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Results: In line with the four topics discussed at the meeting, 21
questions were identified, concerning: how habit manifests in
health behaviour (3 questions); how to form healthy habits (5
questions); how to break unhealthy habits (4 questions); and how
to develop and evaluate habit-based behaviour change interven-
tions (9 questions).

Conclusions: While our questions transcend research contexts,
accumulating knowledge across studies of specific health
behaviours, settings, and populations will build a broader under-
standing of habit change principles and how they may be
embedded into interventions. We encourage researchers and
practitioners to prioritise these questions, to further theory and
evidence around how to create long-lasting health behaviour
change.

Many health-promoting behaviours must be repeated over the long-term to have a
meaningful impact on health. For example, successful management of long-term
conditions relies on sustained medication adherence (Ho et al., 2009). Conversely,
lasting health effects of discontinuing previously ingrained, repetitive health-risk
behaviours arise from maintaining cessation (Hill et al., 2005). Yet, many behaviour
change interventions have only short-term effects, which erode as people disengage
from health-promoting behaviours, or lapse into old behavioural patterns that under-
mine maintenance of health-promoting behaviour (Kwasnicka et al., 2016). Engendering
lasting change requires understanding how to sustain health-conducive behaviours,
and prevent re-emergence of old, unwanted actions.

Habit is a key concept in behaviour maintenance (Rothman et al., 2009). Habitual
behaviour is prompted when encountering a situation automatically triggers impulses
to act, via the activation of situation-behaviour associations learned through consistent
performance (Gardner, 2015). Unlike behaviour effortfully generated by reflective
processes that require memory, attention, and conscious motivation, habitual behaviour
is triggered relatively effortlessly and rapidly by nonconscious processes that can
operate without awareness or intention (Orbell & Verplanken, 2010). In associated
situations, habitual behaviours are not only more likely to be enacted, but also pro-
ceed where people might otherwise forget or lack the momentary intention strength
to act, and potentially even when they intend not to do them (Gardner, Lally, et al.,
2020; Wood et al., 2021). These effects have been shown across various health
behaviours, including physical activity, sedentary behaviour, dietary consumption,
alcohol consumption, medication adherence, and virus transmission behaviours (Aunger
et al., 2010; Conroy et al, 2013; Gardner et al, 2012; Hagger, 2019; Hagger et al,,
2020; Lin et al., 2016; Mullan et al., 2021; Phillips et al., 2013).

Commentators have argued that making health-promoting behaviours habitual will
shield against potential motivation losses, and disrupting cue-response links will
permanently discontinue many health-risk behaviours (Conn & Ruppar, 2017; Orbell
& Verplanken, 2020). Health psychologists have been at the forefront of efforts to
embed habit principles in behaviour change interventions (Mullan & Novoradovskaya,
2018). Yet, knowledge gaps limit understanding of how to use habit to support lasting
behaviour change. This paper sets out research questions that emerged from discus-
sions at the ‘Synergy Expert Meeting’ at the 2019 European Health Psychology Society
(EHPS) conference, held in Dubrovnik, Croatia.
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The meeting was advertised via the EHPS website (EHPS, 2019) and email lists,
and social media (e.g. Twitter). The advertised aim of the meeting, as written by the
meeting organisers and facilitators (authors BG and PL), was to ‘stimulate discussion
around the implications and applications of state-of-the-art habit theory for health
psychology research and practice’ (EHPS, 2019). Objectives were to ‘identify, and
achieve consensus around, the most pertinent research questions and strategies for
developing and applying habit theory to health psychology domains’ (EHPS, 2019).
Potential meeting attendees were required to apply, providing statements of their
relevant experience, expectations of the meeting and likely contribution, and a list
of relevant scientific outputs. While formally designated an ‘expert meeting’ in accor-
dance with EHPS branding, facilitators accepted all 22 applications, including from
doctoral students. Of the 22, five did not attend, leaving a group of 17 attendees
and two facilitators. The collective expertise of attendees encapsulated research and
practice in habit theory and application, and understanding and changing a range
of potentially habitual behaviours. In the meeting, four topics, pre-determined by the
facilitators, were covered: (a) how habit manifests in health behaviour, (b) how to
make and (c) break health-related habits, and (d) how to develop habit-based health
behaviour interventions.

At the meeting, attendees brainstormed pertinent unanswered questions that may
hinder design of optimal real-world habit-based interventions. Immediately after the
meeting, BG and PL organised the questions into a preliminary thematic structure.
The questions and structure were subsequently iteratively refined by BG. Six months
after the meeting, the structured list of questions was shared via a cloud-based service
with all authors, who were asked to indicate to which points they wished to contribute
written material. Further iteration of questions, contributions and structure was under-
taken by BG and PL, until a set of coherently organised, mutually exclusive questions
and discussion points remained. Contributions were incorporated by BG into a draft,
which was refined following co-author feedback. At all stages of review, questions
were revised or removed according to inductively identified criteria, which excluded
those deemed too general (e.g. ‘how can we break habits?’), insufficiently related to
intervention development or implementation (‘how should we measure habit?’), or
superseded by other questions. A full account of deviations from the original ques-
tions and structure was shared with co-authors, all of whom were satisfied that the
final draft captured all key questions and discussion points. The final set of questions
is presented in Table 1.

Understanding ‘habit’ and ‘habitual behaviour’

While there is no consensually agreed definition, habit cannot be meaningfully defined
as both a type of behaviour and a cause of behaviour (Maddux, 1997). Recent defi-
nitions portray habit as a learned cue-response association which, when activated
by exposure to the cue, automatically generates non-conscious impulses to act
(Fleetwood, 2021), or the overarching process by which cuing these associations
generate action impulses (Gardner, 2015). Importantly, these definitions differentiate
between habit as a cognitive construct that generates behaviour, and habitual behaviour
as the action generated by habit. Habitual behaviour is triggered automatically and
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Table 1. Twenty-one questions to guide future research, organised into domains.

Domain

Research question

Understanding ‘habit’ and
‘habitual behaviour’

Understanding habit
formation

Understanding habit
disruption

Designing and evaluating
habit-based behaviour
change interventions

1. Which cues, or clusters of cues, most commonly support real-world habitual
behaviours, and why?

2. How, and to what extent, does behavioural complexity influence the formation
of habits for instigating real-world behaviour?

3. How, and in what role(s), can habit be used to promote complex real-world
health behaviours?

4. What is the typical ‘shape’ of within-person real-world habit growth with
repetition over the long-term, and what determines the fit of this ‘shape’ to
individual trajectories?

5. What level of habit strength is required to sustain real-world behaviour over
time?

6. Which personality and individual difference factors influence real-world habit
formation, and how?

7. What makes the most effective reward(s) for quickening or heightening
real-world habit formation, and why?

8. What is the optimal position within an existing routine to insert a new
behaviour in order to promote real-world habit formation?

9. To what extent, and in what real-world conditions, does inhibiting an
unwanted habit, or avoiding exposure to cues, lead to degradation of
underlying cue-response associations?

10. To what extent must a cue-response association be degraded for habitual
cuing of a real-world behaviour to be discontinued?

11. What factors hasten the degradation of real-world habit associations?

12. Do degraded real-world habits reform more quickly, or more strongly, than do
wholly new real-world habits?

13. Which behaviour change techniques are most conducive to reinforcing the
cue-response associations needed for real-world habit to form?

