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For the first time in two decades, overall life expectancy in
the United States is in decline. This unsettling increase in
mortality is largely due to lifestyle-associated causes. It is
in the national interest to address this decline. This article
outlines identity-based motivation theory (IBM), an evidence-
based behavioral science theory that provides insight and a
behavioral toolset which together may help lower lifestyle-
associated mortality and morbidity rates. A key place to start
is the health aspiration-attainment gap: Most people aspire
to live healthy lives yet often fail to sufficiently engage in
behaviors necessary to achieve or maintain good health.
This aspiration-attainment gap is particularly prevalent
amongst people of lower socioeconomic status. We offer
evidentiary insight into how IBM may be deployed by health-
care providers, insurers and policymakers to help ameliorate
the health aspiration-attainment gap and improve the health
status of various demographic groups.
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Core Findings

What is the issue?
Healthcare interventions
must address the
reduction in overall life
expectancy in the US.
Research shows that
designing behavioral
nudges rooted in social
and psychological
identities is cost-effective
and can stimulate
individuals to adopt
healthier behaviors.

How can you act?
Selected interventions
include:

1) Reimbursing medical
practitioners for talking
about tailored health,
and documenting how
demographic category
information is obtained
and will be used

2) Crafting public health
messages that create
connections between
healthy behavior

and important social
identities (for example,
being ‘American’)

Who should take

the lead?

Medical practitioners,
public health
policymakers, and health
insurance providers

he state of our union is unhealthy. The life

expectancy of Americans has declined,

largely because of diseases associated
with unhealthy lifestyle choices.’™* The health of
the U.S. population is not only worse than it used
to be, it is also worse than that of the popula-
tions of other developed countries. The United
States is the only developed nation to experience
a decrease in life expectancy during the 21st
century.! Compared with the other 36 developed
nations, the United States ranks a lowly 26th for
expected lifespan.* What is killing Americans?
Obesity is a problem. Heart disease, diabetes,
and stroke-related deaths increased from 2014
to 2015.> However obesity is only one part of
the story; among White Americans, deaths from
suicide, drug poisoning, liver cirrhosis (alcohol),
and traffic fatalities have all been increasing since
1998.! Deaths from these causes have lowered
the life expectancy of white Americans.!

Not all Americans are equally at risk; life expec-
tancy among Americans differs dramatically by
position in the social hierarchy.®” People at the
lower rungs of the hierarchy ladder are dying
younger whether the rungs are defined by socio-
economic status (e.g., education, income), race
or ethnicity, geographic location, national origin,
or the intersections of these categories.t5-8
Consider education: since 1998, White Amer-
icans with low education levels (high school
education or less) have had such large increases
in their rates of death from suicide, liver cirrhosis,
drug poisoning, and traffic fatalities that their life
expectancy overall has declined. Most adult
Americans have low education levels so what
effects life expectancy in this group influences
the country at large.! A quarter of Americans
without a high school diploma, compared with
only three in 100 Americans with a graduate
degree, smoke cigarettes.® Poverty and race
matter as well. People living in poorer commu-
nities have higher death rates,’® and Black males
have the highest all-cause death rates in the
United States.®

What is it about low social position that it is so
corrosive to health? One possibility is that it
reduces access to health care.!*** The Afford-
able Care Act, which vastly expanded Medicaid
coverage, partly addressed the access-to-care

issue, especially for working-age men, who
were the least likely to be insured and were
largely excluded from this benefit program in
the past.** The importance of access to health
care is not to be minimized, as it surely matters.
However, access to health care is likely insuffi-
cient in and of itself to explain the full extent of
health disparities; social position—-linked health
disparities persist even in countries with national
health insurance.'> Even after controlling for
health insurance, people at the bottom of social
hierarchies are still more likely than those with
higher social position to experience poor health
outcomes and live shorter lives.'*%° Indeed,
being at the bottom of the social hierarchy
is associated with more health-undermining
behaviors (for example, smoking, excessive
alcohol consumption, taking illicit drugs) and
fewer health-promoting behaviors (for example,
keeping a regular schedule, getting enough
sleep and exercise, starting preventive treatment,
following treatment advice, eating a healthy
diet). As we will show, each of these behaviors is
identity infused. That is, people’s understanding
of their identities—who they are and who they
might become in modern America—is an
underexamined but potentially large source
of social-position-linked disparities in health
outcomes. We present empirical evidence for
this idea, using as our organizing framework
identity-based motivation theory, which articu-
lates how the place one occupies in the social
hierarchy can shape one’s identity and produce
health consequences over time.

