
Health Psychology 

 
Stress (completed in BIO booklet)  

Physiological and Psychological Aspects of 
Stress 

 Environmental factors, e.g. temperature, 
noise level, overcrowding 

 Decision-making, work pressures, fight-or 
flight response 

 Positive and negative effects of stress 

Coping with Stress Coping strategies, e.g. biofeedback, physical 
activity, cognitive techniques 

Addictive behaviour  

Substance use and misuse  Psychological and Physiological 
explanations, e.g. environmental influences, 
inherited behaviour patterns... 

 treatments (biological, behavioural, group 
therapy) 

 consequences of substance misuse 

Disordered patterns of eating  Psychological and physiological factors 
related to obesity, anorexia nervosa and 
bulimia nervosa, e.g. environmental 
influences, inherited behaviour patterns... 

 treatments, e.g. family support, counselling 

 coping strategies 

 consequences of eating disorders 

 
 
Health Psychology promotes and understanding of behaviour that leads to a healthier lifestyle. The 
causes of health problems (stress, substance misuse, eating disorders) have been investigated 
and prevention and treatment strategies have been developed. 
 
Health psychologists consider the interaction of psychological, physiological, social and cultural 
factors in relation to the causes of health problems. The same factors may affect the response of 
individuals to treatments. 
 
Different cultures have different attitudes towards health behaviour and prevalence of health 
problems. 
 
 
Learning outcomes 
 

1. Describe and evaluate relevant theories and empirical studies related to HP 
2. Describe and evaluate methodologies used in HP 
3. Explain how cultural, ethical, gender, and methodological considerations affect the 

interpretation of HP (Method-Essay) 
4. Analyse the predictive value of theories and studies when applied to an individual’s 

health-related behaviour 
5. Describe and evaluate applications of research findings and theories in HP 
6. Examine ways in which psychical and mental health may be interrelated 

 
 
 
 
 
 



Addictive Behaviour 
 

 Substance Use and Misuse 

 
 Substance Use 

Taking a substance, e.g. a drug, in a way that the effects are attained with minimum hazard 
(statistically normal, e.g. aspirin for headache, glass of wine...) 
 

 Substance Misuse (Abuse) 
Where a substance is taken to such an extent that it impairs your ability to function adequately and 
when it has negative health consequences (e.g. binge drinking) 
 

 The Diagnostic and Statistical Manual DSM-IV criteria for disorders of substance misuse 
 
Substance dependence: 
For a diagnostic one must show 3 of the following at any time in a 12 month period 

- Withdrawal symptoms 
- Increasing doses due to tolerance 
- Unsuccessful attempt to cut down 
- Considerable time spent obtaining, using or recovering from the substance 
- Important social occupational or recreational activities are given up (e.g. job, hobbies...) 
- Continue to use despite recognition that it’s causing problems 

 
Substance abuse: 
For a diagnostic one must show 1 of the following at any time in a 12 month period 

- Legal problems related to drug use 
- Interference with obligations in their major role (e.g. missing a lesson at school) 
- Recurrent use in hazardous situations (drink driving) 
- Continued use despite interpersonal problems caused by the substance use (e.g. marriage 

falls apart) 
 

 ALCOHOL 

 
How alcoholics and alcoholism are 
viewed 

How alcoholism can be 
explained 

How alcoholism 
should be handled 

Moral 
Model 

Alcohol is safer than water and 
nutritious; Acceptable but excessive 
use is the result of free choice and 
personal responsibility 

Free choice and 
responsibility = own fault! 

Punishment 

1
st

 disease 
concept 

alcohol is  powerful, destructive 
substance (banned in the US) 
Alcoholics are victims of alcohol 

Alcoholism is an illness 
(fault of the substance) 

Treatment 

2
nd

 disease 
concept 

Alcohol no longer banned (financial 
benefits); Drinking = acceptable but 
ppl who become addicted are the 
problem = own fault! 

Illness developed by certain 
individuals (genetics, 
predisposition) 

Treatment 
(focus on 
abstinence) 

Social 
learning 
theory 

behaviour shaped by environment 
and others 

biological and social causes 
(behaviours are learnt; addictive 
behaviour = consequence of 
learning processes) 

Treatment, i.e. 
un-learn it 

 

 Stages of Addiction 

Initiation Process where an individual starts to become addicted 

Maintenance Individual continues to behave addictively, even in the face of adverse 
consequences 

Relapse When the individual has managed to give up and starts to show the symptoms 
and signs of the behaviour again 



Models of Addiction 
 

 The Biological models of addiction 
 

o Drugs and Synapses 

Drugs can interfere the synapse in several ways 

 Block the receptor; so the neurotransmitter cannot bind (Analgesic = noradrenalin can’t fit so 
don’t get excited = calms) 

 Attach to the receptor and mimic; have the same effects as neurotransmitter, so multiply 
feelings (Stimulant) 

 Prevent the recycling of neurotransmitters; so the neurotransmitter stay in synapse and 
reattach to the stimulant receptor site (Stimulant) 

 
Tolerance is where the user needs greater doses over time to achieve the same effects 

 When drug molecules are present, your body adapts and cuts down the amount of normal 
neurotransmitters 

 OR Drug removal by enzymes: Tolerance also involves the liver producing more enzymes to 
break down the drug 

 

 Genetics - Predisposition to overreact to Dopamine 

 Most ppl are susceptible in the initiation phase, as the model argues that ppl have a 
predisposed biological vulnerability 

 If a person quits addiction, the biological predisposition makes relapse more likely 

 Family (twin) studies and genetic analysis 
 

o Family patterns of addictive behaviour 

Family studies tend to show that environmental (not bio) factors are important in the development 
of addictions (contrast!). However… 
 

Agrawal & Lypskey 2006 found in a review of studies looking at illicit drug abuse and 
dependence that heritability estimates ranged between 45 and 79% 
(so significantly affected by genetic influence!) 

 
o Animal studies 

Noticed that in rats there’s a difference in how much they like alcohol (in different 
strains/species); some drink it voluntary and others don’t  suggests a genetic link! 
 

E, M: Klein et al 2008 looked at withdrawal symptoms from Heroin in 10 different strains 

(species) of (inbreed) mice 

 They gave them Heroin and then a medicine drug 

 Then they counted the number of “jumps” (withdrawal symptom) 

 Range of jumps was between 0 and 142 (e.g. one species 0 jumps) = strong genetic link! 

 
o Human genotypes 

Noble et al 1991 found an A1 variant on the DRD2 (addiction gene) gene in more than 2/3 of 
deceased alcoholics whereas only 1/5 of deceased non-alcoholics had the A1 variant on the gene 
 

Blum et al 1991: Kids of alcoholics have an increased chance of having that A1 variant (people 
who have that A1 have fewer dopamine receptors; so to make up (compensate for) the 
deficiency they may NEED to take drugs, since they don’t have enough dopamine themselves) 

o Twin and adoption studies 



C, G: Canaber et al 2000: compared 778 Swedish identical twins; found a gender difference: 

for men there was a larger genetic component as to whether they used tobacco 
for women it was more social factors (environment)  patterns seemed to change over time if 
born before 1925: then the environment was the key to their tobacco use, after 1940 the genetic 
influence increased (in early days so many restrictions for women, then smoking became acceptable) 

 

 Biochemistry - Dopamine heavily involved 

o Initiation 

Research shows addictive drugs stimulate the reward circuit in the brain. Rewarding 
experiences trigger the release of dopamine and effectively tell the brain to “do it again” (like 
operant conditioning). 
 

o Maintenance 

Chronic exposure to drugs eventually results in a reduction in the addictivity of positive reward 
circuits in the brain (down regulation) (like tolerance: build up tolerance  need more drugs to 
get the same rewards. 
 

o Relapse 

Eventually, the doses for the drug may assume more importance than most other desires. 
Despite that the drug may offer little or no pleasure now, the brain still receives difficult-to-resist 
signals of imminent reward. 
 

