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�Abstract


Specific psychological constructs and comprehensive models or theories have been designed to account for individual differences in the way people abstain from risk behaviors, adopt health behaviors, and succeed or fail in self-regulatory attempts. The present paper traces the development of recent health behavior theories and relates them to research in the fields of motivation and self-regulation. Special emphasis is placed on optimism, both as a state and as a trait construct within self-regulatory processes. It is argued that optimistic self-beliefs may be phase-specific. For example, some individuals may have high confidence in their ability to set ambitious goals, whereas others may have high confidence in their ability to recover from setbacks. Moreover, a distinction is made between goal attainment processes and threat appraisal processes. Thus, emotions and behavior may differ when striving for superior health goals as opposed to coping with health threats. The present considerations are put forward to further elaborate the author’s Health Action Process Approach (HAPA).
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�
Self-Regulatory Processes in the Adoption and Maintenance of Health Behaviors: The role of Optimism, Goals, and Threats


	Changing one’s health behavior, for instance with regard to physical exercise, condom use, smoking, or dieting, is considered to be a difficult self-regulation process. In health psychology research, attempts are being made to model such processes with the aim of gaining more insight into how people can be motivated to change their behaviors and be encouraged to cope with barriers or setbacks. In the present article, one of these models is described in more detail. One focus is on the particular role that optimistic beliefs play in self-regulation and another on the distinction between prevention and promotion, that is, distinguishing between self-regulatory threat appraisal and self-regulatory goal attainment processes. 


Beyond Static Prediction of Health Behaviors: The Emergence of Self-Regulatory Process Models


	The adoption of a health behavior is viewed as a person’s response to a health threat: Individuals perceive that their lifestyle puts them at risk for a life-threatening disease; consequently, they make a deliberate decision to refrain from risk behaviors in favor of recommended precautions. This common-sense view of behavioral change is based on the belief that humans are rational beings who perceive a risk and then respond to it in the most reasonable manner. However, studies show that risk perception is a poor predictor of behavioral change. This state of affairs has encouraged psychologists to design more complex prediction models that include a number of determinants of action (for reviews, see Schwarzer, 1992; Wallston, 1994; Weinstein, 1993). 


Health behavior models are designed to predict and explain the adoption of novel or difficult health behaviors and the adherence to medical regimens.  In the past, the focus has been on the identification of an optimal set of predictors that included such constructs as attitudes, social norms, disease severity, personal vulnerability, behavioral intentions, etc. (for an overview, see Conner & Norman, 1996). However, this focus on static prediction cannot account for changes during the course of time. Thus, many theorists have made an attempt to consider process characteristics that might add substantially to the predictive power of such constructs.  There have been four major lines of research into a process view of health behaviors:  (a) maintaining abstinence and preventing relapse into addictive behaviors (Marlatt & Gordon, 1985), (b) the Transtheoretical Model of Behavior Change (Prochaska, 1994), (c) the Precaution Adoption Process model (Weinstein, 1988; Weinstein & Sandman, 1992), and (d) some variations of volition theory (cf. Bagozzi & Edwards, 1998; Fuhrmann & Kuhl, 1998; Gollwitzer & Oettingen, 1998).  The fourth approach has only recently been applied to health psychology, whereas the first three originate from applied research on addictions in practical settings. 


The Transtheoretical Model of Behavior Change (DiClemente & Prochaska, 1982; Prochaska, 1994) has become the most popular stage model. Its main feature is the implication that different types of cognitions may be important at different stages of the health behavior change process. It includes five discrete stages of health behavior change that are defined in terms of one’s past behavior and future plans (precontemplation, contemplation, preparation, action, maintenance). For example, at the precontemplation stage, a drinker does not express an intention to stop consuming alcohol in the future. At the contemplation stage, a drinker thinks about quitting sometime within the next six months, but does not make any specific plans for behavior change. At the preparation stage, the drinker intends to quit within the next six months and, in addition, has made an unsuccessful attempt at quitting during the past year. At the action stage, individuals are found who have taken action successfully for any period of time. If this abstinence has lasted for more than six months, the person is categorized in the maintenance stage. Although this model was first proposed more than a decade ago, it has received its main attention in recent years.  This is noteworthy in itself because it documents a recent shift in scientific interest. The model also includes self-efficacy and other relevant features, and it has been applied successfully to a broad range of health behaviors, including stage-tailored interventions (Dijkstra, De Vries, Roijackers, & Breukelen, 1998).