Take, for example, smoking, which often begins
with experimentation in adolescence.?*2! Longi-
tudinal analyses show that smoking, although
clearly an individual action, is clustered, spreading
within social networks, with adolescents both
choosing friends on the basis of smoking status
and being influenced by their friends to take up,
refrain from, or quit smoking.?*-?* Because nico-
tine is addictive, teens are more “successful” at
prompting their friends to take up smoking than
getting them to quit.?®* Quitting smoking also
moves through social networks in adulthood.?*
Currently, smoking is much more likely among
the less educated and more stigmatized among
the highly educated.?® It is interesting that the
overall smoking rate is lower for Black youth
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than for White youth. Pricing may account for
this effect, as Black and White teens are equally
influenced by their friendships.??

Identity-Based
Motivation Theory

Mirror, Mirror, on the Wall, Who's the
Healthiest/Unhealthiest of Them All?
When you look in the mirror, do you see a
healthy eater? A risk-taker? The person you
see affects your health behaviors—whether
you smoke, drink, or use drugs; what you eat;
how often you exercise; and what you teach
your children. But at the same time, the person
you see in the mirror is not a fixed set of traits:
quite the contrary. A simple way to summa-
rize identity-based motivation theory is to say
that deceptively small changes in context can
change who that person seems to be, want, and
care about.

ldentity-based motivation theory is a social
psychological theory of motivation and goal
pursuit that explains when and in which situa-
tions people’s identities motivate them to take
action toward their goals.?>?® Throughout this
article, we use the term identity to refer to the
traits and characteristics, social relationships,
roles, and group memberships that define
who a person is or might become, the combi-
nation of which defines his/her sense of self.?”
Identity-based motivation theory starts with the
assumption that people prefer to act and make
sense of situations in identity-congruent ways—
ways consistent with what people “like me” do.
Yet, at the same time, which particular identity
comes to mind and what that identity implies
for action and meaning is not fixed but is instead
malleable. That is, the influence a salient iden-
tity has on which actions feel right depends on
features of the immediate situation. The thing of
interest here is not that people can change how
they regard themselves after putting in sustained
and conscious effort but rather that small shifts
in context can have surprisingly large effects by
changing how people regard themselves.

The ability to see different versions of oneself
depending on contextual cues is called dynamic

construction and is central to the theory of
identity-based motivation. That is, how people
view their identity shifts depending on circum-
stances and environmental cues. People's
tendencies to act and understand the world in
ways that fit current identities are called action
readiness and procedural readiness, respectively.

Action readiness is being prepared to actin ways
consistent with what “I” and “we" (my ingroup)
seem to be doing. It feels right to act as "we”
act; it feels like a 'me” thing to do. As noted, in
adolescence, smokers are not only more likely
to choose other smokers as friends; they are
also more likely to start smoking if their friends
smoke.?9-2% Readiness to act in ways that fit an
identity that is on one’'s mind does not fade after
adolescence. For example, adults gain signifi-
cant advantages when they consider themselves
dieters rather than just wanting to diet.?® Sticking
to a diet or starting again after lapsing is hard.
Self-considered dieters are more likely to stick to
or start a lapsed diet compared with people who
simply want to diet.

Procedural readiness is being prepared to make
sense of situations using the lens of identity. Itis a
‘my” or "our” group mentality. That s, it feels right
to see the world as “I" and people like me ("we")
see the world. Because of this, in ambiguous
situations, when a particular social identity such
as friend, dieter, or mother is cued, people use
that identity to understand why something might
feel easy or difficult to do. Consider a young
mother whose pregnancy weight gain lingers
after childbirth. She has tried to lose weight and
wonders, “Why is dieting difficult for me? Does it
mean that my odds of losing the weight are low
so | might as well get used to the extra weight,
or does the difficulty just underscore how valu-
able the goal of weight loss is to me?” If most
mothers in her community are overweight, she
might conclude that her own difficulty is a signal
that the odds of losing weight are low for her.
That is, just like for the other mothers she sees,
weight loss is impossible for her to achieve. But if
most mothers in her community are not perma-
nently carrying their pregnancy weight gain after
childbirth, she might conclude instead that her
difficulty is a signal that the value of losing weight
is high for her; it is important and hence worth
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the effort. After all, other mothers managed to
do it, so she can, too.

