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. Voor specifiek gedrag, waarvan objectief is
vastgesteld dat het de gezondheid in de weg
staat, is het acceptabel personen te over-
tuigen van de noodzaak tot verandering (dit
proefschrift)

Het concept 'peer pressure’,zoals we dat ken-
nen uit de sociaal wetenschappelijke litera-
tuur, is aan revisie toe (dit proefschrift)

. Mensen zijn zowel informatie verwerkers
als informatie vervormers (dit proefschrift).

. Het verschaffen van kennis over de negatieve
gevolgen van ongezond gedrag is vaak on-
voldoende voor het bewerkstelligen van ge-
dragsverandering, aangezien gedrag samen-
hangt met de uitwisseling van sociale
beloningen.

. De uitkomst van cognitieve verwerking van
informatie. hangt meer samen met de context
dan met de persoon.

. Artsen en andere hulpverleners kunnen een
positieve bijdrage leveren aan het her-
stelproces van patienten door hen te helpen
bij het maken van attributies (M.A. Koelen &
J.G. Withag. 1986. Eigen schuld kwelt het
minst, Psychologie, 5 (2), 24-25).



7. Gezondheidsvoorlichting besteedt te weinig
aandacht aan bestaand (gezond) gedrag.

8. De opvaiting dat informatietechnologie er is
voor de mensen mag er niet toe leiden dat de
ontwikkelingen op dit gebied worden geremd.

9. Wanneer de Europese grenzen vervagen zullen
de taalgrenzen in belangrijkheid toenemen.

10.Voor bestuurders van Universiteiten en
Hogescholen is het raadzaam de uitspraken
van Deetman te interpreteren in het licht van
dit proefschrift.

Stellingen behorende bij het proefschrift Tales
of Logic, a self-presentational view on health-
related behaviour, van Maria A. Koelen.
Wageningen, 27 september 1988.
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ABSTRACT

This dissertation questions the informational
approach to health education. Many health edu-
cation programmes are conducted with the im-
plicit assumption that providing individuals
with relevant information about the consequen-
ces of unhealthy behaviour will lead to a heal-
thier way of life. Evaluations of health edu-
cation programmes show, however, that ratio-
nal cognitive appeals often do not seem to pos-
sess enough power to motivate people to change
their behaviour. This study examines the extent
to which health-related behaviour can be ex-
plained by the wish to be accepted by others.

Two theories are described: attribution theory
and self-presentation theory. In attribution
theory it is assumed that individuals are logi-
cal information processors. By means of 'naive
scientific' analysis of available information,
the individual tries to obtain a veridical view
of reality. Self-presentation theory assumes
that individuals are motivated to create an im-
pression on significant others that will lead to
approval and avoid disapproval, by means of, for
example, overt behaviours such as expressed
opinions and dressing. The results of two expe-
riments show that individuals use attribution
statements for self-presentaional goals. When
an actor perceives that others cannot easily
repudiate a boosted self-presentation, the ac-
tor tries and succeeds to impress on others by
self-enhancing attributions. When others do



have access to possible repudiating informa-
tion, actors' attribution statements are accu-
rate.

Subsequently, self-presentation theory is ap-
plied to health-related behaviour. In two field
studies the assumption of many anti-smoking
campaigns that smoking adolescents are less
capable to resist peer pressure than non-
smoking adolescents is questioned. Self-pre-
sentation theory appeared to contribute to a
fuller understanding of the working of peer
pressure. Peer pressure is related to life-
styles, and it should be conceived of as a two-
way influence process, in which it is rewarding
for both the individual and the group to act in
accordance with existing group norms. Peer
pressure is equally strong for smokers, inten-
ders and non-smokers.

The results of the four studies show that beha-
viour often is guided more by self-presentatio-
nal concerns than by concerns for cognitive
consistency. The results of the studies can fa-
cilitate a more effective use of the influence of
the social environment in health education.
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I. FORMULATION OF THE PROBLEM

.1 INTRODUCTION

Health education occupies an increasingly im-
portant place in the health care system, due to
the changing pattern of health problems.

