 
models (similar to themselves) who have had success with the new behavior. 

 ` Persuade.  Let the person know that you believe in their abilities and that they have what it 
takes to change.

Practical recommendations

http://reflectd.co/2014/01/20/self-efficacy-beliefs/
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Telling stories about 
caring for others

By Irina Todorova, Health Psychology Research Center in 
Sofia, Bulgaria

Taking care of aging loved ones, who are perhaps in frail 
health, can be a complicated and confusing experience 
that is both gratifying and frustrating. Medical science 
is helping people live longer, healthier lives, and in 
some cases can slow down the cognitive decline that 
frequently come with age. The way that families care 
for older members, as well as the meaning of aging, 
dementia and caregiving varies across cultural con-
texts. Most people are aging at home as members of 
their communities, which has psychosocial benefits for 
the older person as well as for the different generations 
of family members. At the same time, caring for people 
with declining health is accompanied with physical effort, 
psychological strain, grief related to ongoing loss and 
possibly financial difficulties for the caregiver.

Narrative health psychology aims to understand pe-
ople’s lived experiences and meanings within their 
everyday contexts through storytelling, especially for 
making sense of health and illness and related identity 
changes. Through narratives, people can make sense 
of unexpected “biographical disruptions” and create 
connections between past, present and future, as well 
as continuity in the changed self and relationships. 
Through linking separate events into a flowing story, 
people create explanations of what has happened, 
what it means, and who one now has become. As we 
have also seen in our research on caregiving, narratives 
allow caregivers to make sense of how their relationship 

with their loved one is being redefined with time. Nar-
rative health psychology emphasizes that stories have 
multiple levels, such as personal, social, and cultural, 
which can illuminate health disparities. Narratives of 
patients, their formal and informal caregivers are being 
highlighted also in medicine, including medical practice 
and medical education.

http://journals.sagepub.com/doi/full/10.1177/1359105313519155
http://journals.sagepub.com/doi/full/10.1177/1359105313519155
http://journals.sagepub.com/doi/abs/10.1177/1359105314566616
https://onlinelibrary.wiley.com/doi/pdf/10.1111/1467-9566.ep11339939
http://journals.sagepub.com/doi/pdf/10.1177/2333393616668634
https://www.tandfonline.com/doi/abs/10.1080/17437199.2010.543385
https://www.narrativemedicine.org/about-narrative-medicine/
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Caring for the caregiver: Researchers and practitioners 
have been interested in how caregivers can be sup-
ported. Evaluation studies have shown that different 
approaches can be helpful, and they can be summarized 
in the following groups:

• Education and training – increasing knowledge abo-
ut aging and dementia, its stages and symptoms;

• Social support – provided by peers in support groups 
or on-line formats; and by family and friends;

• Respite – social networks or organizations can provi-
de respite from care to alleviate caregiver fatigue;

• Health promoting behaviors for the caregivers, such 
as physical activity, stress reduction practices and 
activities.

We must also emphasize the importance of advocating 
for policies to support informal caregivers, patients and 
their families. For example, the Massachusetts Legi-
slature, in response to input from families and health 
professionals and advocated for by the local Alzheimer’s 
Association chapter, very recently passed the Mass 
Alzheimer’s and Dementia Act. This legislation will 
support training of health providers to diagnose and 
provide care for dementia patients and families; provi-
de adequate notification of the diagnosis; and ensure 
adequate acute care and protection from abuse.

Narrative health practice:  Narrative practices are per-
son- centered, dialogical and embedded in the cultural 
and structural contexts in which caring is taking pla-
ce.  Caregivers’ narrative practice helps in their own 
meaning making, and also increases their “narrative 
competence” – to listen and be attuned to the stories 
and experiences of the person they care for.

One conclusion from meta-analyses of interventions 
to promote caregiver well-being is that these are most 
effective when both the caregivers and the patients are 
involved. There are several examples of storytelling 
programs introduced in residential care/nursing homes 
(e.g., ‘life story work’ and ‘reminiscence work’). Though 
most of these focus on the older people, some of them 
are organized as collaborative and joint storytelling 
practices, which include family and informal caregivers.
Caregiving can be a taxing situation for informal ca-
regivers, and it is lived through stories which weave 
together fatigue and grief, and which serve to deepen 
relationships with loved ones. Helping caregivers to 
embrace their own stories can contribute to attaining 
a renewed sense of meaning and purpose.

From a narrative practice perspective, we offer the 
following suggestions for practitioners to implement, 
and which caregivers could themselves take into con-
sideration in their daily acts of caregiving.

• Encourage (informal) caregivers to share the-
ir stories of caregiving and the changing re-
lationship with their loved one. Ask open-en-
ded questions (“tell be about a time when…”) 
and listen with empathy, and encourage 
caregivers to talk to friends or to join peer 
support groups where stories are shared. 

• Encourage caregivers to take up journal 
writing, and to read and reflect on literature 
and poetry. Reflecting on these stories is a 
helpful way for caregivers to make sense of 
what is happening in their lives, and this can 
benefit health in a number of different ways. 

• Acknowledge that caregivers’ stories are 
relational, and propose that caregivers and 
the persons they care for dedicate time to 
talk together about their shared past and 
present. Give caregivers ideas about how to 
evoke and connect memories with the cared 
for person (for example through looking at 
old photographs, objects that embody joint 
memories, making memory boxes and col-
lages). 

• These storytelling practices take time to 
implement and may not resonate with all ca-
regivers. They should therefore be discussed 
sensitively and tentatively. As the stories can 
evoke multiple emotions, storytelling practi-
ces can also be done in brief sittings.

Practical  
recommendations

http://www.alzmassnh.org/advocacy/massachusetts/bill-h4116/
http://www.alzmassnh.org/advocacy/massachusetts/bill-h4116/
https://jamanetwork.com/journals/jama/fullarticle/194300
https://onlinelibrary.wiley.com/doi/abs/10.1034/j.1600-0579.2003.00210.x
https://www.dementiauk.org/for-professionals/free-resources/life-story-work/
https://journals.sagepub.com/doi/pdf/10.1177/2055102918760042
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Motivation and the 
first steps toward  
physical activity

By Keegan Knittle, University  
of Helsinki, Finland

Here’s a familiar story from primary care: an individual who 
would clearly benefit from more physical activity comes 
into the clinic. We discuss their physical (in)activity, and 
in the end, the person says they just aren’t motivated to 
change. What’s a clinician supposed to do? How can we 
motivate this person to at least consider changing their 
behavior for the better? Or better yet, how can we help 
them to form good intentions for being active?

In consultations with “unmotivated” individuals, clinicians 
commonly start by offering information about the benefits 
of physical activity. They might also advise the person 
to become more active, but in doing so, may forget to 
account for the individual’s own exercise preferences.  
While these informational and advice-giving efforts are 
well-intentioned, they aren’t likely to produce any real 
changes. In fact, if 26 inactive people receive physical 

activity advice, chances are that only one of them will 
subsequently reach recommended levels of physical 
activity.

Other clinicians take their advice giving a step further, and 
impel people to change by saying things likes “you have 
to change” or “you need to become more active NOW.”  
These more forceful approaches to physical activity pro-
motion can actually backfire, and serve to increase the 
person’s resistance to change.  In extreme circumstan-
ces, a clinician might even try to scare the person into 
changing, by listing the adverse health consequences of 
not changing. Efforts to scare people into changing are 
usually ineffective, unless the individual sees herself as 
capable of making a change. So the question remains: 
What is the best way to motivate people to increase their 
physical activity?

MOTIVATION AND THE FIRST STEPS TOWARD PHYSICAL ACTIVITY

https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/210549
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/210549
http://practicalhealthpsychology.com/2017/03/fear-is-a-bad-counselor/
http://practicalhealthpsychology.com/2017/03/fear-is-a-bad-counselor/
https://pdfs.semanticscholar.org/4a85/c5237647e72c930748dd70b62a7aae1869ca.pdf
https://pdfs.semanticscholar.org/4a85/c5237647e72c930748dd70b62a7aae1869ca.pdf
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In 2018, our group published a large meta-analysis which 
tried to answer this question. We first looked at more than 
100 different physical activity promotion interventions, 
and identified the behavior change techniques each 
one contained. Then, we tried to identify which behavior 
change techniques led to increases in motivation for 
physical activity. The results revealed two main groups 
of behavior change techniques that seem to increase 
motivation.

The first group consisted of self-regulation techniques. 
In our analyses, self-regulation techniques (i.e., self-mo-
nitoring of physical activity levels, getting feedback on 
performance, setting physical activity goals, making 
action plans and using problem solving strategies to 
overcome barriers to physical activity) all had effects 
on motivation.  In addition, interventions which used 
self-monitoring coupled with at least one other self-
-regulation technique increased motivation more than 
other interventions.  Previous studies have shown that 
self-regulation techniques are very important in changing 
behaviors (e.g., physical activity, diet, smoking) and our 
study showed that they are very important in increasing 
motivation as well. Therefore, getting people to try out 
some self-regulation techniques can help them to both 
become more active and feel more motivated.

The second group consisted of behavior change tech-
niques related to participation in exercise classes, inc-
luding instruction on how to perform physical activity, 
demonstrations, and opportunities to practice new modes 
of physical activity.  Interventions which used this set of 
techniques, and interventions which were delivered in 
person or to groups of people, led to increases in moti-
vation for physical activity. This could be due to the social 
support received from trainers, or from the opportunities 
for social comparison (and having fun) provided by other 
participants in the class.  While it might seem daunting 
for an inactive individual to jump into a group exercise 
class right away, there is a good chance that doing so 
would increase their motivation for being active.

In conclusion, there are no 100% successful ways to 
motivate someone to become physically active, but our 
research suggests that fostering self-regulation and par-
ticipation in exercise classes might be a good start.  So 
the next time you are faced with a client or patient who 
would benefit from moving a little more, try out some 
of the practical tips below. They might not work for all 
individuals, but at least they will give you a couple more 
tools to use in your efforts to motivate others. Happy 
motivating!

• Monitor. Ask individuals to track their physical activity levels using an app, an activity tracker, or 
a paper diary. Offer them a printout which lists a few options for self-monitoring that you yourself 
would recommend.

• Review. Have the individual review their self-monitoring to see whether they are as active as they 
thought, and to identify times when physical activity might fit into their schedule.

• Set a goal and make plans. Have the individual set an activity goal that is realistic in light of what 
they currently do (from steps 1 and 2 above), and to make a plan of when, where and how they will 
achieve it.

• Just do it. Offer the individual a list of various physical activity classes, adult sports leagues or 
parks in the area, and help them to choose the opportunities for activity that are most interesting 
for them. Also, acknowledge that getting started is very difficult, but that doing so can help them 
to feel more motivated.

• Focus on motivation. Let the person know that it is normal to feel unmotivated, and that research 
evidence suggests that these strategies can help them become more active and boost their moti-
vation at the same time.

Practical recommendations

https://www.helsinki.fi/en/researchgroups/behaviour-change-and-wellbeing
https://www.tandfonline.com/doi/abs/10.1080/17437199.2018.1435299
http://practicalhealthpsychology.com/2018/07/self-regulation-from-theory-to-practice-supporting-your-patients-goals-for-change/
https://practicalhealthpsychology.com/2017/04/the-power-of-planning/
https://ore.exeter.ac.uk/repository/bitstream/handle/10871/13754/Michie%20Abraham%20et%20al%20(2009)%20Effective%20techniques%20-%20diet%20and%20physical%20activity%20meta%20-%20Health%20Psychology.pdf?sequence=4
https://www.clinicaladvisor.com/10-fitness-apps-to-encourage-physical-activity/slideshow/2438/
https://www.uhs.nhs.uk/Media/UHS-website-2019/Docs/Services/Maternity/Physical-activity-diary.pdf
http://practicalhealthpsychology.com/2018/08/how-to-set-goals-that-work/
http://practicalhealthpsychology.com/2017/04/the-power-of-planning/


48

POSITIVE PSYCHOLOGY INTERVENTIONS AT WORK

Positive psychology 
interventions at work

By Alexandra Michel, Federal Institute for Occupational 
Health and Safety, Germany and Annekatrin Hoppe, 
Humboldt Universität, Germany

Employees spend a major part of their waking time at 
work. It is no surprise then that reducing demands and 
increasing resources (e.g., autonomy, social support, 
self-efficacy) at work are important in promoting em-
ployees’ work-life balance, well-being and health. Over 
the last years, research has examined not only ways to 

repair the negative consequences of work stress, but 
also ways to promote resources to improve employ-
ees’ well-being at work. Especially, introducing positive  
psychology interventions to the workplace is a new  
avenue in the occupational health psychology field. Po-
sitive psychology interventions focus on building resour-

https://onlinelibrary.wiley.com/doi/abs/10.1111/joop.12131
https://onlinelibrary.wiley.com/doi/abs/10.1111/joop.12131
https://onlinelibrary.wiley.com/doi/abs/10.1111/joop.12131
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ces and preventing resource loss, and include activities 
that aim to cultivate positive feelings, behaviors and 
cognitions. In this blog post, we highlight three appro-
aches that can help employees to build their resources 
and foster well-being at work.