The three components of identity-based moti-
vation theory—dynamic construction, action
readiness, and procedural readiness—operate
in tandem: activating one process activates the
others. For example, getting people to act in
the moment can produce effects over time if
the action they took is then understood to be
relevant to identity. Small nudges, like putting
the salad first in a buffet, can change action:
people are more likely to put salad on their
plate when presented with it immediately.?® Of
course, eating the salad in one situation is not
enough to change behavior in another situation.
Salad eating will only occur when the nudge is
repeated, and any impediment is likely to under-
mine the healthy choice. However, if an identity
link is made, then the behavior should be more
sustainable, and impediments are likely to be
perceived as signals of value. So how might a
nudge-induced behavior become linked to iden-
tity? This happens if the behavior (eating salad
at the buffet) is perceived as a choice ('l chose
salad among the various offerings”) and one
infers from that choice that one has a "healthy
eater” identity.*® Once one considers oneself a
healthy eater, then difficulties become signals
of the importance of the identity. To clarify
how this works, in the next three sections, we
provide a detailed outline of each component
of identity-based motivation, detail what each
component of identity-based motivation implies
for health behavior, and how policymakers can
use identity-based motivation to reduce health
disparities. We end with a summarizing table
linking each component of identity-based
motivation to a health disparity issue and to
policy recommendations targeting health care
providers, public health campaigns, and health
insurance providers.

The Dynamic Construction

of Identity & Implications

for Health & Health Policy

People often say that this or that person has
not yet found himself. But the self is not some-
thing one finds, it is something one creates.
—Thomas Szasz

People think of their identities as fixed entities,
something that they are. (Hence the common
phrases, "That's just not who | am” or "That's just
not who we are.") But contrary to this popular
belief, as noted by Szasz,*! identities are neither
fixed nor found; identities are created.** Indeed,
identities can be recreated with each new
circumstance. 23334

For example, a study of middle schoolers
published in the journal Contemporary Educa-
tional Psychology demonstrated that boys can
be cued to succeed in school simply by showing
them data that men in their state earn more
than women do. Research shows that boys
across all grades underperform academically
compared with girls, whether underperfor-
mance is assessed by desire to go to college,
grade point average, or enrollment in advanced
classes.’>*¢ To determine if dynamic construc-
tion of gender identity might account for some
of this underperformance, researchers randomly
assigned students to one of four groups, with
each group shown a graph of accurate statewide
census information.*> Groups 1 and 2 served as
controls, with gender information stripped from
their graphs. Group 1 saw a graph of statewide
high school graduation rates and Group 2 saw a
graph of average statewide earnings.

Groups 3 and 4 formed the experimental condi-
tions with gender data included in the graphs.
Group 3 saw a graph of statewide high school
graduation rates for women and men (women
had higher graduation rates). Group 4 saw a
graph of statewide earnings for women and men
(women earned less than men). All students were
then asked about their expectations for them-
selves in the coming year and their strategies
to accomplish those expectations. Additionally,
each student was tasked with solving a novel
math problem.*

Unsurprisingly,*® the boys' responses showed
that they were generally less focused on
school—they were less likely to describe doing
well in school as a next-year expectation, had
fewer strategies to improve academically, and
underperformed girls on the math task. This
finding was consistent among boys who saw
graphs depicting census data on income or
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‘In real-world settings, shifts in what an identity
implies for health often occur inadvertently.”

education that did not include gender-specific
information (Groups 1 and 2) and among boys
who saw a graph showing higher high school
graduation rates for women (Group 3). Whether
or not boys were subtly reminded that educa-
tion is a "girl” thing, they seemed ready to act
that way. Yet the boys in Group 4 who saw the
graph showing men earned more than women
in the workplace defied this pattern: Group 4
boys primed with “men succeed” information
focused just as much on school success and
came up with as many strategies to succeed
in school and beyond as the girls did. Group
4 boys also performed just as well as the girls
did on the math task.*® This experiment demon-
strates that what an identity such as being a boy
implies for action depends on the context in
which that identity is constructed—in this case,
whether school appears to be a "boy” thing to
focus on.