14. Does forming a ‘higher-order habit’ promote greater uptake of more specific
target behaviours than does forming a habit for a more specific behaviour?

15. Which behaviour change techniques are most conducive to disrupting
unwanted habit associations or habitual behaviours in real-world contexts?

16. How feasible is it to substitute an unwanted habit with a less-rewarding
alternative habit in the real-world?

17. What factors influence the extent to which habit substitution will lead to
lasting behaviour change, and how?

18. Are habit-based interventions that explain the concept of habit to participants
more effective for forming or disrupting habits, or promoting lasting behaviour
change, than those that do not?

19. To what extent, and in what conditions, is advice regarding which specific
behaviours to perform in which specific settings more or less conducive to
real-world habit formation than training people to set their own personalised
habit plans?

20. How effective are interventions that create new cue-response associations or
disrupt old cue-response associations for bringing about lasting real-world
behaviour change?

21. Through which mechanisms of action do habit-based interventions bring
about real-world behaviour change?

efficiently in response to cues, potentially without conscious intention, awareness, or
control (Bargh, 1994). Harnessing this process to change behaviour requires under-
standing cues and the responses that they generate.

Understanding cues to habitual behaviour

Habits are inherently idiosyncratic, based on person-specific cue-response associations
acquired through repetition of a specific behaviour in a specific context, so cues to
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specific habits will vary between individuals. Nonetheless, identifying common cues
to common habitual behaviours would guide population-level health behaviour inter-
vention design, by highlighting settings that may be practically or theoretically most
supportive of habit.

Research on habit cues has tended to focus on cue type (but see Keller et al.,
2021). In theory, any contextual feature consistently present immediately prior to
action enactment can become a habit cue, but social and health psychologists have
tended to focus on location, presence of others, time of day, and prior events as
likely cues to real-world health behaviours (see Wood et al., 2021; Wood & Riinger,
2016). Theorists have proposed that some environmental features are inherently more
or less conducive to habits than others. For example, time-based cues require mon-
itoring so are, in principle, less suited to supporting action outside of awareness than
event-based cues, which are inherently more salient (McDaniel & Einstein, 2000).
Indeed, a study of pre-existing physical activity habits found that the consistency of
prior events (e.g. ‘after breakfast’) was related to habit strength, but engaging in
activity at a consistent time of day was not (Pimm et al,, 2016; see also Phillips et al.,
2021). However, a study of formation of dietary consumption habits found that rec-
ommending use of event-based or of time-based cues was equally supportive of habit
development (Keller et al., 2021). More work is needed to identify the characteristics
of cues that are most conducive to sustaining health-promoting habit associations,
and those that often support common unwanted habits.

Research is lacking regarding which aspects of a given real-world setting serve to
cue habits. This may be due in part to the difficulty of defining cues. Although
sometimes used interchangeably, a ‘context’ tends to be used to denote real-world
settings that incorporate multiple cues, while a ‘cue’ is typically used to denote a
specific stimulus representing one of many potential lower-order fragments within a
higher-order ‘context’ For example, a person with a habit for eating high-calorie snacks
while watching TV at home may enact their habit in the home environment context,
but in response to the specific cue of watching TV. A cue may therefore be defined
as the smallest possible ‘active ingredient’ sufficient to activate a given habit association.

Practically, however, the attempted separation of cues and contexts is problematic,
for two reasons. First, cues are often inseparable. The workplace, for example, can
represent a location cue, a time cue (i.e. the time at which a person arrives or departs),
or a social cue (i.e. the presence of colleagues). Real-world cues have fuzzy boundaries.
Second, it is difficult to distinguish a ‘context’ from a ‘cue’ Even seemingly simple
cues consist of smaller components. ‘Taking a cigarette break with a colleague’ involves,
for example, taking a break, and a colleague, which may be separate cues, such that
‘taking a cigarette break with a colleague’ more accurately represents a context.
Alternatively, both may be required, such that habit is prompted by a configuration
of cues, of which none is sufficient but all are necessary to activate habit impulses.
Even when a purported cue supports habit, there may be practical value in identifying
whether all components of the cue are necessary to support habitual responses — and
conversely, whether unidentified elements that co-occur with the proposed cue are
also required.

Cue effects may also be subjective. Cues must be perceived to generate action,
yet little research has focussed on how cues are mentally represented, or how such
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representations may mediate between cue exposure and response elicitation (see
Papies et al., 2020; Qin et al, 2021). For example, although research on cue types has
implicitly focussed on verifiable environmental features (e.g. locations), ostensibly
different cues may be perceived as sufficiently similar to generate the same action.
For example, a person who habitually flosses after toothbrushing is likely to continue
to do so after replacing an old toothbrush with a new one (Judah et al., 2013), despite
the physical properties of the stimulus having changed. Further work on common
cues, and perceptions of such cues, will aid understanding of whether and how spe-
cific habits may generalise across contexts, due to the consistent presence of triggering
cues in seemingly different contexts.

Research question (RQ) 1: Which cues, or clusters of cues, most commonly support real-world
habitual behaviours, and why?

Understanding habitual responses

Commentators have argued that real-world health behaviours are often too complex
to be generated by cue-response mechanisms (Kruglanski & Szumowska, 2020; Marien
et al, 2019). This raises the question of what, for any given behaviour, constitutes
the ‘response’ generated by habit, and how complex the ‘response’ can be.

The complexity of any given behaviour is commonly, albeit implicitly, conceived
of according to the number of ‘steps, or sub-actions, required to complete that
behaviour (Lally et al., 2010). For example, drinking a glass of water is seen as ‘simple;
as it involves only filling a glass, putting in to the mouth, and swallowing water,
whereas ‘going for a run’ involves many sub-actions - e.g. changing into running
clothes, leaving the house, and running - so is seen as ‘complex’ (Lally et al., 2010;
but see Rodger et al., 2021). This account of complexity is rooted in hierarchical
depictions of behaviour, which propose that all actions can be broken down into
lower-order sub-actions. Activation of a mental representation of a higher-level act
- for example, deciding to ‘go for a run’ - in turn triggers the representation and
subsequent performance of the first lower-level sub-actions required to complete the
act of ‘going for a run’ (e.g. ‘change into running clothes’; Cooper & Shallice, 2006).
Completion of a sub-action in turn activates the next sub-action in the sequence
(e.g. ‘leave the house’), until the higher-level act is completed.

Mullan and Novoradovskaya (2018) argue that complexity should be conceived of
according not only to the number of sub-actions, but also the nature of action out-
comes. They distinguish between ‘one-step’ actions, which involve a single cluster of
lower-level sub-actions (e.g. brushing teeth), and ‘multi-step’ actions, which require
more elaborate sequences of sub-actions (e.g. physical activity). Based on theory
suggesting that rewarding an action reinforces the impact of repetition on habit
formation (de Wit & Dickinson, 2009), Mullan and Novoradovskaya also differentiate
between actions that offer immediate hedonic rewards (e.g. unhealthy snacking, which
rapidly delivers pleasure) and those that provide only more distal benefits (e.g. eating
fruit and vegetables, which offers longer-term health rewards). Mullan and
Novoradovskaya propose that habit plays different roles according to these two
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determinants. Specifically, one-step/hedonic and one-step/distal benefit behaviours
become habitual more quickly, and habit is the sole determinant of familiar one-step/
hedonic behaviours. However, for one-step/distal benefit actions, and all multistep
actions, habits operate alongside conscious intentions in generating action.