How can I see, experience and value 
more positive aspects of my work?
Cognitive strategies such as practicing optimistic thinking 
and appreciating positive experiences at work can help 
employees to create positive emotions and to feel better. 
In our intervention study, we asked caregivers to think 
about a positive and meaningful event they had expe-
rienced at work. This could be a positive interaction with 
their patient, a nice chat with a colleague or a treatment 
success. We asked the caregivers to reflect on this po-
sitive event and to savour their positive experience. This 
five-minute audio-supported exercise was repeated for 
ten consecutive work days. After the intervention period, 
caregivers in the intervention group had lower levels of 
fatigue and emotional exhaustion than caregivers in the 
control group. Particularly, caregivers with a high need 
for recovery, for example feeling low energy, benefitted 
from the positive thinking activity.

How can I gain new energy during 
work? The benefit of rest breaks
Work demands can drain employees’ energy and result 
in low work engagement and feelings of exhaustion and 
fatigue. Taking short rests from work enables employees 
to temporarily shift their attention away from work tasks 
in order to maintain and build new energy. We developed 
two short rest activities: A simulated savouring nature ac-
tivity (e.g., listening to nature sounds such as bird singing 
or waves); and a progressive muscle relaxation activity. 
We classify such a short break “as a micro-intervention” 
that can be completed at the workplace and which gives 
an employee a rest from work, during which they shift 
their attention away from work tasks. In our study em-
ployees were randomly assigned to either the savouring 
nature or the progressive muscle relaxation condition. The 
results show that both of these short daily rest breaks, 
which can be easily introduced into the workday, raise 
employees’ vigour and lower their fatigue over a course 
of 10 work days.

How can I switch off from work and 
find a good balance between work 
and private life?
Employees who think about and emotionally engage 
with work-related issues during their leisure time often 
find it difficult to detach or mentally switch off from 
work. This can lead to a diminished work–life balance. 
Following boundary theory, we designed an interven-
tion that enables employees to find their individual 
way to either integrate or separate both life domains. 
Our online intervention teaches mindfulness as a 
cognitive-emotional separation strategy. Mindfulness 
describes a state of being non-judgmentally aware of 
current experiences. In our intervention, employees 
reflected on their segmentation strategies (i.e. strate-
gies meant to keep work and private life separate from 
each other) and learned mindful breathing exercises 
which help them to focus on the present moment and 
to let go of undesired work-related cognitions and 
feelings. This enabled employees to focus on an acti-
vity in a specific life domain (e.g., playing with children 
at home) and forget work-related worries or preoc-
cupations. Our study results show that compared to 
a control group, employees in the intervention group 
experienced less emotional exhaustion, negative 
affect and strain-based work–family conflict, as well as 
more psychological detachment and satisfaction with 
work–life balance.

http://sonjalyubomirsky.com/wp-content/themes/sonjalyubomirsky/papers/SL2009.pdf
https://www.ncbi.nlm.nih.gov/pubmed/27936830
https://www.tandfonline.com/doi/full/10.1080/1359432X.2017.1348348
https://www.tandfonline.com/doi/full/10.1080/1359432X.2017.1348348
http://psycnet.apa.org/record/2001-14444-001
https://onlinelibrary.wiley.com/doi/abs/10.1111/joop.12072
https://onlinelibrary.wiley.com/doi/abs/10.1093/clipsy.bph077
https://onlinelibrary.wiley.com/doi/abs/10.1111/joop.12072
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Conclusion
Interventions on positive work reflection, respite breaks 
and segmentation of life domains can help employees 
to build resources and improve their well-being. For 
organizations and employees we see the following 
benefits: 

These intervention activities can be easily integrated 
into the work day during short breaks or performed in 
the evening during leisure time. They can be applied 
across occupations and can be made available through 
online platforms, smartphone apps or on paper. Organi-
zations and employees must keep in mind that primarily 
employees in need (e.g., high workload, emotionally 
demanding work tasks) benefit from these interventions, 
and that long-term effects of these interventions are not 
yet known. Finally, these individual interventions are not 
necessarily a substitute for more-comprehensive wor-
kplace health promotion efforts (e.g., reducing workload, 
team building workshops, leadership trainings) that aim 
to improve working conditions holistically.

POSITIVE PSYCHOLOGY INTERVENTIONS AT WORK

• Think about something that went well at 
work during your lunch break or when you 
finish your work. For example: a nice chat 
with a colleague, a successful presentation, 
a task you enjoyed 

• Plan short breaks during your working day 
to detach and recharge. Use them to relax, 
meditate or to go for a walk. 

• Try to switch off from work. Small mindful 
breathing exercises can help you to focus 
on momentary experiences and to let un-
desired thoughts and emotions go.

Practical  
recommendations
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Patient talk: What the doctor 
clearly says, and the patient 
clearly does not understand

By Anne Marie Plass, 
University Medical Center of 
Göttingen, Germany

Sometime ago a dermatologist who works as a 
psoriasis (a chronic skin disorder) -specialist in a 
university hospital, complained to me about many 
patients who do not adhere to the therapy, even 
though a mutual goal has been set, and a shared 
decision has been made.

Shared decision-making has been defined as “an appro-
ach where clinicians and patients share the best available 
evidence when faced with the task of making decisions,” 
usually when two or more treatment options are available, 
or more than one person is involved. Both patients and 
physicians contribute to the medical decision-making 
process, and patients are supported to consider options 
to achieving informed preferences and desired outcomes. 
Sharing decisions is becoming increasingly prominent in 
health care policy, with many professional healthcare 
providers trying their best to act as patient-centered as 
possible. Especially since this way of communicating with 
the patient can improve therapy adherence and trust.

At its core, shared decision-making is based on mutual 
understanding and respect. The physician and the patient 

are equal partners in this process, both contributing to 
the decision by bringing their own expertise and expe-
riences to the conversation. As such, the care provider 
contributes through medical knowledge and expertise, 
and the patient adds knowledge and expertise about 
his or her personal life. This however, is easier said than 
done. While many health care professionals claim they are 
‘already doing it’, data from patient experience surveys 
indicate that this is not generally the case.

The dermatologist I spoke to made it a habit to not decide 
on behalf of her patients, but to decide together with her 
patients about what therapy would suit them best. She the-
refore did not at all understand why her patients still were 
not motivated to taking the pills as prescribed, even after 
having based the therapy on patient’s personal preferences. 

https://www.bmj.com/content/341/bmj.c5146.long
https://en.wikipedia.org/wiki/Shared_decision-making_in_medicine
https://en.wikipedia.org/wiki/Shared_decision-making_in_medicine
https://www.ncbi.nlm.nih.gov/pubmed/17485749
https://www.ncbi.nlm.nih.gov/pubmed/17485749
https://www.ncbi.nlm.nih.gov/pubmed/20947577
https://www.ncbi.nlm.nih.gov/pubmed/15150208
https://www.ncbi.nlm.nih.gov/pubmed/20393104
https://www.bmj.com/content/341/bmj.c4989.long
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In describing the way she implemented the shared decision 
making process into daily clinical practice, she said that 
as soon as the patient came in, she informed him/ her that 
during this consultation they together were to decide about 
the therapy, and thus were going to discuss the various 
therapeutic options together.

Sometimes, patients may need time to study new in-
formation and to consider their personal preferences 
before they commit to new decisions. This is particularly 
so when the future of their condition is unknown and 
they may have to think about outcome states that they 
have never experienced. When offered a role in decision 
making, some patients may therefore feel surprised or 
unsettled by the offer of options, and uncertain about 
what might be best. Informing patients of various treat-
ment options, and that they are expected to participate 
in shared decision making beforehand might therefore 
improve the effectiveness of shared decision making.

In order to help her patients in deciding about the the-
rapy that would suit their personal preferences best, this 
dermatologist suggests percentages, e.g., 10%, or 20% im-
provement, as possible goals. After a patient chooses 
the percentage that suited them best, the dermatologist 
explained what therapy and medication would be needed 
to achieve this goal, thus actively engaging the patient in the 
decision-making process. Despite all this, her patients still 
did not adhere to the therapy, even though they themselves 
chose this option to fit best to their personal situation. I 
asked her whether she thought her patients understood the 
meaning of 20%, 30% etc., and whether they would express 
themselves likewise when pointing out the desired relief of 
symptoms to others.

Part of the difficulty lies in the inherent tendency for 
(healthcare) professionals to use language that is mainly 
transparent to fellow professionals. Medical language 
can be complicated, and evidence indicates that ne-
arly half of patients struggle to understand it. Jargon 
and abstract terms tend to conjure up a wide range of 
interpretations that may depart markedly from those 
the care provider had in mind. Moreover, a large body of 
evidence demonstrates that assessment items may also 
be subject to significant misinterpretation, or otherwise 
fail to measure what was intended. People may indicate 
on a questionnaire that they are not capable of walking 
500 meters, but when followed up in a conversation, they 
may reveal that they often walk for more than an hour in 
the shopping mall.

I replied to the specialist that if I were the patient, I would 
want to be able to shake hands as an end goal of the 
therapy, or to wearing a short-sleeved T-shirt, something 
like that. She gazed at me and started to laugh saying that 
was right, but she would never have thought of that herself. 
Furthermore, she had not realized that informing the patient 
beforehand about the decision-making process might be 
more effective.

It is therefore vitally important that healthcare professio-
nals are mindful about the patients that they are treating, 
and the understanding their patients have. This is not 
limited to those with limited (health) literacy, but all pa-
tients would benefit from clear and concise information 
and cutting out jargon. Moreover, it is of the utmost im-
portance for physicians to communicate in the language 
patients are accustomed to, expressing themselves in 
the words patients would use.

POSITIVE PSYCHOLOGY INTERVENTIONS AT WORK

• Increasing patient involvement in decision-
-making processes can improve adherence 
to therapeutic regimens and treatment 
outcomes. 

• Always try to express yourself in the words 
patients would use (i.e. avoid medical jar-
gon) 

• Keep in mind that, although what you are 
saying may be perfectly clear to you, signi-
ficant misunderstandings can Therefore, 
always check for patient understanding. 

• Offer patients time and useful, easy-to-un-
derstand information; make sure that you 
are well-prepared for important consulta-
tions 

• Let patients know in advance what is 
expected from them when making shared 
decisions.

Practical  
recommendations

https://jamanetwork.com/journals/jama/fullarticle/184205
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3010418/
https://www.sciencedirect.com/science/article/pii/S0738399105000546?via%3Dihub
http://www.theguardian.com/healthcare-network/2014/jul/01/impact-medical-jargon-patient-centred-care
http://www.sciencedirect.com/science/article/pii/S0020748915000619?via%3Dihub
https://www.telegraph.co.uk/news/health/news/10909421/Nearly-half-of-patients-do-not-understand-medical-language.html
https://www.telegraph.co.uk/news/health/news/10909421/Nearly-half-of-patients-do-not-understand-medical-language.html
https://www.telegraph.co.uk/news/health/news/10909421/Nearly-half-of-patients-do-not-understand-medical-language.html
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WHAT HAPPENS WITH MEDICATIONS WHEN THEY GO HOME?

What happens 
with medications 
when they go 
home?

What do people do with medications once they enter 
the home? Surprisingly, limited research has attemp-
ted to answer that question. Yet, it is important – most 
medications are consumed at home under the control 
of the consumer. Prescription medicines are regulated, 
but once prescribed and collected, they are presumed 
to be taken as directed. People also can access and use 
a wide range of over-the-counter medications (e.g., for 
pain relief), alternative medications (e.g., homeopathic 
preparations), and other health-related preparations 
that are less obviously medications (e.g., dietary supple-
ments, probiotic drinks). However, we should note that 
access to all forms of medication can vary considerably 
between countries.

Medications of all kinds are complex social objects 
and it is a mistake to consider them simply as medical 

technologies, effective for curing or palliating medical 
conditions when taken as advised. Medicines have wi-
dely varying dose-response effectiveness. Some (e.g., 
paracetamol) have a wide therapeutic index (i.e., are 
readily tolerated across a wide range of dosages), while 
others (e.g., levothyroxine), have a narrow therapeutic 
index (i.e., small differences in dose may lead to serious 
therapeutic failures and/or serious adverse reactions). 
Also, all medications have side effects of some kind, 
some minor and unnoticed by most users, others more 
major and potentially serious. While medications can 
have varying effects, people themselves also differ 
considerably in their tolerance for medications, and 
tolerances can change over time with repeated con-
sumption of the drug.