Why Does This Matter for Health?

We did not find research directly testing
dynamic construction of health-related iden-
tities. However, research demonstrates that
small shifts in self-perceived identity can change
students’ understanding of whether healthy
choices are congruent with their identity, which,
in turn, affects their plans for healthy action. For
example, Tarrant and Butler®” of Keele University
conducted two studies. In the first study, British
students were randomly assigned to focus on
either their British identity or their student iden-
tity. When asked about their plans for reducing
alcohol and salt intake, students focusing on
their British identity were more likely to endorse
healthy consumption of salt and alcohol than
were those focusing on their student identity.
However, the relation of being healthy to the
British identity seems dependent on context.
In a second study, students were assigned to
focus on either their British identity in compar-
ison to an outgroup they considered healthier
(Japanese) or their British identity in compar-
ison to an outgroup they considered less healthy
(Americans). Students who compared them-
selves with Japanese were less likely to endorse

healthy plans for salt and alcohol consumption
than were students who compared themselves
with Americans.

This research focused on comparison between
groups as a cue that shapes how national iden-
tity is understood in terms of which health
actions feel congruent with a particular identity.
In health care settings. As detailed next, health
care providers can create the cues that shape
how a variety of social identities are understood.
In real-world settings, shifts in what an identity
implies for health often occur inadvertently. For
example, health care providers may ask about
or focus on national, religious, racial, or ethnic
origins; gender; education; and other markers of
position, because these help to identify certain
health risks.*®*° However, they may also do so
because, like other people, health care providers
may subscribe to stereotypes about national, reli-
gious, racial, or ethnic origin groups and people
on the lower rungs of the socioeconomic
ladder. In medical settings, these stereotypes
include being unintelligent, unmotivated, and
noncompliant with instructions and treatment
protocols. 2404 Indeed, those lower in the social
hierarchy are more likely to be given simple
treatment regimens rather than the most effica-
cious ones and to report feeling that they have
been treated unfairly, disrespected, devalued,
and discriminated against when interacting with
physicians.*?4® Such feelings of unfair treatment
and discrimination are associated with a lower
likelihood of proper follow-up with treatment
and lower adherence to physician recommenda-
tions. Lack of follow-up and adherence produces
a vicious cycle: lower compliance rates may lead
health care providers to feel vindicated for their
choice not to offer anything more than simple
treatment options.*©

What Can Be Done?

Often health care providers ask questions
pertaining to race, ethnicity, family history, or
other identity markers without explanation.
Health care providers should understand that
guestions focusing on these identity markers

26th

america's rank for life
expectancy out of 36
developed nations

Who smokes?

25% of Americans without
high school diplomas
3% of Americans with

graduate degrees

3-11

average number of
attempts to quit smoking
before succeeding
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might cue stereotypes and expectations in both
themselves and their patients that may, in turn,
undermine the quality of the interaction and
affect health outcomes. This may be partic-
ularly true for historically stigmatized identity
markers, including race, sex, and socioeconomic
status.10404L44 When a patient is not told why a
health care provider is, for example, asking about
race or focusing on gender, she or he may simply
assume bias is the reason and become skeptical
of the interaction. The provider, noticing the
patient’s response, may assume that the patient
will be noncompliant and devote less effort to
treatment, implicitly or explicitly thinking, “Why
bother, they are ____ [fill in the blank with the
relevant stereotypel, so this patient won't listen
to me, anyway.” This unfortunate cycle can lead
to worse health outcomes and increased health
care costs associated with noncompliance
bred by lack of trust.*94 To avert this problem,
health care providers should be clear that social
category information is elicited to individuate
patients, that is, to tailor the search for potential
problems and courses of treatment rather than
to aggregate or lump patients into an undifferen-
tiated group.#>4¢

For example, consider diabetes. Latinos have a
genetic tendency to develop insulin resistance
and abdominal obesity.* In cardiovascular
disease, the sensitivity of biological markers
in predicting outcomes differs for Latino and
African American patients compared with
White and Chinese patients.*® In each case,
providers have to ask about racial, ethnic, and
national origins because testing, test interpreta-
tion, and treatment should differ on the basis of
these factors.