M, E: Caine et al 2007: found that mice engineered to lack the D1 receptor for dopamine do not 

self administer cocaine when given a chance to do so. Normal mice in comparison will keep 
returning for more as they find it highly addictive just as humans! 
CGEM: animal study, can’t be generalised! Poor mice become cocaine addicts! 

 
o Multiple addictions 

(People with an addiction are more at risk of developing other addictive behaviours) 

 Pepino & Mennella 2007: found that women with a family history of alcoholism craved 
sweets more often 

 Alcoholic male twins show a liking for sweet-tasting things 

 Overstreet et al 1993: found that using different rat strains, those who were readily becoming 
addictive to alcohol, also preferred sweeter drinks 

 
 
 
 
 
 

Evaluation of the biological models of addiction 
+ Strong evidence (Human studies (twins), Animal studies – in Genetics and Biochemistry) 
+ Can explain why addiction is only present in some individuals (predisposition) – despite 

being in the same environment! 
- Better at explaining drug addiction than e.g. gambling, internet addiction... 
- Neurotransmitters have complex effects which are not yet fully understood 
- Cause/effect? (dopamine levels) 
- Neglects social situation and contexts (e.g. drug taking in Vietnam was high, but most 

soldiers stopped when back in US home environment) 
- BIO explanations are reductionist 

 
 
 
 



 Learning theory models of addiction 
 Positive reinforcement  Negative reinforcement  Social learning theory 
 

 Positive Reinforcement of drug use 

 Skinner box experiments have shown that many animals (e.g. rats and monkeys) self-
administer drugs (e.g. rats press bar to get cocaine). The quicker the effect of a drug 
(reinforcer) is, the quicker the animal will learn to press a bar (e.g. heroin passes quickly to the 
brain, alcohol takes some time to have an effect). This can help us in understanding how user 
can become addicted to drugs that have unpleasant effects – these risks are long-term and 
the positive effects of positive reinforcement are short-term. So ppl are more affected by 
immediate rewards than by delayed consequences of withdrawal... 

 When ppl/animals become addicted to drugs with slower-acting effects, animals need to be 
taught the association (e.g. rats only drink flavoured (sweetened) alcohol spontaneously). 
PPl however make cognitive connections (“alcohol will make me happy”) 

 Many drugs act through the brain reward system, e.g. Wise et al 1995 found that dopamine 
levels in the brain (nucleus accumbens) of rats rose by 150-300% in response to lever presses 
for injections of heroin 

 
The dopamine reward system (how positive reinforcement works) 

 E, M: Olds & Miller 1954 found that a rat would press a bar to stimulate a pleasure 

response in an area in the brain (Olds 1958) as many as 2000 times a minute for hours until 
exhausted. This part of the brain (nucleus accumbens) has been linked to addictive processes 
(e.g. drug taking, gambling) 

 Also associated with this system are the neurotransmitters noradrenalin and dopamine; 
Since many drugs act at dopamine synapses, 3 classes of dopamine receptors D2, D3 and D4 
are central to most reinforcing situations (brain reward system) 

 
 

 Negative reinforcement and drug use 

 
Initiation: (“I don’t want to be anxious anymore”, so start taking a drug) 
Individual tries an illicit drug to reduce pre-existing psychological symptoms 
 
Maintenance: (“I don’t want to have withdrawal effects”, so continue using the drug) 
Effects of withdrawal are potentially powerful negative reinforcers – addicts may be reinforced 
continue drug use in order to avoid unpleasant withdrawal effects (nausea, anxiety, 
depression...)  negative reinforcement provides a reason for maintenance of drug use (even if 
addict doesn’t experience the positively reinforcing effects of drug anymore, he continues to take 
the drug to ward off withdrawal) 
 
Relapse: (Craving) 
Robinson & Berridge 1993, Reduction of craving: not simply a desire to remove unpleasant 
effects of withdrawal but a motivation to satisfy an urge to take the drug (removal of this 
longing offers relief = negative reinforcer) 
Causes of craving: 

 Grant 1996 showed that users’ brains showed increased activity in response to cocaine-related 
stimuli (e.g. mirror) 

 Under stress, an abstinent is more likely to relapse (negative reinforcement because drug 
helps to reduce the avoidable discomfort of craving). 
Shaham & Stewart 1995: Rats conditioned to self-administer cocaine or heroin increase their 
response when stressor is introduced. 

 
 
 
 



 Social learning theory 

Behaviours may be acquired by observing others  it’s more likely to imitate behaviour of familiar 
people, ppl with the same gender or ppl with a high status when seeing them gaining benefit 
from behaviour (=vicarious reinforcement) 

Some studies show that parental drug use is linked to child drug use: 

 Dielman et al 1991: parental norms of alcohol use predict adolescent alcohol use 

 Courtois et al 2007: cannabis use of adolescents is linked to parental use 

 Also found association btw. parental and adolescent use of other psychoactive drugs 

 HOWEVER: such patterns might also be explained by INHERITANCE! 

 Dielman et al 1991: Found peer norms to be more important than parental norms as 
predictors of alcohol use 

 Simson-Morton et al 2005: Adolescents who spent more time with peers were more likely to drink 

 Best 2005: about 2000 14-16-year-olds in London: those who spent more of their free time with 
friends who smoked, drank, used drugs were more likely to use cannabis 

 Baher et al 2005: Peer drug use has a strong effect on drug use of a sample of 4230 
American adolescents (findings consistent with social learning explanation) 

 Lucchini 1985 observed the drug scene for heroin and cocaine users: young ppl may have 
imitated behaviour from addicts with high status (stars) 

 

Morgan & Grube 1991, KS Smoking and drinking with friends 
Aim: To investigate how peers affect the initiation and continuation of cigarette smoking, drinking 
alcohol and the use of other drugs 
Procedure: Anonymous questionnaires where given to secondary school children in Dublin. Stratified 
sample for gender and size and type of school. 
Nr. of fe/males approx. equal, mean age 15.8.Two initial groups of participants were very large (2927 and 
2782). Sample size of ~2000 at follow-up. 
The self report questionnaire asked (at each test time) (administered in normal classroom without teacher present) 
? Whether they had ever smoked a cigarette, drunk alcohol or taken any of a list of 12 illicit substances 
? How many cigarettes they smoked a day on average 
? How many times during the previous month they consumed alcohol 
? How many times during the previous month they used illicit drugs 
At the initial testing, P were also asked about drug use of: 
? Their current best friend (+ rate how likely you’d be to approve of his substance use) 
? Other good friends (+ rate how likely you’d be to approve of his substance use) 
? Most young people of their age 
Each individual’s questionnaire was matched across testing sessions using a code. 
Findings: The relationship between drug use by the best friend is stronger than to other friends and its 
importance remains constant while other friends become less influential over time. Perceived use by friends 
was found to be a more important influence than perceived approval (for both best and other friends). 
However, whilst the best friend was most important in the maintenance of drug use 
several good friends are influential in the initial use of drugs, through both example and approval. 
Conclusion: Friends play an important role in drug use throughout the teenage years, being important in 

both the initiation and continuation of drug use. 
 