Some decades ago, causes of illness and the
spread of diseases were mainly found in the
physical environment, for example high morta-
lity rates caused by infectious diseases and
highly contagious (epidemic) diseases like ty-
phoid, plague and tuberculosis. Scientifically
efficacious cures, such as antibiotics, were not
available. Research in health care was mainly
directed at the development of medication in
order to combat the diseases. Prevention was
mainly based on immunisation, and, as far as
human behaviour was concerned, authorities re-
lied on rules and legislative measures (Rou-
wenhorst, 1977). Medical science has been quite
successful in combatting those diseases, which
is illustrated by, for example, the complete
absence of plague, the near absence and, if
found, quick cure, of tuberculosis nowadays.
Furthermore, nearly all infections can be cured
by one or another medicine.

In the years after World War |l, industrialized
countries have been confronted with high mor-
bidity and mortality rates due to cardiovascular
diseases, cancers, and alcohol and drug ad-



dictions. Common to these health problems is
the role of human behaviour in their develop-
ment and maintenance. They are therefore often
described as behaviour-related diseases.

In behaviour-related diseases individual and
social, as well as economic costs are involved.
The individual and social costs can be under-
stood from the mutual relation between health
and quality of life. That is, health problems
have an impact on the quality of life and, at the
same time, the quality of life affects health.
Behaviour-related diseases require great at-
tention. The contribution of purely medical re-
search toward the decrease of these diseases
has declined over the years. Successful treat-
ment and prevention of behaviour-related di-
seases greatly depends on individual and col-
lective behaviour change (De Haes, 1983). Beha-
viour-related diseases can, therefore, be redu-
ced by encouraging individuals to behave in such
a way that the probability of the occurrence of
these diseases will decrease. Health education
is one of the major instruments for inducing
such behaviour change. Health education can
positively contribute to quality of life and
personal well-being. [t may, furthermore, con-
tribute to a reduction in the economic costs for
society that behaviour-related diseases bring
about.

Health education is the subject of the present
study. The aim of the study is to strengthen the
empirical and theoretical basis for making de-



cisions about health education. It explores the
applicability of self-presentation theory to
health education and, more specifically, tests
the value of that theory in explaining health-
related behaviour, such as smoking.

The present chapter proceeds, first, to define
health and health education, and then, to specify
the role of behaviour in disease prevention, and
concludes by formulating the research problem.

.2 DEFINITIONS OF HEALTH

In health education, the promotion of health and
the prevention of diseases take a central posi-
tion, but the opinions regarding what has to be
understood by health and, consequently health
education, differ across and within the health
care disciplines. Health in itself is difficult to
define in terms of objective, measurable crite-
ria. According to Green et.al. (1980), the fact
that health evades a sharp, universally accepted
definition is perhaps the best indication of its
subjective nature (p.18).

Health can be defined in terms of the absence of
physical inability. According to this definition,
physically disabled, handicapped people, for
example, are not healthy. This biological point
of view is sometimes used by physicians (US
Dep. of Health, 1979).



An opposing proposition declares that, as long
as an individual perceives himself as healthy,
he is healthy (e.g. Kessener, 1982). Therefore,
an individual, suffering some kind of disease or
handicap, or behaving in an unhealthy way, is
healthy as long as he perceives himself to be
healthy.

The World Health Organization (WHO, 1974) de-
fines health as: a state of physical, mental and
social well-being. In this definition, also the
social environment plays an important role. The
WHO places social environment within a wider
framework which includes social relationships,
but also incorporates societal influences on
health, such as conditions of work, housing and
socio-economic status.

This notion is also put into words by the 30th
World Health Assembly (1977): the main social
target of governments and the WHO in the co-
ming decades should be the attainment of a
level of health that would permit all peoples to
lead a socially and economically productive life
(Philip & Navia, 1987). Their objective is re-
flected in the WHO's overall goal towards
"Health for all by the year 2000". In the Nether-
lands, the same position is taken in the "Nota
2000" (1986), a paper in which policy options
are laid out by the government with respect to
health care up to the year 2000. The ideas out-
lined here are based on Levin's view (1980) that
health is not life's highest goal, but happiness.