Sometimes important identity markers are
ignored, such as education or income. Because
lower educational attainment and lower income
are associated with a higher rate of death from
suicide, smoking, and drug and alcohol compli-
cations, health care providers should consider
moving beyond questions of racial, ethnic, and
national origin and also ask about high school
or college graduation status.’#® Gender is also
a factor in the health care setting. Women, as
compared with men, are stereotyped as being
more demanding of physician time, more

fragile, and more likely to have psychosomatic
complaints not based in disease.** Perhaps for
these reasons, they are less likely to receive
kidney transplants and heart surgery than men
are, even though they are actually more likely to
comply with treatment.°

Compared to moderate income and higher
education, low income and education are
associated with more experiences of "unfair”
treatment.® In addition to asking, which as
noted is important, explaining why seemingly
stereotype-evoking questions are asked and
how the answers help care providers tailor treat-
ment can help patients by:

e reducing the odds that a patient becomes
concerned about being negatively stereo-
typed by the caregiver, thus avoiding the
negative consequences of those concerns
(for example, disengagement and lowered
motivation);

e increasing the chances that a patient sees
herself or himself as an active partner in
care when identity risk and best options
for ingroup treatment are outlined in open,
honest dialogue between the patient and
caregiver;

« increasing the chances that experienced diffi-
culty maintaining healthy behaviors serves as
a reminder of identity-congruent values, that
is, the importance of these behaviors; and

e raising awareness among providers of their
own biases, conscious or not.

If individuating and educating about individu-
ating are helpful for reducing disparities in health
outcomes, then insurance billing codes should
reflect this. Providers should be reimbursed for
talking about tailored health, documenting why
demographic category membership information
is obtained, and how it will be used. This should
not take much time and could reap significant
benefits. Continuing medical education (CME)
courses might be offered to assist providers in
appropriate conveyance methods that are likely
to be successful.
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Action Readiness & Implications
for Health & Health Policy

People prefer to act and make sense of the
world in ways that fit the identities that are on
their mind. Once an identity comes to mind,
actions perceived as appropriate seem to inher-
ently follow. This action readiness is illustrated by
the study showing that once boys were led to
consider the possibility that men succeed, they
not only had more school-focused identities,
they also worked harder at the math problem
they were then given.®®

This implies that people will be more likely to
pay attention to health-promoting information,
adhere to recommended treatments, and reap
the benefits of treatments and health messages
or prompts if these actions feel congruent with
important aspects of their identity. Conversely,
if health prompts or treatments do not feel
congruent with important aspects of iden-
tity, people may ignore the prompts, disregard
treatment advice, or become nonadherent.> In
the same way, if health-undermining behaviors
feel congruent with things "people like me do,”
people are more likely to engage in unhealthy
behaviors. 333452

What Does This Imply for Health?

Health care practitioners frequently assume that
providing people with information targeted to
their needs will persuade them to adopt healthy
behaviors.>® This assumption requires reconsid-
eration.>* Research suggests that people are less
likely to pay attention to messages that advocate
changing what they are currently doing than to
messages that advocate staying the course.®
This makes sense from an identity-based motiva-
tion perspective. Being asked to change current
behavior implies that what one is doing now is
not identity congruent and therefore should feel
wrong, whereas the action-readiness compo-
nent of identity-based motivation implies that
whatever one is doing now must be identity
congruent, the kind of thing "people like me”
do—it is the "right” behavior.1018

Recent experiments illustrate the connection
between action readiness and health dispari-
ties. For example, guiding Latinos and African

nu

Americans to consider stereotypes about their
ingroups as self-defining increased their prefer-
ence for the unhealthy foods they perceived as
being congruent with their cultural norms and
decreased their preference for healthy foods that
were not culturally normative.>>% The influence
of identity congruence on health behavior is not,
however, limited to food choice. Health condi-
tions themselves can be identity incongruent if
they imply membership in a stigmatized (nega-
tively stereotyped) group.’® Consider the case of
HIV in the African-American community. HIV risk
is higher among African Americans, substance
users, and bisexual or gay individuals.? Yet African
Americans often fail to pay attention to publicly
presented HIV information unless other African
Americans are also paying attention to the HIV
information. When the latter situation occurs,
the negative identity implication is undermined
and reframed as health being something "we”
attend to.5357-%9

What Can Be Done?

