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Abstract

The Theory of Planned Behaviour (TPB) 1s an attitude-behaviour model that has received
considerable research attention for a plethora of health topics. However, it has received little
attention in the alcohol use arena among young people, particularly adolescents. The main aim of
the thesis is to test the augmented model of the TPB that encapsulates more theory driven
conceptualisations of the social norm component. The behaviour of interest is alcohol consumption.
The second aim of the thesis is to utilise and test the effectiveness of brief interventions. The

population of interest is young people — namely university undergraduates and adolescents. The

thesis is divided into two broad sections.

First, two studies that provide data to support the usefulness of the TPB as a predictor of
alcohol consumption intentions and behaviour are reported. Evidence is submitted supporting the
inclusion of wider conceptualisations of the social norm component to aid in the prediction of this
behaviour, as well as for the inclusion of past behaviour as an important determinant of future

behaviour. The data support the distinction between behavioural intentions and behavioural
willingness for younger and older adolescents.

Second, the effectiveness of brief intervention studies is reported. The primary aim of the
interventions was to reduce alcohol consumption in adolescents and undergraduates. A secondary
aim of the research was to utilise the augmented TPB as an evaluation tool to establish how
effective interventions work. The first intervention study examined the effect of personalised
feedback in reducing the number of weekly units consumed among university undergraduates,
whilst exploring the role of social cognition variables as moderators of efficacy. Although the
feedback intervention was effective at reducing behaviour, contrary to predictions, social cognition
variables did not moderate the intervention; however, past behaviour was shown to moderate the
relationship between condition and behaviour scores. The second intervention study examined the
effect of resistance skills training in reducing drinking behaviour among adolescents. It was shown

that none of the augmented TPB variables were mediators.

The conclusions that can be drawn from these studies and their implications for the existing

research literature are discussed.
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Chapter 1

Determinants of Drinking Amongst Young People and Behaviour Change

Interventions

1.1 General Introduction

Alcohol, along with tobacco and marijuana, 1s one of the most frequently used drugs among adults
and adolescents in the United Kingdom. Alcohol use and misuse by young people in the UK is a
major cause of concern and is one that is likely to remain a concern in the foreseeable future. It has
been shown, by government statistics (Office for National Statistics, 2005), that the level of
drinking 1s on the increase, particularly amongst the adolescent population. It has also been noted
that individuals who started drinking at an earlier age are more likely to become alcohol dependent

as adults (Grant & Litvak, 1998). Excessive alcohol consumption has been shown to have

detrimental effects on several areas of an individual’s life (e.g., workplace sickness, alcohol-related
crime, physical and mental health) costing the workplace and NHS billions per annum. Alcohol

drinking is an important health behaviour that the Government has identified as a target for change,

yet there is very little quality empirical research on this topic especially amongst young people

within the UK.

The present chapter provides justification for the study of alcohol behaviour amongst young
people within the UK. Drinking alcohol amongst young people is primarily a social behaviour that
can present health and social consequences. The chapter shall examine the utility of using a social
cognitive model, which encapsulates facets of attitudinal, normative, control, motivational and
social influence variables towards prediction of behaviour. These variables will be built around the
Theory of Planned Behaviour to provide an enhanced understanding of the predictors of alcohol

consumption amongst a sample of University Undergraduates and a sample of school-going

adolescents between 11-16 years of age.
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1.1.1 Problems Associated with the Misuse of Drinking in the UK
Over the past two decades there has been a marked increase in the consumption of all types of

alcoholic beverages within Great Britain. The Institute of Alcohol Studies (IAS, 2004) estimated
that in 1985 the total alcohol consumption was 9.05 annual litres per person over the age of 14,
increasing to 11.34 annual litres per person in 2003. Furthermore it has been suggested that the

unrecorded consumption could add another 2 litres of pure alcohol per capita for the years after

1995 (IAS, 2001).

Alcohol consumption is a major cause of economic problems within the United Kingdom
(Alcohol Concern, 2002). Excessive alcohol consumption can result in up to 40,000 deaths every
year, and a significant amount of accidents and working days lost every year (Office for National
Statistics, 2005), as well as the unaccountable level of social disturbances. For most individuals
within the United Kingdom, drinking alcohol is part of a pleasurable social system, causing no harm
to themselves or others around them. However, for other people, alcohol misuse can be responsible
for serious damage and harm to themselves and others around them. In this context, drinking can be
responsible for significant costs not only to the individuals, but also to the economy. The
Department of Health (DH, 2004) has estimated that alcohol misuse is creating an enormous burden

on an existing overloaded health system within the UK, costing the NHS up to £1.7 billion a year.