By Kerry Chamberlain, Massey University,  
Auckland, New Zealand

http://www.nature.com/articles/1002089.pdf
http://ps.psychiatryonline.org/doi/pdf/10.1176/ps.62.5.pss6205_0459
http://journals.sagepub.com/doi/abs/10.1177/136345930100500403
https://ps.psychiatryonline.org/doi/pdf/10.1176/ps.62.5.pss6205_0459
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We have substantial evidence that only about half of 
prescription medications are taken as directed. This 
occurs for a variety of reasons, including experience 
of side-effects, concerns about dependence, beliefs 
about illness, medications and treatments.
Hence, it is important to understand how lay people 
make sense of medications in their daily lives. We con-
ducted research with people in 55 households purpo-
sively-chosen from four cities across New Zealand. We 
were not interested in their adherence to medications, 
but we asked them to discuss their medication practi-
ces, to map where medications of all sorts were kept in 
their homes, and to produce and discuss all medications 
that were in their homes.

Some major outcomes from this  
research were:
• A wide variety of medications of all sorts – pre-

scription, over-the-counter, and alternative – were 
prevalent in all households, and distributed widely 
within the home. Their placement was organized, 
and important for use, with shared medicines sto-
red centrally (kitchens and living rooms), personal 
medications located in more private spaces (be-
drooms, bathrooms), and older medicines stored 
away (in cupboards and attics). This emplacement 
of medications reflected the familial relation-
ships and practices of care within households. 

• People understood and used medications 
very differently, from resistance to use thro-
ugh to various ways of complying with, amen-
ding, or extending their use, depending on 
the type of medication and illness involved. 

 ` For example, some were particular about 
taking antibiotics: “I don’t like taking anti-
biotics… antibiotics should be saved for dire 
emergencies”. 

 ` Others taking psychotropic medications 
reduced their use because of side effects 
and dependency: “I wanted to function as a 
functioning member of society … to get well I 
had to actually ditch the medication”. 

 ` People using alternative medicines often 
resisted allopathic medications completely: 
“I’d rather either try and wait it out or, just 
any other alternative rather than taking 
drugs”. 

 ` Others modified doses according to symp-
toms: “I was prescribed a higher dose but I 
just decided that I would try and keep it as 
low as possible”. 
 
 
 

https://www.annualreviews.org/doi/abs/10.1146/annurev-pharmtox-011711-113247
https://www.sciencedirect.com/science/article/pii/S0277953604006069
https://www.bmj.com/content/345/bmj.e3953.short
https://onlinelibrary.wiley.com/doi/abs/10.1111/1467-9566.12041
https://onlinelibrary.wiley.com/doi/abs/10.1111/1467-9566.12041
http://www.sciencedirect.com/science/article/pii/S1353829210001760
http://www.sciencedirect.com/science/article/pii/S1353829210001760
http://tma.socsci.uva.nl/23_2/chamberlain.pdf
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• These everyday medication practices were gover-
ned by people’s understandings of the value and 
place of medications in society. Medications could 
produce disorder, when fear and anxiety raised by 
drug marketing and media stories invoked the ‘un-
natural’ and out of control, or they could produce 
order, when understood as providing ‘balance’, and 
restoring order and control. Medications also invo-
ked morality, when regarded as ‘a necessary evil’ 
requiring personal vigilance in their consumption, 
or when their consumption implied a ‘morally 
failing’ ill person or a stigmatized failing body, 
creating identities that needed to be managed. 

Rather than view lay medication practices as misinfor-
med or irrational, we argue that they have a logic of their 
own, informed by a ‘lay pharmacology’ where patient 
perspectives on medications are located within both 
their conditions for being given medications and their 
personal health narratives. This lay pharmacology capa-
bility influences and alters medication-taking practices 
within homes in ways such as those identified above, and 
provides a missing perspective in many approaches to 
understanding medication-taking. 

• Health psychology practitioners should understand that medication-taking is a social practice and 
approach it as such, rather than viewing it solely from the biomedical perspective of adherence. 

• Medication use can be better understood as located within situated practices, and especially within 
the temporal and spatial domestic practices that are embedded in daily home life. Health psychology 
practitioners seeking to intervene in medication-taking need to discuss and uncover these practices 
and provide advice that is related to the social and contextual dynamics influencing everyday medica-
tion use for patients. 

• Health psychology practitioners should discuss medication use openly with patients and attempt to 
locate recommendations for use within the patient’s understandings of their illness, how they view and 
value medications, and how medication-taking practices can be incorporated into their everyday living.

Practical  
recommendations

Medications 
in the home 
have social 
lives of their 
own.

http://www.sciencedirect.com/science/article/pii/S0277953614001671
http://www.sciencedirect.com/science/article/pii/S0277953614001671
http://www.tandfonline.com/doi/abs/10.1080/09505430902885631
http://www.rsap.org/article/S1551-7411(16)30105-X/
http://www.routledge.com/Self-Medication-and-Society-Mirages-of-Autonomy/Fainzang/p/book/9781138213944
http://www.cambridge.org/nz/academic/subjects/anthropology/social-and-cultural-anthropology/social-lives-medicines?format=PB&isbn=9780521804691#rv4svbKmxj0d6dGZ.97
http://www.cambridge.org/nz/academic/subjects/anthropology/social-and-cultural-anthropology/social-lives-medicines?format=PB&isbn=9780521804691#rv4svbKmxj0d6dGZ.97
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How to set 
goals that 
work?

By Tracy Epton, University 
of Manchester, United 
Kingdom

Goal setting is a popular technique

There are many different techniques that can be used to 
change behaviour (93 according to a recent list!). Goal 
setting is a well-known technique that most people have 
used at some point. Goal setting is used by charities (e.g., 
Alcohol Concern, a UK charity, asked people to set a 
goal to quit drinking for the month of January), as part of 
commercial weight loss programmes and even in fitness 
apps. One recent review looked at a 384 tests of the 
effectiveness of goal setting across a range of different 
fields to see if goal setting really works, which types of 
goals work best and if goal setting works for everyone.

Does goal setting work to change 
behaviour?
Goal setting works for changing lots of different be-
haviours (including recycling, sports performance, 
educational goals and health) even when it is used just 
on its own with no other behaviour change techniques.

https://academic.oup.com/abm/article/46/1/81/4563254
https://www.alcoholconcern.org.uk/what-and-why
https://www.weightwatchers.com/util/art/index_art.aspx?tabnum=1&art_id=52281&sc=3046
https://runkeeper.com/
https://runkeeper.com/
http://psycnet.apa.org/record/2017-53491-007
http://psycnet.apa.org/record/2017-53491-007
http://psycnet.apa.org/record/2017-53491-007
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What is surprising is that goal setting doesn’t necessarily 
work better when it’s combined with other behaviour 
change techniques that it is commonly paired with. For 
example, adding feedback (i.e., telling people their current 
standing and / or progress towards the goal) to a goal 
setting intervention doesn’t increase its effectiveness. 
More importantly, getting people to explicitly commit to 
the goal or even just asking them how committed they 
are to the goal actually decreases the effectiveness of 
goal setting.
The addition of goal setting, improved the effectiveness 
of one behaviour change technique. Interventions that 
included monitoring someone’s performance without 
giving them feedback (e.g., recording how many portions 
of fruit and vegetables someone eats with their meal) are 
more effective if goal setting is added too.
There are a lot of different factors to be taken into account 
when setting and evaluating goals some of which are 
widely known (e.g., SMART goals) but others that might 
not be widely considered.

What can improve the effective-
ness of goal setting on behaviour 
change?
There is a myth that setting an easily achievable goal 
is more effective for things like losing weight. However, 
behaviour change is improved if difficult goals are set. 
Difficult goals are those that are expected to be achie-
ved by only a low proportion of people, these are more 
effective at changing behaviour than moderate (those 
expected to be achieved by 15-50% of people) or easy 
goals (i.e., those that are expected to be achieved by 
more than half of people).

Telling people about the goal is a good way to increase 
successful behaviour change. Goals are more likely to 
be achieved or progress made towards them, if the goal 
is set publicly (i.e., you have face to face contact with 
someone as you are setting a goal or you tell someone 
about your goal, e.g., you tell your work colleagues that 
you are planning to quit smoking). Indeed, writing down 
goals and putting them in a public place is a recom-
mendation in sport psychology too.
Working as a group on a goal also leads to more suc-
cessful behaviour change. Setting one larger goal as a 
family, a work group or sports team or even a group of 
friends is more effective than each person in that group 
setting an individual goal.

There are certain factors that don’t 
matter when setting a goal
Goals that focus on behaviour (e.g., weight loss program-
mes often get people to set a behaviour focused goal 
such as eating only 1,200 calories per day) are as effective 
as goals that focus on outcomes (e.g., a goal of losing a 
particular amount of weight each week).
Goals that aim to improve your performance relative to 
a current standing (e.g., walk 5,000 more steps per day) 
are as effective as those that are based on an absolute 
external standard (e.g., walk 10,000 steps per day).
Goals that are self-set, set by someone else or are col-
laboratively set are all equally effective. It’s also ok to 
set more than one goal at once or to repeatedly set the 
same goal over a period of time – there is no difference 
in effectiveness.

Do ask people to:
• Set a fairly difficult goal – this will help them 

make more progress

• Tell people about the goal – these are more 
successful than those that are kept to yourself

• Set collective goals – a larger group goal is 
more effective than several individual goals

Things you should avoid
• Don’t ask someone 

how committed they 
are to the goal:  if 
they’re not highly com-
mitted, it could backfire 
by drawing their atten-
tion to this!

Practical recommendations
Practitioners if encouraging patients to set goals or if setting goals for patients should consider these points.

https://www.mindtools.com/pages/article/smart-goals.htm
http://www.nejm.org/doi/full/10.1056/NEJMsa1208051
https://www.tandfonline.com/doi/abs/10.1080/21520704.2010.513411
https://www.tandfonline.com/doi/abs/10.1080/21520704.2010.513411
https://www.tandfonline.com/doi/abs/10.1080/21520704.2010.513411
http://psycnet.apa.org/record/2017-53491-007
http://psycnet.apa.org/record/2017-53491-007
http://psycnet.apa.org/record/2017-53491-007
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Self-regulation from the-
ory to practice: supporting 
your patients’ goals for 
change

By Stan Maes & Véronique 

De Gucht, Leiden 
University, Netherlands

Over the last decades, the role of individuals within the 
healthcare system has evolved from ‘compliance with 
medical regimens’, implying obedience; to ‘self-mana-
gement’, denoting responsibility for the control of one’s 
own health or disease. This has recently progressed fur-
ther to the idea of ‘self-regulation’, a systematic process 
that involves setting personal health-related goals and 
steering behavior to achieve these goals. To illustrate 
the continuous self-regulation process, we have chosen 
the ancient image of an ‘ouroboros’ (i.e., a snake eating 
its own tail) to accompany this blog post.

Self-regulation occurs in phases: (1) goal awareness 
and goal setting; (2) active goal pursuit and (3) goal 
attainment, maintenance or disengagement. In the fol-
lowing paragraphs, we illustrate these phases using the 
example case of an individual, John, who has suffered 
a heart attack.

Phase 1
In the first phase, individuals should become aware of 
and set realistic and personally-relevant health-related 
(change) goals. For example, John might be asked, ‘What 
would recovery be for you?,’ to which he might reply 
that taking nature walks with his grandchild is important 
to him. As a first step, John might therefore set a goal 
such as ‘starting short walks in my neighborhood.’ It 
is important here that such goals are self-set and are 
realistic considering current functioning, as these give 
a sense of ownership and are more easily attained than 
goals imposed by others. Techniques of motivational 
interviewing can help to support personal goal setting 
among unmotivated individuals.

SELF-REGULATION FROM THEORY TO PRACTICE: SUPPORTING YOUR PATIENTS’ GOALS FOR CHANGE

http://work.chron.com/5-principles-motivational-interviewing-1836.html
http://work.chron.com/5-principles-motivational-interviewing-1836.html
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Phase 2
The second phase is characterized by goal pursuit. In 
this phase, individuals must bridge the common gap 
between cognitions (e.g., intentions) and action. For 
this purpose, a specific ‘action plan’ is needed, based 
on reflection, which specifies precisely 
when, where and how to act. In our 
example, this might be: ‘From next 
week onwards, I will walk with my 
wife to a nearby grocery shop to 
buy food on Monday, Wednesday 
and Friday at 3pm’. Action plans like 
this, which specify sufficient detail, 
have been shown to enhance achie-
vement of goals related to physical 
exercise, healthy eating and other 
health behaviors.