Because identity can be used to good effect (for
example, information is recalled accurately when
it is given in an identity-congruent fashion),!8€0
health policy and public health campaigns can
create health messages and interventions that
focus on tailored inclusion of ingroups. This can
be applied in broader American society as well,
such as was done with Michelle Obama’s Let's
Move campaign, which highlighted exercise and
healthy diet as staples for all Americans regard-
less of their other social category memberships.
Indeed, evidence from prior intervention
research demonstrates that health messages
targeting broader social category frames (for
example, American rather than African Amer-
ican) improve outcomes and reduce disparities
in engagement with healthy behaviors.>

Conversely, messaging differences can lead
minorities to disengage from healthy behav-
iors.%25556 One caveat: campaigns using a tailored

31

behavioral science & policy | volume 2 issue 2 2016

... messaging differences can
lead minorities to disengage
from healthy behaviors”



inclusion approach must carefully consider
which identities come to mind in the context of
particular behaviors. This is important because
in the context of food choice, for example, high-
lighting "eating healthy” may backfire because
that behavior may not be identity congruent for
some groups; healthy can imply boring, tasteless
food that people like ‘'me” do not eat 6%

With regard to health policy, the framing of
health messaging, disease prevention, and health
promotion is important. Consider two exam-
ples, in-house annual blood pressure checkups
and employer promotion of healthy activity
norms. These can be experienced as coercive
and identity incongruent or as supportive and
identity congruent, depending on how they are
presented and understood. For example, without
a frame, employees may feel that company
leadership is trying to obtain blood pressure
information to control their behavior or to protect
the company’'s bottom line rather than caring for
workers’ personal well-being. In contrast, the
same blood pressure checkups take on different
meaning if linked to important social identities—if
they are framed as "we want you to be around for
the long run,” blood pressure checkups become
part of being a responsible parent and family
member. This could create greater buy-in from
people who care about their family identities and
responsibilities. The same is true for employer
promotion of healthy activity norms. Norm
development could be fostered by the employer
providing wearable technology (for example,
Fitbits) to the employees or hosting competitions
for the greatest number of minutes of exercise
or flights of stairs climbed during the day. People
are sensitive to what others seem to be doing,
which is why they end up eating doughnuts if
that is what is in the break room, so if others are
posting their stair count, then taking the stairs
may suddenly seem like an “us” thing to do.

In sum, research on action readiness implies that
to reduce health disparities, practitioners could
take the following steps:

¢ Design health messages that create connec-
tions between health behaviors (for example,
balanced diet, exercise) and important social
identities (for example, American).

« Normalize engaging in health behaviors as
being part of good citizenship.

« Set policies that incentivize these practices.

Procedural Readiness &
Implications for Health
& Health Policy

The greater the difficulty, the greater the glory.
—Marcus Tullius Cicero

When considering a change in health behavior, it's
reasonable to question the odds of success. If the
behavior change is perceived as highly difficult,
then the odds of success are likely seen as low.
If the odds are low, one might ask, why try at all?

In contrast, if something seems easy, the
perceived odds of a successful behavior change
rise. That is, this change is possible for a person
like ‘'me.” Marketers use this "easy versus difficult”
concept often, offering seemingly easy solu-
tions to health problems—easy because they
do not require much effort or because they are
not particularly costly in other ways. However,
solely focusing on experienced ease and diffi-
culty is insufficient, because ease and difficulty
can also provide information about value and
importance.®* A modern version of the Cicero
quote above is the popular meme, "No pain, no
gain.” That is, worthwhile goals are rarely easy
to attain. It is not that experienced ease or diffi-
culty is more accurately interpreted as odds or as
value but rather that which interpretation comes
to mind has implications for whether the task
feels like a ‘me” or an "us’ thing to do and affects
whether people will accomplish the task or make
a behavior change.