Gardner et al. (2016) offer an alternative depiction of habit in complex behaviours,
distinguishing between two manifestations of habit in action. ‘Habitual instigation’
refers to the automatic selection of and commitment to perform an action from an
array of alternatives (e.g. ‘going for a run’). ‘Habitual execution’ describes habit facil-
itating fluid performance, whereby completing one sub-action (‘changing into running
clothes’) habitually cues the next (‘leave the house’). Although less practically signif-
icant for behaviours with few sub-actions, for complex actions like physical activity,
participants can distinguish between ‘habitually deciding’ (instigation) and ‘habitually
doing’ (execution) (Phillips & Gardner, 2016).

Gardner, Lally, et al. (2020) argue that the instigation—-execution distinction renders
the issue of behavioural complexity largely redundant, because the characteristic
influence of habit on behaviour relates to instigation, not execution (Hardwick et al.,
2019). By extension, the process by which habit triggers action should operate equally
for all actions, regardless of execution complexity. This explains how people can form
‘higher-order habits, whereby they habitually instigate actions for which execution is
complex and requires conscious oversight (Phillips et al., 2019). For example, recipients
of an intervention designed to promote habitually ‘filling half of the dinner plate with
fruits and vegetables’ in meal contexts reported increases in habit strength, despite
choosing different fruits and vegetables on different occasions (Phillips et al., 2019).
Other interventions have promoted habitual instigation of flexibly executed actions,
such as walking 10,000 steps (Beeken et al., 2017).

Both Gardner et al’s and Mullan and Novoradovskaya’s perspectives are theoretically
problematic. If all actions can be deconstructed into sub-actions ad infinitum, the
number of sub-actions involved in an action cannot be objectively identified.
Additionally, whether an action is "higher-level’ or ‘lower-level’ is relative, not absolute.
Habitually triggered water consumption, for example, can equally be deemed habitual
instigation of ‘drinking water, or habitual execution within a higher-order sequence
(e.g. ‘having a meal’).

From a practical perspective, however, conceiving of actions according to discrete
‘steps’ highlights the importance of specifying how habit is expected to support
health-related behaviours. At very low levels of analysis, all action is likely to be
habitual (Cooper & Shallice, 2006); the muscle movements involved in walking, for
example, are executed automatically. Researchers should therefore ask not whether
an action is habitual, but rather what is the role of habit in the action (Gardner et al.,
2019). Developers of habit-forming toothbrushing interventions, for example, should
clarify whether the aim is to create habits to engage in a toothbrushing episode, so
promoting frequent toothbrushing, or to support consistent brushing technique, so
facilitating high-quality performance (Raison et al., 2020). If the aim is to promote
habitual performance, intervention developers must identify which ‘step(s)’ in perfor-
mance are expected to become facilitated by habit.

Notwithstanding the need for agreement on how best to operationalise behavioural
complexity, more research is needed to test hypotheses about how habit affects
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complex actions, and how these may translate into effective behaviour change inter-
vention design. For example, the instigation—-execution distinction has been supported
mostly by studies of existing habits (Hoo et al., 2017; Raison et al., 2020), rather than
in formation contexts.

RQ2: How, and to what extent, does behavioural complexity influence the formation of habits
for instigating real-world behaviour?

RQ3: How, and in what role(s), can habit be used to promote complex real-world health
behaviours?

Understanding habit formation

Habit formation is a process of strengthening a cue-response association, typically
from a base point of a weak or no association, and ideally such that the cue comes
to prompt action without conscious deliberation (Kaushal & Rhodes, 2015; Lally et al.,
2010). Development of effective habit-formation interventions will be aided by under-
standing how habit develops with repetition, and factors that may enhance the impact
of repetition on habit strength (see Gardner & Lally, 2018).

Understanding habit formation trajectories

Enactment of new or unfamiliar behaviours requires conscious processing, but as
habit strengthens, regulation of action instigation transfers to environmental cues
and becomes less cognitively effortful (Lally et al., 2011). Understanding the ‘shape’
of the within-person relationship between context-dependent repetition and habit
formation can help intervention developers to provide behaviour change support
when it is most needed. Among 96 participants performing a self-chosen dietary or
physical activity behaviour in response to a self-chosen once-daily cue, an asymptotic
curve — characterised by initial rapid gains that decelerate as a plateau is reached
- provided a good fit to the data for many, and fitted best for those who most
consistently performed the behaviour daily (Lally et al, 2010). An alternative asymptotic
curve, depicting slower formation at the outset, fitted participants consistently per-
forming a stretching exercise in the morning or evening (Fournier et al., 2017; see
too Tobias, 2009). These findings imply that habit-forming interventions should provide
most support at the early stages to maintain repetition before automaticity peaks,
and that support may then be lessened, because habit alone should sustain action.

Other studies have questioned whether habit necessarily forms asymptotically. In
a study of 117 participants forming healthy drinking or eating habits in response to
once-daily cues, 56% experienced quadratic habit trajectories, with rapid early habit
gains peaking then declining, albeit to a level higher than baseline (Keller et al., 2021;
see too van der Weiden et al.,, 2020). Habit formed asymptotically for only 38% of
the sample (Keller et al., 2021). This suggests that habit formation curves may differ
between individuals such that, while for some people peak habit strength may be
maintained, for others, habit will erode from this peak. Interventions may therefore
need to provide support not only before habit is established, but also at later points,
to counteract waning habit strength.
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Attempts to understand how repetition translates into habit will depend on how
repetition is assessed and for how long. Most studies have modelled the impact of
time, not repetition, on habit development (e.g. Lally et al, 2010). Using time to
capture repetition is unlikely to be problematic where context-consistent performance
reliably occurs only once over the specified timeframe. For example, among partici-
pants successfully acting once daily, habit strength at day 10 will reliably reflect ten
repetitions. However, where behaviours are performed more or less frequently than
the habit measurement timeframe, time offers an inadequate proxy measure. Habit
strength at day 10 will not reflect actual number of repetitions where behaviour has
consistently been performed in response to cues occurring more than once-daily (e.g.
‘after eating a meal’), or if participants fail to act on one or more days. More work
is needed to establish the shape of habit formation trajectories with repetition, and
whether and why these differ across actors, behaviours, or cues.

RQ4: What is the typical ‘shape’ of within-person real-world habit growth with repetition over
the long-term, and what determines the fit of this ‘shape’ to individual trajectories?

Understanding the conduciveness of habit to behaviour maintenance

While many studies show stronger habit is associated with more frequent performance
(Gardner, 2015), surprisingly little work has tested whether habit formation leads to
persistent action upon exposure to cues (Triandis, 1977). Habit is most usefully por-
trayed on a continuum of strength, rather than a habit/no-habit dichotomy, which
renders this hypothesis problematic. Some participants report habit gains peaking at
low levels, such that the associated behaviour becomes less deliberative, but not
meaningfully automatic (Lally et al., 2010). It seems unlikely that shifting from ‘strongly’
to ‘moderately’ disagreeing that a behaviour is automatic reflects formation of a habit
sufficient to sustain behaviour. People describe new behaviours performed daily
becoming ‘second nature’ within 1-2weeks (Lally et al., 2011, p. 487; Gardner et al,,
2014), implying both habit formation and maintenance. To our knowledge, only one
study has shown the impact of habit formation on behaviour over time. Among new
gym members, habit typically plateaued after 6 weeks of attendance, and those sur-
passing a score of 2.8 on a 1-5 self-report scale - where 1 denotes weak and 5 strong
habit - were more likely to continue attending (Kaushal & Rhodes, 2015). More work
is needed in this area.