In addition, three regulatory mecha-
nisms play important roles during 
goal pursuit. The first of these is 
feedback, which involves monito-
ring and evaluating progress. In our 
example, John could be asked to 
register his activity to see whether 
he met his goal. The results could 
then be reviewed with John to either 
identify successes, or to identify 
problems to overcome in the future. 
The second mechanism involves 
anticipatory or feedforward proces-

ses, which include outcome expectancies (i.e., what a 
person thinks will happen if they take action) and sel-
f-efficacy beliefs (i.e., whether a person feels that they 
can successfully take action). Outcome expectancies 
and self-efficacy are both enhanced by observation of 
successful others, goal progress and encouragement. 

Figure: The self-regulation cycle.

Outcome expectancies 
and self-efficacy are both 
enhanced by observation 
of successful others, 
goal progress and 
encouragement. 

http://eprints.whiterose.ac.uk/107519/3/The%20Intention-Behavior%20Gap%20R1.pdf
https://www.sciencedirect.com/science/article/pii/S1469029212001148
https://www.sciencedirect.com/science/article/pii/S1469029212001148
https://onlinelibrary.wiley.com/doi/abs/10.1111/aphw.12017
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• Support the individual in formulating a 
personal change goal related to a relevant 
health issue (e.g., ‘What would represent 
recovery for you?’). These goals should be 
specific, important to the individual, not 
too easy or too difficult and attainable in a 
restricted time frame. 

• Assist the individual in building an action 
plan by asking when, where, how and how 
long the patient will act in relation to the 
target goal. 

• Ask the individual to build a ‘goal ladder,’ 
which defines (self-)assessable steps to-
wards progressive goal attainment. 

• Increase the individual’s self-efficacy by 
showing examples of other patients who 
achieved a comparable goal, encouraging 
the patient and praising him or her for goal 
progress. Teach the individual how to cope 
with obstacles and relapse. 

• Support goal maintenance, and assist indi-
viduals in reformulating their goal in a more 
manageable way if they find it unattainable 
in its present form.

Practical  
recommendations

Clinicians should therefore provide contact with other 
people who successfully achieved comparable goals, 
to increase the chances of goal achievement and pro-
vide individuals with opportunities to receive support 
for their goals. The final mechanism involves activating 
control processes to ensure continued efforts despite 
competing goals or obstacles. A distraction from the 
self-set goal, e.g., by a life event, may have a detrimental 
effect on goal pursuit. Lack of progress toward goals 
(i.e., failure) is also frequently related to negative mood. 
If this occurs, one might want to offer John support for 
dealing with these emotions and help in coping with 
failure, by seeing these as opportunities for learning.

Phase 3
The third phase regards goal attainment, maintenance 
and disengagement. Goal attainment is not the end, but 
rather a new beginning. Individuals can be encouraged 
to set new goals to maintain progress over time. If ho-
wever, a self-set health goal proves to be unattainable, 
it is often wiser to disengage from this goal and choose 
a more manageable goal. In our example, John could 
therefore continue pursuing his actual physical activity 
goal, or rather set a new goal such as going for a short 
daily walk with his dog. Fostering self-efficacy and social 
support are again important predictors of maintenance.

Much research has supported the efficacy of self-regu-
lation based interventions for health behavior change 
in healthy populations and among patients with chro-
nic illnesses, e.g., for weight loss in type 2 diabetes, 
for physical activity among people with arthritis, for 
lifestyle change in cardiac rehabilitation, and for  
balancing activity and rest in chronic fatigue syn-
drome.

SELF-REGULATION FROM THEORY TO PRACTICE: SUPPORTING YOUR PATIENTS’ GOALS FOR CHANGE

https://iaap-journals.onlinelibrary.wiley.com/doi/full/10.1111/j.1464-0597.2005.00210.x?subid1=20210223-1843-0083-9787-28db724158ad
https://openaccess.leidenuniv.nl/handle/1887/13515
https://openaccess.leidenuniv.nl/handle/1887/20846
https://openaccess.leidenuniv.nl/handle/1887/19850
https://openaccess.leidenuniv.nl/handle/1887/31422
https://openaccess.leidenuniv.nl/handle/1887/31422
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MOVE MORE, SIT LESS AT WORK: LET’S NOT SIT TO TALK ABOUT IT

Move more, 
sit less at 
work: let’s 
not sit to 
talk about it

By Stuart Biddle, University 
of Southern Queensland, 
Australia
I’m writing this blog on Valentine’s Day! The health pro-
motion charity in Australia, Bluearth, has produced some 
amusing videos encouraging you to use your chair less 
by ‘breaking up with your chair’ (liking splitting from your 
partner, see videos here). So what is the issue here? Es-
sentially, with changes in the way many of us work, we 
sit too much and this has been shown to be bad for our 
health. For example, many people will drive to work, sit 
at a desk most of the day, drive home, and sit in front of 
the TV or computer for much of the evening. The wor-
kplace, therefore, is ripe for health behaviour change. But 
with such a habitual behaviour like sitting, strong social 
norms, as well as environmental designs that encourage 
less movement alongside comfortable and rewarding 
sitting, how can we change anything?

First, it is important to note that simply sitting less is not 
the only answer. We must strive to help people to move 

https://www.movemoresitless.org.au/latest-videos/
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more through physical activity, preferably of a mode-
rate-to-vigorous nature. But, in addition, making the 
transition from long periods of sitting to engaging in a 
greater volume of light-intensity physical activity is also 
important. This might involve light activity, such as getting 
up out of the chair and talking to a colleague instead of 
emailing, using the stairs, or simply engaging in several 
what we call ‘sit-to-stand transitions’ in work meetings.

So what might work? We conducted a systematic review 
of behaviour change techniques, including those in the 
workplace. Of the 38 interventions we reviewed, 20 were 
in a worksite context. We rated 15 interventions (39%) 
as ‘very promising’ for behaviour change. Interventions 
based on changing the environment (e.g., having a sit-
-to-stand desk), persuasion, or education (e.g., a seminar 
on the health effects of sitting and moving at work) were 
most promising. Self-monitoring (e.g., keeping a log), 
problem solving (e.g., working out solutions for the office), 
and restructuring the social or physical environment were 
particularly promising behaviour change techniques.

MOVE MORE, SIT LESS AT WORK: LET’S NOT SIT TO TALK ABOUT IT

To help people sit less and move more at work, but of 
course stay productive and ‘on-task’, the use of sit-to-
-stand desks have become popular. The advice is to 
break up sitting as much as possible rather than stand 
for prolonged periods. Based on the results of our review, 
therefore, we would expect such desks to be successful 
in bringing about behaviour change as they are enabling 
changes to the physical environment. But, at the same 
time, we may need to provide initial education on the 
benefits, as well as self-monitoring. In a study where we 
did not provide such desks, the self-monitoring tool we 
gave was not received well and we did not achieve the 
behaviour change we sought. This also suggests that 
practical implementation, of such behaviour change 
techniques is also important to monitor, as well finding a 
self-monitoring tool that is acceptable for the participants 
and is appropriate and timely in its feedback.

• Encourage senior management to support 
efforts for less sitting and more movement 
at work 

• Provide on-site education about moving 
more and sitting less, preferably with self-
-monitoring of sitting time (e.g., a log book) 

• Create policy, or at least social norms, that 
‘give permission’ for staff to sit less and 
stand or move more in meetings. Walking 
meetings might also be encouraged. 

• Provide a sit-to-stand desk in the workpla-
ce, if possible 

• If this desk is not possible, improvise with 
occasional standing tasks (e.g., using a ta-
blet on an elevated work surface)

Practical  
recommendations

https://www.ucl.ac.uk/health-psychology/BCTtaxonomy/
https://www.ucl.ac.uk/health-psychology/BCTtaxonomy/
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-016-3941-9
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Willpower versus 
Unhealthy Temptations 
– Spoiler Alert – 
Willpower Usually Loses

It will come as no surprise that evidence shows people 
do not always behave in ways that are best for their lon-
g-term health. For example, most people are aware that 
exercise is good for their physical and mental health, 
but comparatively far fewer people exercise regularly. 
When a person makes an intention to start exercising, 
there is only about a 50% chance that they will actually 
follow through with that. Those are the same odds as 
a coin flip! Did you ever give much thought to why it is 
that despite people’s best intentions, they indulge in 
unhealthy behaviour? There is a perspective growing 
in credence and popularity amongst health psychology 

science about how people’s behaviour is influenced 
by two systems. These dual process models provide 
a refreshing viewpoint for how to help people live he-
althy lifestyles without it requiring a constant battle of 
willpower versus unhealthy temptations.

There are many iterations of dual process models, but 
the general idea of the models is that behaviour is in-
fluenced by two systems – one composed of reflective 
processes and the other of automatic processes. The 
reflective system influences behaviour through delibe-
rative, planned processes, which are usually quite slow 

By Amanda Rebar, 
Central Queensland 
University, Australia

http://www.who.int/mediacentre/factsheets/fs385/en/
http://www.who.int/gho/ncd/risk_factors/physical_activity/en/
http://onlinelibrary.wiley.com/doi/10.1111/bjhp.12032/full
https://sites.ualberta.ca/~francisp/Phil488/EvansDualProcessing2008.pdf
http://psycnet.apa.org/record/2009-05881-002
https://sites.ualberta.ca/~francisp/Phil488/EvansDualProcessing2008.pdf
http://psychology.oxfordre.com/view/10.1093/acrefore/9780190236557.001.0001/acrefore-9780190236557-e-231
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and require willpower. The automatic system influences 
behaviour through unintentional, spontaneous impulses.
Although the processes are different, they can result in 
the same outcomes. For example – a woman has chan-
ged what she eats. It may be that she was informed that 
she is at an increased risk of heart disease and decided 
it was in her best interest to make the change – that 
would be a reflective process. Alternatively, it could 
be that she changed what she ate simply because she 
just had not been in ‘the mood’ or had experienced any 
‘cravings’ to eat the same foods as usual – that would 
be automatic processes.

The automatic system has a pretty bad reputation. It 
has typically been vilified as the source of unhealthy 
temptations that must be overcome with willpower. 
Commonly, we educate people about why they should 
change their behaviour and rely on that information to 
persuade them enough to set goals and plans to change, 

diligently monitor their behaviour, and sort out a way 
to effectively follow-through with their plans each day. 
The problem is that these types of behaviour change 
strategies do not always work and when they do, it may 
only be for a short time.

Maintaining a healthy lifestyle will undoubtedly require 
overcoming some temptations, but there are also ways 
we can help people work with instead of against their 
automatic system. Evidence is showing that there are 
ways to make it easier to resist unhealthy automatic 
influences and even ways to make automatic influen-
ces aligned with long-term health goals. With simple 
changes in the way we provide lifestyle advice, we may 
be able to give willpower the upper hand in the battle 
against unhealthy temptations or even stop the fight all 
together so that ‘temptations’ fights on the side of health.

Practical recommendations

• Suggest simple changes in daily routines that 
can help to avoid unhealthy temptations. Usu-
ally, there are certain places, moods, experien-
ces, or times of day in which people are most 
prone to unhealthy behaviour. Awareness of 
what triggers the unhealthy temptation takes 
away some of its power and allows you to save 
willpower for the most high-risk times.

 ` Example: Someone who has just quit 
smoking may want to take a different 
route from work if he usually gets a pack 
of cigarettes at the service station on the 
way home.

• Come up with ways to make healthy behaviour 
options simpler and more pleasant than the 
unhealthy alternatives.

 ` Example: Do not keep junk food in the 
house. People will be less likely to in-
dulge in urges for unhealthy eating if it 
requires a trip to the shops when there 
are healthier options at home.

• Make healthy options more visible than un-
healthy options. Advertising works through 

repetition and high visibility of branding. The 
same techniques can be applied to health 
behaviours.

 ` Example: If a person has a hard time re-
membering to take their medication, ask 
them to place the medication in a promi-
nent and safe location (windowsill over 
the kitchen sink instead of in a cabinet) 
so that it is seen regularly throughout a 
person’s typical day.

• Do healthy behaviours that are rewarding. 
When healthy behaviour is enjoyable, it takes 
less willpower to achieve and will be more 
likely to be maintained long-term. If it is tre-
ated as something unpleasant that must be 
tolerated, odds are it won’t last long.