However, it has been argued that the notion of “stages” within this theory might be flawed or circular, in that the stages are not genuinely qualitative, but are rather arbitrary distinctions within a continuous process (Bandura, 1998; Sutton, 1996; Weinstein, Rothman, & Sutton, 1997).  Instead, these stages should be understood and explicitly relabeled as “process heuristics” to underscore the nature of the entire model.  That is, it can serve as a useful heuristic that describes a health behavior change process, which most health behavior theories have  neglected so far.  In redirecting the attention to a self-regulatory process, the transtheoretical model has served an important purpose for applied settings.  However, for future explanatory research, it not only lacks a refined causal order, but also the necessary detail and precision of underlying mechanisms. Its “preparation stage,” in which individuals plan to adopt a novel or difficult health behavior, for example, has been included in the model only recently.  This critical phase within the self-regulatory process has been more cogently described in the theories of volition (Carver, 1996; Carver & Scheier, 1996; Fuhrmann & Kuhl, 1998; Gollwitzer & Oettingen, 1998).  The postintentional, preactional phase may prove to be the most challenging stage for researchers because this is the phase where an intention is translated into an action or not—depending on the circumstances.  The volatility, hesitation, and procrastination that characterizes this stage can be better understood within the framework of volition theories.


The Health Action Process Approach (HAPA; Schwarzer, 1992; Schwarzer & Fuchs, 1996) is a synthesis of features from volition theory and social cognitive theory. It represents a generic framework that reaches beyond health behaviors and includes other behaviors as well. According to Abraham, Sheeran, and Johnston (1998), a common view is emerging that there are several necessary ingredients for all such “core models,” among them (a) intentions, (b) perceived self-efficacy, and (c) outcome expectancies. The HAPA model was built around these characteristics from a self-regulation process view.


	After introducing the HAPA model in the following section, some difficulties are mentioned that arise when volition theory is integrated into health behavior theory. 


The Health Action Process Approach (HAPA Model)


	The model is subdivided into two phases: a motivation phase and a volition phase. This distinction, also known as the “Rubicon model,”  is based on the work by Heckhausen and Kuhl (Heckhausen, 1991; Heckhausen & Kuhl, 1985). The metaphor Rubicon refers to a critical decision point; in this case it marks the dividing line between the motivation phase, where intentions are developed, and the volition phase, where these intentions are translated into action. The development of an intention or goal is a motivational process quite different from the subsequent preparation, performance, and evaluation of the desired action. In fact, the translation of intention into action appears to be the most challenging research issue (see Figure 1; imagine the dividing vertical line between “goals” and “planning”). 
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	In the motivation phase, individuals ponder their priorities, weigh the pros and cons of actions, and eventually decide to adopt a health behavior (e.g., dieting, using condoms, or giving up smoking). They may wish to become nonsmokers or to have slim and fit bodies, but their wishes are not always translated into specific behavioral intentions (e.g., “Next week I will run 15 minutes every day”). The motivation phase can therefore be characterized by the label ”from wish to will.” One research question is how to bring people into the necessary contemplation process. Risk communication is still the technique practiced most often in health education. Making people believe that they are at risk for a certain disease is expected to bring about change. However, risk perception can backfire if individuals feel overwhelmed by the threat. Instead, they may choose to respond with defense or reactance. Some degree of risk perception can set the stage for subsequent contemplation and motivation to change, but it must be accompanied by other cognitions, in particular by outcome expectancies and perceived self-efficacy (Bandura, 1997). 