RQ5: What level of habit strength is required to sustain real-world behaviour over time?

Understanding facilitators of habit formation

Leaving aside factors that promote enactment of behaviour more generally, facilitators
of the growth of cue-response associations can be roughly organised into those
pertaining to the actor, behaviour, or cues. These facilitators may potentially hasten
habit formation, such that fewer repetitions are needed, or heighten the level at
which habit peaks.



PSYCHOLOGY & HEALTH e 527

Actor-related facilitators

Work in this area has focussed on personality and individual differences (e.g. McCloskey
& Johnson, 2019; Ramakrishnan et al., 2021). A cross-sectional survey of conscien-
tiousness, neuroticism, and habit among 459 participants showed that higher consci-
entiousness was associated with weaker habit for health-risk behaviours (e.g. unhealthy
snacking; McCloskey & Johnson, 2021), and neuroticism was associated with stronger
habits. Notwithstanding limitations of the cross-sectional design, these results suggest
the formation of health-conducive habits may be inhibited by conscientiousness but
facilitated by neuroticism. Conscientiousness associations may perhaps reflect trait
self-control: people higher in conscientiousness tend to show greater self-control
(O'Gorman & Baxter, 2002), so may be more likely to maintain non-automatic regu-
lation of their actions (Moran & Mullan, 2021). Yet, this conflicts with evidence sug-
gesting that people with greater trait self-control may act more habitually. Galla and
Duckworth (2015) showed that people higher in self-control report stronger habits
for actions that help them to act according to their goals, effectively habitually
shielding their behaviour (e.g. eating a healthy diet) against unwanted temptations
(e.g. snacking).

A preference for routine has been linked to stronger habit (Ersche et al., 2017) and
conversely, ‘life chaos’ - i.e. an absence of structure — is associated with weaker habit
(Hoo et al.,, 2017). This may indicate that, perhaps owing to a preference for regularity
or aversion to novelty (Ramakrishnan et al., 2021), people with more structured lives
purposely plan responses to cues or encounter potential habit cues more consistently.
Qualitative data suggest that people tend to find it more difficult to maintain
context-dependent repetition of actions during weekends or while on holiday, because
daily activities are less structured, making it harder to adhere to habit formation plans
(Lally et al., 2011). Routinisation is thought to be particularly important in medication
adherence. Stronger habit is associated with greater adherence among adults with
cystic fibrosis (Hoo et al., 2017), and lower adherers often report lacking routine
(Arden et al., 2019).

Research exploring actor-related facilitators has been limited by its focus on pre-
dicting ongoing habits. Correlates of between-person variation in pre-existing habits
do not reliably represent determinants of within-person formation of new habits. For
example, while Galla and Duckworth’s (2015) study of ongoing habits suggested that
people higher in self-control have stronger existing habits, another found that
self-control capacity had no impact on the formation of new ‘good’ habits (van der
Weiden et al., 2020).

RQ6: Which personality and individual difference factors influence real-world habit formation,
and how?

Behaviour-related facilitators

Actions that are ideally performed rigidly in unvarying contexts — for example, hand
hygiene among healthcare professionals following patient contact (Potthoff et al.,
2018) - are naturally the most appropriate targets for habit-forming interventions.
Research into behaviour-related facilitators is needed to understand how best to
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promote context-dependent repetition, or to reinforce the impact of each repetition
on habit development. There is disagreement around whether people can form ‘habits
of omission’; theory dictates that people cannot form cue-response associations that
specify no response (Lally & Gardner, 2013). However, in practice people can form
habits for acting in a way that inhibits unwanted responses. For example, people who
made coping plans specifying that they would ‘do something else instead’ of smoking
in response to smoking cues were more likely to avoid smoking over the following
four weeks than those who did not form such plans (Armitage, 2008). Conversely,
‘preparation habits’ can facilitate later, wanted behaviours; gym-goers who formed
habits for placing a packed gym bag by the door were more likely to exercise over
a subsequent 6-week period than those who did not (Kaushal et al., 2018).

In theory, any repeated behaviour can become habitually triggered, but in practice,
the reward value of action will likely dictate the likelihood of repetition, and the
reinforcing impact of each repetition on habit strengthening (de Wit & Dickinson,
2009). Questions have been raised around which reward types are most effective
(Lally & Gardner, 2013), and evidence is mixed around whether such reinforcement
hastens habit formation or increases the level at which habit strength peaks. Studies
of physical activity, dietary consumption, flossing and vitamin adherence interventions
have shown that, for behaviours that yield intrinsic rewards such as pleasure or sat-
isfaction, fewer repetitions are typically required for habit to peak (Judah et al., 2018;
Kaushal & Rhodes, 2015; Keller et al., 2021; but see Phillips et al., 2019). Hedonic
rewards, based on positive sensory experiences, are also thought to be more rein-
forcing than rewards based on expected future benefits (Mullan & Novoradovskaya,
2018). Judah et al. (2020) showed that people formed stronger habits for consuming
low-sugar drinks that they rated as more pleasurable. Lastly, reward immediacy is
important, with delayed rewards (e.g. long-term health benefits) having less overall
reinforcement value. There is relatively little real-world research into the impact of
rewards on the repetition-habit relationship. Studying the impact of rewards is chal-
lenging because reward value may fluctuate across performances and may change
over time, as initial rewards lose their appeal. It can also be difficult to isolate the
impact of concurrent rewards; for example, a planned bout of exercise may bring
mood benefits, alongside the satisfaction of plan enactment. Reward value is also
subjective. It may be fruitful to examine within-person factors that affect the value
of potential rewards. For example, outcomes that affirm preferred self-identities — e.g.
‘I am the type of person who eats healthy snacks’ - may be rewarding (Verplanken
& Sui, 2019).

RQ7: What makes the most effective reward(s) for quickening or heightening real-world habit
formation, and why?

Cue-related facilitators

Cue effectiveness depends at least partly on cue salience (McDaniel & Einstein, 2000).
One study showed that people were more likely to floss, and formed stronger flossing
habits, when cued to do so after rather than before toothbrushing (Judah et al.,
2013). This suggests that people are more likely to attend to cues within an ongoing



PSYCHOLOGY & HEALTH e 529

routine (e.g. ‘oral hygiene’), rather than cues situated at the end of a preceding routine
(e.g. ‘having a shower’; Judah et al., 2013). While ‘piggybacking’ a new habit (flossing)
on to an existing one (toothbrushing) in this way exploits the cue-response archi-
tecture that supports existing habits, it may be difficult to remember to consistently
insert a new behaviour into a habitually executed routine. There may, however, be
practical advantages to inserting habits at the end of preceding routines; for example,
where a new medication needs to be taken after a meal, completion of a ‘mealtime’
routine may be a more functional cue than completing the act of ‘taking pre-existing
medication’

RQ8: What is the optimal position within an existing routine to insert a new behaviour in
order to promote real-world habit formation?