 ` Example: If your child doesn’t like ste-
amed vegetables, don’t force her to eat 
it or bribe her with a sweet after she 
finishes. Instead, explore different cooking 
strategies for vegetables that she may like 
so she learns to enjoy it rather than deve-
loping an avoidance to eating vegetables.

http://journals.sagepub.com/doi/abs/10.1111/j.1467-8721.2007.00534.x
http://science.sciencemag.org/content/337/6101/1492
https://www.tandfonline.com/doi/full/10.1080/17437199.2015.1138093
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Planning 
theory- and 
evidence-
based 
behavior 
change 
interventions: 
Intervention 
Mapping

By Gerjo Kok, Maastricht 
University, the Netherlands; 
University of Texas at 
Houston, USA
A wide range of campaigns and interventions to improve 
public health and change health behaviors currently 
exists, but many of these are not “theory- and eviden-
ce-based”. This post will briefly describe the processes 
health psychologists undertake when developing in-
terventions, and highlight how these differ from (and 
improve upon) similar processes commonly undertaken 
elsewhere.

Steps
Planning behavior change interventions is a step-by-step 
process, which often involves taking two steps forward 
and one step back. This is especially important, as each 
step builds on previous steps, and inattention to one 
step may lead to mistakes and inadequate decisions in 
another. The so-called Intervention Mapping (IM) pro-

http://interventionmapping.com/
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Step 2: Identifying objectives
Once the problem and its causes are clearly defined, 
specific program outcomes and objectives can be defined 
as well. This includes specifying how determinants of 
individuals’ behaviors and environments’ agents (decision 
makers) will need to be changed in order to alleviate 
the problem. For example, from the logic model above, 
to promote adolescents’ condom use, the intervention 
should increase risk perception as well as the perceived 
effectiveness of condoms to reduce risk perception. The 
intervention should also influence the partner directly, 
if possible, in combination with improving adolescents’ 
negotiating self-efficacy. Finally, depending on existing 
societal norms, access to family planning services can 
be facilitated.

Step 3: Intervention design
A coherent, deliverable intervention is designed. Theory-
-based intervention methods and practical applications 
to change (determinants of) behavior are selected, and 
program themes, components, scope and sequence are 
generated. IM distinguishes so-called behavior change 
methods (or techniques) that have been shown effective in 
changing determinants of behavior and/or environmental 
causes. For example, risk perception can be increased 
by scenario-based risk information. Self-efficacy may 
be improved by modeling and feedback. Advocacy and 
lobbying may influence decision-making at the policy 
level. All these change methods require translation into 
practical applications, taking into account the theory and 
evidence-based parameters. For example for modeling: 
the learner will identify with the model, the learner ob-
serves that the model is reinforced, the learner has suffi-
cient self-efficacy and skills for the action, and the model 
serves as a coping model instead of a mastery model.

Step 4: Intervention production
This is the actual production of the intervention. Pro-
gram structure is refined, and messages and materials 

tocol identifies six steps in intervention development 
which help the planner to create on intervention based 
on theory and evidence:

Step 1: Needs assessment
In this step, a planning group, consisting of all parties 
involved – including target population, stakeholders, 
experts, researchers and future implementers – assesses 
the problem. This includes identifying the behavioral 
and environmental causes of the problem, as well as 
the determinants of these behavioral and environmental 
causes. These pieces can then be depicted in a “logic 
model” of the problem – like the (simplified) one below 
on adolescents’ STI/HIV prevention – which offers a clear 
picture of how the various pieces fit together.

https://en.wikipedia.org/wiki/Intervention_mapping
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Core processes
IM also suggests “core processes”, key actions for ap-
plying theory and evidence: posing questions, brainstor-
ming answers, reviewing empirical findings, accessing 
and using theory, identifying and addressing the need 
for new research, and finally formulating the working 
list of answers.

Especially the process of accessing and applying theory 
is the challenge that health psychologists are especially 
trained for. Searching the literature for evidence on the 
topic, the program planner will encounter theoretical 
ideas, as well as concepts that may be linked to theories. 
Finally, planners may use theories that they are familiar 
with, for example the theory of planned behavior for 
determinants of behavior, or self-regulatory theories for 
changing behavior.

are drafted, pretested, and produced. For the example 
above, the Dutch ‘Long Live Love’ program was deve-
loped, implemented and has been repeatedly shown to 
promote safer sex in adolescents in schools.

Step 5: Implementation plan
A program implementation plan is generated. Potential 
program users are identified, performance objectives and 
change objectives for program use are specified, and 
implementation interventions are designed, again using 
the steps of IM. For the example above, the intervention 
targeted 14-15 years old adolescents at schools. The 
implementation intervention targeted dissemination 
to the schools, adoption by the school directors and 
teachers, correct implementation by the teachers, and 
finally institutionalization of the intervention by the school 
directors and boards.

Step 6: Evaluating effectiveness plan
Developing an intervention is not the end of the road. 
It is also important to evaluate whether an intervention 
achieved its objectives (i.e., effectiveness evaluation), 
and whether or not the intervention was implemented 
as intended (i.e., process evaluation). Activities for steps 
5 and 6 should start as early as possible in the planning 
process. Information from these evaluations can be used 
to refine and improve interventions, moving back and 
forth between steps.

Broad perspectives
The planning of behavior change interventions should 
always:

1. Use behavioral theories and evidence as foun-
dations;

2. Take an ecological approach to assessing and 
intervening in (health) problems; and

3. Make sure that agents in the target communities 
and other relevant stakeholders participate. 

An individual with a health problem is part of a system, as 
is the potential solution for the health problem. Therefore, 
broad participation across different levels of a system 
can bring a greater breadth of skills, knowledge, and 
expertise to a project and can improve how applicable 
the intervention is in real world settings and how best to 
evaluate the intervention.

• Every planning group for a behavior change 
intervention should have a behavioral science 
expert as one of its members, e.g., a well-tra-
ined health psychologist.

• When developing behavior change interven-
tions, use theory and evidence, take a sys-
tems approach, and improve participation in 
the intervention.

• Planning behavior change interventions is 
a step-by-step process, wherein each step 
builds on those preceding it. The IM protocol 
can help guide people through these steps.

• The ‘core processes’ may assist the health 
psychologist in finding theoretical answers 
for planning questions.

• Particularly relevant for intervention planning 
are: identifying changeable and important 
determinants of behavior, taking into account 
the theoretical parameters that make beha-
vior change methods effective, and making 
sure that the intervention is implemented as 
planned.

Practical  
recommendations

http://www.langlevedeliefde.nl/
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Social support and health 
behavior: How to move from 
well-intentioned to skilled 
support

By Urte Scholz, University of Zurich and Gertraud (Turu) 
Stadler, University of Aberdeen

Social support seems to be an exclusively positive thing. 
What can be bad about a little help? Having someone 
who cooks healthy meals when you try to eat better, 
or being comforted when you feel down because your 
recent attempt at quitting smoking didn’t go so well? 
These scenarios already give us a feeling that good 
intentions to support someone may not be enough. A 
partner who cooks healthy meals for you or your sister 
showering you with diet tips may also make you feel 
like they know better than you what is good for you. Did 
you ask them to help you? Do they not fully trust you to 
eat healthily on your own? So, is support for changing 
one’s behavior always a good thing? This text aims to 
help practitioners advise their clients on how to seek 
out useful social support. Let’s start with defining what 
social support is and what it is not.

What is social support?
Social support is help from another person to someone 
who is confronted with a problem or challenge, such as 
trying to eat a healthier diet. Support aims at solving the 
problem or at least relieving the stress associated with 
the problem. There are three common ways of support 
that often blend: One way is emotional support, such 
as comforting the person and making them feel loved, 
understood, and cared for when they stress about how 
difficult it is to eat better. A second way is practical sup-

port, i.e., taking a concrete action to help the other, such 
as buying healthy foods. The third way is informational 
support, such as providing tips on how to eat more veg-
gies. While support can come from literally any other 
person, research has found that most support comes 
from close others, such as romantic partners, family, 
and friends. Important support sources for people with 
health problems are often health professionals and other 
people with similar conditions.

There are two different kinds of support, either what sup-
port you expect in the future or what support you actually 
got in the past. People can think about the support they 
expect to receive from others for stressful situations in 
the future. For example, a smoker intending to quit can 
imagine the support that he/she will be offered from 
others. This type of support is called perceived support. 
It is more related to people’s optimistic view of the future 
than to actual support transactions. Perceived support 
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can be a bit lofty, as the support expectations are not 
necessarily tested by a challenging situation. The second 
way of looking at support is to ask about what support a 
person got with a problem. The latter are retrospective 
reports of actual support transactions. For example, what 
help someone got during the last week while trying to 
eat better. These two kinds of support do not necessarily 
closely relate to each other. You can expect your loved 
ones to help in times of need, but you might not recall 
having received much help with your recent stint at trying 
to eat better.

Skilled support for health 
behavior change
When looking at research on social support and health 
behaviors, many studies report positive effects of support 
for health behavior. When we take a closer look, however, 
we find that many of these studies focus on the first kind 
of support described above, perceived support. A positive 
expectation of support is consistently related to better 
health behaviors. The second kind of support, actual 
support transactions, has received much less attention in 
research, and the available studies found mixed effects. 
These mixed results sometimes seem to come from a 
failure to really enhance support in the interventions in 
the first place. Overall, it seems there is no guarantee that 
well-intentioned social support is helpful when someone 
tries to change a health behavior. Instead, the success 
of supportive actions seems to depend on:

• who is providing the support (sometimes a 
friend helping is better than a spouse helping),

• on the gender of the provider (women seem 
to be the better providers for both men and 
women),

• on the fit between support needs and provi-
sion, and also

• under which conditions it occurs (whether the 
giving and receiving of support is balanced or 
lop-sided).

In fact, there are studies out there that demonstrate that 
receiving support might even do harm. Support might 
contribute to feeling down or to simply not being able to 
cope with the challenge at hand yourself. Skilled sup-
port—support from trusted others that meets your needs 
and makes you feel understood, valued, and cared for 

when changing your behavior—may be the best option. 
Skilled support depends on both sides communicating 
with each other: The person wanting to make a change 
should evaluate personal needs and communicate these 
needs clearly, actively seeking support from persons 
he or she can fully trust to be responsive. The support 
provider should aim to meet the person’s needs in a way 
that is respectful and responsive to the recipient’s needs.

So what should people do in order to effectively 
support someone with regard to a health beha-
vior change? Practitioners advising clients sho-
uld encourage them to seek skilled support and 
communicate with their close others and health 
professionals about it. For effectively supporting 
another person’s attempt to change a health beha-
vior, keep the following recommendations in mind:

• Encourage persons who want to make a 
change to seek support from trusted close 
others and to talk with them about what wo-
uld be really helpful for them. This might also 
include being left alone!

• Practice with clients to communicate the-
ir needs in specific situations and to make 
suggestions to make the support they 
receive more helpful to them. For example, 
practitioners can use role play to go through 
different scenarios for asking for support. This 
should also include raising awareness that 
support is a very individual matter and not 
always helpful. Thus, the person can practice 
giving guidance and constructive feedback 
to support providers to improve the support 
transactions.

• Practice to recognize skilled support. As 
changing one’s behavior is a dynamic pro-
cess and the needs might change from one 
day to another this may involve frequent 
adaptations.

Practical  
recommendations

http://onlinelibrary.wiley.com/doi/10.1111/j.1756-2589.2009.00003.x/full
http://onlinelibrary.wiley.com/doi/10.1111/j.1756-2589.2009.00003.x/full
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Very  
Brief 
Interventions

By Stephen Sutton, 

University of Cambridge, 
England

Large-scale problems require large-scale solutions. Tac-
kling the ‘Big 4’ behaviours (physical inactivity, tobacco 
use, excessive consumption of food and alcohol) requires 
scalable interventions that can reach large numbers of 
people to achieve a significant public health impact. One 
promising approach is to use brief interventions delive-
red by practitioners in healthcare settings. For example, 
in the UK, the National Institute for Health and Care 
Excellence recommends that primary care practitioners 
deliver tailored, ‘brief’ physical activity advice to inactive 
adults, and follow this up at subsequent appointments.

There is evidence for the effectiveness of brief interven-
tions. However, a problem with interpreting this literature 
is that there are different definitions of ‘brief advice’ or 
‘brief interventions’. For example, one review defined brief 
advice as “Less than 30 minutes in duration, or delivered 
in one session (allowing for research follow-up only as 
additional contact)”. Many such ‘brief’ interventions are too 
long to be included in routine primary care consultations. 
In our work, we have therefore focused on developing and 
evaluating ‘very brief’ interventions, defined as a single 
session lasting no more than five minutes, to address 
physical inactivity. These very brief interventions could 

be used in different healthcare settings, but we develo-
ped ours for the National Health Service (NHS) Health 
Check Programme in England. This invites adults aged 
40 to 74 years who are not on a disease register to have 
a vascular health check every five years. Most of these 
checks take place in primary care and are carried out by 
practice nurses and healthcare assistants. They are an 
ideal opportunity to deliver a very brief behaviour change 
intervention to potentially millions of people.