	The three major cognitions that operate during the motivation phase can be assessed by sets of multiple items such as the following:


	1. Risk Perception: My risk of getting lung cancer is (very low, low, high, very high) compared to the average person of my age and sex.


	2. Outcome Expectancy: If I would stop smoking, then it would reduce my risk of lung cancer (not at all true, hardly true, somewhat true, very true).


	3. Perceived Self-Efficacy: I am certain that I can resist smoking even when I drink alcohol with my buddies (not at all true, hardly true, somewhat true, very true).


	The sequence of these three determinants of goal setting is not yet clear. In previous publications, a causal order was suggested that implies a chain leading from risk perception to self-efficacy, but this has yet to be supported empirically (Schwarzer, 1992). In case of a novel threat, the communication of risk might trigger the other two cognitions. In contrast, if individuals harbor strong self-beliefs, they might first discount the risks, trusting their coping competence to deal with the challenge. 


	In the motivation phase people choose which actions to take, whereas in the action or volition phase they plan the details, act, persist, possibly fail, and then recover. When a preference for a particular health behavior has been shaped, the intention has to be transformed into detailed instructions on how to perform the desired action.  Mental process simulation can bring people on track and ease them into the desired but difficult activity. If, for example, someone intends to lose weight, he or she has to plan precisely how to accomplish this, that is, consider which foods to buy, when, how often, and how much to eat, when and where to exercise, and even whether to give up smoking as well. Thus, a global intention can be specified by a set of subordinate intentions and action plans that contain proximal goals and algorithms of action sequences.  The volition process may be influenced by outcome expectancies, but it is more strongly affected by self-efficacy because the number and quality of action plans depend on one’s perceived competence and experience. Self-efficacy beliefs influence the cognitive construction of specific action plans, for example by visualizing scenarios that may guide goal attainment (Bandura, 1997).  These postdecisional, preactional cognitions are necessary because otherwise the person would act impulsively in a trial-and-error fashion and would not know where to allocate the available resources. 


	Procrastination can be a result of inadequate planning. Individuals need to shift from a deliberate mindset that is typical of the motivation phase toward an implemental mindset that is found in the volition phase (Gollwitzer & Oettingen, 1998). For that purpose, a specific “when, where, and how” plan is required that commits the person to a point in time, a location, and a certain procedure to perform the critical action. However, taking the initiative need not always be the best choice. Impulsive action, disregarding the situation, is counterproductive because there might be situations in which a wait-and-see attitude is more adaptive. Waiting for the best opportunity to try a difficult, novel behavior is an advantage, but it may be even better for the person to create actively the ideal opportunity for the action, if this is possible. This is referred to as “functional initiative,” in contrast to “dysfunctional initiative” when acting prematurely. Thus, procrastination is a more complex volitional construct than merely an anxious delay of an intended behavior. 


	Once an action has been initiated, it has to be controlled by cognitions in order to be maintained (unless it is purely habitual, e.g., brushing one's teeth).  The action has to be protected from being interrupted and abandoned prematurely due to incompatible competing intentions that may dominate while a behavior is being performed.  Meta-cognitive activity (e.g., monitoring one’s self-regulatory strategies) is needed to complete the primary action and to suppress distracting secondary action tendencies.  Daily physical exercise, for example, requires self-regulatory processes in order to secure effort and persistence and to keep other motivational tendencies at bay (such as the desire to eat, socialize, or sleep) until these tendencies are allowed to prevail for a limited time period.


	When an action is being performed, self-efficacy determines the amount of effort invested and the perseverance.  People who harbor self-doubts are more inclined to anticipate failure scenarios, worry about possible performance deficiencies, and abort their attempts prematurely.  People with an optimistic sense of self-efficacy, on the other hand, visualize success scenarios that guide the action and let them persevere even in the face of obstacles. They recover quickly when running into unforeseen difficulties.