In our opinion, the first (biological) and second
(personal perception) definition are not very
helpful for health education. The first one is too
narrow, since it only incorporates physical
health. The second formulation is too vague, in
that it is based solely on individual perceptions
and therefore fails to give practical cues. The
proposition we wish to express has more
affinity with the contents of the later defini-
tions, since these define health in terms of
objectives for health policy. Here we define
health as the extent to which an individual or
group is able to realize aspirations and satisfy
needs, and to change the environment or to cope
with it (cf. Kickbush, 1986).

1.3 DEFINITIONS OF HEALTH EDUCATION

Where there is no agreement on the definition
and conception of health, it is to be expected
that there is no universally accepted definition
of health education. In fact there are almost as
many definitions of health education as there
are health educators. Four definitions will be
mentioned below. One of them is stated in ge-
neral terms, the others are related to activities
or objectives. Green gt.al. (1980) define health
education as "...any combination of learning
experiences designed to facilitate voluntary
adaptions of behaviour conducive to health"



(p.7). This definition can be seen as a general
description as far as the scope is in- volved.

A definition in terms of educational goals has
been formulated by the WHO (1974): "...its aims
are to encourage people to adapt and sustain
healthy life patterns, to use judiciously and
wisely the health services available to them,
and to make their own decisions, both indivi-
dually and collectively, to improve their health
status and environment". The WHO includes in
its definition such aspects as the use of the
health care system and the individual and col-
lective responsibility for a healthy environ-
ment.

Levin's (1980) definition elaborates on the res-
ponsibility of individuals for their own health.
According to Levin, health education must turn
its attention to strengthening the natural re-
sources of lay people as the basic resource in
primary health care. This means that another
dimension should be added to- traditional goals
of health education, namely, supportive health
education.' That is, education designed to
strengthen the care-giving role of individuals,
families, and other non-professional health-
care resources in the community. In this des-
cription the individual's responsibilities and
decisions regarding health-related aspects of
life are emphasised.

The last definition of health education to be
mentioned here is stated in terms of behaviour
change. According to Steuart (1965), the es-
sence of health education is "its scientific con-



cern with the role of human behaviour, both in-
dividual and societal, in the natural history of
health and disease; considered from the special
point of view of the determinants of change in
such behaviour; with an operational focus on
planned influence-attempts which are directed
towards maintenance, reinforcement or modifi-
cation of behaviour; in the extent to which this
may demonstrably affect curative, rehabilita-
tive and disease-preventive processes, and the
promotion of health" (p. 6). Steuart's definition
points out the importance of scientific research
on the one hand, where sciences such as
epidemiology, psychology and sociology are
concerned, and decision-oriented research with
respect to programme development and evalua-
tion, on the other hand.

These definitions reflect, more or less expli-
citly, differences in the approach toward health
education. Several authors distinguish different
categories of approaches (e.g. Rogers, 1976;
Tones, 1981). In our opinion, the distinct
approaches are basically reducible to three
types: an informational approach, an emancipa-
tory or (self-) empowerment approach and a
persuasive approach (cf. van Woerkum, 1988).
Other approaches can be derived from these.
Briefly, the informational approach focuses on
providing the target population with informa-
tion regarding health-related topics. The indi-
vidual either can notice the information and do
something with it, or ignore the information.




The emancipatory approach is characterized by
the opinion that individuals are free to make
their own choices. The accent in health educa-
tion following this approach lies on promoting
health through enhancement of self-reliance
and self-determination. The objective is not
that individuals will behave in a healthy
manner, but that they will become aware of
possible health-related choices. The objectives
of health education are reached when the indi-
vidual can make a conscious choice, whether
the behaviour is healthy or not. Alternatively
the objectives of the persuasive approach focus
on the maintenance of healthy behaviour and
change of unhealthy behaviour. Health education
from this perspective explicitly seeks to per-
suade individuals to adopt healthier lifestyles.
It is, therefore, directed towards intervention
on the determinants of health-related
behaviour. These determinants include personal
features such as knowledge and attitudes to-
ward behaviour, features of social environment,
such as perceptions, socially-based norms and
values, but also the possibilities and
impossibilities to behave in a healthy manner
(e.g. skills, and accessibility of the health-care
system).