Evaluation of the learning theory models of addiction 

 Positive reinforcement explains initiation (why you start with drugs) (since you get awards) 
but it cannot explain the continuous use (when you don’t get an award anymore) 

 Negative reinforcement can explain maintenance because it removes the unpleasant 
withdrawal symptoms but it doesn’t explain relapse (you don’t have withdrawal symptoms 
any more after some time) and some drugs (e.g. cocaine) don’t even produce unpleasant 
withdrawal symptoms (but are still highly addictive) 

 We cannot separate the role of operant conditioning and biological factors (i.e. biochemics) 
because the reward is like a rush of dopamine! (brain-reward system provides dopamine!) 

 BIO+LEARN: B: There is clearly a genetic predisposition! Some ppl seem to be more 
compelled to take drugs (e.g. high-sensation-seekers will find drugs more attractive). 
L: Individual differences in exposure to drugs and different opportunities for learning 
SO: Genetic predisposition makes us want to go in situations where we learn behaviour 
(e.g. seek friends that take drugs) 



 Cognitive theory models of addiction 
 

 Cognition is thinking 

 The cog. model therefore emphasises the habitual ways of thinking and interpreting events 
which may lead to the initiation and maintenance of addictive behaviour. 

 
 

 COPING: self-medication model 

 A person may come to rely on drugs or even gambling as a way of coping with life’s problems. 

 When these coping mechanisms are used excessively they may create more problems than 
they solve. 

 

 Beck el al 2001 ‘the vicious circle’ 
 Low mood can be relieved by addictive behaviour 
 Addiction can lead to problems 
 These problems lead to low mood 
 The circle begins again 

 
 
COPING: self medication model 

 Initiation: individuals intentionally use the addictive behaviour to cope with 
stress/psychological problems. 

 The particular addiction is not chosen at random but has been selected as it is perceived to 
help a particular problem. 

 Helps fulfil 3 major functions 
 Mood regulation 
 Performance management 
 Distraction 

 Maintenance and Relapse: Many smokers mention ‘stress relief’ as a major reason why they 
persist with their habit. 

 
 

 EXPECTANCY THEORY 

 Expectations about the outcomes of addictive behaviour are thought to contribute to their 
excessive use.  

 Addicts differ from non addicts in terms of their expectations about the positive versus negative 
effects of these behaviours.  

 Initiation: Heavier drinkers have been shown to have more positive expectations about the 
effects of alcohol compared to light drinkers (e.g. social and physical pleasure, tension 
reduction, greater sociability) 

 Maintenance and relapse: Brandon 2004 – as addiction develops, the activity is influenced 
less by conscious expectations and more by unconscious expectations 
This explains the loss of control many addicts experience, and the difficulties they experience 
in abstaining (giving it up).  

 
 

 SELF-EFFICACY THEORY 

 Bandura 1997: self-efficacy refers to a belief in ones self to organise and control any actions 
required to meet particular goals. 

 Self-efficacy plays an important part in whether or not a person will start to engage in addictive 
behaviour (initiation)… 

 and whether they believe they can do anything about it once established (maintenance and 
relapse) 

 
 



 RATIONAL CHOICE THEORY 

 Becker and Murphy 1998: People choose to engage in an activity as a result of weighing 
up the costs and benefits. 

 The theory uses the concept of ‘utility’, which in economics is a measure of the relative 
satisfaction resulting from consumption of a particular good or service. 
To calculate the utility of a particular activity, individuals must weigh up the costs incurred 
against the benefits they are likely to receive. 

 From this perspective, addiction is experienced as an increase in consumption of ‘goods’ 
(e.g. drugs, alcohol or gambling) because, presumably, individuals have made a rational 
choice concerning their current and future ‘utility’ of their drug taking, drinking or gambling. 

 Maintenance and Relapse: according to this theory, addicts are rational consumers who 
look ahead and behave in a way that is likely to maximise the preferences they hold.  

 An exception to this rule appears to be gambling, as rational addiction theory would predict that 
gamblers, particularly those which lose, should not continue their gambling behaviour. 
The study by Griffiths 1994 offers an explanation for this based on the cognitive bias (i.e. 
irrational thinking) that distorts the reasoning of addictive gamblers. 

 M: Griffiths 1994 (NE): Cognitive bias in fruit machine gambling 

o Compared 30 regular gamblers with 30 non regular gamblers and measured their 
verbalisations as they played a fruit machine. 

o Regular gamblers believed they were more skilful than they actually were and were 
more likely to make irrational verbalisations during play (e.g. ‘putting only a quid in 
bluffs the machine’) they tended to treat the machine as if it were a person (e.g. ‘this 
fruity is not in a good mood’). 

o They also explained away their losses by seeing ‘near misses’ as ‘near wins’. 
Something which justified their continuation (they are nearly winning not loosing!) = 
IRRATIONAL THINKING 

 

Evaluation of the learning theory models of addiction 
+ Cognitive explanations help explain individual differences (e.g. millions of people have gambled 

but not all get addictive, as not all develop faulty cognitive biases (irrational thinking patterns)) 
- Griffiths 1994 – found that regular players seemed capable of gambling without attending to 

what they were doing (on auto pilot, unconsciously), - they weren’t thinking about it (see 
losses as near-wins not as near-losses). This suggests that cognitive process were not a 
major role in the maintenance of their addictive behaviour. 

- Cogn. explanations may be limited to particular addictions (+ work well for drinking, gambling) 
- Cogn. therapies have less affect on chemical addictions, particularly smoking 
+ Cogn. models have provided the most affective therapies! Therapists break the vicious circle 

of drug use, enhance self-belief and help client to over come their craving! 

 
 

Ko CH, Yen JY, YEN CF, CHEN CS & WANG SY 2008 The Gender Difference 
The association between Internet addiction and belief of frustration intolerance (Cyberpsychological Behaviour) 

Aim: To investigate the relationship between being tolerant of frustration and addiction to the internet. 
Procedure: 2114 students (1 204 male, 910 female) were assessed using two questionnaires: 
Then Chen Internet Addiction Scale CIAS and a Frustration Discomfort scale. The CIAS, a self-
report measures Internet use, has 26 items, each scored on a four-point Likert scale. It assesses 
five dimensions relating to internet use: compulsion, withdrawal, tolerance, interpersonal and 
health problems and time management problems. 
Findings: Females were generally more intolerant of frustration than males. In both genders 
there was a relationship between frustration and Internet addiction, being strongest in males. 
In general, individuals with Internet addiction were less tolerant of frustration. 
Conclusion: The prevalence of low frustration-tolerance amongst individuals who were more 
highly addicted to using the Internet shows that the inability to tolerate frustration can lead to a 
redirection of the resulting tension to addictive behaviour. 

