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Key KnoWLeDge

 ■ resilience as a positive adaptation to adversity including 
the relative infl uence of protective factors with reference to: 
adequate diet and sleep (biological); cognitive behavioural 
strategies (psychological); support from family, friends and 
community (social)

 ■ models of behaviour change with reference to the 
transtheoretical model including the stages of pre-
contemplation, contemplation, preparation, action and 
maintenance/relapse.
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Unit 4 How is wellbeing developed and maintained?2

Mental health involves our state of mind and our 
ability to cope with the everyday situations we find 
ourselves in. When we are mentally healthy, we 
think, feel and behave in ways that enable us to cope 
with change and the challenges arising in the course 
of everyday life. We are also more likely to enjoy our 
relationships with others, benefit from opportunities 
and contribute productively to society. When we have 
a mental health disorder, this process is often a lot 
more difficult (ReachOut, 2016a).

Many factors contribute to the maintenance of 
mental health. In this chapter we examine a range 
of factors using the biopsychosocial model. These 
include biological factors involving adequate diet 
and sleep, psychological factors involving cognitive 
behavioural strategies and social factors involving 
support from family, friends and the community. 
Sometimes behaviour change is required to maintain 
or improve mental health; for example, by abandoning 
problematic behaviour (e.g. substance use) and/or 
adopting health-promoting behaviours (e.g. exercise). 
We examine how the change process may occur using 
the transtheoretical model of behaviour change. 
We start by revisiting resilience, focusing on how it 
contributes to maintenance of mental health.

Resilience
Not everyone copes effectively with stressors and 
other challenges that arise in everyday life. For 
example, some people ruminate and stay focused 
on negative emotions without doing anything to 
improve their situation, whereas others may rely 
on alcohol, drugs or another substance as a means 
of avoiding or alleviating adversity. These are 
examples of maladaptive ways of coping that are not 
associated with good mental health, especially when 
they become habitual. Nor do they demonstrate 
resilience, which is considered to be a positive way of 
maintaining mental health by adapting to adversity.

Resilience refers to the ability to successfully cope 
with adversity, and to ‘bounce back’ and restore 
positive functioning. It is considered a protective 
factor that is a strength or asset for ‘good’ mental 
health as it helps safeguard against the effects of risk 
factors for ‘bad’ mental health and minimises their 
impact. Resilience is sometimes described as being 
like the elasticity of a rubber ball — a property that 
enables it to resume its original shape and function 
without any significant damage after being bent, 
stretched or put under pressure. 

Many mental health professionals believe resilience 
to be an attribute that is essential to good mental health. 
Additionally, research studies have found that resilience 

enables people of all ages to endure and recover fully, 
despite suffering significant traumatic conditions of 
extreme deprivation, serious threat and major stress. 
This includes children in situations involving natural 
disasters, war or terrorism (Masten & Narayan, 2012).

Resilience is not merely coping or adaptive 
behaviour. Some psychologists have distinguished 
resilience from these and other concepts such as 
‘mental toughness’ or ‘invulnerability’ with reference 
to three key qualities: 
•	 the ability to achieve positive results in adverse 

situations
•	 the ability to function competently in situations of 

acute or chronic stress
•	 the ability to recover from trauma (Shastri, 2013).

Psychologists have studied resilience in adolescents 
and adults under stress and have identified a 
number of characteristics that enable someone to 
‘bounce back’ and get back on track when faced with 
adversity. People with a high level of resilience tend 
to have attributes such as:
•	 high self-esteem — a positive view of their overall 

self-worth; highly regard and value themselves 
•	 high self-efficacy — a strong belief in their abilities to 

accomplish a specific task and succeed
•	 a positive outlook in bad times as well as good, 

e.g. approach stressors with a sense of optimism, 
opportunity and hope; a sense of purpose or 
meaning in life

•	 flexibility, e.g. adapt more easily to adversity, use a 
range of effective strategies for coping with difficult 
situations and disruptions in their lives 

•	 good emotional control and regulation, e.g. capacity to 
manage strong feelings and impulses

•	 good interpersonal relationships and social support 
systems e.g. a sense of belonging; know other 
people they can talk to or to get help from in 
difficult times; caring and supportive relationships 
within and outside the family; feel part of the 
community

•	 ability to interpret stressors in appropriate ways
•	 ability to make realistic plans and take steps to carry 

them out
•	 skills in communication and problem solving (APA, 

2016c; Beyond Blue, 2016c; Mind Matters, 2016a). 
As described in chapter 11, resilience is not 

considered an ability that people either have or do 
not have, despite the fact that people may be referred 
to as ‘resilient’ or ‘not resilient’. Nor is resilience an 
innate or fixed, unchangeable ability. It involves 
behaviours, thoughts and actions that can be learned 
and developed in most people. For example, box 14.2 
describes various ways of building resilience.

<5 lines short>
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Figure 14.1 Resilience is considered a protective factor for ‘good’ mental health as it helps safeguard against the 
effects of risk factors for ‘bad’ mental health.

Resilience

High self-esteem

High self-ef�cacy

Positive outlook

Flexibility

Good emotional control and regulation

Good interpersonal relationships and
social support systems

Ability to interpret stressors

Ability to make realistic plans and take steps to
carry them out

Skills in communication and problem solving

Box 14.1

research on resilience in adolescence
Australian psychologists Sue Howard and Brice Johnson 
(2000) conducted research to investigate resilient 
behaviour in adolescents. 

Howard and Johnson described resilience as an 
unchangeable characteristic that is not innate but instead 
profoundly influenced by external factors. They proposed 
that resilience is influenced by:
•	 personal factors such as coping strategies and beliefs,
•	 family factors such as exposure to people who provide 

emotional and material support and who model social 
problem-solving,

•	 school factors that help adolescents develop a sense of 
purpose and autonomy and promote connectedness, as 
well as teach valuable life skills, and

•	 community factors that provide social, sporting and 
cultural activities and promote feelings of belonging 
and connectedness.
From a group of students identified as being ‘at risk’, 

71 interviews were conducted with 38 students who had 
displayed ‘resilient’ behaviour and 33 who had displayed 
‘non-resilient’ behaviour. Patterns and trends were identified.

According to Howard and Johnson, ‘resilient’ and ‘non-
resilient’ students talked in markedly different ways about 
their lives. For example, their results showed that:
•	 ‘Resilient’ students talked about accomplishments and 

personal achievements, skills and competencies of which 
they were proud, whereas ‘non-resilient’ students rarely did. 

•	 ‘Resilient’ students expressed a sense of belonging 
and connectedness to individuals, groups and 
institutions, whereas ‘non-resilient’ students talked less 
and/or less confidently about these things. 

•	 ‘Resilient’ students demonstrated a sense of autonomy 
and personal agency when they talked about their lives, 
whereas ‘non-resilient’ students were more inclined to 
indicate a sense of powerlessness and fatalism.

•	 ‘Resilient’ students had definite plans and positive 
views about their futures, whereas ‘non-resilient’ 
students had limited and less enthusiastic visions 
of the future and what it held in store for them.

Figure 14.2 Resilience is not an innate, 
unchangeable characteristic and is profoundly 
influenced by external factors.
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Box 14.2

Ten ways to build resilience
•	 Make connections. Good relationships with close family 

members, friends or others are important. Accepting 
help and support from those who care about you and 
will listen to you strengthens resilience. Some people 
find that being active in community groups, faith-based 
organisations, or other local groups provides social 
support and can help with reclaiming hope. Assisting 
others in their time of need also can benefit the helper.

•	 Avoid seeing crises as insurmountable problems. You 
can’t change the fact that highly stressful events happen, 
but you can change how you interpret and respond to 
these events. Try looking beyond the present to how 
future circumstances may be a little better. Note any 
subtle ways in which you might already feel somewhat 
better as you deal with difficult situations.

•	 Accept that change is a part of living. Certain goals may 
no longer be attainable as a result of adverse situations. 
Accepting circumstances that cannot be changed can 
help you focus on circumstances that you can alter.

•	 Move toward your goals. Develop some realistic goals. 
Do something regularly — even if it seems like a small 
accomplishment — that enables you to move toward your 
goals. Instead of focusing on tasks that seem unachievable, 
ask yourself, ‘What’s one thing I know I can accomplish 
today that helps me move in the direction I want to go?’

•	 Take decisive actions. Act on adverse situations as 
much as you can. Take decisive actions, rather than 
detaching completely from problems and stresses and 
wishing they would just go away.

•	 Look for opportunities for self-discovery. People often 
learn something about themselves and may find that they 
have grown in some respect as a result of their struggle 

with loss. Many people who have experienced tragedies 
and hardship have reported better relationships, 
greater sense of strength even while feeling vulnerable, 
increased sense of self-worth, a more developed 
spirituality and heightened appreciation for life.

•	 Nurture a positive view of yourself. Developing 
confidence in your ability to solve problems and 
trusting your instincts helps build resilience.