Alcohol misuse is also estimated to cost employers approximately £3 billion a year in sickness,
absenteeism at work, premature deaths, accidents and alcohol related crime (Alcohol Concern,
2002). Consequences of alcohol use vary depending upon whether use occurs occasionally or
regularly. However, alcohol use is one of the most common health risk behaviours amongst young
people. Alcohol, especially the misuse of alcohol, affects the health of individuals via a number of
mechanisms. These effects are can be either chronic or acute. Epidemiological studies have clearly
indicated that alcohol 1s causally related to cancers of the oral cavity and pharynx, larynx,
oesophagus, and liver, while there is suggestive but inconclusive data for a causal role in rectal and

breast cancer (DH, 2004). Studies demonstrate that those people who drink alcohol are at increased
14



risk of these cancers compared with non-drinkers, the risk of which increases with increasing levels
of alcohol intake (Single, Rehm, Robson, & Van Truong, 2000). The impact of alcohol
consumption on productivity and work career have been demonstrated; it i1s well established that
alcohol-dependent people and heavy drinkers have more sick leave days than other employees and

thus cost the workplace considerable amounts (in the UK, for instance, this has been estimated at

£779 million per year (World Health Organisation, 2001). Studies have also demonstrated that
unemployment and heavy drinking tend to go together (WHO, 2001). Numerous research reports
attest to the significant impact of drinking on accidents, suicide and violence. The findings from

studies using different methods and data from a wide spectrum of countries and cultures are

consistent 1n this respect. Drinking to intoxication increases the likelithood of injury or death from

accidents and violence (Rossow, 1996).

Although alcohol consumption amongst young people does not have an immediate economic
impact on the UK health system, it has been reported that the younger in age that the individuals
begin drinking, the more likely it is that they will become alcohol dependent in adulthood

(Bernstein & Bernstein, 2005). A related concern is that early onset of tobacco and alcohol use may
contribute to the use of other illicit drugs. According to the “gateway hypothesis” of adolescent

drug use (Kandel, 2002), young people who use cigarettes and alcohol are more likely to

experiment with marijuana, and those who use marijuana are more likely to progress to the use of

depressants, stimulants, hallucinogens, narcotics and other dependency-producing drugs.

1.1.2 Young People and Alcohol
Over the past few years there has been unprecedented media coverage that has brought the issue of

young people’s alcohol consumption to the fore of public debate. In recent years, the average

consumption of alcohol, the levels of heavy drinking and the amount of alcohol related harm have

been increasing. By 2002 hazardous drinking, i.e., drinking bringing the risk of physical or

physiological harm, was most prevalent in teenagers and young adults compared to those over the
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age of 25. It can be seen that the age of onset of drinking is declining. Separating those statistics by
gender it was shown that in women, hazardous drinking reached its peak in the 16 — 19 age group,
with just under one third (32%) of the female population having a hazardous drinking pattern.
Examining the male statistics, it was revealed that the peak was in the 20 —24 age group, with just
under two thirds (62%) having a hazardous drinking pattern. Not only is there a change 1n the levels
of hazardous drinking but also there appears to be a decline in the age of onset of regular drinking.

Most 14-15 year olds are drinking regularly, though not necessarily frequently (IAS, 2004). These

ages are well below the age of legal drinking for young people within the UK.

1.1.2.1 Adolescents

The negative consequences of adolescent alcohol use and misuse are well documented, and include

decreased academic achievement, depression, other substance use, unintentional injuries and serious

traffic accidents (Barnes & Welte, 1986; DeSimone, Murray, & Lester, 1994; Vega Gil,

Zimmerman, & Warheit, 1993). One survey (Balding & Shelley, 1993) found that a quarter of boys
aged 9 — 10 and a third of those a year older reported drinking at least once in the previous week,
usually at home. More recently, a Government monitoring survey of English school children aged
11 - 15 (Office for National Statistics, 2005), found that the prevalence of drinking alcohol in the
last week had risen from 21% of 11 — 15 year olds in 1998 and 1999, to 25% in 2003. When
examining the amount the pupils drank, it was reported that the average weekly consumption in the

last 7 days increased from 5.3 units in 1990, to 9.5 units in 2003. Among those who drank, boys
drank on average 10.5 units in the previous week in 2003 compared with 8.5 units drunk by girls

(ONS, 2004). A unit 1s 10m! of pure alcohol. For example, a can of standard beer is 1.8 units,

whereas a large glass of wine equals 3 units (DH, 2004).

1.1.2.2 Young People at University

Consumption of alcohol amongst young adults is a widely recognised problem (Oei & Morawska,

2004). Recently, there has been growing concern from Government agencies surrounding the levels
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of excessive drinking in the UK (Institute of Alcohol Studies, 2004). Examining international
statistics, it can be seen that drinking in the UK is higher than in any other European country
(Institute of Alcohol Studies, 2004). Comparatively, research has shown this risky behaviour to be
more prevalent in individuals who attend university in comparison with individuals from the same

age bracket that do not attend university (Bennett, Miller, & Woodall, 1999).