 
 



Reducing addictive behaviour – models of prevention 
 

The theory of reasoned action (TRA) Ajzen & Fishbein (1980) 

Actions are results of decisions of which people make judgements 
Continuing, cutting down and abstain addictive behaviour are reasoned decisions. People judge 
their options using feeling and believe (affect whether individual thinks they’re going to break 
addiction or not, i.e. determines their behavioural intention) 

 Attitudes: Feelings and beliefs about behaviour (e.g. pro-smoking aptitude when thinking it’s 
cool – so they’re likely not to quit) 

o Beliefs: own opinion on what will happen depending on the way they behave (e.g. “giving 
up smoking will make me healthier” or “gambling makes me happier”) 

o Evaluation: whether outcomes are worth having (e.g. “If I give up smoking I’ll be healthier 
but more stressed” or “Having less debts if I stop gambling would make me less stressed”) 

 Subjective norms: Beliefs about what is expected of them by others or society in general 
(e.g. when society accepted more women smoking, more did so) 

o Externally driven component: What the person thinks individuals and society expect from 
them (e.g. “Everyone at work stops smoking, so I should too) 

o Internally driven component: Motivation to comply with expectations (e.g. “Feel ridiculous 
outside smoking alone, so I want to give up”) 

 

 Applying the TRA to addictive behaviour 

Reasons to continue/quit/relapse with addictive behaviour 

When attitudes and norms (don’t) support quitting, behavioural intention will be to do so; requires: 

o Beliefs about effects and outcome of abstinence 
o Evaluation that consequences are worthwhile 
o Expectation from others that behaviour/abstinence is important 
o Personal Motivation to satisfy expectations: 

 

 Evaluation 

+ Morrison et al 2002: Drug use by teenage mothers. Found that intention to use marijuana was 
predicted by attitudes and norms 

+ Wood & Griffiths 2004: Factors affecting lottery playing by 11-15 year-olds – questionnaires – 
found their attitudes were accurate predictor of their gambling behaviour 

~ Sheeran & Orbell 1999: Role of intentions in lottery play. Intention did predict lottery play 
(supports TRA) but also anticipated regret was important; gambling was greatest when P 
intended to play and anticipated that they would regret not playing (so TRA can’t predict 
some aspects of addictive behaviours) 

- Schlegel et al 1992: whether TRA could predict intention and behaviour in drinkers; there are 
aspects of behaviour that are not reasoned (e.g. smokers want to give up and intention, 
attitudes and norms predict that they will, they don’t) 

 
 
 
 
 
 
 
 
 
 
 



The theory of planned behaviour (TPB) Ajzen 1985 

Also includes role of perceived behavioural control (whether individual believes they can/can’t 
perform a behaviour, how difficult/easy the think they’ll find it – governed by internal and external 
factors). Apart from that like TRA. 
 

 Applying TPB 
Individual’s perceived behavioural control must lead them to expect to be able to overcome first 
steps to giving up and resting the effects of withdrawal and subsequent craving (e.g. smoker: must 
believe they’ll be able to avoid buying cigarettes, going to places where they might be given 
cigarettes and then smoke one if it is offered to them). If the individual believes, he’d be able to do 
these things, the TPB would predict success in abstaining (conversely, the more difficult the 
individual expects abstinence to be, the less likely to give up) 
 

 Evaluation 
+ Being able to predict health behaviour is useful in planning interventions to help reduce 

addictive behaviours (although effectiveness of strategy depends on the factors, most 
important in decision making process) 

+ We’re more likely to fulfil a specific intention (“I won’t buy cigarettes” is more successful then 
“I’ll cut down the nr. I smoke”). Latency also affects the link btw. intention and behaviour – 
more likely to follow intention if we perform it immediately after making the decision. So 
TPB can account for individual influences in health behaviour (e.g. due to attitude or intention 
as well as wider influences of social norms) 

- Intention doesn’t mean individual will do (e.g. smoker may determinedly make a New Year’s 
resolution to quit but still may not do so) 

- Schlegel et al 1992: relationship btw. intention to get drunk and frequency of actually getting 
drunk in problem and non-problem drinkers. Heavy drinkers (expected to perceive less control 
over drinking) levels of control predicted actual behaviour (i.e. how often they got drunk). Non-
problem drinkers didn’t accurately predict them actually getting drunk) 

- Walker et al 2006: whether TPB could explain why people play lottery – telephone interview 
measuring over 500 British and Chinese Canadians. Some aspects of attitudes and norms 
were found to be important and TPB (so supports TRA and TPB in relation to role of intention). 
Perceived behavioural control was not an important factor in determining intention (so 
contradicts TPB in that aspects of control were found to be less important) 

 
 
 
 

- For both TRA and TPB, evidence on which they are based may be unreliable: self reports are 
flawed (social desirability), P deliberately misrepresent themselves to look less addicted or P 
may be unaware of their own attitudes or behaviours. 

 

 
 
 

 Beliefs about the 
outcomes of behaviours 

 Evaluation of these 
outcomes 

 Beliefs about the attitudes 
of others 

 Motivation to comply with 
the expectations of others 

Control factors: 

 Internal 

 external 

Attitudes towards the 
behaviour 

Behaviour 

Perceived behavioural 
control 

Behavioural intention Subjective norms 



Practical strategies for reducing addictive behaviour 
Approaches provide ideas which can contribute to the reduction of addictive behaviour 
 

 Biological strategies: Drug intervention 
Drugs affect brain function (by mimicking neurotransmitter) 
 Agnoistic effects  (same effect as neurotransmitter, e.g. attach to receptor = causes 

stimulation, e.g. prevent recycling = NT stays in synapse + re-stimulates receptor) 
 Antagonistic effects  (opposite effect than NT, e.g. block receptor = NT can’t fit = synaptic 

transmission is prevented) 
Drugs used medically are specific in the receptors they attach to 
NT of interest to reduce addictive behaviour: serotonin, dopamine, endorphins, acetylcholine 
 

Treatment of addiction to drugs, e.g. 
o HEROIN 

 Less harmful opioid agonist (e.g. methodone, sometimes plus additional drugs to reduce 
withdrawal symptoms) = doesn’t produce same “high” than heroin = achieve abstinence slowly 
by reducing methodone-amount 

 Opioid antagonist (e.g. naloxone) = detoxify very quickly using large doses = often done 
under anaesthetic because it induces withdrawal symptoms immediately 

 Heroin itself: Blätter et al 2002: use of prescribed heroin for poly-drug-users (P used heroin, 
cocaine and other drugs) = have had unsuccessful attempts to treat addiction 
o Counselling and health care and maintenance doses of heroin (2-3 times a day) reduced 

illicit heroin and cocaine use, so heroin maintenance is helpful in monitoring situations 
 

o SMOKING 
 (addiction to nicotine which acts on nicotine receptors that respond to NT acetylcoline) 

 NRT (nicotine replacement therapy) Nicotine is less damaging to body than other components 
of cigarettes! 
o Replace cigarette with safer nicotine source: patches (most effective because 

compliance is higher and easy to use), gum, nasal spray, inhaler 
o Effective in assisting abstinence (doubles rate of quitting) 

 Acetylcholine agonist = Varenicline (acts as partial agonist at nicotine receptors = attached 
to nicotine receptors BUT has different effect from nicotine as it alleviates symptoms of 
craving and withdrawal symptoms) 
o Reduces rewarding and reinforcing effects by preventing nicotine binding to receptor = 

makes smoking less appealing and helps maintain abstinence 
o More serious side effects = increases rate of depression and suicide 

 

Stapleton et al 08: After 4 weeks higher rate of cessation for V-users than NRT; less craving, 
more side effects but those are tolerable 

 

 Anti-depressants: smokers have a higher rate of depression (smoking may be attempt to 
self-mediate for this problem) 
o Nortriptyline: Hall et al 98, effective in assisting quitting if used alongside cognitive 

behavioural therapy 
o Bupropion hydrochloride: Hurt et al 97: doubled quitting-rate compared to placebo; no 

improvements in combination with nicotine patches 
 

Tonesen 06: NRT should be used in first instance (fewer side effects, effective), V highly effective 
but greater side effects, B recommended for ppl at risk from depression or where other treatment 
has been unsuccessful 
 

Evaluation 
+ Some drugs well supported by evidence (NRT, B, V highly effective) 
- Some drug intervention still at exploratory stage *e.g. heroin for heroin addicts) 
- NRT = many continue to smoke in addition to the intervention! 
- Problematic side effects with B and V – careful monitor client! 

V increases level of depression! 