Understanding habit disruption
Understanding how habit disruption relates to behaviour cessation

Gaps in understanding how habits are ‘broken’ can be attributed to the multifaceted
nature of habit disruption, which encompasses four discrete ways of preventing
habitual action (Gardner, Rebar, et al., 2020). ‘Habit inhibition’ refers to wilfully
frustrating enactment of an activated habit impulse; for example, thinking ‘don't do
it!" on encountering cues to habitual snacking (Quinn et al., 2010). ‘Habit discontin-
uation’ refers to the avoidance of habit cues, either purposefully - e.g. avoiding
stressful situations that prompt habitual snacking - or due to naturally occurring
disruption - e.g. loss of employment resulting in removal of cues to desk-based
snacking (Verplanken et al., 2018). ‘Habit degradation’ refers to purposeful or natural
decaying of cue-response associations, and ‘habit substitution’ denotes the sup-
planting of an old, unwanted response to a cue (e.g. unhealthy snacking at 2pm)
with a new, wanted alternative response (e.g. eating fruit at 2pm). Inhibition and
discontinuation block enactment of habit impulses but do not directly address the
associations that generate such impulses; they target habitual behaviour, not habit
(Gardner et al., 2021).

The impact of disrupting health-related habitual behaviours on habit associations
has received little empirical attention. Some have hypothesised that continued
non-performance of a habitual behaviour in associated settings will lead to habit
degradation (Tobias, 2009). Others propose that associations will persist despite dis-
ruption of habitual behaviour (Gardner et al., 2021). This has important implications
for behaviour change because, in theory, persistent habits retain the potential to be
reactivated when an actor returns to a triggering context following non-exposure, or
loses the self-regulatory capacity to continue to inhibit unwanted impulses (e.g. when
under stress; Gardner et al, 2021). For example, despite successful initial diet and
activity changes, many people report difficulty in maintaining weight loss because
they struggle to continually inhibit unwanted impulses (Gardner et al., 2021). Others
have predicted that habit will degrade only where an old habitual behaviour is con-
sistently and rigidly supplanted with an alternative response; that is, habit degradation
occurs via habit substitution (Mercuur et al.,, 2021). For example, consistently
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substituting habitual unhealthy snacking at 2pm with eating fruit at 2pm should
develop a new, competing association that will dominate over and degrade the old
association (Wood et al., 2021). If multiple alternative responses are performed (e.g.
eating fruit, drinking water, going for a walk), no new habit will form, so the snacking
habit will not decay (Mercuur et al,, 2021). Further empirical evidence is required to
test these predictions.

RQ9: To what extent, and in what real-world conditions, does inhibiting an unwanted habit,
or avoiding exposure to cues, lead to degradation of underlying cue-response associations?

Some researchers have portrayed habit associations as indelible memory traces,
such that, while one habit can be supplanted by another, habit associations can never
truly be ‘broken’ (Graybiel & Smith, 2014). The possibility that habits may persist
indefinitely raises questions regarding the optimal level of habit degradation for
behavioural cessation, and factors that may contribute to degradation. For example,
occasional lapses into unwanted habitual behaviours would be expected to impede
the decaying of habit associations by reinforcing the unwanted association.

RQ10: To what extent must a cue-response association be degraded for habitual cuing of a
real-world behaviour to be discontinued?

RQ11: What factors hasten the degradation of real-world habit associations?

Another question arises regarding ‘habit recovery, whereby a degraded habit asso-
ciation is restrengthened through resumption of context-specific performance. For
example, a person with a habit for unhealthy snacking each evening may, due to
health problems, mindfully develop an evening fruit consumption habit instead,
leading to snacking habit decay, but may deliberatively return to unhealthy evening
snacking if the health problems are later resolved. Portrayals of habits as indelible
imply that the degraded habit trace would facilitate more rapid strengthening of the
snacking habit than would be observed for an action for which no prior habit memory
exists. In real-world contexts, it may be difficult to distinguish the recovery of old
habits due to resumed engagement from alternative processes supporting the
re-emergence of non-decayed habitual behaviours, such as returning to associated
contexts following temporary discontinuation, or momentary lapses in the self-regulation
needed to inhibit behaviour.

RQ12: Do degraded real-world habits reform more quickly, or more strongly, than do wholly
new real-world habits?

Designing and evaluating habit-based behaviour change
interventions

There are various ways in which an intervention can be ‘habit-based’ (Michie &
Prestwich, 2010). We focus only on those that explicitly use techniques expected to
form or disrupt habits, and use habit formation or disruption as mechanisms for
lasting behaviour change.
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Understanding how best to promote habit-based change

Habit formation

Promoting habit formation requires understanding of the behaviour change techniques
(BCTs) most conducive to formation'. Aside from studies of BCTs that support new
behaviours more broadly, surprisingly little empirical research has sought to identify
BCTs conducive to context-dependent repetition, or reinforcing the impact of each
repetition on the speed or extent of habit formation. Some researchers have sought
to identify BCTs most closely aligned with theoretical principles of reinforcing cue-
behaviour associations (Gardner, Rebar, et al.,, 2020; Kok et al., 2016; Mullan &
Novoradovskaya, 2018). Others have retrospectively identified common BCTs in
real-world formation interventions (Gardner & Rebar, 2019). Conclusions from both
approaches overlap, because explicitly habit-based interventions tend to use
theory-derived BCTs to strengthen cue-response associations (e.g. Mergelsberg et al,
2021). More prospective work is, however, needed.

RQ13: Which behaviour change techniques are most conducive to reinforcing the cue-response
associations needed for real-world habit to form?

Questions can also be asked regarding the optimal level at which behaviour can
be specified within habit formation interventions. The concept of ‘higher-order habits'’
raises the prospect of creating habit associations supporting a range of behaviours,
prompting greater overall behavioural engagement. For example, forming a habit of
filling half of a plate with fruits and vegetables’ should promote consumption of a
range of fruits and vegetables (Phillips et al., 2019), compared to forming a habit for
eating a banana with breakfast. This may also promote variation, so preventing bore-
dom and disengagement.

RQ14: Does forming a ‘higher-order habit’ promote greater uptake of more specific target
behaviours than does forming a habit for a more specific behaviour?

Habit disruption

Similar to formation, BCTs conducive to purposeful habit disruption - i.e. inhibition,
discontinuation, and substitution — can be derived from theory (Gardner, Rebar, et al,,
2020; Kok et al., 2016). Inhibiting a habit relies on self-regulation at the moment
that a habit impulse is activated, so core BCTs will likely include distraction, planning
inhibitory responses, and training executive function to facilitate planning and enact-
ment (Adriaanse & Verhoeven, 2018; Kok et al., 2016). Purposeful discontinuation of
exposure to cues — as opposed to discontinuation arising from naturalistic context
changes (Verplanken et al., 2018) - involves avoiding cues (i.e. ‘stimulus control’), or
restructuring physical or social environments to minimise exposure (Kok et al., 2016).
Habit substitution requires the combination of BCTs conducive to habit formation
and inhibition. There may be other BCTs that facilitate forms of habit disruption; for
example, attempts to inhibit habits may be aided by prior monitoring of unwanted
behaviours and potential cues, to identify which responses must be inhibited and
in which contexts (Verhoeven et al., 2014). Empirical work is needed to test the
effects of discrete BCTs for disrupting habits or habitual behaviours.
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RQ15: Which behaviour change techniques are most conducive to disrupting unwanted habit
associations or habitual behaviours in real-world contexts?