The most recent review examining research that assesses the prevalence of UK undergraduate
drinking reported that levels were excessive (Gill, 2002). Gill (2002) conducted a review examining
research spanning over 25 years that assessed the levels of UK university students’ alcohol
consumption. Based on 18 empirical studies, Gill (2002) found that the recorded levels of binge
drinking among both male and female students were extreme. Pickard, Bates, Dorian, Greig, and
Saint, 2000 reported that 50% of all males and 63% of all females claimed drinking excessively
(defined as more than 30 units for females and 50 units for males) at least once a week. Other

rescarchers declared that 46% of all males and 53% of all females reported drinking excessivelyin a

typical week (Gill, 2002).

1.2  Definition of Drinking

Government guidelines on alcohol use suggest that women should not regularly exceed three units

per day and that men should not regularly exceed four units per day. Recent data from the Office for
National Statistics (ONS: 1999) indicates that for some sectors of society these guidelines have little
relevance or meaning. The ONS issued figures for ‘consumption on the heaviest drinking day in the
last week’; the results showed that 21% of men and 8% of women had drunk ‘heavily’, having
consumed more than eight units and six units respectively, on at least one day in the previous week
(ONS, 1999). Young people (aged 16-24) were more inclined to report this behaviour, with 37% of
males and 23% of females having drunk more than eight units and six units respectively, on at least
one day in the previous week (ONS, 1999). The Alcohol Needs Assessment Research Project (DH,

2005) identifies three categories of alcohol use disorders; hazardous drinking, harmful drinking, and
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alcohol dependence. Harmful drinking is described as people drinking above recognised ‘sensible’
levels and experiencing harm (DH, 2005). Alcohol dependence is described as people drinking
above ‘sensible’ levels and experiencing harm and symptoms of dependence (DH, 2005).
Hazardous drinking is described as people drinking above recognised ‘sensible’ levels but not yet
experiencing harm (DH, 2005). Hazardous drinking encapsulates the term ‘binge drinking’, which
refers to people who drink more than double the daily-recognised sensible levels in any one day.

One key difficulty faced by researchers is the lack of consensus surrounding the definition
of ‘binge drinking’. A report for the US International Center for Alcohol Polices (ICAP: 1997)
describes the lack of definition both at international level and amongst studies undertaken within
individual countries. Originally the term, in its clinical sense, referred to ‘binge’ as a periodic bout
of continual drinking, perhaps over a couple of days, by someone who was alcohol dependent, and
ending only when the drinker was unable to continue (IAS, 2001). Recently, the term has gained
currency as referring to a high intake of alcohol on a single drinking occasion. For research
purposes, binge drinking 1s often defined as the consumption of more than a certain number of
drinks over a short period of time (IAS, 2001). In the UK, drinking surveys examining young
people normally define binge drinkers as men consuming at least eight, and women at least six
standard units of alcohol in a single day, double the maximum recommended ‘sensible’ levels for
men and women respectively (e.g., Norman, Bennett, & Lewis, 1998). This definition is very broad
— eight units consumed over the course of a whole day and as an accompaniment to meals will not

have the same effect as eight units over a couple of hours on an empty stomach. There are a number

of individual varnations (e.g., body weight, speed of consumption, types of drinks and alcohol

tolerance) that affect the drinker.

Many young people, as shown in research by Coleman and Cater (2006), associate ‘binge

drinking’ with daily drinking rather than a weekly occurrence, therefore it is possible that young

people understand the message that to binge drink is bad, but do not realise that this applies to their
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habits. McAlaney and McMahon (2007) further debate the use of the term ‘binge drinking® by
pointing out that a leading journal, the Journal of Studies on Alcohol and Drugs, will not accept
articles that use the phrase ‘binge drinking’ unless the term is clearly defined and used in a specific
way. The Journal of Studies on Alcohol and Drugs (2009) has provided guidance to clinicians and
academics on their policy for the use of this term. According to policy, ‘the term “binge” should
only be used to describe an extended period of time (usually two or more days) during which a
person repeatedly administers alcohol or another substance to the point of intoxication, and gives up
his/her usual activities and obligations in order to use the substance. It is the combination of
prolonged use and the giving up of usual activities that forms the core definition of a “binge™’. The
reason behind this policy} 1s due to the variance in the definition of “binge drinking” measured by
clinicians and researchers, leading to a term measuring quite different phenomena.