Psychological strategies for reducing addictive behaviour 
 

 Behavioural therapy and addictive behaviours 
Token economies = positive reinforcement and “shaping” 
(= rewarding of successive approximations to desired behaviours) 

 Goal = increasing periods of abstinence are rewarded to become drug free. Abstinence 
reinforces positively with tokens that can be saved up and exchanged for desirable goods. 

 Used in institutions or operated from outreach centres 
 

Olmsted et al 07: 415 P from 8 clinics, mostly abusing cocaine 
1 group received positive reinforcement = chances to entries to prize draw; nr. of entries increased 
with length of drug-free period; compared to control group, they had significantly longer abstinent 
periods! 

 

Sindelar et al 07: similar success, 120 cocaine abusers on 12 week programme when payout 
bigger (240 vs. 90 Dollar) P higher percentage of drug-free urine samples, stayed clean for longer 
and more likely to complete treatment programme 

 
+ Olmsted and Sindelar showed it to be successful! 
- costly 
- may lead to different dependence, e.g. C may expect to be rewarded just for staying drug free 
- less suitable for Gambler 
 

 Cognitive therapy (CT) 
Beck et al: craving = sensation of being “out of control” makes ppl seek help (failing to stop a habit 
can encourage because it forces them to accept that there’s a problem) 
 

 Build trusting relationship with client 

 Identify and challenge false beliefs about C’s addiction 
 

 CT confronts dysfunctional beliefs1 
 Reduces craving2 
 Establishes control3 
 

 Treat depression and identify triggers (source of craving) 
 Achieve better balance btw. craving2 (bodily state) and will power1 (psychological factor) 
 Shift the balance, so self-control3 exceeds the strength of the urge (help C assert control) 

 

 1Irrational judgements about costs vs. benefits – short term gains more important than long 
term costs 
Advantage-disadvantage analysis, T can challenge C’s belief that it’s “better” not to quit 

 

 Increased 3control achieved through therapy by 2creating situations which induce craving, 
then releasing control! (e.g. ask gambler to imagine to walk to bet shop, then picture alternative 
behaviours, e.g. walk past and go to friend) 

 3Re-evaluate permission-giving thoughts that lead to loss of control (describe out loud 
thoughts, therapist engages a debate to counter the reasons) = solve underlying 
social/psychological problems that “justify” permission-giving! 

 

 Degree of commitment: extent to which individual commits in face of temptation is affected by 
self-beliefs = therapy= develop positive self-image (so be able to resist in situation that 
indices craving!) 

 Homework may be designed to allow identify triggers + practise strategies for self-control3 
If failed to resist urge, in follow-up session, C identifies automatic thoughts1 that have 
prevented them from resisting (otherwise valuable positive feedback from T!) 



 Psychodynamic therapy and addictive behaviours 
Woody et al 90: success treating opiate addicts who were additionally receiving methadone 
treatment, noted however: psychodynamic doesn’t cure drug addiction nor should be used 
effectively unless as part of wider inventions *e.g. methadone) 
 

 P with depression abusing alcohol, Markowitz et al 08: compared 2 kinds of psychotherapy, 
o IPT (interpersonal PT) = better for symptoms of depression 
o BPT (supportive PT) = greater increase of alcohol abstinence 

 

 Not always successful with dependent users! 
Kleinman 92= 42% cocaine users dropped out after initial research interview, of the remainder 
30% left before 3rd session and 28% before 6th session 

 

+/- Doesn’t claim to cure addiction but may be useful in rehabilitation when used alongside 
other inventions (Woody et al 90, Markowitz 08) 
+ May be useful in treating gambling (Rosenthal 08) because of focus on relationship btw. T+C 
- High drop-out rate! 
 

Comparison of CBT and psychodynamic therapy: 
Liddle et al 08: 224, mainly males, cannabis addicts randomly allocated to family therapy or CBT; 
both reduced cannabis and alcohol use, family treatment being more effective than CBT at 
reducing the severity of drug-related problems 

 

 Public health interventions (PHI)  to reduce addictive behaviour 
PHI employed to tackle wide range of addictive behaviours, have utilised a variety of strategies 

 aim to embrace wide population (e.g. televised drink-driving campaigns) 

 target those who are already potentially addicted (e.g. warnings printed on cigarette packets) 

 aim to avoid addictions developing (e.g. “Just Say No” advertising campain to encourage 
young ppl to resist drug use) 

 

Nice 2007: published guidelines to advise on PHI to reduce smoking in young ppl. 
Suggested mass media strategies aimed to reach large numbers of ppl using TV, radio, 
newspapers, bill boards, posters, leaflets and booklets. 
The document identifies areas including family-based, community-based and school-based 
interventions that could, in addition, be used. 
A long-running public campaign to reduce smoking is the national “No smoking day”, run by charity 
which has just 4 full time members of staff. No Smoking Day achieves consistently high levels of 
public awareness and P, so has the potential to be a highly effective health intervention. Using 
local organisers and events, the day gains significant media coverage, expanding its sphere of 
influence. 
 

Elton & Campbell 2008 What does banning smoking do? 
The post-ban survey was conducted 3 months after the ban. 
Aim: To investigate the impact of the English smoking ban on smoking in the UK town of Bury. 
Procedure: A questionnaire was distributed by post prior to the change in the law to determine the 
prevalence of smoking. The survey was then repeated three months after the smoking ban was imposed and 
the level of smoking was compared. P were randomly selected using the PCT database of ppl registered 
with general practitioners. 3500 questionnaires were sent out in the baseline and second surveys. 
Findings: The response rates were 59.5% in the baseline and 56.3% in the second survey. Results were 
standardized to age and gender bands from Bury’s population. Although the prevalence of smoking showed 
little difference 22.4% in the baseline survey and 22.6% in the follow up, the proportion of smokers reporting 
smoking 20 cigarettes a day more on average fell from 27.6 to 21.8%. 
Conclusion: The smoking band did not appear to affect smoking prevalence but did reduce the proportion of 

heavy smokers. 
 

+ 1.2 millipn ppl stopped smoking on NSD 08 and 20% made an attempt to quit 
2004 = 70% aware, of these who attempted to quit, 11% managed not smoking for 3 months 

+ NSD provides smokers with info AND helps to quit 
+ after smoking ban in Italy, particulate-concentration in locations fell by 70-97% and the sale of 

cigarettes by 6.1%; overall prevalence of smoking fell by 7.3% from 04 to 06 (Gorini et al 07) 



Eating disorders 
 

Anorexia Nervosa 
 Usually starts in mid-teens (14-16), about 90% of those affected are (middle-class and 

western-culture) females (males account for 5%-10% of anorexia nervosa cases) 

 A has one of the highest mortality rates of all psychiatric problems, fatal in 5-15% of cases 
 

According to DSM-IV there are 4 criteria which need to be present for AN to be diagnosed: 

 Behavioural: Refusal to maintain body weight at or above a minimally normal weight for age 
and height (15% weight loss, i.e. weight less than 85% of that expected) 

 Physical: Amenorrhea (at least 3 consecutive cycles) - Amenorrhea is defined as periods 
occurring only following hormone (e.g., estrogen) administration. 

 Emotional: Anxiety; intense fear of gaining weight or becoming fat, even though underweight. 

 Cognitive: Disturbance in the way in which body weight/shape is experienced, undue influence 
of body weight/shape on self-evaluation/denial of the seriousness of the low body weight. 