Habit substitution has been proposed as the optimal strategy for lasting disruption
of habits in unchanging contexts (Gardner et al.,, 2021). Little evidence is available
around the feasibility of substitution in many real-world contexts, however. Many ‘bad’
habits, such as eating high-calorie snacks, develop because they offer immediate,
hedonic rewards, which may be more potent reinforcers than the longer-term health
benefits arising from eating lower-calorie alternatives (Mullan & Novoradovskaya,
2018). Additionally, little is known about the real-world longevity of health habits
that have newly supplanted prior, unhealthy habits, and factors that may influence
the recovery of old, unhealthy habitual responses.

RQ16: How feasible is it to substitute an unwanted habit with a less-rewarding alternative
habit in the real-world?

RQ17: What factors influence the extent to which habit substitution will lead to lasting
behaviour change, and how?

Giving habit-based advice

Questions remain around whether, in addition to techniques needed to make or break
habits, additional strategies may consistently enhance the effectiveness of habit-based
interventions. For example, many habit-based interventions seek to explain the habit
concept to participants (e.g. Beeken et al.,, 2017; White et al,, 2017), but it is unclear
whether this offers advantages over delivering habit change techniques without
explaining target mechanisms or outcomes.

RQ18: Are habit-based interventions that explain the concept of habit to participants more
effective for forming or disrupting habits, or promoting lasting behaviour change, than those
that do not?

When habit has been explained to participants, habit formation interventions have
differed according to whether they use a ‘one size fits all’ approach encouraging enact-
ment of specific behaviours in specific contexts among all recipients, or instead seek
to equip participants with the skills and knowledge to pursue self-chosen behaviours
and settings. In theory, supporting participants to create personally-tailored habits
should lead to the formation of more personally-relevant, intrinsically motivated and
so stronger habits (Lally & Gardner, 2013). This approach may also be more suited to
population-level initiatives when target behaviours and contexts are likely to differ
widely among recipients. Yet, a study of parents developing action plans to form healthy
child-feeding habits showed that many created suboptimal plans by, for example, failing
to specify contexts or setting unmeasurable targets (e.g. ‘I will give my child more
water’; Gardner et al., 2014). Training participants to set their own habit goals with
minimal further support risks loss of fidelity to habit theory.

RQ19: To what extent, and in what conditions, is advice regarding which specific behaviours
to perform in which specific settings more or less conducive to real-world habit formation
than training people to set their own personalised habit plans?
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Understanding the mechanisms by which habit-based interventions change
behaviour

Surprisingly, the fundamental assumption that making or breaking habits will lead to
lasting behaviour change remains largely untested. A systematic review of 15 inter-
ventions promoting habit formation found encouraging short-term effects on behaviour,
but few assessed behaviour change over the longer-term (Gardner & Rebar, 2019).

RQ20: How effective are interventions that create new cue-response associations or disrupt
old cue-response associations for bringing about lasting real-world behaviour change?

Even where habit-based interventions have shown promise, researchers have often
failed to conclusively demonstrate that changes in behaviour are attributable to habit
change (but see Kliemann et al., 2017). Interventions have typically been evaluated
using uncontrolled designs, or via comparison against no-treatment controls (Gardner
& Rebar, 2019). Assessing the unique contribution of habit-based components requires
comparing habit interventions against matched non-habit comparators. Mediation
analyses or process evaluations are also needed, because it is possible that a
habit-based intervention may yield long-term behaviour change via non-habit mech-
anisms (Volpp & Loewenstein, 2020). For example, people tend to find advice on
consistent repetition simple and easy to follow (e.g. Gardner et al., 2014), making
behaviour change more attractive (Volpp & Loewenstein, 2020). Conversely, non-habit-
based treatments may prompt habit change. In a physical activity intervention trial,
control participants who received non-habit-based guidance reported similar activity
habit gains as did a group that received habit-based advice (White et al., 2017). This
likely reflects that, when seeking to implement general behaviour change advice,
people spontaneously adopt strategies conducive to habit change, such as enacting
wanted behaviours in consistent settings, or avoiding triggers to unwanted actions
(Quinn et al., 2010). This presents a challenge to evaluating the psychological mech-
anisms by which habit-based interventions may yield change. Further research is
needed to identify the extent to which interventions targeting habit change yield
changes in habit or other mechanisms.

RQ21: Through which mechanisms of action do habit-based interventions bring about
real-world behaviour change?

Discussion

Addressing the questions, we have identified will facilitate development of interven-
tions to promote formation of healthy habits or disruption of unhealthy habits, and
so engender lasting real-world behaviour change. Our questions transcend research
contexts, such that the ‘answers’ may differ across behaviours, settings, and popula-
tions. Cues to unhealthy eating, for example (Research Question 1; see Table 1), differ
from cues to stair climbing, and stair climbing cues for younger adults differ from
those for older adults (Eves, 2014). Nonetheless, accumulating and synthesising
domain-specific evidence will inform a broader understanding of habit. We encourage
all researchers interested in habit or behaviour change to contribute towards efforts
to address these questions. Habit specialists should collaborate with intervention
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designers and practitioners to embed these questions into broader behaviour change
projects. Although habit research within health psychology is predominantly rooted
in the traditions and assumptions of social psychology, we encourage health psychol-
ogists to work more closely with other disciplines, to enrich understanding of how
habit translates into behaviour change.

Rigorous methods are required to comprehensively address our questions. Yet, the
adequacy of dominant methods for studying habit within health psychology is ques-
tionable. For example, despite the conceptual separation of habit as cognition and
habitual behaviour as the product of such cognition (Gardner, 2015), health habit
research relies predominantly on self-report measures that assess habit via reflections
on behaviour (e.g. Verplanken & Orbell, 2003; Orbell & Verplanken, 2015). These indices
are unlikely to be sensitive to underlying habit associations that are not acted upon.
True effects of habit on action are obscured by focussing only on the behavioural
output of habit (see Luque et al., 2020). Direct measures of cue-response associations
(e.g. Danner et al., 2007), or impulses aroused by cuing such associations (e.g. Fidler
et al, 2011), may provide more sensitive measures. Inadequate measures, and incon-
sistencies in sensitivity between measures, present challenges for questions that
require monitoring habit change and its relationship with behaviour change.
Additionally, while our questions are designed to stimulate research on real-world
habits, this is not to imply that all such research must be field-based. Research in
controlled settings (e.g. lab-based studies) will aid developing understanding of the
determinants, techniques, and mechanisms involved in habit-based behaviour change.

Attempts to track real-world habit change and its facilitators have been limited by
design problems, such as using between-person analyses to study a within-person
process (Judah et al., 2013). Intensive longitudinal designs, involving frequent momen-
tary assessments, offer promise for modelling within-participant habit trajectories
(Bolger & Laurenceau, 2013), and the dynamic interplay between habit formation and
its facilitators (Keller et al., 2021). The repeated measurement of habit at micro times-
cales characteristic of ecological momentary assessment designs also permits insight
into momentary fluctuations in habit strength and its impact on behaviour (Rebar
et al., 2014). Such insights would provide a useful basis for isolating meaningful habit
change from natural fluctuation.

Longer follow-ups are also needed to document habit change. Habit formation
studies have tended to use 12-week follow-ups (Keller et al., 2021; Lally et al., 2010),
but it is possible that habits may degrade beyond this point (Judah et al., 2013;
Tobias, 2009). Assessing habits over short periods risks overlooking dips in newly-formed
habits, or the restrengthening of degraded habits, over the longer-term. Similarly,
the long-term effect of habit interventions has received little research attention. A
review of habit formation interventions found the longest follow-up was 24 months
(Beeken et al., 2017), and few tracked habit for more than 12months (Gardner &
Rebar, 2019).