	Performing an intended health behavior is an action, just as is refraining from a certain risk behavior. Suppressing health-detrimental actions requires effort as well as persistence, and, therefore, is also guided by a volitional process that includes action plans and action control.  Someone who intends to quit smoking or drinking has to plan how to do it.  For example, it is important to avoid high-risk situations where the danger of relapse is overwhelming.  Attaining proximal subgoals helps decrease the difficulty level of situations until one can resist under all possible circumstances.  If someone craves a cigarette or a drink, mental action control will help him or her to survive the critical situation.  For example, individuals can make favorable social comparisons, refer to their self-concept, or simply pull themselves together.  The more these meta-cognitive skills and internal coping dialogues are developed and the better they are matched with specific risk situations, the easier the urges can be controlled.  Self-efficacy helps to reestablish the perseverant efforts needed for the accomplishment of self-imposed goals.


Unstable Intentions as One Potential Source of Volitional Failure


	An interesting approach to the study of volitional difficulties is to compare intenders versus nonintenders to performers versus nonperformers. Intuitively, it is expected that intenders actually carry out the critical health behavior, whereas nonintenders do not. Deviations from this pattern are then subject to scrutiny. In research on “safer sex,” for example, participants are typically asked whether they intend to use a condom with a new intimate partner (Abraham, Sheeran, Norman, & Conner, 1996; Sheeran, & Abraham, 1996). Later, at a second point in time, they are asked whether they have really done so. A substantial number of people might not have used a condom, although they had previously reported the intention to use one. It is implicitly assumed by the researchers that intentions, once they are reported, are a given fact. However, people produce intentions all the time, with or without much deliberation and with or without high determination. Failing to use a condom may not result from interfering obstacles, but rather from surrendering the intention when the context has changed. Not the length of time between intention and behavior might be crucial here, but rather the occurrence of internal events (e.g., motivation conflicts) and external events (e.g., peer influence), depending on the context. Such developments can only be detected when a process approach is used. In other words, people may cycle back from the volition phase to the motivation phase (see also Prochaska, 1994). To account for this vacillation, it may be helpful to elaborate the motivation phase with respect to the dimensions of deliberation and resolution as Janis and Mann (1977) have done (Figure 2).
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	Deliberation refers to the mental resources that are directed towards examining the problem and creating alternative solutions, whereas resolution pertains to the degree of determination that concludes the decision process. The ideal intention formation should be a “thoughtful determination,” but in many cases people vacillate or make premature conclusions without giving sufficient thought to the problem at hand. Some people do not attend to the problem at all, for example those who fall prey to “optimistic bias” (see below). 


The following section describes distinctions between four phase-specific types of self-efficacy that may be helpful in identifying critical deficits or resources that cause people to fail or to succeed in their self-regulatory attempts.


Phase-Specific Distinctions of Optimistic Self-Beliefs


	Perceived self-efficacy is functional at different levels and at different points in time within a self-regulatory goal attainment process. To characterize these functions, it might be useful to subdivide the construct in a phase-specific manner. This has been done for the volition phase by Marlatt, Baer, and Quigley (1995), who distinguish between action self-efficacy, coping self-efficacy, and recovery self-efficacy. Goal-setting self-efficacy could be added here to account for the motivation phase (Figure 1).


	Goal-setting self-efficacy refers to the setting of realistic and challenging goals that can be attained with effort and persistence. This notion accounts for the fact that there is a strong correlation between goal setting and self-efficacy (Locke & Latham, 1990). However, these optimistic self-beliefs need not necessarily be the primary determinants of an intention. In two separate studies on nutrition and weight control and in one on physical exercise, we found that self-efficacy emerged as the second-best predictor of a behavioral intention, after outcome expectancies (pros and cons). It was also found that risk perception (defensive optimism) ranked third in the prediction (Schwarzer & Fuchs, 1996). Goal-setting self-efficacy becomes more obvious when a continuous dependent variable is measured (“I intend to run for ___ minutes”) instead of a dichotomous one (“I intend to use a condom [Yes/No]”). The degree of resolution or intention strength also depends on self-efficacy. In general, self-regulation can be thwarted and obstructed by inappropriate standards. Thus, self-beliefs that combine optimistic and realistic expectancies are needed.