The work presented here must be placed within
the persuasive approach. It attempts to gain a
fuller understanding of the determinants of
health-related behaviour, the ultimate goal
being to underpin effective attempts to influ-



ence such determinants into the direction of
maintenance and reinforcement of healthy be-
haviour, or alteration of unhealthy behaviour. At
first glance this positioning of the work might
seem contradictory to the position we
previously expressed with regard to the defini-
tion of health which stated that people should
be able to realize aspirations and satisfy needs,
and to change or cope with the environment.
This position, however, does not exclude
health-education activities based on the per-
suasive approach. For certain behaviours it is
objectively clear that they negatively influence
health, and in our opinion it is very well accep-
table to attempt to persuade individuals to
change such behaviour in a more healthy direc-
tion. The individual finally is free to decide
whether or not to follow the recommendations,
because health education can only induce volun-
tary change.

.4 HEALTH EDUCATION: A PART OF HEALTH
PROMOTION

Before we proceed on the determinants of beha-
viour, we wish to position health education
within the scope of health promotion. According
to Kickbush (1986), health promotion emerged
out of health education. An important reason for
this is, that it became self-evident that health
education can only develop its full potential if



it is supported by structural measures, such as
legal, environmental and regulatory measures
(Kickbush, 1986, p.322), due to the complexity
of health related behaviour. For example, in
health education much attention has been paid
to the health consequences of smoking. Since
the sixties, in industrialized countries one can
observe a general decrease in the number of
individuals smoking. For example, in the
Netherlands the number of smokers decreased
from about 80% of the male population and 30%
of the female population in the sixties, to 42%
for males and 34% for females nowadays
(Stichting Volksgezondheid en Roken, 1986). It
is not entirely clear what has caused the
general decline. Next to health education,
several other forces have contributed. For
example, the legislative measures, which oblige
the tobacco industry to warn the smokers about
health consequences of smoking. Furthermore,
organizational changes in society, such as
restrictions on smoking in sections of trains,
airplanes, and other public places have
contributed. Also economic measures, such as
the raise of taxes on tobacco, have helped.

Health is affected by a multitude of forces,
either behavioural or non-behavioural in nature.
Factors that can be distinquished are biological
(e.g age, sex, heredity), environmental (e.g. air
and water pollution), socio-cultural (e.g. hou-
sing, income, stress), and behavioural (e.g. smo-
king, alcohol consumption, use of drugs, sexua-
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lity). Besides, health is also affected by such
aspects as (the organization of) health care
services and the availability of means and
facilities (cf. Lalonde, 1974; Blum, 1981; Nota
2000, 1986). All factors and forces are objects
of interest in health promotion.

At the first International conference on Health
Promotion in Ottawa, November 1986, a 'Charter
for action to achieve Health for All by the year
2000 and beyond' was presented, which
describes health promotion as: "... the process of
enabling people to increase control over, and to
improve, their health. To reach a state of
complete physical, mental and social well-
being, an individual or group must be able to
identify and to realize aspirations, to satisfy
needs, and to change or cope with the environ-
ment. Health is, therefore, seen as a resource
for everyday life, not the objective of living.
Health is a positive concept emphasizing social
and personal resources, as well as physical
capacities. Therefore, health promotion is not
just the responsibility of the health sector, but
goes beyond healthy life styles to well-being”
(Charter of Ottawa, 1986).

Green et.al. (1987) placed factors and forces
which are of interest for health promotion into
a scheme, which is presented in Figure 1. It
displays the objects of health promotion and
their approximate relationships. Health promo-
tion is placed on the left of this scheme, linked
with the inputs of health education and related
organizational, economic and environmental

11



supports. The potential outcomes are placed on
the right.

Health promotion, as described above, should
encourage and enable individuals to be actively
involved with health. The key issue of health
promotion is that health cannot be ensured by
the health sector alone. It asks for a health
promotion policy which can count on a broadly
based commitment. It demands coordinated
action by governments, health and other social
and economic sectors, by non-governmental and
voluntary organizations, by local authorities, as
well as by industry and media (cf. Kickbush,
1986, 1987; Charter of Ottawa, 1986; Thornton
& Draper, 1987; Jonkers et.al, 1988).