To develop the interventions we used an iterative appro-
ach that combined evidence and expertise from multiple 
sources, including systematic reviews, a stakeholder 
consultation, a qualitative study, estimation of resource 
cost and team discussions. We specified the content of 
the very brief interventions in terms of behaviour change 
techniques. For example, our pedometer-based very 
brief intervention incorporated nine different behaviour 
change techniques, including Goal setting (behaviour), 
Action planning and Self-monitoring of behaviour. These 
were implemented by giving the participant a pedometer 
and Step Chart along with verbal instructions such as 
“Each week you can set yourself a step goal, for example 
6,000 steps a day, and then each day you can write down 

http://www.nice.org.uk/guidance/ph44
http://www.nice.org.uk/guidance/ph44
http://bjsm.bmj.com/content/50/7/408
https://www.ncbi.nlm.nih.gov/pubmed/28232098
https://www.nice.org.uk/guidance/ph44/evidence/review-of-effectiveness-and-barriers-and-facilitators-pdf-69102685
https://www.ncbi.nlm.nih.gov/pubmed/25887643
https://www.ncbi.nlm.nih.gov/pubmed/23512568
https://www.ncbi.nlm.nih.gov/pubmed/23512568
https://www.ncbi.nlm.nih.gov/pubmed/27350131
https://www.ncbi.nlm.nih.gov/pubmed/27350131
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how many steps you walked and see if you achieved your 
goal”. We also developed a three-hour training session 
and manual for practitioners.

Such technique-based very brief interventions should be 
distinguished from simple ‘advice giving’. Advice usually 
involves exhortations to change and information about the 
harms of physical inactivity or the benefits of being more 
active. While important, it may also be helpful to include 
techniques such as goal setting and self-monitoring that 
are designed to help people to change their behaviour.

We showed that it is feasible to include very brief interven-
tions in Health Checks and that they are acceptable to 
practitioners and patients. Our initial findings on efficacy 
were quite promising. Based on objectively-measured 
physical activity using an accelerometer, the pedome-
ter-based very brief intervention had an estimated 73% 
probability of being effective (i.e. of increasing physical 
activity relative to a no-intervention control condition). 
However, when we tested this very brief intervention in a 
larger trial (N = 1,007), it had only a small, non-significant, 
positive effect on objectively-measured physical activity 
at three months. Nevertheless, the economic evaluation 
suggested that there is a 60% probability that the interven-
tion is cost-effective in the long term compared with an 
NHS Health Check alone. Thus, delivering the very brief 
intervention may be better than doing nothing.

It may be possible to increase the effectiveness of very 
brief interventions by incorporating additional intervention 
components. The challenge is to do this without greatly 
increasing their cost. One approach is to combine a very 
brief face-to-face intervention delivered by a healthcare 
practitioner with a ‘digital’ intervention that provides the 
patient with ongoing support for behaviour change. The 

combination of face-to-face and digital components may 
be more effective than either alone. We have used a ver-
sion of this intervention model in our work on improving 
quit rates among smokers in primary care, in which the 
digital component consists of a 90-day programme of 
tailored text messages sent to the smoker’s mobile phone.

• There is evidence for the effectiveness of 
brief interventions to change behaviours 
such as smoking and physical activity. But 
many of these interventions are too long to 
include in routine consultations with patients.

• Consider instead using very brief interven-
tions, defined as taking no longer than five 
minutes. The evidence for their effectiveness 
is weaker than for brief interventions. But de-
livering a very brief intervention is probably 
better than not intervening at all.

• Rather than just ‘giving advice’, think of very 
brief interventions as including one or more 
behaviour change techniques. For example, 
it may be helpful to ask the patient to moni-
tor their behaviour or to make a specific ac-
tion plan by writing down when, where and 
how they will increase their physical activity 
or avoid tempting snacks.

• ‘Signposting’ patients to useful resources 
(e.g. a smartphone app or a local walking 
group) is quick to do and may enhance the 
impact of the intervention. Arranging a follo-
w-up appointment may also be helpful.

• Make every contact count. Every time you 
see a patient, you have a potential oppor-
tunity to say something about behaviour 
change. The additive effect of many prac-
titioners using very brief interventions with 
many patients may have a significant public 
health impact.

Practical  
recommendations

https://www.ncbi.nlm.nih.gov/pubmed/27716297
https://www.ncbi.nlm.nih.gov/pubmed/27716297
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4309513
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4309513


72

HARNESSING YOUR IMAGINATION: USING THE POWER OF MENTAL IMAGERY TO CHANGE HEALTH BEHAVIOUR

Harnessing your 
imagination: Using the 
power of mental imagery 
to change health 
behaviour

Martin S. Hagger, Curtin University, Australia and 
University of Jyväskylä, Finland and Dominic Conroy, 
Birkbeck University of London, UK

What is mental imagery?
People are usually quite good at imagining things. For 
example, people often act out future actions or scenarios 
in their mind, or daydream about fanciful possibilities. 
These imagined situations are often unstructured and 
unprompted. Psychologists have explored whether it 

is possible to harness this capacity for imagination as 
a way to improve people’s ability to achieve desired 
outcomes or goals.

Imagery is the general term used by psychologists to 
describe strategies that use people’s imagination to 
improve their motivation toward goal-directed actions. 

https://psycnet.apa.org/doiLanding?doi=10.1037%2F0003-066X.53.4.429
https://psycnet.apa.org/doiLanding?doi=10.1037%2F0003-066X.53.4.429
https://psycnet.apa.org/doiLanding?doi=10.1037%2F0003-066X.53.4.429
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There are a number of different imagery methods. They 
often involve self-directed or practitioner-led exercises 
in which people imagine or visualise successfully doing 
the behaviour of interest or imagine the feelings and 
emotions experienced when doing the behaviour and its 
consequences. For example, a smoker wanting to quit 
may imagine the steps he or she might take to manage 
situations when they are likely to have cravings for a ciga-
rette. Imagery interventions work by increasing motivation 
toward doing the behaviour in the future. It is a way of 
improving a preparation and readiness to successfully 
perform a behaviour and reach a goal.

Imagery may increase individuals’ situation-specific 
confidence, also know as self-efficacy, for performing 
the behaviour. Higher levels of self-efficacy will increase 
the individual’s motivation or intention to participate in the 
behaviour in the future and assist them in overcoming any 
associated barriers and obstacles. For example, imagining 
successfully avoiding high-sugar soft drinks during break 
times, and visualizing overcoming potential challenges 
or difficulties, such as finding a low-sugar alternative to 
quench thirst, will give a dieter greater confidence in their 
ability to do so. In effect, a person imagining themselves 
doing the behaviour successfully is creating the ultimate 
role model – themself!

How is mental imagery used?
Although there are many types of mental imagery (e.g., 
guided imagery, mental simulations), there are some key 
elements that are common to all. Imagery is often done 
in an ‘exercise’ in which the person creates a dynamic 
mental picture of themselves doing the desired action. 
In the exercise, the person visualises their actions in ‘real 
time’ and as accurately as possible, paying attention to 
important details and trying to imagine how they might 
feel when acting. In some cases, the person may be asked 
to also imaging achieving the goal or outcome, and the 
associated positive emotions they would likely experien-
ce. The imagery can be self-directed or prompted by a 
facilitator, who guides and directs the imagery exercise. 
Specialist training psychology is not a prerequisite to be 
a facilitator, but experience with assisting and guiding 
mental imagery is important. It can be also done in gro-
ups with group members imaging their own scenarios 
usually directed by a single facilitator.

Does it work?
Imagery has been used to promote motivation and con-
fidence for participating in health behaviour. Studies have 
shown that prompting people to visualise the steps they 
need to take to perform the desired health behaviour 
results in greater motivation and self-efficacy toward the 
behaviour, and actual behavioural participation. Mental 
imagery has been shown to be effective in reducing 
alcohol consumption, increasing physical activity, pro-
moting healthy eating, and smoking cessation. Imagery 
has also been shown to be effective when used alon-
gside other behaviour change methods such as action 
planning or ‘if-then’ plans (i.e., planning when, were 
and how to act), see Gollwitzer blog post. We recently 
conducted a review of studies using imagery for health 
behaviour change and found imagery strategies to be 
effective, especially when used repeatedly and when 
people were given explicit instructions on how to do 
imagery exercises.

http://www.tandfonline.com/doi/abs/10.1080/08870446.2013.843685
http://www.tandfonline.com/doi/abs/10.1080/08870446.2013.843685
http://onlinelibrary.wiley.com/doi/10.1111/bjhp.12133/abstract
http://onlinelibrary.wiley.com/doi/10.1111/bjhp.12133/abstract
http://journals.humankinetics.com/doi/10.1123/japa.19.2.137
http://www.tandfonline.com/doi/abs/10.1080/08870441003703218
http://www.tandfonline.com/doi/abs/10.1080/08870441003703218
http://onlinelibrary.wiley.com/doi/10.1111/j.1547-5069.2005.00042.x/abstract
http://onlinelibrary.wiley.com/doi/10.1111/j.2044-8287.2010.02011.x/abstract
http://onlinelibrary.wiley.com/doi/10.1111/j.2044-8287.2010.02011.x/abstract
http://onlinelibrary.wiley.com/doi/10.1111/j.2044-8287.2010.02011.x/abstract
http://onlinelibrary.wiley.com/doi/10.1111/j.2044-8287.2010.02011.x/abstract
https://osf.io/preprints/psyarxiv/d4fjv
https://osf.io/preprints/psyarxiv/d4fjv
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Practical recommendations
Imagery is a relatively simple, low burden, and low cost method to promote motivation and self-effi-
cacy for health behaviour change. We have provided some suggestions on the essential features and 
considerations of imagery for health practitioners:

• Target audience. Imagery interventions are most appropriate for people who are, 
at the very least, interested in changing their behaviour, rather than those who 
have little or no interest, or have not thought at all about behaviour change. It is 
often important that they have a health goal (e.g. to jog for 20 minutes non-stop).

• Imagery ‘exercises’. Imagery should be conducted as an ‘exercise’ that involves a 
person spending a period of time performing imagery. Exercises should be con-
ducted in a quiet, comfortable place free from any distractions.

• Guiding the imagery. For people who are imagery ‘novices’ a facilitator is advi-
sed, or, at least, clear instructions on how to conduct the imagery exercises. More 
experienced people can conduct imagery on their own (‘self-prompted’). Writing 
down the imagery and providing reminders (e.g., via mobile text messages) can be 
an effective ways to help people remember their imagery.

• Timing. Imagery exercises can be conducted in a very short space of time, 
perhaps in less than 5 minutes, but longer imagery exercises may be more effecti-
ve and could lead to the imagery being more memorable and vivid.

• Content. In an imagery exercise, the person who wants to change their behaviour 
might imagine the steps they might take to perform a particular behaviour at the 
time and in the place that they expect they might do the behaviour. They might 
also be prompted to imagine themselves encountering obstacles that might pre-
vent them doing these behaviours and visualize how they might overcome them. 
For example, a person who wants to increase their physical activity (e.g., brisk 
walking) might spend five minutes in a seated or even lying position imagining how 
they might fit additional walking into their daily routine and imagine themselves 
doing it.

Practitioners interested in learning more should read a recently published set of guidelines for 
mental imagery to change behaviour.

HARNESSING YOUR IMAGINATION: USING THE POWER OF MENTAL IMAGERY TO CHANGE HEALTH BEHAVIOUR

https://osf.io/preprints/psyarxiv/7q65p
https://osf.io/preprints/psyarxiv/7q65p
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The Power 
of Planning

Everyone has bad habits. You snack when distressed or 
you drink too much alcohol when relaxing with friends. 
You create unnecessary stress by letting the social 
media distract you from completing pressing work 
projects, or by getting into unnecessary arguments with 
colleagues, friends, and family. How can you change 
these bad habits?
Many people might tell you that you simply have to 
commit to the goal of stopping these bad but common 
habits, and down the road – if you just try hard enough 
– you will get rid of them. However, extensive research 
in the science of motivation has shown that there is a 
wide disparity between having the goal of controlling 
one’s bad habits and actually doing so. This is true for 
bad habits relating to all domains of life including he-
alth, work, and one’s social life. So what can you do to 
reduce these gaps?