	Action self-efficacy makes a difference in the planning phase, after the intention has been formed. Self-efficacious individuals imagine success scenarios, anticipate potential outcomes of diverse strategies, and develop the initiative to try a new behavior (Bagozzi & Edwards, 1998; Bandura, 1997). Less self-efficacious individuals, in contrast, imagine failure scenarios, harbor self-doubts, and procrastinate.


	Coping self-efficacy describes optimistic beliefs about one’s capability to deal with barriers that arise during the maintenance period. A new health behavior might turn out to be much more difficult to adhere to than expected. A self-efficacious person responds confidently with better strategies, more effort, and prolonged persistence to overcome the hurdles.


	Recovery self-efficacy pertains to one’s conviction to get back on track after being derailed. The person trusts her competence to regain control after a setback or failure. 


	These four phase-specific notions of optimism fit the different functions that are required while intentions are developed and while they are carried through various volitional sequences under adverse circumstances. In sum, it is argued that optimistic self-beliefs can be seen as relatively stable motivational and volitional determinants that move the individual from one phase to the next within a self-regulatory goal attainment process. They may be understood rather as the actual cause than the effect of self-regulation, although over time they are nurtured by success and diminished by failure as well.


Prevention or Promotion?


	The notion of health threat as a motivating force is unique to health psychology. But there are many other threats in life in addition to disease, and people constantly cope with them in a more or less efficient manner. Research on coping has gone unnoticed by many health psychologists, and, vice versa, health behavior research has gone unnoticed by many scientists in the fields of stress and coping. 


	Stressful events can be appraised cognitively as challenge, threat, or harm/loss (Lazarus, 1991). Thus, coping with such encounters can be divided along a time perspective into preevent coping and postevent coping. Imminent events are appraised as challenge or threat, whereas past events are appraised as harm or loss (Jerusalem & Schwarzer, 1992). Health threats, therefore, can be viewed as a subclass of future events that may or may not occur and that may or may not harm the individual. Coping with a specific health threat requires health behavior change. For example, when individuals learn that they are at risk for lung cancer they may respond by quitting smoking and adopting a healthy diet to ward off the danger (Hahn & Renner, 1998). In contrast, chronic disease or disability belong to a subclass of past events, being appraised as harmful or as a loss. Coping with such events may also require health behavior change, for example in the case of rehabilitation, when individuals attend exercise classes to restore their previous level of functioning (Ewart, 1992; Holman & Lorig, 1992; Schröder, Schwarzer, & Konertz, 1998; Toshima, Kaplan, & Ries, 1992). In general, the field of coping is broader than that of health behaviors. It includes coping with future or past health events as a specific response.


	Prevention of harm or loss, however, can also be seen as a nonspecific set of behaviors without any particular threat in mind. People accumulate resources and acquire skills to protect themselves from a number of diffuse risks of life. They engage in numerous activities either to prevent the onset of critical events or to mute the impact should the event occur nevertheless. This has also been called “proactive coping” (Aspinwall & Taylor, 1997). A preventive attitude towards life helps to build a reserve of financial, social, and personal resources. On the other hand, the same attitude may lead to a vigilant screening of one’s environment for danger, which also implies psychic costs, such as constant worry. 


Adopting specific health behaviors, coping with health threats, and taking general precautions are highly interrelated topics that call for a generic model of human action. Moreover, individuals strive for goals even if they do not perceive any health risk. They like to improve their physical strength and fitness and experience personal growth in a variety of other domains. Instead of prevention, they may have promotion in mind. The anticipation of threat or harm is not necessary to make people cope. They also “cope” with their ambitious goals. Thus, the term self-regulation is more generic and includes prevention as well as promotion, and goal striving as well as coping with threat. The generic HAPA model (Figure 1) is designed to account for the case of prevention as well as for the case of promotion. To underscore the versatility of the model, one could replace the dimension of “risk perception” with “proactive attitude” (the latter construct is explained at http://www.psychologie.de/Schwarzer/). This would establish a predictor set suitable for goal attainment processes of all kinds, including prevention and promotion (proactive self-regulation).