Restricting Type: person hasn’t regularly engaged in binge-eating/purging behaviour Binge-Eating/Purging Type: person has regularly engaged in binge-eating OR purging behaviour 
 

Characteristics: 
 Behavioural symptoms (how they behave):  
Avoid calorie-rich foods (meat, milk, deserts), constantly read recipe books and prepare elaborate meals for 
friends, refuse to eat and maintain healthy body weight 

 Somatic symptoms (physical problems) 
Cessation of menstruation (amenorrhea), weight less than 85% of normal expected weight for height, sex 
and age (=significant weight loss), decline in general health (low blood pressure and body temperature, 
constipation, dehydration, poor-quality sleep, hair loss, bad skin) 

 Emotional symptoms (how they feel) 
Depression, low self-esteem, pessimism, feelings of insecurity and guilt, fear of gaining weight, euphoria 
when loosing weight 

 Cognitive symptoms (mental problems) 
Distorted body image (see themselves as being fat, over-estimate body size), overemphasis of importance of 
body image for self-esteem. Denial of seriousness of weight loss. 
 

Bulimia Nervosa 
 Offset is often in adolescence/early adulthood (generally a bit later than AN and more 

common than). Most affect are women (males account for 10%-15% of bulimia nervosa cases) 

 Bulimic recognise the abnormal nature of their eating behaviour but are unable to control it 
 

According to DSM-IV, BN is defined by behavioural symptoms (binging, purge, frequency) and 
cognitive symptoms relating to self image, but several other symptoms may be found: 
 

 Behavioural symptoms (how they behave) 

Binge eating Lack of control when eating large quantities of high calorie-food; Periodic 
episodes of “compulsive” (=binge) eating involving rapid and seemingly 
uncontrolled consumption of large quantities of carbohydrate-rich food. 
Food is “woolved down” rather than chewed properly 

beh. to prevent 
weight gain 

Purging type: self-induce vomiting using finger, diuretics or laxatives 
Non-purging type: exercise excessively after binge to offset caloric intake 

Frequency at leas 2-3 times/week, up to 40 times/week 
 

 Somatic symptoms (physical problems) 
Usually about normal weight, fluctuate between weight gain/loss 

o swollen face (consequence of swollen paratid glands caused by vomiting) 
o deterioration of tooth enamel (by stomach acid from vomiting) 
o calluses over back of hand (rubbing hand against teeth when vomiting) 

digestive tract damaged, salivary gland enlargement, dehydration, nutritional imbalance 
 

 Emotional symptoms (how they feel): Guilt-feeling (about binge/purge), depression, anxiety, 
purge produces relief 

 

 Cognitive symptoms (mental problems): Fear of weight gain 
Proven to be difficult to be treated only with physiological/psychological-based treatment plan = 
many factors involved 



Explanations of eating disorders 
 

 Bio-explanations (Great Britain Norther Ireland) 
- Genetics- genetic predisposition to ED 
- Biochemistry 

- Neuroanatomy- physical brain abnormalities 
- Infection- physical illness may encourage ED  

o Genetic explanation (significant role in predisposing; may explain difficulty in treating these disorders) 
Family studies: 

The American Psychiatric Association reports, from diagnostic statistics, there is an increased 
risk of ED among first-degree relatives (parents, children, siblings) of those diagnosed, showed 
higher prevalence rate than general population (BUT same environment – doesn’t necessarily 
support genetic course, behaviour could have been learned! Most common among upper- and 
middle class women; genetic predisposition toward an ED may be present in other classes but 
the factors needed to trigger it may not be present.) 

Hsu 90 suggested, the genetic element may relate to personality traits, e.g. emotional 
instability, which makes a person more susceptible to stressful life events which could manifest in 
an eating disorder (or other mental disorder) 

Twin studies: 

M NE Holland et al 84 (Natural Experiment; IV (genetic relatedness) can’t be controlled, DV = nothing changed) 

Aim: investigate whether there was a higher CR of anorexia nervosa for MZ than DZ twins. 
Procedure (longitudinal study – over time to check whether other twin developed Anorexia): 
34 twins pairs + 1 triplet pair (established with questionnaire), if there was an uncertainty, a blood 
test was carried out. Clinical interview and standard criteria used to diagnose anorexia. 
Findings: 55% concordance rate MZ compared with only 7% in DZ (in 3 cases, where the non-
diagnosed twin didn’t have anorexia, they were diagnosed with other mental illnesses, and 2 had 
minor eating disorders). Small sample = unrepresentative, not ecological valid! 

M NE Kendler et al 91 (Natural Experiment; IV (genetic relatedness) can’t be controlled, DV = nothing changed) 

Aim: investigate whether there was a higher CR of bulimia nervosa for MZ than DZ twins. 
Procedure (longitudinal study – over time): 2163 female twins. Clinical interview and standard 
criteria to diagnose bulimia. 
Findings:23% MZ pairs concordant, 9% DZ pairs concordant. 
10% of non-bulimic twins had anorexia, 5% a phobia and 11% an anxiety disorder. 
+ Results suggest there is a genetic basis for Bulimia but less strong than Anorexia. Concordance wasn’t 100% so genes can’t be 

wholly responsible: genes provide disposition but don’t directly trigger disorder. 
- BUT CR may be due to being brought up in same environment (+treated similarly)! 
- Ethnocentric (western society) 
- Bulk et al 2000: 83% MZ concordance rate (supports and contrasts) 
 

o Biochemical (imbalance) (focus on norepinpehrine, dopamine and levels of serotonin) 
Serotonin is involved in many behaviours (e.g. hunger, sleep, sexual response, impulse control, aggression, depression, 
anxiety, perception). Consumption of a meal that is rich in carbohydrates causes release of serotonin; this signal (high 

levels of serotonin) reduces the likelihood that the person will consume large amounts of CH in next meal. Low levels of 
serotonin result in wanting to eat lots of CH. 

Anorexics: overactive serotonin-response-centres (=overproduction of serotonin); high levels of 
serotonin (=anxiety); desire to reduce the levels to reduce anxiety by restricting food intake = 
calming, sense of regaining control. Animal-E have shown that when serotonin is released into the 

hypothalamus, eating is stopped and starvation results. 

Bulimics: low levels of serotonin (=depression); desire to satiate and reduce depression = 
flood brains with serotonin by overeating on sugars = increases serotonin = sense of well-being. 
Animal-E have shown that low serotonin-levels cause obesity. 

Treatment: Increase in serotonin levels might help bulimics to control excessive carbohydrate 
consumption. Jimerson et al 97 compared serotonin function in healthy and bulimic patients – 
found considerable differences. However: Cause/Effect with biochemical research? (i.e. starvation may cause an imbalance 

in biochemical functioning) Low levels of serotonin linked to depression (common among bulimics; 
feeling of helplessness, hopelessness, slow self-esteem). Success of treatment with serotonin-
active antidepressants (Walsh et al 97). 