In my research in the US and in Germany on the self-re-
gulation of goal pursuit, I discovered that people should 

make plans on how to implement their goals. The most 
effective plans are those that specify when, where and 
how you want to act on your goals by using an IF-THEN 
format. Take drinking too much in the company of your 
friends as an example. In the IF part of the plan, you 
identify the critical situation that usually triggers your 
bad habit. Perhaps the trigger is being offered a drink by 
your friends. In the THEN part, you specify an action that 
can halt accepting the offer such as responding to it by 
saying that you prefer a glass of water today. And then 
you link the IF and the THEN part together by making 
an IF-Then plan: “IF on Friday after work my colleagues 
invite me to go for a drink, THEN I will answer: I want to 
go home and spend time with my family today!”

Sounds too simple? Well, an endless line of studies 
published in peer-reviewed journals conducted with 
children, adults, and old to very old people around the 
world have shown that IF-THEN plans significantly incre-
ase the rate of goal attainment. This is true for goals in 

Peter M. Gollwitzer, New York University

http://www.tandfonline.com/doi/abs/10.1080/14792772143000003
http://psycnet.apa.org/journals/amp/54/7/493/
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It is not difficult to learn to make good IF-THEN 
plans. You only have to detect the personal critical 
situations that trigger your bad habits, and you have 
to identify those behaviors that you can and want 
to perform instead of the habitual ones. Gabriele 
Oettingen, a colleague at New York University, has 
developed a self-regulation strategy called WOOP 
(which stands for Wish-Outcome-Obstacle-Plan) 
that entails four steps helping you to specify the IF 
part and the THEN part of an IF-THEN plan. More 
specifically, the first step entails explicating your 
Wish to overcome a certain bad habit, and the se-
cond step, to image vividly how it would feel to 
experience the best Outcome of having realized 
your wish. Then, in a third step, you ask yourself what 
it is in you that hinders you to move forward with 
realizing your wish: What is the personal Obstacle 
that holds you back? Once you have found this inner 

obstacle and explored it by using mental imagery 
you can move on to the fourth step. You make an 
IF-THEN Plan that puts the discovered obstacle in 
the IF part and an instrumental action to overcome 
this obstacle in the THEN part; you complete the 
fourth step of WOOP by enacting your IF-THEN plan 
in front of your mind’s eye. Done!

So if you do not want to fall prey to your bad habits 
or want to teach others how to best protect them-
selves from acting on bad habits, make the following 
IF-THEN plan: “IF I find a moment of quiet time today, 
THEN I will visit www.woopmylife.org and learn 
how to use WOOP!” You may even download the 
WOOP App. This App is for free and will become 
your best friend in your efforts to meet your goal of 
changing your bad habits or help other people to 
meet that goal.

Practical recommendations

the health, achievement and interpersonal domain, for 
people from different cultural and social backgrounds, 
and even for people who have problems with self-regu-
lation in general (e.g., children with ADHD, people who 
suffer from addictions, frontal lobe patients).

How can simple IF-THEN plans be 
so effective in achieving behavior 
change? 
In laboratory experiments, we discovered that these 
plans make performing the behavior specified in the 
THEN part much easier when the critical situation is 
encountered. The person no longer has to tell herself 
that she wants to break a bad habit and then try hard to 
do so. Rather, encountering the critical situation specified 
in the IF part triggers the pre-planned response in a fast, 
effortless, and incidental manner. Because the IF-THEN 
plan delegates the initiation of the planned response to 
the specified critical situation, it is taken out of the hands 
of the person who – as a consequence – no longer has 
to play the role of the willful “controller” of her actions. 
Instead, the person now makes a pre-programmed, 
almost automatic response.

http://woopmylife.org/
http://www.woopmylife.org
https://link.springer.com/article/10.1007/s11031-014-9416-3
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Fear is a bad 
counsellor

Fear appeals are a commonly used strategy to change 
behaviour. For instance the threatening and graphic 
fear-arousing communications now ever-present on 
tobacco packaging, and in campaigns to promote  
seatbelt use and discourage substance use. Despite 
the popularity and widespread use of these fear-aro-
using methods, research suggests that they may not be 
the best way to change behaviour, or to raise awareness 
or educate people.

How is this possible? Shouldn’t people be scared of 
things that could harm their health?  Surely no one who 
knows the risks would smoke, drive without a seatbelt, 
or use methamphetamine, right? Not quite…

The appeal of fear
One reason that scare tactics seem to be the go-to 
choice for public health campaigns is that people often 
think that they know how others behave. People think 
that what prevents them from doing something dange-
rous, will be the same thing that prevents others from 
doing that.  “If people only knew the risks…”

Of course, the risks of many unhealthy behaviours are 
already frequently communicated in the media, thro-
ugh school systems and via social networks.  Did these 
campaigns not reach the people who are at risk? Or 
are these messages not confrontational or powerful 
enough?

The thinking goes that a more confrontational or scarier 
message should work better to break through people’s 
defences, confront them with how dangerous these be-
haviours are, and get them to think twice before trying 
a cigarette or methamphetamine. And indeed, when 
you ask lay people what would work to deter them 
from doing something unhealthy, this is often one of 
the most popular answers.

However, we’ve known for a while that this introspection 
is flawed: people don’t always have access to their re-
asons for acting as they do. Asking the target population 
about their reasons for doing (or not doing) a behaviour 
can be very useful, and involving them in the intervention 
development process is crucial to success. However, 
lay people are not experts on behaviour change, and 
that responsibility shouldn’t be placed on them.

Dr Gjalt-Jorn Peters, 
Open University, 
Netherlands

http://europa.eu/rapid/press-release_MEMO-14-134_en.htm
https://www.youtube.com/watch?v=BRo-2THXaOQ
http://www.talkingdrugs.org/5-anti-drugs-campaigns
https://www.researchgate.net/publication/5408396_Adolescents'_Perceptions_of_Canadian_Cigarette_Package_Warning_Labels_Investigating_the_Effects_of_Message_Framing
http://www.biomedcentral.com/1471-2458/12/1011
http://www.biomedcentral.com/1471-2458/12/1011
http://people.virginia.edu/~tdw/nisbett&wilson.pdf
http://people.virginia.edu/~tdw/nisbett&wilson.pdf
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Besides the intuitive attraction of threatening commu-
nication, another reason for its popularity is a perceived 
lack of alternatives. Not all intervention developers and 
advertising agencies are familiar with intervention deve-
lopment protocols such as Intervention Mapping, or the 
lists of behaviour change methods that are available.
It is understandable that intervention developers frequ-
ently employ fear and threats in their health promotion 
efforts, as they are easily accessible and are based on 
‘common sense.’ But why is this a problem?

Nothing to fear but fear itself
The problem is that humans do not always behave ra-
tionally, and evolution did not ‘design’ us for most things 
we do nowadays. One thing people are generally quite 
good at is maintaining a positive self-image. And one 
of the means we employ to do this is distortion of our 
own perceptions.

While we are all generally interested in information 
about risks, if the circumstances aren’t right, people may 
tune out risk-related information. For easy behaviours, 
this isn’t a problem: If you warn somebody that they 
shouldn’t eat raw chicken, for example, they will very 
likely comply. It’s with more difficult behaviours that the 
problem of self-perception comes into play.

Quitting smoking is notoriously hard: in fact, most smo-
kers want to quit, and when people don’t think they 
can avoid a threat, their self-image is threatened. It’s 
not fun to engage in something destructive and be fully, 
painfully aware of its dangers. So, people have ways 
of making themselves less aware. Whenever a person 
is not confident that they can avert a threat, they will 
react defensively to preserve their self-image: either by 
downplaying the risks or by focusing on other positive 
aspects of their self-image. For example, a smoker might 
cite their grandmother who has smoked two packs a 
day for forty years and is still going strong (“Smoking is 
not so dangerous”); or might explain that they work out 
five times a week or eat half a kilo of broccoli every day 
(“I am a healthy person”). These defensive reactions help 
people to maintain a positive self-image which allows 
then to continue engaging in the dangerous behaviour.

These dynamics have been studied for over sixty years. 
However, the issue is still considered somewhat con-
troversial. To resolve this controversy, our research 
team critically assessed all research in the area. We 
researched why on the one hand, some studies found 

that threatening communication worked, while on the 
other hand, other studies found (congruent with psy-
chological theories) that they did not work.

In the review of literature, we found that fear appeals 
only changed behaviour when they were coupled with 
interventions that successfully increased individuals’ 
confidence in their ability to eliminate the threat.  In other 
words, only when people thought they could avert the 
threat, did it make sense to threaten them.  When people 
were not confident they could change their behaviour 
to avoid a threat but were threatened anyway, not only 
were the fear-arousing messages ineffective, but they 
sometimes even backfired.

If threatening or confronting people 
is not the way to effectively change 
peoples’ behaviour, what is?

• When trying to change behaviour, first 
establish the causes (determinants) of the 
behaviour. Is the most important determinant 
risk perception, social norms, or insufficient 
skills?

• Then identify which methods can change 
those determinants (see this extensive list 
and these accessible practical guidelines)

• If you end up choosing threatening com-
munication, make sure of the following two 
things:

• Either your target population is confident 
that they can perform the desirable behavio-
ur (known as ‘high self-efficacy), or;

• Your intervention contains one or more ef-
fective components that succeed in enhan-
cing their self-efficacy to an acceptable level.

Practical  
recommendations

https://en.wikipedia.org/wiki/Intervention_mapping
https://osf.io/ng3xh/
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/fast_facts/index.htm#use
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/fast_facts/index.htm#use
http://onlinelibrary.wiley.com/doi/10.1002/ijop.12042/full
http://www.tandfonline.com/doi/full/10.1080/17437199.2012.703527#abstract
http://ehps.net/ehp/index.php/contents/article/download/ehp.v16.i5.p142/7
http://ehps.net/ehp/index.php/contents/article/download/ehp.v16.i5.p142/7
http://www.tandfonline.com/doi/abs/10.1080/17437199.2015.1077155
http://ehps.net/ehp/index.php/contents/article/download/ehp.v16.i5.p156/8
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E-health:
hypes and 
hopes

Rik Crutzen, Maastricht 

University,  
The Netherlands

Nowadays, people use the Internet all the time and for a 
wide range of activities: from buying groceries to showing 
a funny cat-picture to a friend on the other side of the 
world. It is all possible. Also, the Internet is used more 
and more within the domain of health – often referred 
to as e-health.

What is e-health?
‘E-health’ refers to health services and information 
delivered or enhanced through the Internet and related 
technologies. Within health psychology, e-health targets 
a wide range of lifestyle behaviours like, for example, 
being more physically active or quitting smoking. Based 
on an overview of the literature that has been around 
since the turn of the century, we can conclude that 
these Internet-delivered interventions can be effective. 
It is important, however, that the development process 
of these interventions is guided by available theory 
and evidence.

https://www.jmir.org/2001/2/e20/
https://www.jmir.org/2013/7/e146/
https://en.wikipedia.org/wiki/Intervention_mapping
https://en.wikipedia.org/wiki/Intervention_mapping
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Advantages of Internet-delivered 
interventions
Using the Internet and related technologies can have 
several advantages. For example, people might feel 
more anonymous in comparison to interventions that are 
delivered face-to-face. This anonymity might be favo-
urable for interventions regarding behaviours that might 
involve shame (e.g. condom use, or alcohol moderation). 
Additionally, interventions can make use of GPS satellite 
navigation to provide location-specific information about 
healthy nutrition options that are immediately available. 
Note, however, that both examples provided here sho-
uld be seen as possibilities and do not imply that this is 
advantageous for all Internet-delivered interventions. 
They are only useful if it appears that lack of anonymity 
or availability of healthy nutrition options are indeed con-
tributing to people behaving unhealthily. In other words, 
characteristics of the medium and the opportunities it 
offers should be seen as a tool, not a magic bullet.

• E-Health can be used as a tool to chan-
ge behaviour. However, it is important to 
systematically develop Internet-delivered 
interventions, just like all other types of be-
haviour change interventions

• Do not use e-health just for the sake of 
it: characteristics of the medium and the 
opportunities that it offers should only be 
used purposefully; always think about why 
you wish to use a certain media and/or the 
opportunities it offers

• If you use e-health, investigate intervention 
use. This can help you to gain insight into 
how your intervention is used and at the 
same time can be used to improve your 
intervention.

Practical  
recommendations

Investigating intervention use
One advantage for all Internet-delivered interventions is 
that they provide the opportunity to investigate interven-
tion use: for example, they can provide a detailed insight 
into where users either leave an intervention website 
or have come to a standstill. This can be used to adapt 
interventions to a user’s needs and increase exposure 
and probability of positive intervention outcomes. Fur-
thermore, it provides insight into how intensively visitors 
use the intervention (e.g. frequency and duration) and 
what they are interested in (e.g. topics).