The following sections are designed to make some important distinctions when self-regulation theories are applied to either prevention or promotion. Here, self-regulatory goal attainment processes and self-regulatory threat appraisal processes are distinguished and the role of optimism within these processes is discussed. 


Optimistic Beliefs Within Self-Regulatory Goal Attainment Processes


Many studies have found that optimism is related to better health behaviors, but others have suggested that optimism may actually undermine the adoption of preventive behaviors (see Hahn & Renner, 1998, for a recent treatment of this topic). Two distinctions need to be made here:  The first is the distinction between defensive and functional optimism (Schwarzer, 1994), and the second refers to the functional value of optimistic self-beliefs at different phases, such as goal setting and goal pursuit.  Defensive optimism is reflected by a biased risk perception.  For example, people generally perceive themselves as being less at risk for severe diseases than their peers (Weinstein, 1982).  In contrast, functional optimism is expressed by firm beliefs in one’s capability to cope with challenges and adversity. Perceived self-efficacy is the most explicit variant of such functional optimism (Bandura, 1997). Self-regulatory strength (Baumeister & Heatherton, 1996) is a similar notion of one’s capacity or stable resource to cope with demands. In measuring this construct, a clear distinction is made between defensive optimism (“Compared to others of my sex and age, I am less vulnerable...”) and functional optimism (“I am certain that I can refrain from smoking, even if a friend offers me a cigarette.”). Obviously, these two kinds of optimism allow opposite predictions when it comes to adopting precautions.  A generally optimistic person may fall prey to the optimistic bias, not perceiving personal vulnerability towards danger, but, after being persuaded of being at risk, might invest much effort to execute preventive behaviors.  Thus, it depends on time and context whether optimistic mood facilitates or rather impedes health behaviors. Similarly, Gollwitzer and Oettingen (1998) have argued that “positive thinking” is not a generally adaptive self-regulation strategy; rather, it depends on the right point in time. 


Optimistic self-beliefs can be understood either as a domain-specific personality disposition or as a temporary effect of a transient cognitive orientation, that is, a mindset. Individuals are not indiscriminately optimistic because this would often result in failure to attain goals or inactivity towards taking the necessary precautions (Taylor & Gollwitzer, 1995; Taylor, Pham, Rivken, & Armor, 1998).  Before a decision to act is made, people are in a deliberative mindset, which is incompatible with unrealistic optimism.  Deliberation involves careful consideration of alternative action goals and realistic appraisal of pros and cons.  People need a time-out from their optimism to examine their choices in a more evenhanded and accurate manner.  After a decision to act has been made, people move into an implemental mindset, where they become highly or overly optimistic, which allows them to carry out their plans.


	Although this distinction of mindsets is intuitive, useful, and empirically well-demonstrated, it does not explain entirely why individuals move successfully through a self-regulatory goal attainment process.  Is the mindset the cause of optimism? Or do people move from deliberation to implementation because they are optimistic? In the work of Gollwitzer, mindsets were induced experimentally, thus creating more or less optimistic expectations.  Optimism has been the dependent variable by default.  In the real world, something different from experimental manipulation has to induce the implemental mindset.  The latter  may simply represent an epiphenomenon of decision-making, along with optimistic mood. The common distinction between trait and state might suffice to explain this phenomenon. Making a decision is multiply determined, for example by risk perception, outcome expectancies, trait optimism (self-efficacy), and other (situational) determinants. A good mix of these factors places the individual into a somewhat more realistic state while developing a behavioral intention. After a decision is made, risk perceptions and negative outcome expectancies become less salient, thus allowing trait optimism to create higher levels of state optimism. Nevertheless, “deliberative and implemental mindsets” appear to be useful and sound alternative labels for these two different states of mind. 


