PREDICTING BEHAVIOUR – CAN SMOKERS QUIT?

Smoking kills. The facts support this simplistic statement. Tobacco smoking accounts for approximately 120,000 deaths in Britain every year – 30% of cancer deaths, 17% of heart disease deaths and 80% of deaths from bronchitis and emphysema. Polls have shown that the general public severely underestimates the dangers of smoking(ASH).

Despite health promotion campaigns aimed at reducing the number of smokers its popularity continues. Marks et al (2000) defines smoking as a complex practice that involves a mixture of biological, social and psychological processes.

Nicotine, a stimulant drug and one of the constituents of tobacco, is addictive and accounts for the individual’s physiological dependence on tobacco. Withdrawal of the drug can lead to unpleasant side effects such as irritability, anxiety, depression and obviously a craving for tobacco.

Why people start smoking is very often related to social factors. Smoking behaviour is associated with pleasure, as a means of calming nerves and as being confidence building and sociable ( Charlton 1984; Charlton and Blair !989 cited in Ogden 2000).

In Britain there have been a number of studies that have identified issues that are predictive of smoking behaviour. (Lader and Matheson cited in Ogden 2000) indicate that children are more likely to smoke if their parents smoke. Another important factor is peer pressure (Ogden 2000) and helps account for the fact that smoking is on the increase amongst teenagers, a group susceptible to this form of pressure.

From the psychological viewpoint much work has been done on the role which health behaviour, believed to be determined by the individual’s beliefs about and attitudes towards health, plays in the development of disease. It is thought that many illnesses prevalent in modern society are caused by “ influences ….. which the individual determines by his own behaviour (smoking, eating, exercise and the like” (McKeown cited in Ogden 2000 p.14).

This has led to the development of models of behaviour that attempt to predict an individual’s behaviour and thus can be utilised to support programmes such as smoking cessation aimed at altering adverse behaviour.

These models also help explain people’s attitudes to health and to the prevention of ill health and the extent to which they can exercise control and make changes. Additionally, they support the concept that programmes tailored to the individual are more effective that general health promotion advice. Blanketly, advising all smokers to quit can be counter-productive. It may increase resistance to change rather than the reverse (Stott et al1994: Butler et al 1998).

Four models which support the above premise are discussed below

· The health belief model

· The protection motivation theory

· The theory of reasoned action/planned behaviour 

· The transtheoretical model/stages of change 

The health belief model

This was originally developed by Rosenstock in 1966 to explain and predict preventative health behaviour and the response to treatment in acute and chronically ill patients.

This model has been used in recent years to predict a wide range of health related behaviours. It focused originally on four themes based on an individual’s approach to taking a health action – the perception of susceptibility to disease; the perceived severity of that disease; the potential benefits of and barriers to changing health behaviour.

A fifth factor, general health motivation, was added (Becker and Mainman 1975 cited in Marks 2000) followed by three further factors, demographic variables, psychosocial variables and structural variables (Becker and Rosenstock 1984 cited in Marks 2000). It was also suggested that a “ cue to action” would be necessary to trigger health behaviour (Rosenstock 1974 cited in Stroebe 2000).

In terms of its use in relation to smoking cessation this model presumes that an individual would feel susceptible to a smoking related disease would perceive the benefits to be better health and money saved and would feel that the drawbacks to be relatively unimportant.

This model, however, has weaknesses. It does not, for example, take into account the fact that smoking can be seen as pleasurable or that it might be used as a weight control method. Furthermore, it does not take into account factors related to the individual such as outcome expectancy and self-efficacy as behaviour predictors (Seydel et al 1990: Schwarzer 1992 cited in Ogden 2000).

The protection motivation theory

This theory expanded on the health belief model (Rogers 1975, 1983, 1985 cited in Ogden 2000). Originally it focused on four aspects, susceptibility to disease, the perceived severity of that disease, the response effectiveness and self-efficacy.

It has been further expanded to include a fifth component, fear. This along with susceptibility and severity are seen as relating to “threat appraisal” while response effectiveness and self-efficacy as relating to “coping appraisal” (Ogden 2000).