Binge drinking is often associated with drinking with the intention of getting intoxicated and
the usage of an arbitrary number of drinks can reflect differing stages of drunkenness for young
people. For example, one study showed that university students often have numerous different
defimtions of ‘binge drinking’ depending on their drinking habits, with drinkers having
significantly higher definitions than non-drinkers (Weschler & Kuo, 2000). Hammersley and Ditton

(2005) argue that the term ‘binge drinking’ is unclear and unhelpful in that many young people do

not identify themselves as binge drinkers because, despite exceeding the number of drinks officially
used to define binging, young people drink at a slow enough pace to avoid getting seriously drunk.
For these reasons, it has been suggested that a subjective rather than a unit-based definition should
be used, such as drinking sufficient alcohol to reach a state of intoxication on one occasion (Alcohol
Concern, 2002). Taking into account the criticisms surrounding the term “binge drinking”,
particularly the use of the term amongst undergraduate populations, the thesis will incorporate a
more subjective definition (as recommended by Alcohol Concern) into the measurement of alcohol

misuse. For the studies (Chapter 2 & Chapter 4) examining drinking amongst undergraduates, items
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will refer to “drinking to get drunk”. The decision to use drinking to get drunk was reached due to
the lack of agreement on which definition best signifies drinking excessively for young people. For
instance, the term binge drinking was not used due to the problems inherent with the phrase, both 1n
definition and in semantics, and similar criticisms can be made of phrases such as hazardous
drinking and excessive drinking. Research conducted by Wechsler and Kuo (2000) reported that
students defined binge drinking on the basis of how much they themselves drank. Abstainers
considered the definition to be 5 drinks in a row for men and 4 for women, whereas frequent binge
drinkers used the higher limits of 8 and 6 drinks, respectively. Research has also shown that almost
two in five male students reported drinking more than 10 units of alcohol in a single session; for
females, very similar figures were recorded for the consumption of six units (Gill, 2002). For the
purposes of the present study, it was felt that using a definition relevant to the target sample would
provide closer approximations of excessive drinking. The term, similar to ‘heavy episodic

drinking’, is intended to capture the non-continuous or sporadic consumption of large amounts of

alcohol in a short time.

1.3  Social and Psychological Influences on Drinking: Models of Health Behaviour

The IAS considers there to be three main models that explain the occurrence of alcohol problems;

the Disease Model, the Public Health Model and the Integration Model, and that each of these
models have different implications for prevention. The Disecase Model deems that the cause of
alcohol problems is down to the psychological and/or physical make-up of individuals. This concept
implies that little can be done to prevent the occurrence of alcohol problems. The Public Health

Model postulates that alcohol related harm tends to rise and fall in line with changes in the total or
average level of consumption. Prevention should be aimed at reducing the overall level of

consumption in society. Finally, the Integration Model suggests that alcohol problems arise because
alcohol use is insufficiently governed by consistent social norms, and by the existence of confused

and unhealthy attitudes to alcohol use. This explanation suggests that there is scope for primary
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prevention, and that it may be achieved by encouraging, through education and other means, a more

healthy approach to the use of alcohol and its place in society (IAS, 2001).

This Integration Model suggests that exploring the social cognitive reasons behind alcohol
consumption can offer better understanding of behaviour amongst young people, which could lead
to greater implications for the implementation of alcohol reduction interventions. A variety of social
cognition models have been developed to represent relationships among beliefs, attitudes, intentions
and behaviour (Eagly & Chaiken, 1993). The two most influential models that have been applied to
health-related behaviour have been the Theories of Reasoned Action (TRA; Fishbein & Ajzen,

1975) and Planned Behaviour (TPB; Ajzen, 1991). These two theories have been applied over the

decades very successfully to the prediction of a variety of health behaviours.

The TRA and TPB have been utilised for decades to explain the social cognitive reasons for

a given behaviour. The Theory of Reasoned Action (TRA; Fishbein & Ajzen, 1975) examines the

eftects of behavioural beliefs, attitude, subjective norm and intention on behaviour. It states that
people’s volitional behaviour is directly caused by their intentions to perform that behaviour
(Conner & Sparks, 1996). Intentions, in turn, are determined by two specific factors: attitude and

subjective norms. Attitudes are based upon an individual’s beliefs about the consequences of a
behaviour, while subjective norms are based upon an individual’s beliefs about the approval of

significant others when performing a behaviour. Attitudes result from the multiplication of beliefs
about outcomes by evaluations of outcomes, while subjective norms result from the multiplication
of normative beliefs by motivation to comply. There are several quantitative and narrative reviews
that have provided support for the use of the TRA in the prediction of a number of behaviours (e. 2.,
Sheppard, Hartwick, & Warshaw, 1988; van den Putte, 1991). In relation to alcohol use there have
been few studies that have evaluated the model in this domain. London (1982) used the TRA to

explain alcohol use in pre-adolescents. The theory predicted intention to use alcohol, with the
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attitudes component emerging as the best predictor, whilst subjective norms did not increase the

predictive utility of the model.