	There seems to be a contradiction between volition theories and social-cognitive theory. According to the latter, optimistic self-beliefs facilitate goal setting. The more self-efficacious people are, the higher the goals they set for themselves, and the better they perform (Bandura, 1997). There is convincing empirical evidence for this association. A meta-analysis of 14 studies found an average effect size of r = .39 for the relation between goal setting and self-efficacy (Locke & Latham, 1990). According to volition theories, people benefit from optimism only after making their decision, whereas before they make up their minds they benefit from realism. Does this mean that high levels of optimism would be misleading or even harmful during the decision phase? Extreme positive illusions can certainly lead to inappropriate goal intentions. But, in general, a lack of optimism can prevent people from making a decision at all, particularly if a difficult health behavior is at stake. Self-doubts or pessimistic appraisals seem to be the more prevalent shortcomings (Schwarzer, 1996), which  is why some people do not develop the desired intentions in the first place. 


Obviously, these conflicting views result from making a too simplistic dichotomy between “optimistic versus realistic.” The postulated effects are a matter of degree. Optimism and realism can be seen as orthogonal concepts (see Figure 3). For example, an HIV patient who expects to develop AIDS one day has a pessimistic and realistic expectancy (upper left quadrant), whereas a noninfected individual who expects to develop AIDS has a pessimistic and unrealistic expectancy (lower left quadrant). A smoker who believes not to be at risk for lung cancer falls prey to unrealistic optimism (lower right quadrant). Finally, someone who practices several health behaviors, such as physical exercise, balanced diet, stress management, nonsmoking, etc., therefore expects to be at low risk for myocardial infarct and has an optimistic and realistic expectancy (upper right quadrant). Previous research on optimistic bias has failed to make these distinctions.
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In a self-regulatory goal attainment process, only positive levels of realism and optimism combined can be adaptive (upper right quadrant), whereas any other combination poses difficulties. Within this quadrant, the position of an individual will move somewhat towards less realism and more optimism after a decision has been made (curved arrow).  This should be the case because there is no longer a need to search for alternative actions and because the decision is justified afterwards by focusing on the pros while ignoring the cons. For example, if someone is in a decision conflict about whether to adopt physical exercise or not, a “window of realism” is open (deliberative mindset). If positive outcome expectancies and some degree of self-efficacy are perceived, then a behavioral intention is likely to be developed. After this decision point, the window of realism is closed, and the person turns to action orientation (implemental mindset), becoming more optimistic while keeping some degree of realism. 


Optimistic Beliefs Within Self-Regulatory Threat Appraisal Processes


	When it comes to goal setting and goal pursuit, functional optimism is beneficial from the very beginning to the very end (that is why it is called “functional”), although its degree varies, and a “window of realism” may open up in conjunction with a deliberative mindset.


	It still remains to be examined, however, whether the degree of defensive optimism (the “optimistic bias”) changes throughout the process from deliberation to implementation. First, why should a defensive optimist make a decision at all? If an individual does not perceive any health risk, there is no reason to adopt a health behavior. Risk perception sets the stage for contemplation. Again, this may be a matter of degree. Only some degree of risk needs to be acknowledged to set this process in motion. Outcome expectancies and self-efficacy, if existent, help to transform the initial risk awareness eventually into a behavioral intention (Schwarzer & Fuchs, 1996). Moreover, social influence (e.g., persuasion and health education) may determine this contemplation process further. This may take years, or it may never end. It is not goal attainment that is at stake here, but rather a self-regulatory threat appraisal process, possibly without ever reaching a behavioral intention. 