Bulimics: Levels of cholecystakinin CCK (animal found to feel full and stop eating when high 
levels) have low levels; so this is why they can eat so much at once 

Decreasing the level of epinpehrine in the ventromedial hypothalamus of rats was correlated with 
their exhibition of anorexic behaviours (low rate of eating, increased rate of activity...) 



o Neuroanatomy (research focused on brain region “hypothalamus”) 

Animals were found starving themselves to death when hypothalamus is damaged 

Garfinkel & Garner 82: The lateral (LH) and ventromedial (VMH) hypothalamus together 
maintain weight homeostasis. LH produces feeling of hunger (activated when weight is low) 
VMH suppresses hunger (triggered when weight is over a certain point). Once either is activated, 
the hypothalamus sends messages to areas of the brain responsible for thinking and behaviours 
that will satisfy whichever is activated. It’s possible that anorexics have “disturbed hypothalamic 
functioning” 

- Like with biochemical evidence, the altered hypothalamic activity may be the result of weight loss or emotional 
distress rather than the cause 

- Post mortems of anorexics haven’t revealed any lesions in this area of the brain 

Amenorrhoea can occur before weight loss, suggesting a primary disorder of low endocrine 
levels which again is associated with a hypothalamus dysfunction. Endocrine levels of 
anorexics of around 19 years are similar to those of a healthy 9-year-old.  

o Infection (it is thought that physical illnesses may be a participating factor in eating disorders) 

Park, Lawrie and Freeman 95: They studied 4 anorexic females who had previously had 
glandular fever or a similar disease shortly before the onset of their eating disorder 

So Park et al 95 decided to investigate the link between anorexia and glandular fever and 
concluded that the physical disease may have influenced the functioning of the hypothalamus, 
causing homeostatic imbalances (LH/VMH) 

- Not all people who have glandular fever develop anorexia 

Psychological models 
 

 Behavioural explanations 
 

 psychological disorders are the result of abnormal learning experiences 

 ED are a set of learnt emotional and behavioural responses to food, eating and the body 

 “phobia” of gaining weight 
 

Classical conditioning: 

 (Leitenberg) A learnt association between eating and anxiety (of becoming fat and unattractive). 

They seek to lose weight to avoid this and ease their anxiety. Weight loss = relief from unpleasant stimulus. 

 (after reinforcement) associates being slim with feeling good about self; slimming becomes “habit” 
through stimulus-response mechanisms (diet+admiration) 

BULIMIA: 

 A learnt association between eating and comfort 

 A learnt association between fullness and anxiety 
 

o C Leitenberg, Agras and Thompson 68 found 85% of A blamed their condition on their size 

to begin with. Many stated they were below the “accepted size” (socially) and felt the only way 
to become accepted was to associate themselves with losing weight by any means necessary. 

Operant conditioning: 

 Reinforcement of dieting/weight loss behaviours 
o Avoidance, e.g. of bullying (negative reinforcement) 
o Compliments from others (positive reinforcement) 
o additional reward = attention // way of punishing parents 

o Anorexics themselves believe it can be rewarding to be seen as slim, as slim people are 
admired by others (Media influences!). Food avoidance = rewarded by attention. 

 C Lee et al reported that anorexia remains very rare among the Chinese. Fatness is valued, 

the greeting "you have gained weight" is a compliment = significance in cultural differences, 
and how reinforcing women who are slim has the same effect on those who are curvaceous. 
If you are complimented on an action, you repeat that action, hoping for the same praise. 
 less fear of fatness / fatness is valued, Chinese diet is low in fat, more focus on family values rather than 

personal/career success means women experience less ‘role-conflict’ about how they should lead their life 
- Study is ethno-centric, although does provide a view of eastern societies which helps balance western studies.  
- Lifestyle and culture very different in these two parts of the world, for example food available, amount of 

exercise in everyday life etc.  



BULIMIA: 

 (Leitenburg) Binging makes person feel better when anxious/depressed  leads to anxiety about 
feeling full  purging reduces anxiety about feeling full  in both cases, negative reinforcement 

 
(many people diet, get compliments, but do not become anorexic  doesn’t explain why most anorexics are 
adolescents)  
 

+ learning theory provides an explanation as to why these behaviours persist 
+ Behavioural therapies (Tokens) do have some success, where sufferers are rewarded for 

gaining/maintaining weight, suggesting that rewards are important to a certain degree. 
- But individual differences in vulnerability to eating disorders are not explained 
 

Social Learning 

 Observation of slim models being admired/successful (vicarious reinforcement) (=imitate to obtain same 
reinforcers) 

 Observation of overweight people being punished (imitate to avoid same punishment) 

o C Western society: beauty (in women) is associated with slimness (socially and sexually 

desirable – reinforced by media!). Most models are medically underweight. So people learn, 
to be accepted as attractive, there is a need to be slim. Girls who most identify with these 
models are most likely to get anorexia. 

o C The idea that pressures to be slim in Western cultures play a part in ED is supported in 

studies conducted on groups of ppl for whom slimness is essential, e.g. ballet dancers and 
models. Garner et al 87 found that in a group of 11-14 year-old ballet students, 25% 
developed anorexia over the 2-year-period of their study. 

o According to Hill 96, women’s fashion magazines shape young girl’s perception of desirable 
figures – but not as influential as class mates, mothers and toys! So cultural idealisation of 
slender females may cause fear of being fat and encourage women to see slimness as 
desirable through media. 

o G Behar et al (2001) – feminine gender identity is more important to those women with ED, 

suggesting women face greater pressure than men to conform to the ‘ideal’ body image 

Cross cultural studies support behavioural explanation: Anorexia and bulimia more prevalent in 
industrialised societies (Europe, USA...). Abundance of food and yet, attractiveness associated 
with being slim (e.g. in China less ppl affected and also fewer black than white people!) 

 C Nasser 86 (Natural Experiment – naturally occurring IV/DV) compared 50 Egyptian women 

in London unis with 60 in Cairo unis. 12% of the Londoners developed an ED compared to 
none in Cairo. (based on SL, saying the rate is as it is because of the role models present in 
the society – BUT doesn’t take into account genetics and individual differences) 
- Study is based around two different cultures, which is good.  
- Based on the Social Learning Theory, saying the rate is as it is because of the role models present in the 

society, however does not take into account individual differences or genetics that could be present.  

 C TV brings anorexia to Fiji (Becker 95): Fiji (nation that has traditionally cherished the fuller 

figure) has been struck by an outbreak of ED since the arrival of TV in 1995. Researchers from 
Harvard say the western images and values transmitted via the medium has led to an increase 
of anorexia and bulimia. Anne Becker studied Fijian eating habits since 1988. She conducted 
semi-structured, open-ended interviews in 1998, 3 years after TV had been introduced, on 30 
purposively selected Fijian teenage girls. 74% reported they felt “too big/fat”, 15% reported they 
had vomited to control weight. She reported that the teenagers see TV as a model for how one 
gets by in the modern world – the Media promotes that slim is beautiful! 

+ this approach is supported by cross-cultural studies and explains the increase in ED, as society 
and the media represent being thin as the ideal 

+ also explains the increase in ED amongst men, as cultural stereotypes change and there is 
pressure for men to be more interested in their appearance 

- not all people develop ED though – doesn’t explain why some ppl in same culture develop ED 
and others don’t 

 
 



 Cognitive explanation 
 

 Maladaptive behaviour caused by faulty cognitions 

 Internal influences shape the individuals behaviour 

 It is the way the sufferer thinks about a problem not the problem that causes the disorder 

 The sufferer must learn more appropriate cognitions to get over the disorder  

 One thing that Cognitive psychologists say about eating disorders is that the patients suffer 
with cognitive biases, or have a distorted view of their bodies. 

 Also, many sufferers are perfectionists, setting themselves high standards. 
 

Cognitive bias 

 Faulty Body Image 

Garfinkel & Garner 82: found that anorexics overestimate their actual body size by exposing 
them to an image-distorting technique to understand the perception of their whole body. 

Cooper & Taylor 88: found that bulimics showed a substantial difference between the 
estimation of their actual body size and their desired body size (overestimated actual body size 
and desired body size was smaller than normal.) 

 Irrational belief system 

Person firmly believes they can’t be valued unless they have an ideal physical appearance; 
films, TV and magazines worsen such faulty beliefs. 

Bemis-Vitousek and Orimoto 93 found a consistent pattern of distorted thinking: 

 Convictions “I must lose more weight since I am not yet thin” 

 Irrational attitudes about control “I must continue to lose weight so I can continue to be in 
control of my body” (but yet not in control because losing weight to a dangerous degree!) 

BUT: where do irrational beliefs come from in the first place? 