•	 Keep things in perspective. Even when facing very 
painful events, try to consider the stressful situation in 
a broader context and keep a long-term perspective. 
Avoid blowing the event out of proportion.

•	 Maintain a hopeful outlook. An optimistic outlook 
enables you to expect that good things will happen 
in your life. Try visualising what you want, rather than 
worrying about what you fear.

•	 Take care of yourself. Pay attention to your own needs 
and feelings. Engage in activities that you enjoy and 
find relaxing. Exercise regularly. Taking care of yourself 
helps to keep your mind and body primed to deal with 
situations that require resilience.

•	 Additional ways of strengthening resilience may be helpful. 
For example, some people write about their deepest 
thoughts and feelings related to 
trauma or other stressful events in 
their life. Meditation and spiritual 
practices help some people build 
connections and restore hope.
The key is to identify ways that 

are likely to work well for you as 
part of your own personal strategy for fostering resilience.
Source: American Psychological Association (2016). The road to 
resilience. (Psychology Help Center). Retrieved from http:// 
www.apa.org/helpcenter/road-resilience.aspx

TEDx talk on 
resilience and mental 
health 14m 4s

Learning acTiviTy 14.1

review questions
1 With reference to a specific life stressor, explain how 

resilience:
 (a) influences mental health
 (b) is influenced by mental health.
2 Why is resilience considered a ‘positive’ means of 

maintaining mental health? Explain with reference 
to an example of a ‘negative’ means of maintaining 
mental health.

3 (a) Construct a continuum of resilience and show where 
each of the following individuals would be likely to 
be plotted.
    (i) a person who ‘is resilient’
   (ii) a person who is ‘not resilient’
(iii) a mentally health person

(iv) a person with a mental health problem
(v) a person with a mental disorder.

 (b) What difficulties did you have in plotting each individual?
4 Consider the personal characteristics commonly 

associated with a high level of resilience.
 (a) List them in the order which you believe is most 

important for resilience.
 (b) Comment on whether a person can have 

a high level of resilience without any of the 
three characteristics at the bottom of your list.

 (c) What does your answer to b. suggest about the 
nature of resilience?

5 Read the research in box 14.1 on page 000 and 
comment on similarities and differences between the 
research findings and the personal characteristics 
reviewed for question 4.

Learning acTiviTy 14.2

reflection
Do you believe resilience is innate, learnt or a combination of both? Explain your belief.

UNCORRECTED P
AGE P

ROOFS



c14MaintenanceOfMentalHealth 5 22 August 2016 11:58 AMc14MaintenanceOfMentalHealth 5 22 August 2016 11:58 AM

cHAPteR 14 Maintenance of mental health 5

(1) vegetables and legumes/beans, (2) fruit,  
(3) milk, yoghurt and cheese, (4) lean meats (meats 
without a lot of fat), poultry, fish, eggs, tofu, nuts 
and seeds, and (5) grain (cereal) foods.

•	 Drink lots of water: The adult human body is up 
to 60% water so water is a very important part of 
an adequate diet. It’s recommended that we have 
around eight glasses of water every day, but the 
most important thing is to drink as much as we feel 
we need. Sometimes we’ll need more, such as when 
we exercise. 
 Soft drinks contain a lot of sugar and few 
nutrients, as do a lot of the fruit juices. Alcoholic 
drinks also have very little of nutritional value, so 
it’s best to limit intake. Coffee and energy drinks 
(which are made with caffeine and loads of sugar) 
can increase alertness and provide ‘pep up’, but this 
tends to pass quickly and can leave us feeling tired 
or sleepy as the effect wears off.

•	 Don’t skip breakfast and try to eat regularly 
throughout the day. Breakfast is important in 
re-fuelling the body with nutrients after sleep and 
energising the body for daily activities. Eating 
regularly helps maintain blood sugar and energy 
levels.

•	 Don’t rely on vitamin/mineral supplements.  
Real foods are the best source of vitamins and 
minerals, especially fresh or natural foods. While 
supplements are no substitute for a healthy 
diet, there may be occasions when they are 
helpful. For example, if under-eating and/or 
eating poor quality foods for prolonged periods, 
a multivitamin/mineral supplement can help 
meet nutritional needs until able to resume better 
eating patterns.

•	 Don’t rely on drugs and alcohol. Drinking alcohol, 
smoking cigarettes and taking other drugs for 
recreational purposes or to cope with a mental 
health problem all have nutritional consequences. 
Regular use of these substances can deplete the 
body of certain nutrients and disrupt regular 
eating patterns, worsening mood fluctuations and 
challenging a person’s ability to establish healthy 
eating habits. Tobacco smoking, for example, 
suppresses appetite and can lead to a person 
not eating enough. Thiamine and other vitamin 
deficiencies are common in heavy drinkers and 
these deficits can cause low mood, irritability and/
or aggressive behaviour. Cannabis can stimulate 
appetite and in some cases lead to over-eating; 
however, taking amphetamines can lead to going 
days without eating.
Beyond Blue has published a healthy eating guide 

for people with depression, anxiety and related 
disorders. The guide includes the above strategies. As 
shown in box 14.3, there are also other strategies and 
examples of mental health benefits associated with 
different strategies.

BiologicAl fActoRs
There are many biological interventions that can 
be used to help maintain or improve mental health. 
These include medications, breathing retraining, 
exercise and relaxation techniques such as meditation 
and yoga. What we eat and how well we sleep can 
also affect our mental wellbeing. 

In this section, we examine the potential benefits 
of having an adequate diet and adequate sleep. Both 
are considered protective factors against mental ill 
health and are achievable without support from a 
professional.

Adequate diet
Most people know that eating well is vital to good 
physical health and contributes to an overall healthier 
lifestyle. An adequate diet is important to proper body 
functioning. It not only reduces the risk of physical 
health problems such as cardiovascular disease and 
diabetes, but it can also help with sleep, energy 
levels, mood and mental health. We tend to generally 
feel better and have an overall sense of wellbeing 
when we eat well.

We are eating well when we have an adequate diet. 
Having an adequate diet means eating a good amount 
of a variety of different foods that maintains good 
health and makes us feel well as a result. It is not 
about the way we look or how much we weigh. Nor is 
it about counting calories or having tiny portion sizes 
(Reach Out, 2015).

There are some relatively simple guidelines 
for maintaining an adequate diet. One important 
guideline is that adequate diet needs to be 
‘balanced’. This basically means a diet with minimal 
amounts of the bad things (e.g. junk food and lots of 
sugars) and more of the good things (e.g. vegetables, 
fruit, grains and plenty of water). Adopting this 
guideline helps ensure we have enough of all the 
vitamins and minerals that help our body and brain 
function well. Generally, no food is off limits — it’s 
just a question of how often we eat certain foods 
and how much of them we eat. Eating when hungry 
and stopping when full is also useful (headspace, 
2016).

According to various mental health service 
providers such as Beyond Blue, Reach Out and 
headspace, a number of specific nutritional 
strategies can also help maintain mental health. 
These include:
•	 Eat a variety of foods: Each food contains its own 

unique vitamins and minerals. Therefore, in order 
for our body to have a balance of all the nutrients 
it needs, it’s important to eat lots of different foods. 
The Australian Guide to Healthy Eating recognises 
five main food groups, which are all equally as 
important when it comes to getting the nutrients 
we need. As shown in figure 14.3, these are 
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Figure 14.3 Australian guide to healthy eating. Legumes/beans are included twice because they are a source of 
protein as well as being vegetables.
Source: Australian Government National Health and Medical Research Council and Department of Health and Ageing (2015). Australian guide to 
healthy eating. Available at https://www.eatforhealth.gov.au/guidelines/australian-guide-healthy-eating

More information on the five food groups

Box 14.3

Dietary guidelines and mental health benefits

Dietary guideline for Australian Adults example of mental health benefit

Enjoy a wide variety of nutritious food. Increasing the variety in your diet can help stimulate interest in food when 
appetite is poor.

Eat plenty of vegetables, legumes 
and fruits.

Some of these foods, such as green leafy vegetables, are particularly good sources 
of folate. The nutrient folate has been shown to improve the effect of antidepressant 
medications.

Eat plenty of cereals (including bread, 
rice, pasta and noodles), preferably 
wholegrain.

Wholegrain cereals (those with intact kernels) and many fruits, vegetables and 
legumes have a low ‘glycaemic index’ which means that the sugar in these foods 
is absorbed slowly into the blood stream. This helps to stabilise blood sugars and 
optimise mental as well as physical performance.
 Wholegrain cereals are good sources of fibre. Eating high fibre foods daily 
and drinking plenty of water helps prevent constipation, a side-effect of some 
antidepressant medications.

Include lean meat, fish, poultry and/or 
alternatives.

These high protein foods are made up of amino acids — essential nutrients for 
repairing or building new cells. One essential amino acid is called tryptophan. 
Regular consumption of protein-rich foods ensures a steady supply of tryptophan 
to the brain where it is used to produce the neurotransmitter serotonin, low levels 
of which are associated with anxiety, depressed mood and disruptions to sleep.