However, the TRA has been criticised for not encapsulating non-volitional behaviours.
Therefore, addressing the limitations of the TRA, Ajzen (1988) proposed “... a conceptual
framework that addresses the problems of incomplete volitional control” (p. 132), which led to the
development of the Theory of Planned Behaviour (TPB; Ajzen, 1988, 1991 - see Figure 1.1). The
TPB is perhaps the most influential theory for the prediction of social and health behaviours. The
central premise of the theory is that behavioural decisions are not made spontaneously, but result
from a number of reasoned processes in which the behaviour is influenced, albeit indirectly, by
attitudes, subjective norms and perceived control.

The TPB identifies intention as the key cognitive antecedent of behaviour. Intention refers
to a person’s decision to undertake an action, for example, “I intend to drink alcohol this weekend”.
Intention itself is determined by three factors: Attitudes, the evaluation of performing the behaviour,

e.g, “Drnking alcohol this weekend would be healthy/unhealthy”. Subjective norms, the

perceptions of what important others consider, e.g., “People who are important to me think that I
should drink alcohol this weekend”. Perceived Behavioural Control (PBC) includes the perceptions

of how easy or difficult carrying out a particular behaviour is, e.g., “Drinking alcohol this weekend

would be easy/difficult”.

The three antecedents of intention, attitudes, subjective norm and PBC, are determined by
various beliefs. Behavioural beliefs produce a favourable or unfavourable attitude toward the
behaviour, normative beliefs result in perceived social pressure or subjective norm, and control
beliefs give rise to perceived behavioural control (see Figure. 1.1). Behavioural beliefs consist of
beliefs about the likely consequences of the behaviour. Normative beliefs are beliefs about the
normative expectations of others. Control beliefs are beliefs about the presence of factors that may

facilitate or impede performance of the behaviour. According to Fishbein and Ajzen (1975),
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attitudes and subjective norms have additive effects on intention, although the relative strength of
each component will vary across behaviours, populations and contexts. In contrast, PBC is proposed
to have both a direct effect and an indirect effect, through intentions, on behaviour. Ajzen (1988)
argues that perceived control accurately predicts behaviour only when perceived control closely
approximates actual control. For example, some people may have a strong perception of control
over particular health behaviours, but this may be different in reality as factors may be beyond their
control. Under such circumstances, perceived control will not accurately predict behaviour.
Intentions are the prime motivating force and they mediate the effects of other factors. The degree
of success in performing behaviour will depend not only on one’s desire or intention, but also on
non-motivational factors such as availability and resources. The more positive people’s attitudes
and subjective norms and the greater their perceived behavioural control regarding a behaviour, the
more likely they are to intend to perform that behaviour. Similarly, the stronger people’s intentions,
the more likely they are to perform the behaviour. To the extent that perceptions of control

accurately reflect the person’s actual control over behavioural performance, perceived behavioural

control can also directly affect behaviour.

Figure 1.1. The theory of planned behaviour (Ajzen, 1988, 1991).
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The TPB has been utilised as a predictive tool for many behaviours including a range of
health behaviours. The model has been shown to have good predictive utility for both health-
enhancing behaviours, such as exercise (e.g., Godin, 1993) and dietary change (e.g., Povey, Conner,
Sparks, James, & Shepherd, 2000), as well as health risk behaviours, such as drug use (e.g., Conner,
Sherlock, & Orbell, 1998) and smoking (e.g., Hanson, 1997). Further evidence for the predictive
utility of the model has been presented in the form of meta-analytic reviews (i.e., Armitage &
Conner, 2001). There have been several meta-analytic reviews of the TRA/TPB (e.g., Ajzen, 1991;
Armitage & Conner, 2001; Hausenblas, Carron, & Mack, 1997), which have all demonstrated the
predictive utility of these theories to the prediction of intention and behaviour, all showing similar
amounts of variance being explained. It has been shown that the multiple regression of attitude,
subjective norm and perceived behavioural control on intention ranges between Rs = .64 - .71. The
multiple regression of intention and PBC on actual self-reported behaviour ranges from Rs = .46 -

S8.

Armitage and Conner’s (2001) extensive review consisted of 185 independent empirical

tests that utilised the TPB. Overall, the findings showed that the TPB accounted for 27% and 39%

of the variance in behaviour and intention across multiple behaviours. Specifically, it was found that

attitudes accounted for 24% of the variance in behavioural intention; subjective norm accounted for

12% of the variance in behavioural intention; and perceived behavioural control accounted for 18%

of the vanance in behavioural intention. Examining the relationships with behaviour, intention

accounted for 22% of the variance and PBC accounted for 13% of the variance. The meta-analysis

provided additional support for the efficacy of using the TPB for the prediction of health

behaviours.