 Perfectionism 

Fairburn et al 99: Interviews comparing 196 ppl with ED, 102 with other psychiatric disorders and 
204 healthy controls. They identified perfectionism and negative self-evaluation as high-risk 
factors for both A and D. 

Steinhausen 94: found that A&B showed clear signs of perfectionism.  

 P are usually extremely intelligent, good at sports and attractive but they want to be THE best. 

 They set themselves unrealistic targets and goals and even when they gain results which are 
conventionally considered exceptional, they still feel inadequate.  

 Cross-cultural 

C Jaeger et al 02: 

 1751 medical and nursing students from 12 nations 

 A self-report method on body dissatisfaction, self-esteem, dieting behaviour and BMI 

 10 different body silhouettes were shown to assess body dissatisfaction 

 Results – Body dissatisfaction (the biggest factor for dieting behaviour; independent of BMI and self-esteem) 
1. Mediterranean, 2. Northern Europe, 3. In the process of Westernisation, 4. Non-Westernised 

 
Ethics 

 Patients may not be able to cope with knowing that their disorder is their fault 

 It is unfair to blame the sufferer when it could in fact be other outside influences which are the 
cause 

Evaluation 

 Cognitive biases are very common in patients with mental disorders 

 Cognitive model explains internal and mental influences 

 Genetics are ignored 

 Social/interpersonal factors ignored 

 Many studies use interviews in which the participants could’ve lied  

 Demand characteristics, especially if using participants in the medical profession 

 Social desirability 



 Psychodynamic explanations 
 Psychoanalytic theory: Freud’s explanation of how adult personality develops based on biological (sexual) drives, 

in interaction with early experience. 

 Psychodynamic model: a model of abnormality that regards the origin of mental disorders as psychological rather 
than physical and suggests that mental illness arises out of unresolved, unconscious conflicts. 

 
Sexual development 
Freud maintained ED is a substitute for sexual expression – so girls repress their sexual 
impulses by not eating. 

 Anorexia is related to the onset of sexual development  

 Unconscious desire of a girl to remain pre-pubescent  
Starve themselves to remain children so that they don’t need to take on an adult sexual 
role which is equated with eating (fear of becoming sexually mature and independent) – they 
need particular levels of body fat to achieve puberty = evidence suggests anorectics will eat 
provided that they don’t gain weight! 

 Bruch 79 suggested AN is associated with psychosexual immaturity. Women may confuse 
fatness with pregnancy – then unconsciously believe that eating will lead to pregnancy and 
thus starve themselves. Disorder may allow a girl to avoid the issue of own sexuality 
(particularly avoiding prospect of pregnancy) (weight loss prevents rounding of breasts and 
hips, body=boy shape) 

 ED strongly related to early traumatic experiences – i.e. early sexual abuse. McLellland et al 
91 reported, 30% of clients had a history of childhood sexual abuse. Such experiences are 
repressed in the unconscious and express themselves in adolescence and adulthood 
through symptoms of ED. Sexual abuse in childhood may lead to rejection by victims of their 
own bodies – may turn to disgust and desire to destroy their bodies in adolescence. 
- Evaluation: not all people who have been sexually abused go on to develop an eating disorder; this account is also difficult to 

disprove as it is all dependent on the interpretation of unconscious motivations 
- Challenges: seems to apply to females only (how apply avoiding pregnancy to males?) 

 
Struggle for autonomy 

 Struggle for their own sense of identity 

 In conflict with their parents, especially their mother (food is used to provide comfort and 
compensation within the family) 

 Attempt to separate themselves from their parents and to establish own identity 
Bruch 91: analysed 64 anorexic patients (55 female and 9 male); parents tend to be 
domineering; girl wants to gain sense of autonomy and control. Many are “good girls” (well 
in school, co-operative, well-behaved) = this leads them to feel they have no choice and are 
being controlled by desires and demands of others (they experience themselves as not 
owning their own bodies) expert individuality by controlling the body (one’s self!) thinness 
and starvation = sign of self-control and independence 
- this account is difficult to disprove as it is dependent on the interpretation of unconscious motivations of the mother and child 

and is difficult to test. The patient may agree with the therapist’s interpretation because they want to be liked, rather than 
believing it to be true. 

 
Family-System-Theory:  

 Anorexics often come from enmeshment families: all members of the family lack a clear 
sense of personal identity. 

 Minuchin et al 78: family plays key role in development of eating disorders: suggest that an 
anorexic’s family are ‘enmeshed’ – individual family members do not have their own clear 
identities, they do everything together, are not allowed independence and find it difficult to 
resolve conflicts. The anxiety this causes is ‘projected’ onto the anorexic child (projection is a 
defence mechanism, where a negative trait is put onto one person). The ED therefore allows 
the family to focus on one person and deal with anxiety by dealing with the ED 
- family conflicts have always occurred, so the recent increase in ED is not explained by this approach 
- it could be argued that the conflict is caused by dealing with a child having an ED, rather than the conflict causing the ED 

 Blos (1967): adolescence is a time of re-individuation. 

 Hsu (1990): families with an anorexic child tend to be ambitious, to deny/ignore conflict and 
to blame others for their problem. 

 



Treatment of ED 
Factors that determine types of treatment 

 age 

 current living arrangements 

 how long has had anorexia 

 overall medical condition (incl. weight) 

 symptoms (e.g. binge-eating, vomiting…) 

 severity of associated physiological 
symptoms (e.g. depression…) 

 

Goals of treatment 
 gain weight that allows menstruation 
 normalise eating – develop healthy relationship with food (eliminate inappropriate weight 

control behaviours, help coping with changes in eating and weight) 
 develop constructive ways to cope with life and its challenges, 

deal with physical and psychological problems (that have caused/maintained disorder) 
 

Types of Treatment 
Biological 

 Treat symptoms such as depression = antidepressants 
- BUT starvation may decrease effectiveness and WORSEN side effects! 

= careful monitoring (patient might vomit = decreases effects of drug!) 
 
Hospitalisation 
For ppl who 

 are seriously emaciated 

 require monitoring 

 fail to progress in partial care 

 are at risk of self-arm 

 
+ Provides safe environment, good for 

monitoring! 
+ Very successful = Token economies 

 
Behavioural – Token Economies 

 Based on operant conditioning, i.e. positive and negative reinforcement 

 Tokens are given for good behaviour (e.g. eat meal, not vomit) and saved and can later be 
exchanged, e.g. for visits, baths… 

 Rewards are withdrawn if patient isn’t compliant 
- BUT doesn’t work outside hospital environment! 
 
Cognitive Behavioural Therapy 

 Based on cognitive theories = faulty, irrational thinking/perception 
 learn to think differently = change behaviour 

 Therapy approaches problem with humour, role plays… 
- BUT “move-forward” approach = lacks exploration of past 
 
Psychotherapy 

1) Family Therapy 
Family as a unit is encouraged to develop coping strategies; help members overcome guilt, to 
communicate; BUT success depends on willingness to participate! 

2) Individual Therapy 
Trusting relationship with therapist=address complex issues (low self-esteem, anxiety, body image…); 
talk about childhood, experiences, day-to-day life… = identity concerns, solve problems, overcome 
fears, test new skills = be more confident, love yourself, cope with anger, sadness and stress 

3) Group Therapy 
Supportive network – meet for specific period of time. = task-orientated (focus on food, eating, 
body image…) = understand psychological factors; Helps to deal with associated emotional 
symptoms (e.g. anxiety, depression); Share experiences = reduce guilt, shame, isolation 

4) Support Groups 
Non professional help, advice and support, may prepare for therapy 
 