Include milks, yoghurts, cheeses and/or 
alternatives.

Dairy products are ready to eat, nutrient-dense foods that can serve as palatable 
snacks for people experiencing loss of appetite and weight. Low-fat varieties are 
useful when trying to lose or maintain weight. Milk is a good source of tryptophan. 
A warm milk drink before bed can help induce sleepiness.
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Dietary guideline for Australian Adults example of mental health benefit

Drink plenty of water. This can help alleviate the side-effects of some psychotropic medications such as 
dry mouth and constipation. Drinking plenty of water also helps prevent dehydration. 
Even mild dehydration can affect mood, causing irritability and restlessness. 

Limit saturated fat and moderate total 
fat intake.

This assists with weight control and promotes a healthy metabolism and 
healthy heart.

Limit your alcohol intake if you 
choose to drink.

Heavy drinking can actually contribute to depression or make it worse, since 
alcohol is a depressant. Even at moderate levels, alcohol can interact with 
antidepressant medication, reducing its effectiveness. 

Consume only moderate amounts of 
sugar and foods containing added sugar.

Many high sugar foods are not good sources of essential nutrients. 
 High sugar foods such as cakes, pastries and biscuits are often high in 
saturated fat and kilojoules that increase blood cholesterol and encourage weight 
gain. Other foods/drinks such as soft drink have a high glycaemic index, causing 
an initial surge of sugar (glucose) into the bloodstream. This effect soon wears off, 
leaving a person feeling tired and low.

Additional suggestions

Limit caffeine intake. For people who experience anxiety, avoiding caffeine is wise. Caffeine, especially 
for those who are particularly sensitive to it, increases anxiety and contributes to 
insomnia. Coffee, tea, energy drinks (such as ‘Red Bull’ and ‘Guarana’) and cola 
drinks all contain caffeine, as do cocoa and chocolate in lesser amounts. 
 For those who don’t experience anxiety, limiting daily caffeine intake to the 
equivalent of two cups of coffee, or four to five cups of tea is acceptable. 

Eat regular meals (and snacks if hungry) 
throughout the day.

This helps stabilise blood sugars and mood.

Source: Beyond Blue. Healthy eating for people with depression, anxiety and related disorders (Fact sheet 30). Retrieved from https://www.bspg.com.au/
dam/bsg/product?client=BEYONDBLUE&prodid=BL/0353&type=file

Learning acTiviTy 14.3

reflection
Comment on the accuracy of the adage that ‘you are what you eat’ and its relevance to mental health.

Adequate sleep
Sleep is an essential, naturally occurring, involuntary 
process, without which we cannot function at our 
best. We cannot avoid the need for sleep. Eventually 
our body shuts down and we sleep whether we want 
to or not. We have all experienced the effects of going 
without sleep for varying periods of time so we know 
it is important for maintaining good mental health as 
well as physical health. It is as vital to our functioning 
as eating, drinking and breathing. 

The way we think, feel and behave while awake 
depends in part on what happens while we sleep. 
During sleep, we undergo a number of important 
maintenance processes that help us to function 
and be productive during waking time. According 

to restoration theory, our body undergoes repair 
and replenishes resources depleted during the 
major waking period. Additionally, sleep triggers 
the release of hormones that affect growth and 
other functions. Sleep may also give our brain some 
‘down time’ to process information and to form or 
consolidate new pathways to help us remember 
what we learnt when awake and ensure the relevant 
knowledge and skills are available when needed. 

We all need to make sure we get the right amount of 
sleep, and enough good quality sleep. There is no set 
amount of sleep that is appropriate for everyone. The 
amount of sleep people need is a highly individual 
matter and varies in relation to age, lifestyle, sleep 
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habits and many other factors. Good quality sleep tends 
to be the result of spending enough uninterrupted time 
in both NREM and REM sleep, including enough deep 
sleep which helps us feel refreshed. It also depends on 
whether we are sleeping at a time when our body is 
prepared and ready to sleep.

Generally, an adequate amount of total sleep time 
is about 10 hours per night for school age children, 
about 9 hours for teenagers and about 8 hours 
for adults. Elderly people tend to need less sleep 
(see table 14.1). However, some people in these 
lifespan stages can cope very well with much less 
sleep and some need much more every night. In 
particular, there are some people who are genuine 
short sleepers (sleep less than 5.5 hours per 24 hour 
period) or long sleepers (more than 9.5 hours). 
Overall, adequate sleep tends to be more about 
waking up feeling rested, refreshed and ready for 
the day and feeling positive about ourselves and our 
abilities, rather than getting a certain number of 
hours (Bruck, 2006; SHF, 2016c).

Inadequate or poor sleep can adversely affect 
mental health by impairing affective, behavioural 
and cognitive functioning. You are familiar with 
many of these impairments, especially sleepiness 
and fatigue. For example, a 
sleepy and fatigued person tends 
to be irritable, have difficulty 
controlling their emotions 
(often resulting in amplified 
emotional responses), have a 
lower level of alertness, difficulty 
maintaining concentration, be 
slower to react and make more 
mistakes. They also tend to have 
lapses in memory, think less 
clearly, make poor judgments 
and be more accident prone 
when compared with people 
who are not sleepy and fatigued. 
These types of side-effects of 
inadequate sleep can affect 
our overall sense of wellbeing. 
Additionally, when moody or 
over-reacting emotionally, we 
can have problems getting along 
with others and may not be 
particularly pleasant company. 
Sometimes we can even have 
problems simply making 
conversation. Consequently, 
inadequate sleep can also affect 
our relationships with others and 
thereby further compromise our 
mental health.

There is considerable research 
evidence that indicates a strong 
link between sleep and mental 

Figure 14.4 Adequate sleep — the right amount of sleep, and enough 
good quality sleep — is vital for mental health.

health. In particular, many people who experience 
mental health problems also experience sleep 
problems. As described in chapter 12, poor sleep 
quantity or quality over a sustained period is 
considered a risk factor for the development or 
perpetuation of a range of mental disorders, including 
mood, anxiety, addictive, personality and psychotic 
disorders.

In the same way that a healthy diet can help 
improve our mental health, so can sleep. There is 
no doubt that adequate sleep can help us think, feel 
and do better as well as enhance our enjoyment 
of life in general. This may require some time and 
effort, but it’s worth it. For many people, it may 
simply be a case of making small attitude or lifestyle 
adjustments (i.e. improving sleep hygiene). For those 
with insomnia or another sleep disorder it may be 
necessary to seek professional support. 

There is no universal answer to the question of 
what constitutes ‘adequate sleep’. What is important 
is that people should find out how much good quality 
sleep they need and develop good sleep hygiene 
to ensure that they achieve this on a regular basis 
(Mental Health Foundation, 2011).
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TaBLe 14.1 Recommended sleep according to age

Age Recommended May be appropriate not recommended

Newborns 0–3 months 14–17 hours 11–13 hours 
18–19 hours

Less than 11 hours  
More than 19 hours

Infants 4–11 months 12–15 hours 10–11 hours  
16–18 hours

Less than 10 hours  
More than 18 hours

Toddlers 1–2 years 11–14 hours 9–10 hours  
15–16 hours

Less than 9 hours  
More than 16 hours

Preschoolers 3–5 years 10–13 hours 8–9 hours  
14 hours

Less than 8 hours  
More than 14 hours

School-aged children 6–13 years 9–11 hours 7–8 hours  
12 hours

Less than 7 hours  
More than 12 hours

Teenagers 14–17 years 8–10 hours 7 hours  
11 hours

Less than 7 hours  
More than 11 hours

Young adults 18–25 years 7–9 hours 6 hours  
10–11 hours

Less than 6 hours  
More than 11 hours

Adults 26–64 years 7–9 hours 6 hours  
10 hours

Less than 6 hours  
More than 10 hours

Older adults ≥ 65 years 7–8 hours 5–6 hours  
9 hours

Less than 5 hours  
More than 9 hours

Note: The above sleep duration recommendations are based on a report of an expert panel convened by the US based National Sleep Foundation and 
published in 2015 in their journal Sleep Health. 

Source: Sleep Health Foundation (2016). How much sleep do you really need? Retrieved from http://www.sleephealthfoundation.org.au/public-information/
fact-sheets-a-z/230-sleep-needs-across-the-lifespan.html

National Sleep Foundation (America) online Sleep IQ quiz

Learning acTiviTy 14.4

reflection
Comment on whether the consequences of inadequate sleep tend to be underestimated by many people or not taken 
as seriously as they should be.