Despite the success of the TPB, there has been growing debate over the conceptual clarity
of the PBC construct (e.g., Armitage & Conner, 1999; Manstead & van Eckelen, 1998; Terry &

O’Leary, 1995). Conner and Sparks (2005) describe that early definitions of the PBC construct
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encompassed both internal and external factors. More recently, it has been argued that the PBC
should consist of separate, but related constructs (Trafimow, Sheeran, Conner, & Findlay, 2002). It
has been argued that a distinction should be made between perceptions of one’s ability to perform a
behaviour (i.e., self-efficacy) and perceptions of control over a behaviour (i.e., perceived control)
constructs to allow for an examination of the differential aspects of these control-related
perceptions. Although Ajzen (1991) argues that perceived behavioural control and self-efficacy are
synonymous, other researchers have argued against this suggestion both empirically (DuCharme &

Brawley, 1995) and conceptually (e.g., Terry & O’Leary, 1995). Bandura (1986) argued that control

and self-efficacy are entirely different concepts. That is, self-efficacy is more concerned with
cognitive perceptions of control based on internal factors; whereas perceived behavioural control
reflects more general, external factors. Armitage and Conner (1999) suggest that identifiable control
factors may be either internal to the person (e.g., skills, abilities, power of will, compulsion) or

external to the person (e.g., time, opportunity, dependence on others). Internal factors refer to
whether performance of behaviour is difficult or easy, whereas external control concerns whether

the individual feels in complete control over performing the behaviour. Although the nature of the

two 1dentifiable factors remains unclear, measures of PBC construct should combine items that

reflect both factors (Ajzen & Fishbein, 2005).

Trafimow et al. (2002) presented a range of experimental studies to support the distinction
of PBC into two related constructs, perceived control (i.e., the extent to which an individual
perceives the performance of a behaviour to be under his or her volitional control) and perceived
difficulty (i.e., the extent to which an individual perceives the performance of a behaviour to be
easy or difficult). The latter definition is equated with self-efficacy. Results emanating from these
experimental studies revealed that manipulations were able to affect perceived control more than

perceived difficulty, offering support for the distinction. Empirically, research has demonstrated

that self-efficacy predicts intentions alone (e.g., Terry & O’Leary, 1995), behaviour alone (Conner
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et al., 1998), both intentions and behaviour (DuCharme & Brawley, 1995) in addition to the

independent effects of PBC on intention and behaviour.

According to the TPB, actions are reasoned. However, it has been argued that many
behaviours are not in fact guided by cognitions, but instead one’s previous behaviour is the
strongest predictor of future behaviour (Godin, Joblin, & Bouillon, 1986; Mullen, Hersey, &
Iverson, 1987, Norman & Smith, 1995). When past behaviour is entered into a regression with the
other TPB variables it has been found to have an independent effect on intention, and to
significantly improve the prediction of behaviour (Ajzen, 1991; Bagozzi, Tybout, Craig, &
Sternthal, 1979; Towler & Shepherd, 1992). This suggests that the behaviour is not completely
reasoned, and that the frequency of behaviour is an indicator of habit strength, and consequently can
be used as an additional predictor of future behaviour.

At the moment research has assumed that if a participant has a relatively high past
behaviour score, this suggests that the behaviour in question is more likely to be habitual.
Researchers have argued that behaviour is determined by an individual’s past behaviour rather than
cognitions as described in the TPB (Sutton, 1994). This argument is based on results from a number

of studies that show past behaviour emerging as the best predictor of future behaviour (e. g,, Conner
et al., 1999; Van Ryn, Lyttle, & Kirscht, 1996). Such empirical support has led to the suggestion

that past behaviour should be included as a predictor variable in the TPB model (e. g., Fredicks &

Dossett, 1983).

1.3.1 Uulising the Theory of Planned Behaviour in the Prediction of Alcohol Use/Misuse
The use of alcohol has become a significant part of many people’s lives, with Government statistics

showing increases in misuses of the substance, particularly amongst the younger generation.