	Defensive optimism reflects an individual’s current state of coping with a health threat. An existing risk is cognitively distorted to provide momentary comfort and to avoid the danger of occupying one’s mind with risk information. Thus, defensive optimism prevents the individual from making the right decision to take necessary precautions. Reducing optimism during the course of coping with the threat (in a deliberative mindset) in favor of a more realistic recognition of the threat indicates a successful self-regulation. If an intention to adopt a health behavior is developed, defensive optimism dissolves, prevailing only while the individual is undecided. At the decision point and afterwards, the individual becomes more realistic and more concerned in evaluating the health threat. At first glance, this may sound like a contradiction to volition theories that predict more optimism after a decision. However, decision making implies a changing context: Goal attainment dominates over threat appraisal, and functional optimism replaces defensive optimism. The individual then believes “I can resist smoking...,” instead of  “I am not at risk of lung cancer....”


	Thus, optimism in face of a goal is very different from optimism in face of a threat. Therefore, it is imperative to make a distinction between defensive and functional optimism in order to decide which one is adaptive at which point in time. To understand health behaviors, threat appraisal processes are as important as goal attainment processes. Self-regulation may imply the reduction of defensive optimism during the motivation phase, while at the same time functional optimism is being built up. Some degree of the former is needed to set the stage for motivation, whereas some degree of the latter is needed to set challenging goals for oneself and to carry them through.


Summary and Conclusions


	This article was written with the aim of linking the scientific debate on motivation and volition to the debate on health behavior change. In recent years, numerous health psychologists have designed theoretical models to overcome older health behavior prediction models that did not account for stages of change, self-regulatory processes, or causal order among the predictors. One such model is the Health Action Process Approach that postulates a heuristic assembly of social-cognitive variables and makes a distinction between preintentional and postintentional motivation processes. It makes the claim, among others, that behavior-specific optimistic self-beliefs exert an influence at four points of the development of action, namely goal-setting, action initiative, maintenance, and recovery from setbacks. Beliefs can be the moving force while individuals proceed through a self-regulatory cycle. At different points in time, different patterns of social-cognitive predictor sets may emerge.


	Moreover, optimism has been found to be a double-edged sword. The optimistic bias predicts the opposite health behavior than the optimistic self-beliefs. Individuals who fall prey to optimistic bias do not feel the need to take precautions. In contrast, individuals with strong optimistic self-beliefs feel competent to change their behavior. Can someone distort a health risk (optimistic bias) and, at the same time, feel competent to change the risk behavior (optimistic self-beliefs)? To bridge this gap, a distinction has been made between defensive and functional optimism, with the former being dominant in self-regulatory threat appraisal processes, and the latter in self-regulatory goal attainment processes. Defensive optimism is related to health threats rather than to behavioral goals. Perceiving health risks, such as the lung cancer or myocardial infarct, is a lifelong perception with which people have to cope in the long run. Defensive optimism helps to maintain a positive outlook on life, thus allowing one to go through daily routines without constant worry, but it may also deter a person from taking necessary precautions. Functional optimism, in contrast, is a prerequisite for health behavior change and for self-promotion in general. This heuristic might help to stimulate further research on the diverse ways people may feel optimistic. 


	The personality-based view of optimism is further contrasted to the distinction between optimistic and realistic states of mind that have been found in experimental research inspired by volition theory. Social-cognitive theory claims that optimistic self-beliefs promote goal-setting, but volition theory states that people are less optimistic than realistic while they are in the preintentional stage. This conflict might stem from the misunderstanding that optimism is the opposite of realism. Rather, individuals can be optimistic and realistic at the same time, just as they can be pessimistic and unrealistic at the same time, too. The “window of realism” that has been found in the motivation phase when pros and cons are weighed pertains to a temporary drop in self-illusions, whereas after a decision has been made these self-illusions are resumed to bolster the translation of intentions into action. It also seems to be a matter of degree. Functional optimism is always useful, but it has to be accompanied by a realistic assessment of the situation when making difficult or far-reaching decisions about health behavior change. 
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Figure Captions


Figure 1. The Health Action Process Approach (HAPA).





Figure 2. Deliberation and resolution as factors in decision making.





Figure 3. The postintentional shift from realism to optimism.
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