PsycHologicAl fActoRs
People who are mentally healthy usually think 
logically and clearly and tend to have a positive view of 
themselves and life in general. Their generally positive 
attitude helps them be productive, realise their abilities, 
cope effectively with the challenges and stressors of 
everyday life, and to fully enjoy and appreciate other 
people, day-to-day life and their environment in general. 
Establishing positive thinking patterns (rather than 
negative) and having the ability to question erroneous, 
dysfunctional or unrealistic thoughts and expectations 
is an important means of maintaining mental health. 
One of the ways in which this can be achieved is to use 
cognitive behavioural strategies.

cognitive behavioural strategies
cognitive behavioural strategies are techniques drawn 
from cognitive behavioural therapy (CBT) to identify, 

assess and correct faulty patterns of thinking or 
problem behaviours that may be affecting mental 
health and wellbeing. For example, a technique such 
as cognitive restructuring aims at replacing erroneous 
or dysfunctional thoughts with more helpful 
cognitions. In turn, this can help reduce problem 
thoughts, as well as ways of feeling and/or behaving 
that are influenced by those thoughts. Similarly, a 
behavioural technique may be used to maintain or 
improve mental health through behaviour change. For 
example, this could involve skills training that targets 
a specific area of functioning, such as breathing or 
relaxation training to help with stress management, 
learning anger management skills to help control 
emotional reactivity, social skills training to improve 
ways of interacting with others or training that 
focuses on improving parenting skills (APS, 2010).  
Box 14.5 includes an example of a behavioural 
technique involving activity scheduling.
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Dysfunctional thoughts, often referred to as 
cognitive distortions by CBT practitioners, can be 
habitual ways of thinking that adversely impact on 
mental health. For example, if you get an assignment 
back that contains a number of criticisms and is 
accompanied by a low mark despite your having 
made a big effort, you may think, ‘I am so dumb, 
I am hopeless. I will never be able to do well in 
this subject’. This, in turn, may lead to a mentally 
unhealthy feeling of helplessness or worthlessness 
in that subject and may result in you not trying to 
do well in the future. According to the principles of 
CBT, you can change the way you feel and behave 
by thinking about a situation in a more positive and 
optimistic way. For example, when you next get low 
marks for an assignment for which you made a big 
effort, instead of thinking, ‘I am dumb, I am hopeless, 
I will never do well in this subject’ change your 
thinking to, ‘This was a difficult task, I know I can 
do better next time. Just because I haven’t done well 
on one assignment doesn’t mean I have failed this 
subject or that I can’t do well in the future.’ Examples 
of other cognitive distortions, called ‘thinking errors’, 
are outlined in box 14.4.

Some cognitive behavioural strategies can be 
used without the need for specialist intervention. 
For example, journals or diaries with ‘daily thought 
records’ can be kept to identify and correct 
problematic ways of thinking. A typical thought 
record would include notes such as the situation 
where the negative thought occurred, details of the 
negative thinking (including any initial ‘automatic 
thoughts), and emotions and behaviours that may 
have occurred with the thoughts. These records can 
then be analysed using various cognitive strategies. 

For example, Beyond Blue (2016c) outlines the 
following five strategies that can be used to identify 
and challenge negative, irrational and unhelpful 
thoughts.

Strategy 1: Consider the evidence
If you find yourself thinking negatively about an 
event or situation, ask yourself, ‘What evidence do 
I have that this is actually true or going to happen?’ 
Chances are, you don’t have any evidence and you’re 
worrying without good reason. 

Strategy 2: Is there an alternative explanation? 
If you have it in your head that an event happened 
because of something you did or didn’t do, ask 
yourself: is there an alternative to that explanation? 

Strategy 3: What would you say to a friend who is 
thinking like that? 
It is the easiest thing in the world to call yourself 
unpleasant names when you make a mistake. But, 
as you will appreciate, unhelpful and negative self-
talk can be very harmful and discouraging. So, if you 
find yourself in a situation where you are tempted 
to call yourself stupid, an idiot or refer to yourself in 
some other unpleasant way, act like your own best 
friend, and say something helpful like, ‘Chill out. It 
was a mistake, you didn’t do it on purpose.’

Strategy 4: What is the likelihood? 
Again, it is easy to imagine the worst when something 
important to you happens or remains unresolved. In 
these situations where your imagination is tempted 
to run wild with negative possibilities, ask yourself, 
‘What is the likelihood?’ When you think rationally 
and objectively, you can reduce your stress and help 
yourself feel a bit better.

Figure 14.5 Using CBT, negative thoughts that underlie dysfunctional feelings and behaviour can be changed.

Event

Receiving a
low mark on an 

assignment

Thoughts Feelings Behaviour

Thoughts Feelings Behaviour

‘I am so dumb. I am 
hopeless. I will never 
be able to do well in 

this subject.’

Anxious,
worthless

Give up, make no effort 
on work for this subject 

in the future

‘This was a difficult task.
I know I can do better

next time, one bad result 
doesn’t mean I have
failed the subject.’

Disappointed, but not 
devastated. 

More optimistic

Try harder in this 
subject in the future
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Strategy 5: Is there a more helpful way to think about this?
This is about looking at an event (even one with a less 
than ideal outcome) and working out if there is a way 
to think about it that isn’t just going to make you feel 
miserable. For example, suppose you discover that you 
have no money left in your bank account and became 
really stressed because you thought you had enough 
to do something special with a friend. Will that make 
the money problem disappear? No. Mistakes and 
disappointments arising from mistakes are inevitable in 
life — they are how we learn. And a big part of learning 
is looking at everything that happens, good and bad, 
in helpful ways. If you think in a more constructive or 
helpful way in this situation, then you might realise 
the need to create and stick to a budget in the future. 
This helps ensure the you don’t make the same mistake 
again. Knowing this can actually make you feel a lot 
better. (Source: https://www.beyondblue.org.au/
docs/default-source/senseability/thinking-strategies.
pdf?sfvrsn=2)

Figure 14.6 When situations are viewed in a negative, 
distorted or illogical manner, this can adversely affect 
emotions and behaviours, and even cause physical 
symptoms. When using a cognitive behavioural strategy 
such as cognitive restructuring, individuals alter the way 
they think about situations to do so in a more rational, 
balanced and realistic manner, which in turn can reduce 
negative consequences and help maintain mental health.

Box 14.4 

Source: beyondblue (2016). Download SenseAbility. 
Retrieved from https://www.beyondblue.org.au/
docs/default-source/senseability/common-thinking-
errors.pdf?sfvrsn = 2

beyondblue video on common thinking 
errors 5m 12s
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Box 14.5

activity scheduling
Activity scheduling is sometimes used by CBT 
professionals as a treatment intervention for people 
with depression. Generally, this behavioural technique 
is designed to maximise engagement in mood-elevating 
activities. These can be as simple as going for a walk or 
calling a friend. 

Steps involved in implementing an activity schedule 
typically include: 
1 Monitor current activities: the person lists all 

activities they engage in during the day on an 
hourly basis. They then rate each hour’s activity 
on two dimensions: pleasure (level of satisfaction 
experienced) and mastery (level of accomplishment). 
Each dimension is rated on a 10-point scale, with 
0 equivalent to ‘no pleasure’ and ‘no mastery’  
and 10 equivalent to ‘maximum pleasure’ and 
‘complete mastery’. Monitoring activities in this 
way typically reveals that someone with depression 
is engaging in very few rewarding activities. Often 
they spend hours in activities with a low level 
of satisfaction and accomplishment, such as 
watching television or sitting around mulling over 
negative thoughts. 

2 Develop a list of rewarding activities: the next step is 
to list potentially rewarding activities with which the 

person may engage. A goal is to include activities 
the person currently enjoys, activities the person has 
enjoyed in the past when not depressed and activities 
the person has thought about trying but never has.

3 Plan rewarding activities: the person is asked to 
schedule some activities from the rewarding activity 
list so that they can be undertaken. As part of this 
process, the person may be asked to predict in 
advance how much enjoyment and mastery they think 
they will experience from the activity, again using a 
10-point scale. 

4 Complete planned activities: the person engages in 
the planned activities according to the schedule, rates 
each activity for mastery and pleasure and records 
these ratings. 