Translating habit theory into interventions conducive to sustainable behaviour
change requires understanding how habit affects behaviour, how habit forms and is
broken, and how to change habit via interventions. Yet, research gaps exist in each
of these areas. Addressing our research questions will further the science of health
habits and behaviour change.
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Note

1. The Behaviour Change Technique Taxonomy v1 portrays ‘habit formation; as defined as
‘prompting rehearsal and repetition of the behavior in the same context repeatedly so
that the context elicits the behavior, as a standalone technique (Michie et al., 2013,
Supplementary Material, p. 11). This is however more accurately labelled ‘context-dependent
repetition; which separates the process by which behaviour changes (i.e. context-consistent
performance) from the outcome of change (i.e. cue-response associations; Gardner &
Rebar, 2019).

Disclosure statement

No potential conflict of interest was reported by the authors.

Funding

The author(s) reported there is no funding associated with the work featured in this article.

ORCID

Benjamin Gardner http://orcid.org/0000-0003-1223-5934
James Green http://orcid.org/0000-0002-7309-0751

Kyra Hamilton http://orcid.org/0000-0001-9975-685X
Nelli Hankonen http://orcid.org/0000-0002-8464-2478
Jennifer Inauen http://orcid.org/0000-0002-7884-3222
Radomir Masaryk http://orcid.org/0000-0001-7927-7376
Dominika Kwasnicka http://orcid.org/0000-0002-5961-837X
Barbara A. Mullan http://orcid.org/0000-0002-0177-8899
Sheina Orbell http://orcid.org/0000-0002-8665-3541
Sebastian Potthoff http://orcid.org/0000-0003-4580-8532
Nicola McCleary http://orcid.org/0000-0002-4394-703X

Data availability statement

Data sharing is not applicable to this article as no new data were created or analysed in
this study.

References

Adriaanse, M. A, & Verhoeven, A. A. C. (2018). Breaking habits using implementation intentions.
In B. Verplanken (Ed.), The psychology of habit (pp. 169-188). Springer-Verlag.

Arden, M. A, Drabble, S., O'Cathain, A., Hutchings, M., & Wildman, M. (2019). Adherence to
medication in adults with cystic fibrosis: An investigation using objective adherence data
and the theoretical domains framework. British Journal of Health Psychology, 24(2), 357-380.
https://doi.org/10.1111/bjhp.12357

Armitage, C. J. (2008). A volitional help sheet to encourage smoking cessation: A randomized
exploratory trial. Health Psychology, 27(5), 557-566. https://doi.org/10.1037/0278-6133.27.5.557

Aunger, R., Schmidt, W.-P,, Ranpura, A., Coombes, Y., Maina, P. M., Matiko, C. N., & Curtis, V.
(2010). Three kinds of psychological determinants for hand-washing behaviour in Kenya.
Social Science & Medicine (1982), 70(3), 383-391. https://doi.org/10.1016/j.socscimed.2009.10.038

Bargh, J. A. (1994). The four horsemen of automaticity: Awareness, intention, efficiency, and
control in social cognition. In R. S. Wyer & T. K. Srull (Eds.), Handbook of social cognition:
Basic processes; Applications (2nd ed., Vols. 1-2, pp. 1-40). Lawrence Erlbaum Associates, Inc.



536 B. GARDNER ET AL.

Beeken, R. J., Leurent, B., Vickerstaff, V., Wilson, R., Croker, H., Morris, S., Omar, R. Z., Nazareth,
I, & Wardle, J. (2017). A brief intervention for weight control based on habit-formation the-
ory delivered through primary care: Results from a randomised controlled trial. International
Journal of Obesity (2005), 41(2), 246-254. https://doi.org/10.1038/ijo.2016.206

Bolger, N., & Laurenceau, J.-P. (2013). Intensive longitudinal methods: An introduction to diary and
experience sampling research. Guilford Press.

Conn, V. S., & Ruppar, T. M. (2017). Medication adherence outcomes of 771 intervention trials:
Systematic review and meta-analysis. Preventive Medicine, 99, 269-276. https://doi.org/10.1016/j.
ypmed.2017.03.008

Conroy, D. E,, Maher, J. P, Elavsky, S., Hyde, A. L., & Doerksen, S. E. (2013). Sedentary behavior
as a daily process regulated by habits and intentions. Health Psychology: Official Journal of
the Division of Health Psychology, American Psychological Association, 32(11), 1149-1157. https://
doi.org/10.1037/a0031629

Cooper, R. P, & Shallice, T. (2006). Hierarchical schemas and goals in the control of sequential
behavior. Psychological Review, 113(4), 887-916. https://doi.org/10.1037/0033-295X.113.4.887

Danner, U. N., Aarts, H., & de Vries, N. K. (2007). Habit formation and multiple means to goal
attainment: Repeated retrieval of target means causes inhibited access to competitors.
Personality & Social Psychology Bulletin, 33(10), 1367-1379. https://doi.
org/10.1177/0146167207303948

De Wit, S., & Dickinson, A. (2009). Associative theories of goal-directed behaviour: A case for
animal-human translational models. Psychological Research, 73(4), 463-476. https://doi.
org/10.1007/500426-009-0230-6

Ersche, K. D, Lim, T.-V., Ward, L. H,, Robbins, T. W., & Stochl, J. (2017). Creature of habit: A
self-report measure of habitual routines and automatic tendencies in everyday life. Personality
and Individual Differences, 116, 73-85. https://doi.org/10.1016/j.paid.2017.04.024

European Health Psychology Society (2019). Synergy: Learning from the past. Establishing an
agenda for habit research in health. Dubrovnik - Croatia - 2019. https://ehps.net/
synergy-croatia-2019/.

Eves, F. F. (2014). Is there any Proffitt in stair climbing? A headcount of studies testing for
demographic differences in choice of stairs. Psychonomic Bulletin & Review, 21(1), 71-77.
https://doi.org/10.3758/s13423-013-0463-7

Fidler, J. A., Shahab, L., & West, R. (2011). Strength of urges to smoke as a measure of severi-
ty of cigarette dependence: Comparison with the Fagerstrom Test for nicotine dependence
and its components. Addiction, 106(3), 631-638. https://doi.org/10.1111/j.1360-0443.2010.03226.x

Fleetwood, S. (2021). A definition of habit for socio-economics. Review of Social Economy, 79(2),
131-165. https://doi.org/10.1080/00346764.2019.1630668

Fournier, M., d’Arripe-Longueville, F., Rovere, C., Easthope, C. S., Schwabe, L., El Methni, J,, &
Radel, R. (2017). Effects of circadian cortisol on the development of a health habit. Health
Psychology: Official Journal of the Division of Health Psychology, American Psychological
Association, 36(11), 1059-1064. https://doi.org/10.1037/hea0000510

Galla, B. M., & Duckworth, A. L. (2015). More than resisting temptation: Beneficial habits me-
diate the relationship between self-control and positive life outcomes. Journal of Personality
and Social Psychology, 109(3), 508-525. https://doi.org/10.1037/pspp0000026

Gardner, B. (2015). A review and analysis of the use of ‘habit’ in understanding, predicting and
influencing health-related behaviour. Health Psychology Review, 9(3), 277-295. https://doi.or
9/10.1080/17437199.2013.876238

Gardner, B., Abraham, C., Lally, P, & de Bruijn, G.-J. (2012). Towards parsimony in habit mea-
surement: Testing the convergent and predictive validity of an automaticity subscale of the
Self-Report Habit Index. The International Journal of Behavioral Nutrition and Physical Activity,
9, 102. https://doi.org/10.1186/1479-5868-9-102

Gardner, B., & Lally, P. (2018). Modelling habit formation and its determinants. In B. Verplanken
(Ed.), The psychology of habit (pp207-229). Springer-Verlag.