Empirical evidence supports this intuition. People
do think in both ways.®4% That is, the same
person can interpret difficulty experienced while
engaging in a task as implying importance (the
goal is something worth fighting for) or impos-
sibility (the goal is not attainable), although not
both at the same time. For example, in one study,
students were divided into two groups. One
group read statements implying that difficulty
represents importance. The other group read
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statements implying that difficulty represents
impossibility. After each statement, students
were asked how much they agreed or disagreed
with the statements. Then all were immediately
given a set of 12 puzzles to complete, each
more difficult than the preceding one. Students
primed to consider difficulty to imply importance
outperformed students primed to consider diffi-
culty to imply impossibility. As the puzzles got
harder, the interpretation of difficulty they were
guided to consider formed the lens they used to
make sense of their experience, influencing their
performance. Whether they agreed with the
statements they had just read did not matter for
their performance. Overall, both groups tended
to agree that experienced difficulty implies
task importance and tended to not agree that
experienced difficulty implies impossibility of
success.®®> Another study showed that the posi-
tive effect of interpreting difficulty as importance
was activated when this interpretation was cued.
Lacking that cue, students performed as though
they believed that difficulty meant impossibility.®

What Does This Imply for Health?

Because experienced difficulty in starting, main-
taining, and returning to health regimens after
failures is normal, how people interpret their
experienced difficulty matters. Experienced diffi-
culty can bolster or undermine engagement,
depending on whether such difficulty implies
that the regimen is identity congruent and
hence important to start, sustain, and return to
after failure or identity incongruent and therefore
impossible to sustain. The default interpretation
of experienced difficulty is often that the odds
of success are low and hence success is all but
impossible. %7 This results in procrastination in
starting a healthy behavior or abandonment of
goals after initial failures.®® This also explains, in
part, why losing weight and getting fit, quitting
smoking, and eating a healthier diet are among
the most commonly stated and most commonly
broken New Year's resolutions.®?

Important or Impossible? Thoughts Matter
Interpretation of experienced difficulty matters
for health. In one study, researchers at the
University of Michigan guided dieters to interpret
the experienced difficulty of healthy eating as
implying importance or impossibility. They found

that dieters guided to interpret experienced diffi-
culty as importance planned to eat less than did
those guided to interpret experienced difficulty as
impossibility.?” In addition to researcher nudges
such as these, features of people’s chronic social
contexts also influence their interpretations
of experienced difficulty.”® For example, less
education is associated with less belief that pain
means gain.”® Being on a lower rung of the social
status hierarchy, whether status is assessed by
occupation, education, income, or other group
memberships, may increase the chance that a
task perceived as difficult is "not worth my time.”
This can, in turn, lower the likelihood of starting
or maintaining a healthy behavior or increase the
likelihood of engaging in unhealthy ones.’®

This association of position in social hierarchy
and interpretation of experienced difficulty is
particularly problematic because self-control
failures are moralized” and seen as personal
failures.”? For example, rather than consider
genetic underpinnings, people often see obesity
as being the result of poor self-control and
blatant disregard for one’s health.”> Moralization
of self-control failures is particularly likely once
people are guided to consider group member-
ships.” The implication for health policy is that
once social class or racial or ethnic identities are
on one's mind, obesity is more likely to be stig-
matized as a personal failing in oneself as well
as in others.

What Can Be Done?

A number of policy solutions can combat
self-undermining interpretations of experienced
difficulty. Because interpreting experienced diffi-
culty as signaling importance (high value) rather
than impossibility (low odds of success and
hence a hopeless endeavor) often has positive
effects, one policy strategy might focus on devel-
oping public health campaigns and interventions
for health care practitioners to nudge them to
highlight to patients that experienced difficulty
is a natural concomitant of any important health
goal. In fact, they can frame experienced diffi-
culty as a badge of honor, such as in the "no
pain, no gain” meme. The U.S. Marine Corps has
done this by describing pain experienced during
boot camp as the feeling of "weakness leaving
the body.” This illustration highlights the critical
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"health should be framed as a difficult but
important journey full of roadblocks (obstacles)
and forks in the road (choices), not as a
destination attained with ease”’

lesson that making progress toward an important
goal likely will involve experiencing difficulty. In
the domain of health, patients and practitioners
should endorse the notion that setbacks and
difficulties, far from being moral indictments, are
evidence of task importance.