5 Evaluate the schedule: after engaging in pleasurable 
activities for a week or so, the schedule is evaluated 
through discussion with the professional to find out 
whether it is having its intended effect of lifting the 
person’s mood. This could, for example, require the 
person to obtain a ‘mood rating’ for each day they 
followed their plan and a ‘mood rating’ for each day 
they did not. If the schedule is not having any impact 
on the person’s mood, it is possible that they have 
chosen activities that are too hard, that require too 
much planning or that they don’t really enjoy.

time thursday friday saturday sunday 

9–10  am School School Play tennis Go for jog 

10–11 School School Play tennis Clean up room and do 
washing, Facebook 

11–12 School School Catch up and lunch 
with friends 

Homework 

12–1  pm Lunch Lunch Lunch with friends Lunch with mum 

1–2 School School Casual job Homework 

2–3 School School Casual job Homework 

3–4 School School Casual job Homework 

4–5 Visit grandparents Read school novel Casual job Facebook, Instagram 

5–6 Facebook Read school novel Do chores at home,  
Facebook

Help brother make dinner 

6–7 Eat with family and clean  
up 

Eat with family and clean  
up 

Eat dinner at friend’s  
house 

Catch up with cousins 

7–8 Homework Watch TV, Facebook Go to movie Catch up with cousins 

8–10 Homework, Facebook,  
sleep 

Watch TV, Facebook,  
sleep 

Go to movie, Facebook,  
sleep 

Organise the week, 
read school novel, 
Facebook, sleep 

<6 lines sHoRt>
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sociAl fActoRs
The growing prominence of the biopsychosocial 
model has placed increased emphasis on the 
importance of social factors that can affect our mental 
health, particularly the amount and type of support 
received from family, friends and community.

support from family, friends 
and community
Being connected with other people and the 
community in general is an important part of mental 
health. As well as the social needs that are fulfilled 
through our interactions with others, connectedness 
helps ensure access to social support. 

social support generally refers to the assistance, 
care or empathy provided by people to each other. 
The people who provide social support can vary and 
include anyone with whom we may have a relatively 
stable or ongoing relationship, although this does not 
necessarily mean a close interpersonal relationship 
or an intimate relationship. For example, people 
who may provide social support can include family 
members, friends and people in the local and wider 
community, such as peers at school, teachers we 
trust, work colleagues, members of a church or self-
help group to which we may belong, professionals 
(e.g. family doctor, a counsellor or psychologist) 
and even people with whom we may connect in the 
‘virtual community’ through telephone help lines or 
online support groups and chat rooms.

When affected by a mental health problem, people 
often don’t feel like mixing with others. There is a 
tendency to avoid seeing friends and family as usual. 
Some people may even avoid going to school and skip 
other commitments within their community such 
as a casual job or sports training. Interacting with 
others can just seem too overwhelming and difficult. 
It can often be more comfortable and feel easier to 
be alone. However, research findings indicate that 
isolating oneself from others instead of seeking some 
form of social support when experiencing a mental 
health problem is not usually helpful. For example, it 
can make the person feel worse and delay access to 
receiving treatment that can be helpful (SANE, 2016c). 

One Australian study involving more than 2500 Year 
8 students aged 13–14 years old from 26 Victorian 
secondary schools found that those who reported poor 
‘social connectedness’, defined as having no one to talk 
to, no one to trust, no one to depend on, and no one who 
knows them well, were between two and three times 
more likely to experience depressive symptoms compared 
with those students who reported the availability of more 
confiding relationships (Glover, et al., 1998). More recent 
studies with samples of varying ages, socioeconomic 
and cultural backgrounds have also obtained results 
indicating that social support is a significant contributor 
to good mental health (Leach, 2015; Sohlman, 2004). It 

also seems that young people tend to be more likely to 
seek or recommend help for a friend, than to seek help 
themselves (Reach Out, 2016b).

According to SANE Australia (2016c), when someone 
is affected by mental health problems, other people 
can often be the best medicine. Making the effort to 
see or stay in touch with other people is likely to result 
in feeling better, and, in some cases, can be a critical, 
even life-saving means of support. This includes efforts 
that may involve contacting or seeing others only for 
short periods or in ways in which the individual feels 
comfortable; for example, catching up on the phone, 
posting a comment on Facebook or going to a movie 
with a friend or family member. Similarly, it can make 
a difference to go out into the community where it may 
be possible to have a chat with someone at the local 
shopping strip or mall. People seem to be inherently 
predisposed to be social, and really do feel better and 
more connected after even a brief encounter.

American psychologists Jerry Suls and Kenneth 
Wallston (2003) have proposed that social support tends 
to have four main forms: appraisal support, tangible 
assistance, informational support and emotional support. 

Appraisal support is help from another person that 
improves someone’s understanding of their mental 
health problem and the resources and coping strategies 
that may be needed to deal with it. For example, through 
appraisal support from a family member, friend or an 
online forum discussion, a person facing a stressful 
event can determine how threatening the stressor 
actually is and can reduce uncertainty associated with 
the nature of the stressor and its potential impact. 

Having someone else to talk to may alleviate the 
impact of a mental health problem by providing a 
solution to the problem, by reducing the perceived 
importance of the problem, or by providing a 
distraction from the problem. In addition, the 
perception that others can and will provide assistance 
may help redefine the ‘harm’ potential of a situation 
and bolster a person’s perceived ability to cope with 
imposed demands, thereby preventing a problem or 
situation from being appraised as unmanageable or 
highly stressful (Cohen & Pressman, 2004; Kawachi & 
Berkman, 2001; Maulik, Eaton & Bradshaw, 2010).

Tangible assistance involves the provision of material 
support, such as services, financial assistance or 
goods, that may help offset the effects of a mental 
health problem. Delivering sandwiches or a casserole 
to someone who has lost their job or struggling to 
cope with the death of a loved one is an example of 
this type of support. Access to tangible assistance 
means that the person will not have to perform 
certain routine chores at a time when their energy 
and enthusiasm for such tasks may be low. It can also 
indirectly provide psychological support by helping 
break down feelings of isolation (e.g. ‘I am in this 
alone’) and reinforcing feelings of connectedness with 
family, friends and community.
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Other people, including community groups and 
agencies, can also provide informational support 
about how to cope with a mental health problem, 
symptoms or contributory factors. For example, a 
person experiencing stress because of difficulties 
managing their workload may get information from 
co-workers about strategies that could be effective, 
such as going to the HR department for advice or how 
to best approach their team leader or supervisor for 
training or job restructure. Similarly, online support 
groups and forums can provide a non-threatening, 
anonymous space to access or exchange information 
and tips on mental health issues of concern.

Family, friends and the community can also provide 
emotional support; for example, through expressions of 
empathy and by reassurance that a person is cared for, 
valued and will be helped in any way required. The 
warmth and nurturing provided by other people can 
enable a person with a mental health problem to be 
more confident about coping and outcomes, based on 
the realisation that they have access to social support 
when needed. Consequently, social support also 
decreases one’s feelings of loneliness and isolation, 
which in turn helps maintain an individual’s mental 
health (Hall-Lande, et al., 2007).

Figure 14.7 Support from others is considered vital to 
maintaining mental health. 

Figure 14.8 The ‘virtual community’ may be a source of support.
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Social mums beat the blues
New mums are at lower risk of postnatal 
depression if they stay connected with their 
important social networks.

That’s the central finding from a study by 
Magen Seymour-Smith of The University of 
Queensland School of Psychology.

‘The period after a woman gives birth is 
a time of significant identity change’, Ms 
Seymour-Smith said.

‘We studied 1084 Australian women who 
gave birth over a 10-year period and sur-
veyed them at two points in time.’

‘The first survey was completed in the 
year before they had a baby and the second 
between one and 12 months after childbirth.’

‘Analysis revealed that mothers with high 
levels of social support before birth were 

protected against mental health decline — 
but only if they kept a similar amount of 
support afterwards.’

Mothers who lost some of their previously 
high social support network had a higher risk 
of mental health decline.

‘Becoming a mother for the first time can 
be an exciting and wonderful time’, Ms Sey-
mour-Smith said.

‘However, for some women the arrival of 
the “bundle of joy” is an overwhelming life 
transition that leaves them feeling afraid, 
anxious and alone.’

‘Why do some women embrace parent-
hood and seemingly thrive in their new roles, 
but others develop severe mental illness 
during this time of life transition?’

‘This is the focus of our current research.’
Postnatal depression is estimated to affect 

10–20 per cent of first-time mothers.
Symptoms can include severely depressed 

mood, anxiety, fatigue, compulsive thoughts, 
loss of control, feelings of inadequacy, 
irrational fears and an inability to cope.

Source: The University of Queensland news, 
September 2015, https://www.uq.edu.au/

news/article/2015/09/social-mums-beat-blues

Social mums beat the blues

Learning acTiviTy 14.5

Summarising protective factors for mental health
Complete the following table to summarise the infl uence of biopsychosocial protective factors for mental health.

Protective factor What is it? How it may infl uence mental health examples

Biological
 – adequate diet
 – adequate sleep

Psychological
cognitive behavioural strategies

social
support from family, friends 
and community

Learning acTiviTy 14.6

Media analysis/response 
Read the article ‘Social mums beat the blues’ on 
page 000 and answer the following questions.
1 What is the article about?
2 Suggest a hypothesis for the research that would be 

supported by the results obtained. 
3 Identify the sample and population used in the research.
4 Identify the research and data collection methods.
5 What do the results suggest about social support 

as a protective factor for mental health? Explain 
your answer.

6 Identify a potential confounding variable that could 
have affected the results of this study and suggest a 
way of controlling its infl uence. 

7 Comment on whether maintaining social support after 
the birth of a child could reduce stigma that might 
inhibit access to treatment for postnatal depression.