It follows that health education is, among other
things, an important instrument of health pro-
motion. It can contribute to the maintenance or
enhancement of health; basically there where
health-related behaviour and the prevention of

Health Promotion Economicand Resources
{,] Organizational ol Services Increased ]
Enhanced A
leduced
Changes productivity
T well-baing ilness
-+ communication —{ ™ motivation Improved
Heallh o " Extended
o L| perormance [
Education {00 sl ag.stemina- 7] * tongevily
I+ feedback reward Improved
— enargy. Improved
T T l _ finess
quall
Regulatory . Sell-confidence y
i || coping oflife
Changes Seff-estesm

Figure 1: Relationships among objects of interest in health promotion
(Green gt.al,, 1987)

12



behaviour-related diseases are concerned. In
our opinion, the health educator should take into
account the available objective data regarding
the health consequences of certain behaviour
and encourage individuals to change the
unhealthy behaviour in a more healthy direction
or to maintain existing healthy behaviour. In
doing so, health educators can contribute to the
goal of the attainment of a level of health that
permits people to realize aspirations and to
change or cope with the environment.

I.5 DETERMINANTS OF HEALTH RELATED
BEHAVIOUR

Prevention of behaviour-related diseases de-
pends on the extent that which health-related
behaviour can be modified. Health education is,
as stated before, an instrument for such beha-
viour modification. In order to design and im-
plement effective health education program-
mes, the behaviours to be affected must be
carefully analysed. Behavioural analysis directs
attention towards the analysis of determinants
of behaviour. According to Green et.al. (1980),
three factors are important here: predisposing
(e.g. knowledge, attitudes), enabling (e.g. skills,
accessibility of the health care system) and
reinforcing factors (e.g social norms and
values, social rewards). Behavioural analysis
should result in data regarding changeability of

13



the determinants of health-related behaviour. It
enables the health educator to set priorities at
determinants to be influenced, either by health
education or by health education combined with
other measures (e.g. training, legislation).

To introduce changes in already existing beha-
viour is apparently more easily said than done.
As regards smoking for example, the rate of
successful stopping is quite low. The decrease
in the number of smokers, as mentioned in the
previous section, can be explained by the fact
that less people start smoking in the first
place. About 75% of individuals who attempt to
stop start smoking again (Raw, 1978; Leventhal
& Cleary, 1980). The same pattern can be ob-
served at changing dietary behaviours. Results
from research in the Netherlands, for example,
show that about 90% of dieting persons lapse
into their former food-pattern and subsequently
into their previous (over)weight condition
(VoVo,1985).

.~ These examples show that it is difficult to al-
" ter health-related behaviour. Two aspects seem
to be of importance: (1) the immediacy of the
relationship between a certain form of beha-
viour and its outcomes, and (2) the objective
probability of positive results. With respect to
the first aspect, the gains of behavioral pat-
terns related to smoking, alcohol consumption
and food consumption are typically immediate,
while the costs occur over the long run. The po-

14



sitive effects health educators promise lie in
the future, while the costs of changing existent
behaviour are immediate. Healthy behaviour
offers deferred rewards. The second aspect re-
fers to the fact that the promises of health
education are often probabilistic in nature. An
appeal to youngsters not to smoke in order to
reduce the probability of incurring heart di-
sease or lung cancer will often prove ineffec-
tive as a precautionary measure. Similarly,
changing nutritional habits does not exclude
cardiovascular disease (c¢f. Koelen & Vroom,
1986).

With a view to identifying those determinants
of behaviour which provide leverage points for
health education, theories of behaviour pinpoin-
ting such leverage points can, therefore, be
very practical but they can also create blind-
spots and prevent improving effectiveness of
programmes. In the area of health education, the
search for good theories is far from complete.
This study aims to make a contribution in this
respect.

1.6 INFORMATIONAL AND SOCIAL INFLUENCE ON
BEHAVIOUR

At this place two groups of theories will be
distinguished: theories which accentuate the
need for cognitive consistency, and theories
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which accentuate the exchange of social re-
wards.

The former group of theories is based on the
notion that individuals process available infor-
mation in a logical manner and subsequently act
according to it. They deal with attitude change
as a precondition for behaviour change, where
changes in an individual's opinions, attitudes
and behaviour result from information and
knowledge.