A Practitioner’s Guide to Positive
Messaging of Hard = Worth

Using this formulation for health care settings
requires a multipronged approach—one with
documented success.3*® Experienced difficulty
itself should be framed as implying importance
and portrayed as identity congruent. It should
also be stressed that difficulties, roadblocks, and
failures experienced along the way to a worthy
goal are normal and can be overcome.*3%¢ Health
should be framed as a difficult but important
journey full of roadblocks (obstacles) and forks in
the road (choices), not as a destination attained
with ease.*2%¢ Inevitably, everyone will stumble at
times on this journey. Stumbles are not failures
but opportunities for a fresh start.”*7°

Additionally, poor habits and health regime fail-
ures should not be misinterpreted as implying a
lack of moral character. To avoid this misinter-
pretation, health care providers and patients alike
can be educated about the implicit and explicit
connection of poor health to morality, in such
a way as to reduce the invidious results of the
stereotypes. The methods outlined above can
be useful tools for reducing the negative health
impact of stereotypes and for promoting healthy
and health partnership identities. Insurance
providers should incentivize not only outcomes
(such as weight loss or smoking cessation) but
also starts and restarts of healthy behaviors.
Failures are steps toward progress. Most people
who succeed at adopting a healthy behavior
change failed on their first attempt; for example,
smokers average between eight and 11 attempts
before successfully quitting.”®

Implications for Policymakers

& Health Care Providers

This article highlights the need for health prac-
titioners and policymakers to take the dynamic
construction of identity, particularly social
identity, into account to understand the policy
implications of health disparities that under-
mine the whole of the nation’s health. We used
identity-based motivation theory to articulate
how dynamic construction of identity works to
influence action readiness and procedural readi-
ness. We highlighted challenges to assumptions
about the stability of identities and outlined
underconsidered sources of failures to attain
health goals. We offered policy initiatives that
would address problems and advance solutions.
Given the drop in American longevity, there is an
urgency to take up the low-cost social science
recommendations suggested by identity-based
motivation theory. Pretending that these prob-
lems do not exist will not make them go away.

Table 1, next page, summarizes each element;
describes concrete links to health outcomes; and
provides policy recommendations for health care
providers, public health initiatives, and insurance
providers. These are recommendations, not fool-
proof solutions. Instead, they offer specific, testable
intervention strategies and a useful lens through
which to consider how policymakers can improve
overall U.S. health with relatively small and likely
inexpensive solutions. We welcome the possi-
bility of future researchers testing each element
in real-world health contexts so that progress can
be made both in real-world population health and
in the understanding of how contexts shape iden-
tities and identities shape health outcomes. As a
final note, health disparities linked to one's place
in the social hierarchy exist in all countries, and
identity-based motivation is not a culture-specific
theoretical frame. Hence, although we focused on
the American context, we expect that our recom-
mendations are broadly useful.
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Table 1. Translating identity-based motivation to policy solutions

Identity-based
motivation principle

Connection to
health disparities

Example policy
recommendation for
health care providers

Example policy
recommendation
for public health
initiatives

Example policy
recommendation for
insurance providers

People experience
identity as stable,

but it is dynamically
constructed in context.

Health care settings cue
identity-relevant social
category information
(for example,
stereotypes).

Teach practitioners to
explain to patients why
category information
is being obtained and
what this implies for
treatment.

Make practitioners
aware of the potential
for their own biases
about category
information to influence
treatment.

Inform the public about
how stereotypes can
have consequences in
two ways.

Inform and reframe. For
example, use irony so
that what was once a
threat is now funny, as
in the “throw like a girl”
advertising campaign.

Include billing

codes for provider
communications
about why category
information is obtained
and what it implies for
treatment.

Incentivize patients

to participate in
activities that decouple
stereotypes about
their identities from
health-undermining
activities (in the way
smoking cessation is
incentivized).

People are motivated
to engage in identity-
congruent behaviors.

Healthy and risky health
behaviors may cue
unwanted identities.

Make practitioners
aware of the potential
for their own biases
about category
information to influence
treatment.

Create public health
campaigns that tailor
inclusion in the broader
category American.

Incentivize ingroup-
based health (for
example, public annual
health screenings)

to create the belief
that being healthy is
normative.

People can interpret
experienced difficulty
starting or sustaining
goal engagement as
implying importance
("this is for me") or
impossibility ("who was
| kidding?”).

Low position in the
social hierarchy
increases everyday

experiences of difficulty,

implying that the odds
of success are low.

Educate health care
providers about
implicit and explicit
connections between
poor health and
morality so that poor
health is not seen as
an indicator of lack of
moral character.

Design health messages
that normalize the
experience of difficulty
and highlight its

value as a signal of
importance.

Incentivize not only
outcomes (for example,
smoking cessation) but
also starts and restarts,
explaining that these
are a normal part of
goal attainment.
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