In conclusion
E-health interventions have certain characteristics that 
offer opportunities that can be very useful within the field 
of health psychology. However, it is not a magic bullet. 
Behaviour change is a complex process and we should 
rely on all the available theory and evidence-base to 
increase the likelihood of our interventions being effec-
tive – both online and offline.
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Does money 
really change 
everything? Using 
financial incentives 
and disincentives 
to change health 
behaviours

Dr Jean Adams, Centre for Diet & Activity Research, 
University of Cambridge

Since October last year, by law, large retailers in England have been charging customers 5p (€0.06) for ‘single-use 
plastic carrier bags’ – those flimsy plastic bags you get from supermarkets to carry your groceries home. The mo-
ney raised is donated by retailers to ‘good causes’. In the first six months of the scheme, plastic bag use by major 
supermarkets decreased by more than 90% (that’s 7bn fewer bags!) and more than £29m (€32m) was donated to 
good causes. It’s hard not to conclude that a small financial disincentive can have a big impact on our behaviour.

Do financial incentives for health 
behaviour change work?
So how about using financial incentives, and disincentives, 
to change people’s health behaviours? This idea is incre-
asingly catching on. Some countries in Central and South 
America have tried out large financial incentive program-

mes to encourage mothers to attend antenatal care, have 
their children immunised, and send them to school. Each 
time eligible mothers achieve one of the programme’s 
required behaviours, they receive a cash payment directly 
from the government. There is encouraging evidence that 
these programmes can have positive impacts on child 
health in lower and middle income countries.

http://www.cedar.iph.cam.ac.uk/
https://www.gov.uk/government/publications/single-use-plastic-carrier-bags-why-were-introducing-the-charge/carrier-bags-why-theres-a-5p-charge
https://www.gov.uk/government/publications/single-use-plastic-carrier-bags-why-were-introducing-the-charge/carrier-bags-why-theres-a-5p-charge
https://www.gov.uk/government/publications/carrier-bag-charge-summary-of-data-in-england-for-2015-to-2016/single-use-plastic-carrier-bags-charge-data-in-england-for-2015-to-2016
https://en.wikipedia.org/wiki/Oportunidades
https://en.wikipedia.org/wiki/Oportunidades
http://apps.who.int/rhl/effective_practice_and_organizing_care/CD008137_huntingtond_com/en/
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Higher-income countries have been slower to embrace 
the idea of financial incentives for health behaviour chan-
ge. But the evidence base is growing and two systematic 
reviews of literature have now concluded that these 
programmes can be effective and that effects can last 
for some time after incentives have been stopped. There 
is little evidence that financial incentives undermine 
‘internal motivation’ to engage in healthy behaviours, and 
incentives even seem to work for the so-called ‘complex’ 
behaviours like smoking cessation that can be difficult 
to change.

Why aren’t financial incentives for 
health behaviour change used more 
in practice?
Whilst financial incentives for health behaviours might 
‘work’ in theory, in practice they can be highly problematic. 
To achieve the full potential of any intervention, everybody 
has to be on board with the basic idea – from the policy-
makers designing services, to front-line workers delivering 
programmes, to the public, to those on the receiving end 
of any intervention.

When we’ve talked to people about offering financial in-
centives for giving up smoking, taking up regular physical 
activity, or turning up for immunisations and routine cancer 
screening, we tend to meet with negative reactions. Gene-
rally there is an acceptance that incentives could encourage 
some people to engage with healthier behaviours. But, this 
seems to be over-ridden by stronger feelings that incenti-
ves are unfair to people who ‘do the right thing’ without an 
incentive. There is also concern that people will cheat and 
‘game’ the system by lying about their behaviour to gain 
a reward they aren’t entitled to. Today’s financial climate 
seems to be behind the feeling that giving money away 
can’t possibly be cost-effective, or even affordable and 
that any incentive should be small in value. There is also 
some concern that recipients might spend their rewards 
on unhealthy products. Policymakers are also concerned 
that incentives don’t tackle the wider social determinants 
of unhealthy behaviours and that these interventions are 
difficult to defend to politicians and the media.

In all our qualitative studies, our participants have been 
keen to offer alternative approaches to improving health 
behaviours – particularly through education and information. 
We’ve never directly sought these. Instead, it just seems that 
offering a financial incentive is not an ‘obvious’ solution to 
most people, and that they feel that other avenues should 
be exhausted first.

Interestingly, however, we find quite different results 
when we conduct on-line surveys. Twice we have found 
that people find health behaviour change program-
mes that include financial incentives to be as, or more,  
appealing than programmes without incentives. Perhaps 
when they’re protected by the anonymity of the internet, 
people are more comfortable expressing their mer-
cenary tendencies! Certainly, we might expect some 
‘social desirability’ bias to influence what people feel it 
is acceptable to say about financial incentives in a focus 
group or interview.

Culture and context also seem to matter, and there is 
some evidence that financial incentives for health be-
haviours are more acceptable in the USA than they are 
in the UK – perhaps because it is just more normal to 
link money to health(care) in the USA than it is in the UK 
(which has a nationalised healthcare system).

Financial incentives can certainly be an effective way 
to help people change their health behaviours. But 
they are not universally acceptable. Any incentive 
programme should be implemented with due care 
to addressing people’s concerns about these pro-
grammes. This might include:

• Offering smaller value incentives, to reduce 
concern that money is being ‘wasted’

• Offering shopping vouchers rather than cash, 
to reduce the potential that rewards are 
spent on unhealthy products

• Ensuring that programmes are well monito-
red so that people can’t ‘game’ the system

• Embedding incentives in wider programmes 
of interventions that include education and 
information on healthy behaviours

It might also be helpful to start open and honest 
conversations within communities exploring when, 
where and how financial incentive interventions 
are felt to be most appropriate.

Practical  
recommendations

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4728181/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3906839/
http://www.bmj.com/content/350/bmj.h134
https://www.frontiersin.org/articles/10.3389/fpubh.2015.00200/full
https://www.frontiersin.org/articles/10.3389/fpubh.2015.00200/full
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-015-1409-y
https://www.sciencedirect.com/science/article/pii/S0264410X16002991
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-016-3646-0
https://www.who.int/teams/social-determinants-of-health
https://journals.plos.org/plosone/article?id=10.1371%2Fjournal.pone.0157403
https://www.journalslibrary.nihr.ac.uk/hta/hta19940#/abstract
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Getting into the habit:  
Applying the science of 
habit-formation to the  
real-world

By Benjamin Gardner, King’s College London

What is a ‘habit’?
Why do we eat popcorn while watching movies? The 
answer, for most, is that eating popcorn is a habitu-
al response to watching movies. Psychologists define  
‘habitual’ behaviours as actions that happen automatically, 
due to learned associations between situations (the movie 
theatre) and our responses to them (eating popcorn).

Habit associations develop when, in response to a specific 
situation (arriving at the movie theatre), we consistently 
do something (eating popcorn) that achieves desirable 
outcomes (pleasant taste). Over time, the association 
strengthens such that merely encountering the situation 
automatically triggers the action, without requiring us to 
think about what we are doing. By bypassing decision-
-making, acting habitually frees up mental resources for 
tasks more worthy of conscious thought.

GETTING INTO THE HABIT: APPLYING THE SCIENCE OF HABIT-FORMATION TO THE REAL-WORLD

http://www.tandfonline.com/doi/full/10.1080/17437199.2013.876238
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How do we learn habits?
Researchers have been studying habit learning for over 
150 years, but mostly in animals. Recently health psy-
chologists have begun to investigate real-world habit 
formation and how it might promote healthy behaviours. 
One study showed that the first few repetitions of new 
actions prompted speedy gains in self-rated automa-
ticity (i.e. habit strength), which slowed until a plateau 
was reached. Observational research has shown that 
many health-related actions, such as food choice, exer-
cise, and binge-drinking, are done habitually, rather than 
thoughtfully.

How long does it take to form a 
habit?
The evidence is mixed on this. One study suggested that 
on average habits form in 66 days, while another found 
that new gym-goers had to exercise at least 4 times per 
week for 6 weeks to establish an exercise habit. Either 
way, it’s probably not 21 days, an urban myth started by 
plastic surgeon Dr Maxwell Maltz, which we’ve busted 
elsewhere.

However, the habit-formation question is not as clear-cut 
as it seems. There are no objective criteria for esta-
blishing the presence of habit, so it is impossible to say 
with certainty that one person ‘has a habit’ and another 
does not. It is more realistic to conceive of behaviours 
as more or less habitual, rather than ‘habitual’ versus 
‘non-habitual’. This makes it difficult to reliably estimate 
the habit-formation duration.

The good news, though, is that participants in interven-
tion studies doing new actions daily tend to report that 
those actions become ‘second nature’ or ‘part of their 
routine’ within two weeks.

How can we use habit to change 
behaviour?
Habit formation has important implications for changing 
behaviour, because habits are thought to persist over 
time. The surprisingly few studies to have used habit 
formation as a strategy for promoting healthy actions 
have produced promising results.

http://psychclassics.yorku.ca/James/Principles/prin4.htm
http://onlinelibrary.wiley.com/doi/10.1002/ejsp.674/abstract
http://www.tandfonline.com/doi/full/10.1080/17437199.2013.876238
http://onlinelibrary.wiley.com/doi/10.1002/ejsp.674/abstract
https://www.ncbi.nlm.nih.gov/pubmed/25851609
https://blogs.ucl.ac.uk/bsh/2012/06/29/busting-the-21-days-habit-formation-myth/#:~:text=The%20bottom%20line%20is%3A%20stay,you%20are%20trying%20to%20do
https://www.researchgate.net/publication/230576970_Promoting_habit_formation
https://www.researchgate.net/publication/230576970_Promoting_habit_formation
https://ijbnpa.biomedcentral.com/articles/10.1186/s12966-014-0135-7
https://ijbnpa.biomedcentral.com/articles/10.1186/s12966-014-0135-7
http://www.tandfonline.com/doi/full/10.1080/17437199.2013.876238


85

GETTING INTO THE HABIT: APPLYING THE SCIENCE OF HABIT-FORMATION TO THE REAL-WORLD

For example, parents who received advice on how to 
form habits for feeding their young children a healthy 
diet (fruit and vegetables, healthy snacks, water) reported 
forming healthier feeding habits, and improvements in 
child dietary quality, eight weeks later.

An intervention promoting the integration of light physical 
activity habits into normally-seated routines was found 
to decrease sitting time, and increase walking and mo-
derate activity, among community-based older adults.

There is a caveat to all this. What does it really mean 
to say that an action is ‘habitual’? If, say, someone re-
ports ‘doing 30 minutes of physical activity without 
thinking’, what do they mean? We rarely find ourselves 
having completed 30 minutes of activity having had no 
awareness of what we were doing. We’ve recently pro-
posed that there are two ways in which any action can 
be habitual: we can habitually ‘decide’ to do something 
(this is ‘habitual instigation’), or habitually ‘do’ something 
(‘habitual execution’). Habitually ‘deciding’ to exercise 
(where a situation automatically triggers an impulse to 
start exercising) predicts how frequently people exercise. 
However, having a habit for ‘doing’ exercise in a routine 
way, so that one part of an ‘exercise’ routine (e.g. finishing 
using the treadmill) triggers the next part (using free-
-weights), does not predict how often people exercise.

Practitioners should consider incorporating habit 
principles into behaviour change advice. There are 
several ways to do this.

• Repeat the behaviour consistently. Prac-
titioners should recommend that people 
repeat an action consistently in response 
to a situation. This is how habit associa-
tions form.

• Choose a specific behaviour and a spe-
cific trigger. When forming habits, ensure 
that the selected action is well specified, 
and the chosen situational trigger is frequ-
ently encountered. It is unhelpful to form a 
habit for doing something in response to a 
trigger that only occurs yearly, for exam-
ple.

• Make sure the behaviour is something 
that you want to do. People tend to 
persist more at pursuing actions that they 
have freely chosen to do, rather than those 
they feel pressured to do by others.

• Start with simple behaviour changes. 
Simpler actions may become habitual 
more quickly than more complex actions.

• Keep expectations realistic. Be clear on 
exactly what people can expect when 
behaviour becomes ‘habitual’. Forming a 
habit is best seen as like setting an internal 
reminder to do something in an appropria-
te situation.

One place you could start substituting bad for good 
habits is the movie theatre. You may be surprised 
at how satisfying a pre-bought bunch of grapes 
is instead of your usual popcorn – if you can get 
past the smell of the popcorn…

Practical  
recommendations

https://ijbnpa.biomedcentral.com/articles/10.1186/s12966-014-0135-7
http://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-015-1921-0
http://www.tandfonline.com/doi/full/10.1080/17437199.2013.876238
http://www.tandfonline.com/doi/full/10.1080/17437199.2013.876238
http://psycnet.apa.org/journals/hea/35/1/69/
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