The latter group of theories is based on the as-
sumption that behaviour is caused by social re-
wards. Individuals emit behaviour (e.g. express
attitudes) in order to receive rewards (e.g.
acceptance, approval) and to avoid punishments
(e.g. rejection, disapproval). Behaviour results
from actual or perceived external behaviour-
reward contingencies.

In the field of health education much attention
has been paid to what we might call the cog-
nitive approach. Based on this approach, several
models for communication have been developed
and applied in practice, for example the model
regarding innovation-decision processes (Ro-
gers, 1962; 1983), and the source-message-
channel- receiver model (Berlo, 1960). Several
studies, however, have demonstrated that
knowledge is an important but not sufficient
factor in behaviour change (e.g. Ajzen &
Fishbein, 1980; de Haes, 1983; Kok, 1986). Pro-
grammes, based on a cognitive approach, i.e.
conducted to increase individuals' knowledge

16



about health consequences of behaviour, often
do not lead to behavioural effects, and, if an ef-
fect is found, it is usually of small magnitude.
Clearly, rational cognitive appeals very often
seem not to possess enough power to motivate
the individual to change his behaviour (e.g. Le-
venthal & Cleary, 1980; Koelen & Withag, 1987).
For example, it is generally known that smoking
constitutes a severe health risk. Still, a
substantial number of people smoke. The
conclusion, therefore, may be that health-rela-
ted behaviour can only in part be explained by
the wish to behave in a rational and logical
manner.

Much (health-related) behaviour occurs or is
learnt in a social context. Influences from the
social environment, therefore also impinge on
the individual's behaviour. Social influences can
break through the linear sequence of cognition-
affect-behaviour (cf. Réling, 1987). In our
opinion, a great part of health-related beha-
viour can be explained by the wish to be accep-
ted by others. More specifically we assume that
much (health-related) behaviour is based on
perceived external behaviour-reward contin-
gencies. This point of view is derived from
self-presentation theory which is based on the
hedonic assumption that an individual attempts
to maximize social or personal rewards (e.g.
acceptance, support) and to minimize social or
personal punishments (cf. Schlenker, 1975).
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Although several studies pay attention to social
influence, to our knowledge there has been, by
now, no substantial research of the determi-
nants of health-related behaviour which fo-
cuses on the human desire to be accepted by
others. Yet, when it comes to identifying the
determinants of health-related behaviour for
purposes of planning health education cam-
paigns, the accuracy of identifying the proper
mechanism can have overriding importance for
the effect of the campaigns. The present study
attempts to explore whether self-presentation
theory can contribute to a better understanding
of some determinants of behaviour.

The outline of the remainder of the study is as
follows. In chapter Il two theories will be des-
cribed: attribution theory, which accentuates
individuals as logical information processors,
and self-presentation theory, in which indivi-
duals are portrayed as hedonists. In Chapter Il
two experiments are presented, in which the
theoretical value of (attributional) self-pre-
sentation in explaining public behaviour is tes-
ted. Chapter IV reports two field studies in
which self-presentation theory is applied to
adolescents' smoking-behaviour, in order to
gain a better understanding of the processes
underlying peer pressure. The last chapter, V,
summarizes the conclusions of the four studies
and pays attention to the implications of the
results for health education.
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II.  ATTRIBUTION THEORY AND
SELF-PRESENTATION THEORY

Il.1 INTRODUCTION

In this chapter, two theories will be described,
attribution theory and self-presentation theory.
In attribution theory, individuals are portrayed
as logical information processors. According to
self-presentation theory, individual behaviour
is guided by the exchange of social rewards.

I.2 ATTRIBUTION THEORY

Attribution theory is concerned with people's
everyday explanations of events and experien-
ces. However, there is not one but many attri-
bution theories (e.g. Heider, 1958; Kelley, 1967,
1973; Jones & Davis, 1965; Rotter, 1966). The
common notion is that individuals interpret
events and experiences in terms of their cau-
ses. These interpretations play an important
role in determining behavioural reactions to
events and experiences. Causal attributions
constitute the person's understanding of causal
structure of the world and are important deter-
minants of his interaction with that world
(Kelley & Michela, 1980, p. 460). Attribution
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