However, few studies have examined the TPB in relation to alcohol use or misuse. Empirical
studies examining the TPB in relation to alcohol consumption have mainly measured the theory in

relation to binge drinking. For example, Norman et al. (1998) found that the TPB accounted for
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29% of the variance in binge drinking amongst a sample of 136 UK undergraduate students. Two
variables emerged as significant predictors of binge drinking; perceived behavioural control
(negative beta) and positive control beliefs. Frequent binge drinkers were less likely to feel they had
control over their binge drinking and were more likely to binge drink. Similarly, Murgraff,

McDermott, and Walsh (2001) explored the application of the TPB amongst a sample of 173

participants. The sample consisted of female psychology undergraduates and it was found that 17%
of the variance was explained by the TPB variables for single occasion drinking, with attitudes and
perceived behavioural control emerging as significant predictors. Johnston and White (2003)
reported that the TPB accounted for 59% of the variance in intentions and 52% of the variance 1n
behaviour amongst 289 Australian undergraduate students. All three variables contributed
significantly and approximately equally to the prediction of intentions to binge drink. Thus
participants who had more positive attitudes, perceived greater pressure from significant others to
binge drink, and perceived that performing the behaviour was easy, were more likely to intend to
binge drink. For the self-reported behaviour, intentions contributed significantly to the prediction of
behaviour, such that participants who intended to binge drink tended to perform the behaviour.

Perceived behavioural control did not predict behaviour. Similarly, Norman and Conner (2006)

assessed the predictive utility of the TPB amongst 398 psychology undergraduate students and

reported that the TPB explained 66% of the variance in behavioural intentions, with attitudes, self-

efficacy and perceived control emerging as significant predictors. Examining the efficacy of the
model to predict binge drinking, Cooke, Snichotta, and Schuz (2007), found that attitude and
perceived behavioural control predicted 37% of variance in intentions: whilst intentions and
perceived behavioural control predicted 25% of the variance in behaviour. These studies show the
usefulness of the TPB as a model for predicting binge drinking intentions and behaviour, at least
amongst students; although it appears that the subjective norm component fails to emerge as a

strong significant predictor in the majority of the studies. Few studies have assessed the usefulness
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of the TPB in the prediction of drinking behaviour outside of binge drinking. Conner et al. (1999)
used the TPB to explain alcohol consumption in three prospective samples of university students.
The researchers showed that the TPB variables explained between 28% and 40% of the variance in

intentions to consume alcohol, and intentions and PBC explained between 12% and 50% of the

variance in drinking behaviour.

Assessing the usefulness of the model in relation to young people outside the university
population is more problematic. Little empirical work has been performed on adolescents in relation
to the use and misuse of alcohol. One study (Marcoux & Slope, 1997) collected data from 4371
adolescents ranging in age from 9 — 16 years. Results showed that 76% of the variance in intentions

to use alcohol was explained by attitudes, subjective norms and perceived behavioural control.

1.3.2 Problems Associated with the Theory of Planned Behaviour
As previously mentioned, numerous empirical studies have been conducted using the TPB as a

model for prediction of both health promoting and health risk behaviour. Those studies have shown
that the TPB is an effective model that explains the factors involved in the enactment of a given
behaviour. Offering additional support for the model are the many accessible meta-analyses that

have tested the efficacy of the theory. However, there has been growing apprehension over the
subjective norm component. This concern relates to numerous meta-analyses demonstrating that it
plays a peripheral role in the predictive utility of the model (e.g., Armitage & Conner, 2001).

Consequently, it has been suggested that the conceptualisation of the subjective norm component be

reconsidered (e.g., Terry & Hogg, 1996).

1.4 Extending the Theory of Planned Behaviour: Further Sources of Social

Influence

The findings, with respect to the norm-intention link, could indeed reflect the lesser importance of

normative factors as determinants of intentions and behaviour. However, it has been suggested this

lack of influence could be the result of the inadequate conceptualisation of social influences within
28



the models of reasoned action and planned behaviour. It has been argued that these models fail to
represent the true extent of social influence because norms are being conceived as being additive
across “significant others” rather than tied to specific reference groups (Terry & Hogg, 1996; Terry,
Hogg, & White, 1999). Such an approach suggests that all sources of influence are created equal,
but it 1s reasonable to assume, that in relation to particular behavioural context, not every other

person or group 1s equally important to us.

Other researchers have also noted problems with the definition of norms within the
dominant attitude-behaviour models. Cialdini and his colleagues (e.g., Cialdini, Kallgren, & Reno,
1991; Cialdini, Reno, & Kallgreen, 1990) have argued that the norm concept needs to be redefined
if it is to have a strong and regular impact on behaviour. Rather than seeing norms as a unitary
construct, Cialdini et al. (1991) argued that because the common definition of norms reflects

conceptions of what people should do and what people actually do, two types of norms need to be
considered. There is an important distinction in the literature on social influence between injunctive
norm (1.e., what significant others think the person ought to do) and descriptive norms (i.e., what
significant others themselves do) because these are separate sources of motivation (Deutsch &
Gerard, 1955). Cialdini et al. (1991) refer to the normative measures used in the TPB as injunctive
norms. Injunctive norms are the perception of what one’s peers approve or disapprove of (Cialdini