8 Comment on the usefulness of the article in increasing 
community awareness of social support as a 
protective factor.
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tRAnstHeoReticAl MoDel of 
BeHAvioUR cHAnge
It should not be surprising that many people frequently 
engage in behaviours that are not associated with good 
mental or physical health. For example, they may 
maintain a poor diet with way too much junk food, have 
sleep habits that result in inadequate sleep quantity 
and quality, smoke cigarettes, misuse or abuse alcohol 
on a regular basis, or spend so much time playing video 
games that it is detrimental to their relationships with 
family, friends and community engagement.

It is also common for people to want to change their 
behaviour at some point in time, especially when they 
consider a behaviour to be unhealthy or problematical 
in some way. For example, they may decide to modify, 
limit or abandon a problem behaviour altogether.

Changing health-related problem behaviour tended to 
be viewed in psychology as a single, ‘one-off’ event rather 
than a process that takes time. This view assumed that 
the determinants of an individual’s behaviour were static 
and did not change over time. For example, some people 
may smoke cigarettes for many years without taking the 
threats associated with their smoking very seriously as 
long as they do not have any symptoms. However, once 
symptoms such as coughing and shortness of breath are 
experienced, they may seek to change their behaviour. 
They may, for example, decide to exercise more to 
compensate for their respiratory problems, to cut back 
on the amount of their smoking, or to quit altogether. 
Consequently, alternative ‘stage-based’ models emerged 

to allow for the fact that people can be in different 
stages of readiness for change at different times in their 
lives and that their readiness for change may change 
drastically over time. One of the best known stage-based 
models is the transtheoretical model.

The transtheoretical model of behaviour change is 
a stage-based model that describes and explains how 
people intentionally change their behaviour to achieve 
a health-related goal. Also called the stages of change 
model, it describes health-related behaviour change as 
a complex process that takes place gradually over time 
through a sequence of stages that have to be passed 
successfully. The model explains the process of change 
in the context of substance use and dependence.

There are five ‘stages of change’ in the transtheoretical 
model. These are phases that people go through 
gradually at their own pace as they attempt to change 
their behaviour, but not necessarily in a linear 
order where one stage is reached after another in a 
straightforward way.

As shown in figure 14.9, people may move from one 
stage to another in a spiral fashion. This can include 
movement to a new stage as well as movement back 
to a previous stage, until they have finally completed 
the process of behaviour change. The model therefore 
allows for setbacks during the change process. For 
example, it is likely that the person who decides to 
severely cut back their video gaming time to allow for 
better sleep hygiene will experience several setbacks as 
they attempt behaviour change.

Termination

Pre-contemplation Contemplation Preparation

Pre-contemplation

Maintenance

Contemplation Preparation Action

Action

Figure 14.9 Transtheoretical model of behaviour change. This is represented as a spiral process, involving progression 
through a series of five stages until the process is complete (i.e. termination). Each loop of the spiral consists of the stages 
pre-contemplation, contemplation, preparation, action and maintenance. A loop is used because the behavioural change 
is not necessarily linear whereby this is only forward progression from one stage to another in a sequence. Most people 
experience setbacks and may therefore recycle through a stage or return to a previous stage from a later one.
Source: Based on Prochaska, J, O., DiClemente, C. C., & Norcross, J. C. (1992). In search of how people change: Applications to addictive behaviors. 
American Psychologist, 47(9), 1102–1114.
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The transtheoretical model was originally devised 
by American psychologists James Prochaska and 
Carlo DiClemente (1982, 1983) on the basis of 
research with people who were trying to quit 
smoking. They compared the experiences of self-
changers who were trying to quit smoking on 
their own with those smokers using professional 
treatments. The participants were found to be 
using different processes at different times of their 
challenges with smoking. This led Prochaska and 
DiClemente to identify and describe the five ‘change’ 
stages of their model. They called their model 
‘transtheoretical’ because it draws on a range of 
different theories of psychotherapy and behaviour 
change, rather than a single theory (Prochaska, 1979).

In conducting their research on which their model 
is based, Prochaska and DiClemente also found that 
individuals were more likely and able to quit smoking 
on their own if they were ‘ready’ to do so. Their 
model therefore recognises that different individuals 
are in different stages of ‘readiness’ for behaviour 
change. This includes people who are ready for or 
want to make an immediate or permanent change. 

The transtheoretical model has been revised or 
adapted since it was first proposed in the early 1980s, 
but the basic principles and stages have generally 
remained intact. Self-efficacy is considered an 
important influence in the transition from one stage 
to another; for example, an individual’s perception of 
their ability to achieve their target behaviour. 

The five stages of the transtheoretical model are 
called pre-contemplation, contemplation, preparation, 
action and maintenance.

Pre-contemplation stage
People in this stage are not ready to change and have  
no intention of taking any action to change or abandon  
a problem behaviour in the foreseeable future,  
a timeframe defined or operationalised as 
‘within the next six months’. They also tend to 
defend their problem behaviour.

Generally, there is no intention to change 
because they do not view their behaviour as 
a significant problem, so there is a lack of 
motivation for change. This is reflected in 
comments such as ‘As far as I’m concerned, I 
don’t have any problems that need changing’ 
and ‘I guess I have faults, but there’s nothing 
that I really need to change’. In addition, 
the positives or benefits of the problem 
behaviour tend to outweigh any costs or 
adverse consequences so they are happy to 
maintain their behaviour and not make any 
change. 

However, people in this stage tend to 
underestimate the benefits of change and 
overestimate the costs of change to justify 
their inaction. Some people who smoke, 

Figure 14.10 During the pre-contemplation stage, the individual 
has no intention of changing their behaviour within the foreseeable 
future (operationalised as ‘within the next six months’). 

for example, may believe that because they exercise 
regularly, they will not suffer the negative health 
effects of smoking and that if they stop smoking, 
they will gain weight and therefore suffer the much 
worse health consequence of obesity. They may also 
believe that although other people have suffered 
negative outcomes from the behaviour, they have 
some unique personal invulnerability. For example, 
someone may defend their cigarette smoking by 
claiming they are genetically immune from damage 
because their grandparents smoked and lived to a 
very old age, or someone who regularly drink-drives 
may claim that they actually drive better when drunk 
(Sanderson, 2013). 

When someone tries to talk to a person in the pre-
contemplation stage about their problem behaviour, 
the person tends to ‘tune out’ or change the subject. 
Basically, they are not open to change and therefore 
feedback or advice from others.

Individuals in this stage may also lack confidence 
in their ability to successfully abandon problem 
behaviour or to engage in and maintain new 
behaviour. For example, they may lack the confidence 
and therefore the motivation to change their 
behaviour as a result of past failed attempts to do so, 
or change may have been achieved but it couldn’t be 
sustained. 

For an individual to move out of the pre-
contemplation stage, they tend to need to 
experience a negative emotion or mood state 
in relation to their problem behaviour and its 
consequences. In addition, they must be prepared 
to acknowledge that their behaviour is problematical 
and feel some motivation to change (Prochaska, 
Norcross & DiClemente, 2013; Prochaska & 
Prochaska, 2011; Velicer, et al., 2000).
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contemplation stage
When people reach this stage they think about the 
possibility of changing their behaviour. For example, 
a smoker may have heard about the possible serious 
consequences of prolonged smoking and may 
wonder whether to quit. However, they tend to feel 
ambivalent, or have ‘mixed feelings’, about taking the 
next step. On the one hand their problem behaviour 
has its positives. On the other hand, they are starting 
to recognise some adverse consequences of the 
behaviour as well as their personal vulnerability to 
those consequences.

Although people in this stage may begin to 
consider making a change (e.g. ‘I may start to think 
about how to quit smoking’) they do not actually 
initiate any behaviour change. Instead, they think 
about changing, weigh up the ‘pros’ and ‘cons’, realise 
that making a change would probably be a very good 
idea and seriously consider taking action to change 
their behaviour at some time ‘within the next  
six months’. 

People in this stage may also start seeking 
information on the negative effects of their behaviour 
as well as strategies for changing their behaviour. This 
is reflected in comments such as, ‘I have a problem 
and I really think I should work on it’ or ‘I’ve been 
thinking that I might want to change something about 
myself’. However, weighing up the pros and cons in 
their cost–benefit analysis of making the change can 
cause them to remain in this stage for a long time 
without actually making any adjustments to their 
behaviour.

Preparation stage
This stage generally involves mental ‘preparation’ 
for the desired behaviour change by formulating 
intentions and an action plan for change. For 
example, a smoker may formulate the intention to 
quit smoking during their next vacation and may 
plan to use nicotine gum as a substitute, and avoid 
coffee and alcohol which they associate with their 
smoking. 

People in this stage have made a commitment to 
change their behaviour and intend to take action to 
ultimately abandon or change the problem behaviour 
‘within the next 30 days’. They see the cons of 
behaviour change as continuing to outweigh the pros 
but they are less ambivalent about taking the next 
step. This is reflected in comments such as, ‘I’ve got 
to do something about this. This is serious. Something 
has to change.’