This model relates to smoking cessation in a similar way to the health belief model. However, if an individual felt that the threat of disease could be countered by giving up smoking (self-efficacy) then this would have benefits (response effectiveness).

This model has been criticised in much the same vein as the health belief model. It assumes that individuals are rational in behaviour and does not account for social and environmental factors (Ogden 2000). It is also seen as not examining behaviours in terms of process and change (Schwarzer 1992 cited in Ogden 2000).

The theory of reasoned action/planned behaviour

The theory of reasoned action was developed by Fishbein and Ajzen in 1975. This theory views the individual within a social context with beliefs that relate to his/her social world. As a result the individual’s behaviour will be affected by the expectations of people around them.

This theory avoids the criticism of the two previous models by not assuming that the individual will behave rationally; it takes into account the role of values (Ogden 2000)

The theory of planned behaviour progresses on from the theory of reasoned action. (Ajzen 1985; Ajzen and Madden 1986; Ajzen 1988 cited in Ogden 2000).

This theory looks at health intentions as “plans of action in pursuit of behavioural goal” (Ajzen and Madden cited in Ogden 2000 p.31).  It provides a framework for studying attitudes to behaviour, which may be positive or negative, and includes the concept of controllability of that behaviour by the individual. 

In relation to smoking cessation it explores both negative and positive attitudes to smoking and can thus be used to focus on the more positive aspects of quitting rather than the negative health aspects. It has, however been criticised because there is no direction of causality

(Schwarzer cited in Ogden 2000).

Transtheoretical model/stages of change

This model was developed by Prochaska and DiClemente in 1979. The term “transtheoretical” refers to the fact that this is an amalgam of a number of major theories of psychotherapy and behavioural change.

The work that Prochaska and Diclemente did led to the development of six stages of change that an individual will go through in order to change adverse behaviour. These are precontemplation, contemplation, preparation or determination, action, maintenance. An individual will recycle through these stages more than once before reaching termination (Procheska et al 1992) These six stages form a continuum; therefore in terms of smoking cessation this allows the smoker to think about giving up, to give up (eventually), to succeed but also to fall back and retry without marked feelings of defeat.

The theory has been criticised in that it does not reflect the constant process of change (Bandura 1997 cited in Marks 2000). It has also been argued that the individual’s level of nicotine addiction is also a marker for change (Farkas et al 1996 cited in Marks 2000).However, the intention to quit has been seen as the central construct (Sutton 1996 cited in Marks 2000).

Do the above theories actually help smokers quit and which, if any, are best suited to support an individual who wishes to give up?

Focusing on the motivation of the individual to quit smoking and supporting that motivation appears to be an effective approach. Stott et al (1994) found that smoking cessation programmes do not work if the individual is not ready to change, although Law (1995) refutes this by arguing that all smokers should be given advice on quitting.

Butler et al (1996) reinforces the views of Stott et al (1994) by arguing that compliance to advice is poor without underpinning motivation. Further work by Butler et al (1998), using the stages of change model, supports the importance of motivation.

Rollnick et al (1997) found that strategies which combined the stages of change model with motivational interviewing were potentially more successful. The research also supported the premise that advising all smokers could be counter-productive.

Pierce et al (1998) also supports using the stages of change model. It is felt that tailoring the programme to the individual’s level of motivation improved chances of quitting. The above model was also used by Aveyard (1999) who failed to find it of any value when unaccompanied by motivation.

The above research appears to support the transtheoretical/stages of change model as a predictor of health behaviour in terms of smoking cessation. It also, however, emphasises the importance of motivation thus bringing into play the theory of reasoned action.

Sykes et al (2000) quotes a recent study where 20% of those receiving psychotherapy quit smoking and 10% cut down compared to those following general health promotion advice not tailored to the individual.

Smokers can quit. Motivation appears to be the key to this. Advice will only be acted upon if there is a related trigger to giving up Emmons (2001). Kmietowicz (2000) agrees but also feels that the issue of nicotine addiction must be addressed and thus the role of nicotine replacement therapy.