et al., 1991). This type of norm involves the thought of what one should or ought to do (Borsan &
Carey, 2003). They are based on perceptions of rules of what constitutes morally approved conduct
(Cialdini et al., 1990). Descriptive norms — termed ‘group norms’ (e.g., White, Terry, & Hogg,
1994) — on the other hand refer to perceptions of significant others® own attitudes and behaviours in
the domain. Here, the opinions and actions of significant others provide information that people
may use 1n deciding what to do themselves (e.g., “If everyone’s doing it, then it must be the sensible
thing to do”, ¢f. Cialdin1 et al., 1991). Research has provided support for the distinction between the

two types of norms (Cialdini et al., 1991; Cialdini et al., 1990). The motivating force of injunctive
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norms is the expectancy of gaining social approval or disapproval, while the motivating force of
descriptive norms is the expectancy that i1f most people are doing it, it is probably a wise thing to
do. Consequently, expanding the definition of norms in line with the more widely accepted

conceptualisation of this term could potentially have a greater impact on individual’s intentions to

perform the behaviour.

An additional limitation of norms outlined in the Theories of Reasoned Action and Planned
Behaviour is that Fishbein and Ajzen (1975) conceptualised the subjective norm as perceived
pressure from significant others to perform the target behaviour. This conceptualisation is
inconsistent with the widely accepted definition of norms as the accepted or implied rules of how
group members should and do behave (e.g., Brown, 1988; Cialdini & Trost, 1998; Turner, 1991).
Thus, norms may have a stronger impact on intentions if they are redefined in line with the wider

social psychological definitions of norms. Researchers have found that by assessing the perceived
behaviour of others, the behavioural norm (Grube, Morgan, & McGree, 1986), or by assessing the
percetved group norm, incorporating items that measure behavioural norm and group attitude

(White, Terry, & Hogg, 1994), descriptive norms do predict intentions. Few researchers have

measured perceived group norm by asking participants how many of their friends and peers thought
that performing a specific behaviour was ‘a good thing to do’ (i.e., Fekadu & Kraft, 2002; Terry &

Hogg, 1996). For example, Fekadu and Kraft (2002) study showed that addition of perceived norm

led to a significant increment in the amount of variance explained in intention. Thus, contraceptive

intentions were influenced by perceptions of other people’s behaviour: that is, if most other people

are believed to be performing the behaviour, then it is an appropriate thing to do.

A recent meta-analysis (Rivis & Sheeran, 2004) explored the impact that descriptive norms

had on the prediction of intentions and behaviour, The reviewers identified 21 studies that showed
an average positive correlation between descriptive norms and intentions ( = .44). In determining
the additive nature of descriptive norms to the model, a hierarchical regression was conducted. It
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was established that, after controlling for attitudes, perceived behavioural control and subjective
norms, descriptive norms led to a significant increment in the variance explained in intentions (AR’

=.05). Examining the moderators of age and type of health behaviour, the reviewers found that the
effect size for children and students (r = .46) was significantly larger than the effect size for older
adults (r = .41). Furthermore, the descriptive norm-intention was stronger for health-risk behaviours
(r = .48) than for health promoting behaviours (» = .37). Breaking these findings down further
within the younger sample, it was found that the descriptive-norm intention correlation was stronger
among participants engaging in health-risk behaviour (r = .48) than the correlation among
participants engaging in health promoting behaviour (r = .37). These findings would suggest that

incorporating descriptive norms into the TPB amongst adolescents who participate in health-risk

behaviours (i.¢., drinking alcohol) would be sensible.

1.4.1 Social Identity Approach
The social 1dentity approach, encapsulates social identity theory (Tajfel & Tumer, 1979) and self-

categorisation theory (Turner, Hogg, Oakes, Reicher, & Wetherell, 1987). For Tajfel (1972), social

1dentity represents “the individual’s knowledge that he belongs to certain social groups together

with some emotional value significance to him of his group membership” (p. 292). Thus, social

identity 1s not merely the knowledge that one is a member of a group and the defining attnbutes of

group membership, but also an emotional attachment to the group. The motivational aspect of social
identity is represented by the need for self-enhancement, which assumes that people have the basic
need to attain positive self-evaluation and positive self-esteem. Individuals categorise themselves in

terms of a social group and one way to satisfy this need is through positive evaluation of that social

group relative to other groups.

Social 1dentity is associated with distinctive group behaviours, behaviours that are

depersonalised and regulated by context-specific group norms and stereotypic attitudes. According

to the social 1dentity approach, the norms of salient and important social groups should influence
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people’s willingness to display group behaviour because the process of belonging to a group means
that there 1s an assimilation of the self to the cognitive representation of the group norm — the group
prototype. As a result, self-perceptions, beliefs, attitudes and behaviour are defined with respect to
the group prototype. People are influenced by group norms no<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>