The stage may also involve preparation for change 
with behavioural activity involving small steps 
towards the desired behaviour change. For example, 

the cigarette smoker may decrease the number of 
cigarettes they smoke each day, or delay the time 
they have their first cigarette each day in preparing to 
quit entirely.

Although individuals in this stage are often 
highly motivated to change, they may vary in how 
confident they are in achieving success. Many tend 
to believe that change is necessary and that the 
time for change is imminent. Equally, some people 
in this stage decide not to do anything about their 
behaviour. Individuals are more likely to move to 
the next stage when they have a plan of action that 
they believe will work and if they feel confident 
that they can follow through with their plan 
(Prochaska, Norcross & DiClemente, 2013; Prochaska 
& Prochaska, 2011).

Action stage
This stage is characterised by explicit attempts to 
change or abandon the problem behaviour. It is 
apparent when the person is actually engaging in 
behaviour change or has adopted a new behaviour. 
This is reflected in comments such as, ‘I have quit 
smoking’ or ‘Anyone can talk about changing. I am 
actually doing something about it.’

Action requires considerable commitment of time 
and/or energy. Some people persevere more than 
others and may try several different techniques to 
achieve and maintain their desired change.

Because behavioural change in the action stage 
is visible, it is now public and can therefore be 
externally recognised by others. When people have 
also made a public commitment to change by telling 
others about their intention, they often receive a lot 
of support from their family and friends, which has a 
reinforcing effect.

Despite the apparent commitment, ambivalence 
is still possible in this stage which can make the 
person vulnerable to setbacks, including relapse. 
Many people who change their behaviour decide 
for a number of reasons to resume their abandoned 
behaviour or return to old patterns of behaviour. 
Relapse is said to occur when there is a full-blown 
return to the original problem behaviour. Relapse is 
common in the action and maintenance stages. It 
is different from a lapse. A lapse is a slip up with a 
quick return to action (or maintenance).

Progression to the fifth maintenance stage is 
most likely to occur when an individual has a high 
level of evidence of performance improvement, 
has a positive affective state, and receives positive 
social and performance feedback from others 
(Prochaska & Prochaska, 2011; Prochaska, Norcross 
& DiClemente, 2013).
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Maintenance stage
The maintenance stage is reached when people 
have successfully sustained the changed behaviour 
over a relatively long period of time without relapse, 
typically for ‘six months or more’.

The focus in this stage is on preventing relapse. 
People tend to receive less social support during 
this stage because they have already engaged in 
action, but support can still play a significant role in 
maintaining the new behaviour.

Sometimes there may be temptations to return 
to old behaviour patterns, but these can usually be 
avoided. Many people learn to anticipate and handle 
temptations and are able to employ new ways of coping. 
It is possible to have one or more temporary lapses, but 
this does not necessarily result in a failure to maintain 
behaviour change. For some behaviours, such as those 
involving addictions, maintenance may last a lifetime.

Some descriptions of the transtheoretical model 
refer to ‘termination’ or ‘lasting exit’ to identify 
permanent behaviour change. For example, 
termination is said to be reached when it is believed 
that the problem behaviour will never return, and the 
individual has complete confidence to maintain the 
new behaviour without fear of relapse.

Figure 14.11 The action stage is characterised by explicit 
attempts to change or abandon the problem behaviour. 
It is apparent when the person is actually engaging in 
behaviour change or has adopted a new behaviour.

TaBLe 14.2 Summary of the transtheoretical model 

stage of change Readiness for change timing of change typical comments

pre-contemplation not ready for change Has no intention to take action 
within the next 6 months

‘I have no intention to quit 
smoking.’
 ‘I have no intention to start 
exercise.’

contemplation getting ready for change 
(e.g. considering pros and cons 
for change)

Intends to take action within the 
next 6 months

‘I may start to think about how to 
quit smoking.’
 ‘I may start to think about doing 
some exercise.’

preparation ready for change Intends to take action within the 
next 30 days and has taken some 
behavioural steps in this direction. 

‘I will stop smoking within the 
next month.’
 ‘I will start an exercise program 
within the next month.’

action making the change Has changed overt behaviour for 
less than 6 months

‘I have stopped smoking.’
 ‘I exercise regularly.’

maintenance maintaining the change Has changed overt behaviour for 
more than 6 months.

‘I will continue to not smoke.’
 ‘I will continue to exercise 
regularly.’
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strengths and limitations of the 
transtheoretical model 
The transtheoretical model has been very influential 
in psychology and helped popularise the stage-based 
approach to describing health-related behaviour 
change. It is relevant to behaviour change involving 
improvement or abandonment of either relatively 
simple behaviour (e.g. nail biting) or more complex 
behaviour (e.g. addiction). 

A strength of the model is that it is useful in 
understanding behaviour change that is either self-
initiated or recommended by a professional as part 
of an intervention program. Additionally, the model 
emphasises that behaviour change is a process that 
may occur gradually over time. Many of the previous 
‘traditional’ models and theories viewed health-
related behaviour change as a single event rather 
than a process. This often involved only one possible 
outcome: total cessation or abstinence. Consequently, 
other possible, beneficial outcomes are overlooked. 
For example, many traditional models do not take 
account of the small steps towards cessation of a 
problem behaviour that a person might make, such 
as reducing the number of cigarettes smoked in a 
week, the achievement that those smaller steps might 
represent and how the reinforcing nature of these 
achievements can promote or maintain behaviour 
change (Australian Government, Department of 
Health, 2004).

Another strength of the transtheoretical model 
is that it takes account of individual differences. 
It recognises that different people are in different 
stages or states of readiness to make changes 
to their behaviour. This includes the fact that 
some people are not ready for or want to make 
an immediate or permanent behaviour change. 
By identifying a person’s position in the change 
process, a professional can more appropriately 
match the intervention to the person’s stage of 
readiness for change. For example, if a smoker 
had never even thought about giving up smoking 
(pre-contemplation), there is little value in trying 
to develop an action plan for smoking cessation 
with them. Instead, it could be more appropriate 
to educate them about the dangers of smoking 
and encouraging them to think about quitting 
(contemplation).

Another strength of the model is that it allows 
for minor and significant setbacks from which an 
individual may recover and re-engage with their 
change attempt. This is considered to be particularly 

important when considering addictive and other 
problematic behaviours for which relapse tends to 
be more common. For example, when individuals 
who experience relapse are aware that this setback 
is considered to be a part of the ongoing change 
process, they are often less inclined to feel as though 
they have ‘failed’ and to therefore persist with their 
behaviour change attempt (Ayers & de Visser, 2011; 
Nigg, et al., 2011).

It is also significant that the model was developed 
in the context of empirical research and has been 
tested through further research. Although the initial 
research on the transtheoretical model focussed on 
predicting smoking cessation, studies have found that 
it can also predict adoption of a variety of health-
related behaviours, including fruit and vegetable 
consumption, exercise, sunscreen use and screening 
for cancer (Sanderson, 2013).

Some psychologists, however, argue that there has 
not been enough research on variables that influence 
stage transitions, which limits the usefulness of the 
model for treatment interventions. For example, to 
make it a reliable tool for interventions to induce 
behaviour change and match these interventions to the 
respective stage, more information and specifications 
are needed regarding the variables that determine 
the transitions between each of the different stages 
(Jonas & Lebherz, 2008). In addition, there is research 
evidence that the cognitive processes leading some 
people to stop certain behaviours (e.g. smoking) may 
be different from those involved in leading them to 
start certain behaviours (e.g. exercise) and that the 
model does not adequately allow for this important 
difference (Sanderson, 2013).

Other psychologists have pointed to the lack of 
research to justify the relevance or validity of time 
frames specified in the model for different stages. 
For example, time specifications such as ‘Has no 
intention to take action within the next six months’ 
for the pre-contemplation stage and ‘Intends to 
take action within the next six months’ for the 
contemplation stage seem to be arbitrary (Kraft, 
Sutton & Reynolds, 1999).

Some researchers have also questioned whether 
the stages are in fact distinct categories, whether 
they are in the correct order and whether there are 
other stages that have been overlooked. Finally, some 
have also suggested that the role of the individual’s 
decision making in the change process may be 
overstated and that the role of social and cultural 
influences may be understated (Heather & Honekopp, 
2014; Sanderson, 2013). 
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Learning acTiviTy 14.7

review questions
1 What is the transtheoretical model?
2 Name the five stages of change in the model and write 

a brief description of each stage.
3 (a)  Individuals in the pre-contemplation stage have no 

intention of changing a problem behaviour in the 
next _____ month(s). 

 (b) Individuals in the contemplation stage are seriously 
considering changing a problem behaviour 
sometime within the next ______ month(s). 

 (c) Individuals in the preparation stage are intending 
to take action to change a problem behaviour in or 
within the next___________ month(s). 

 (d) Individuals are said to be in the maintenance 
stage when they have successfully attained and 
maintained behaviour change for at least _____ 
month(s). 

4 Identify the stage most likely associated with each of 
the following statements. 

 (a) ‘I won’t change this behaviour.’
 (b) ‘I am changing this behaviour.’
 (c) ‘I might change this behaviour.’
 (d) ‘I have changed this behaviour.’
 (e) ‘I will change this behaviour.’
5 Refer to the ‘typical comments’ in table 14.2. For each 

stage, write a ‘typical comment’ for another example 
of a problem behaviour to be modified (rather than a 
behaviour to be abandoned).

6 Which stage of readiness for change seems to fit each 
of the following individuals?

 (a) Stefan is an unemployed 19-year-old male who is 
currently participating in a court-initiated drug usage 
intervention program. He has a history of multiple 
drug use that includes cannabis, ‘speed’, cocaine 
and ‘ice’. His drug use led to criminal activity to 
maintain his habit. He continues to drink heavily 
a couple of times a week and also takes ‘benzos’ 
he can buy ‘in the street’ as he reports this helps 
him get to sleep. A recent urine test was positive 
for cannabis, benzodiazepines and amphetamines. 
He is now concerned that he will be jailed and is 
desperate to stay on the court program and out 
of trouble.

 (b) Oceana is a 17-year-old female has been smoking 
cannabis regularly for about 18 months and has 
decided to seek support to stop. She reports having 
cut back her smoking ‘a few times’ in the past year, 
including ‘once for nearly a month’ during which 
there was no cannabis use. However, her early 
cannabis use pattern is now apparent.

 (c) Oscar is a 15-year-old boy who smokes tobacco 
and cannabis. He is not ‘hooked’ on cannabis use 
and reports that he can ‘take it or leave it’. However, 
he enjoys smoking as often as he can afford to. 
He also likes to get together with friends at ‘a 
mate’s house’ where they also drink alcohol to ‘get 
smashed’ whenever ‘we can get our hands on it’.

7 Describe two strengths and two limitations of the 
transtheoretical model.

Learning acTiviTy 14.8

Media analysis/response
Consider the following cartoon in relation to the transtheoretical model.

(a) In which stage of readiness for change is the man?
(b) Explain your answer for (a) above.
(c) Suggest two comments the man might make following transition to the next stage.
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Chapter 14 review
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Key teRMs
cognitive behavioural  

strategies p. 00
social support p. 00 transtheoretical model of  

behaviour change p. 00

leARning cHecKlist
Complete the self-assessment checklist below, using ticks and crosses to indicate your understanding of this 
chapter’s key knowledge (a) before and (b) after you attempt the chapter test. Use the ‘Comments’ column to 
add notes about your understanding.

Key knowledge i need to 
know about maintenance 
of mental health

self-assessment 
of key knowledge 
i understand 
before chapter test

self-assessment 
of key knowledge 
i need to revisit 
after chapter test comments
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cHAPteR test

SECTION A — Multiple-choice questions
Choose the response that is correct or that best answers the question. 
A correct answer scores 1, an incorrect answer scores 0. 
Marks will not be deducted for incorrect answers. 
No marks will be given if more than one answer is completed for any question.

Question 1
Martha is a 43-year-old female who does not think she 
needs to exercise, even though her doctor has informed her 
that her bone mineral density is low. In which stage of the 
transtheoretical model is Martha most likely to be?
A. maintenance
B. action 
C. preparation stage
D. pre-contemplation

Question 2
Which of the following is a psychological protective factor for 
mental health?
A. challenging self-critical thoughts
B. community engagement
C. accessing an online forum to share a problem
D. participation in a self-help group to solve a problem

Question 3
Which of the following involves a positive means of coping 
with adversity?
A. stress
B. resilience
C. pre-contemplation
D. eating food for comfort

Question 4
Pasquale is described by his teachers, friends and family 
as resilient. Which of the following attributes is Pasquale 
like to have?
A. good self-esteem
B. poor self-efficacy
C. catastrophic thinking
D. emotional reactivity

Question 5
Kabe has been using the drug ‘ice’ for over two years. He 
does so on a daily basis and also uses cannabis or minor 
tranquilisers if he can’t get any ice. Kabe has been caught 
shoplifting several times and also steals property from 
unlocked vacant cars. He believes he is a ‘much better person’ 
when ‘on ice’ and therefore has no desire to stop using.

In which stage of the transtheoretical model is Kabe most 
likely to be?
A. maintenance 
B. action 
C. preparation stage
D. pre-contemplation stage

Question 6
If Howard is in the preparation stage of the transtheoretical 
model, then he
A. is seriously thinking about starting an exercise program 

within the next six months.
B. is still considering the pros and cons of starting an 

exercise program.
C. has bought an exercise bike and intends to begin regular 

exercise within the next month.
D. has been exercising regularly for more than one month 

but less than six months.

Question 7
Mental health professionals who use cognitive behavioural 
therapy assume that our thoughts
A. play a critical role in influencing our feelings and 

behaviour.
B. play a critical role in influencing our feelings but not our 

behaviour.
C. play a critical role in influencing our behaviour but not 

our feelings.
D. do not influence our feelings or behaviour.

Question 8
Which of the following is a biological protective factor for 
mental health?
A. poor diet
B. genetic vulnerability
C. good sleep hygiene
D. stress response

Question 9
About how many hours of sleep is generally an adequate 
amount for teenagers?
A. 10
B. 9
C. 8
D. 7

Question 10
Which of the following dietary guidelines is the most likely to 
contribute to good mental health?
A. take care with portion size in each meal
B. maintain a rough idea of the calorie count for each meal
C. eat a good amount of a variety of different foods 
D. eat as much as you want of whatever you want as often 

as you want as long as the food is not unhealthy
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SECTION B — Short-answer questions
Answer all questions in the spaces provided. Write using black or blue pen.

Question 1 (3 marks)
(a) Define the meaning of resilience. 1 mark

(b) Explain why resilience is commonly described as essential for good mental health. 2 marks

Question 2 (2 marks)
(a) Give an example of a cognitive behavioural strategy that may contribute to mental health. 1 mark

(b) Explain how this strategy would help maintain mental health. 1 mark

Question 3 (3 marks)
(a) Explain the meaning of adequate sleep. 1 mark

(b) Describe two benefits of adequate sleep to mental health. 2 marks

Question 4 (3 marks)

Jimmy has an extremely stressful job as prison guard at a maximum security prison. In fact, he thinks he is on the edge of 
being ‘burnt out’. Jimmy works shift work and because he has to travel a long distance to and from the prison, he often eats ‘on 
the run’. 

Describe one biological, one psychological and one social strategy Jimmy could use to reduce his stress levels and maintain his 
mental health. 
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Question 5 (7 marks)
(a) List all five stages of the transtheoretical model in the correct order, ensuring you number each stage. 1 mark

(b) Read the following statements made by different individuals about sleep hygiene. Identify the stage of change in which 
each individual is most likely to be. 4 marks

statements stage of change

I have just started keeping regular times for going to bed and getting up. 

I have been keeping regular times for going to bed and getting up for over six months now.

I have weighed up the pros and cons and decided it is probably a good idea to avoid going to bed on a full 
or empty stomach.

Sometime within the next month I will stop checking Facebook before I go to sleep. 

(c) Give an advantage and a limitation of the transtheoretical model. 2 marks

Question 6 (12 marks)

A researcher conducted an experiment to test whether a diet with an adequate amount of omega-3 fatty acid will prevent the 
development of psychosis.

The experiment involved a randomised, double-blind placebo trial with 81 participants aged 13 to 25 years of age who were 
experiencing various psychotic symptoms, but did not have a diagnosable psychotic disorder.

Participants were randomly allocated to either the experimental group or control group for a period of 12 weeks. Participants in 
the experimental group took capsules containing 1.2g of omega-3, whereas participants in the control group took a placebo. 

At the end of the 12-week period, participants in the experimental group were found to have a significantly reduced number of 
psychotic symptoms compared with participants in the control (placebo) group. 

The researcher concluded that omega-3 dietary intake may offer a safe and effective prevention strategy in young people who 
are at a high risk of developing a psychotic disorder.

1 (a)  The experiment is described as being a ‘randomised, double-blind, placebo trial’. Explain what this means with 
reference to each term. 3 marks

2 Formulate a research hypothesis that would be supported by the results obtained. 2 marks

3 Identify the operationalised independent and dependent variables. 2 marks
   (i) IV:
 (ii) DV:

4 What conclusion was drawn by the researcher? 1 mark
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5 Identify two potential extraneous or confounding variables that may be relevant to this experiment. 2 marks 

6 What are two ethical issues of relevance to the use of a placebo treatment in this experiment? 2 marks

the answers to the multiple-choice questions are in the answer section at the 
end of this book and in eBookPlUs. 

the answers to the short-answer questions are in eBookPlUs. 

Note that you can also complete Section A of the chapter test online through eBookPluS 
and get automatic feedback. int-0000

Return to the checklist on page xxx and complete your self-assessment of areas of key knowledge where you need to do 
more work to improve your understanding.UNCORRECTED P
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