Gardner, B., Lally, P, & Rebar, A. L. (2020). Does habit weaken the relationship between inten-
tion and behaviour? Revisiting the habit-intention interaction hypothesis. Social and Personality
Psychology Compass, 14(8), e12553. https://doi.org/10.1111/spc3.12553



PSYCHOLOGY & HEALTH e 537

Gardner, B, Phillips, L., & Judah, G. (2016). Habitual instigation and habitual execution: Definition,
measurement, and effects on behaviour frequency. British Journal of Health Psychology, 21(3),
613-630. https://doi.org/10.1111/bjhp.12189

Gardner, B, & Rebar, A. L. (2019). Habit formation and behavior change. Oxford Research
Encyclopedia of Psychology, https://doi.org/10.1093/acrefore/9780190236557.013.129

Gardner, B., Rebar, A. L., & Lally, P. (2019). A matter of habit: Recognizing the multiple roles of
habit in health behaviour. British Journal of Health Psychology, 24(2), 241-249. https://doi.
org/10.1111/bjhp.12369

Gardner, B., Rebar, A. L., & Lally, P. (2020). Habit interventions. In M. S. Hagger, L. D. Cameron,
K. Hamilton, N. Hankonen, & T. Lintunen (Eds.), The handbook of behavior change (pp. 599-616).
Cambridge University Press.

Gardner, B., Richards, R., Lally, P, Rebar, A., Thwaite, T., & Beeken, R. J. (2021). Breaking habits
or breaking habitual behaviours? Old habits as a neglected factor in weight loss maintenance.
Appetite, 162, 105183. https://doi.org/10.1016/j.appet.2021.105183

Gardner, B., Sheals, K., Wardle, J., & McGowan, L. (2014). Putting habit into practice, and prac-
tice into habit: A process evaluation and exploration of the acceptability of a habit-based
dietary behaviour change intervention. International Journal of Behavioral Nutrition and Physical
Activity, 11(1), 135. https://doi.org/10.1186/s12966-014-0135-7

Graybiel, A. M., & Smith, K. S. (2014). Good habits, bad habits. Scientific American, 310(6), 38-43.
https://doi.org/10.1038/scientificamerican0614-38

Hagger, M. S. (2019). Habit and physical activity: Theoretical advances, practical implications,
and agenda for future research. Psychology of Sport and Exercise, 42, 118-129. https://doi.
org/10.1016/j.psychsport.2018.12.007

Hagger, M. S., Smith, S. R., Keech, J., Moyers, S., & Hamilton, K. (2020). Predicting social dis-
tancing intention and behavior during the COVID-19 pandemic: An integrated social cogni-
tion model. Annals of Behavioral Medicine: a Publication of the Society of Behavioral Medicine,
54(10), 713-727. https://doi.org/10.1093/abm/kaaa073

Hardwick, R. M., Forrence, A. D., Krakauer, J. W., & Haith, A. M. (2019). Time-dependent com-
petition between goal-directed and habitual response preparation. Nature Human Behaviour,
3(12), 1252-1262. https://doi.org/10.1038/s41562-019-0725-0

Hill, J. O., Wyatt, H., Phelan, S., & Wing, R. (2005). The National Weight Control Registry: Is it
useful in helping deal with our obesity epidemic? Journal of Nutrition Education and Behavior,
37(4), 206-210. https://doi.org/10.1016/51499-4046(06)60248-0

Ho, P. M., Bryson, C. L., & Rumsfeld, J. S. (2009). Medication adherence: Its importance in car-
diovascular outcomes. Circulation, 119(23), 3028-3035. https://doi.org/10.1161/
CIRCULATIONAHA.108.768986

Hoo, Z. H., Boote, J., Wildman, M. J., Campbell, M. J., & Gardner, B. (2017). Determinants
of objective adherence to nebulised medications among adults with cystic fibrosis:
An exploratory mixed methods study comparing low and high adherers. Health
Psychology and Behavioral Medicine, 5(1), 299-316. https://doi.org/10.1080/21642850.2
017.1338958

Judah, G., Gardner, B, & Aunger, R. (2013). Forming a flossing habit: An exploratory study of
the psychological determinants of habit formation. British Journal of Health Psychology, 18(2),
338-353. https://doi.org/10.1111/j.2044-8287.2012.02086.x

Judah, G., Gardner, B., Kenward, M. G., DeStavola, B., & Aunger, R. (2018). Exploratory study of
the impact of perceived reward on habit formation. BMC Psychology, 6(1), 62. https://doi.
org/10.1186/540359-018-0270-z

Judah, G., Mullan, B., Yee, M., Johansson, L., Allom, V., & Liddelow, C. (2020). A habit-based
randomised controlled trial to reduce sugar-sweetened beverage consumption: The impact
of the substituted beverage on behaviour and habit strength. International Journal of
Behavioral Medicine, 27(6), 623-635. https://doi.org/10.1007/s12529-020-09906-4

Kaushal, N., & Rhodes, R. E. (2015). Exercise habit formation in new gym members: A longitu-

dinal study. Journal of Behavioral Medicine, 38(4), 652-663. https://doi.org/10.1007/
$10865-015-9640-7



538 B. GARDNER ET AL.

Kaushal, N., Rhodes, R. E., Meldrum, J. T., & Spence, J. C. (2018). Mediating mechanisms in a
physical activity intervention: A test of habit formation. Journal of Sport & Exercise Psychology,
40(2), 101-110. https://doi.org/10.1123/jsep.2017-0307

Keller, J., Kwasnicka, D., Klaiber, P, Sichert, L., Lally, P, & Fleig, L. (2021). Habit formation fol-
lowing routine-based versus time-based cue planning: A randomized controlled trial. British
Journal of Health Psychology, 26(3), 807-824. https://doi.org/10.1111/bjhp.12504

Kliemann, N., Vickerstaff, V., Croker, H., Johnson, F., Nazareth, I., & Beeken, R. J. (2017). The role
of self-regulatory skills and automaticity on the effectiveness of a brief weight loss habit-based
intervention: Secondary analysis of the 10 top tips randomised trial. The International Journal
of Behavioral Nutrition and Physical Activity, 14(1), 119. https://doi.org/10.1186/512966-017-
0578-8

Kok, G., Gottlieb, N. H., Peters, G.-J Y., Mullen, P. D., Parcel, G. S., Ruiter, R. A. C., Fernandez, M.
E., Markham, C., & Bartholomew, L. K. (2016). A taxonomy of behaviour change methods:
An intervention mapping approach. Health Psychology Review, 10(3), 297-312. https://doi.or
g9/10.1080/17437199.2015.1077155

Kruglanski, A. W., & Szumowska, E. (2020). Habitual behavior is goal-driven. Perspectives on
Psychological Science: a Journal of the Association for Psychological Science, 15(5), 1256-1271.
https://doi.org/10.1177/1745691620917676

Kwasnicka, D., Dombrowski, S. U., White, M., & Sniehotta, F. (2016). Theoretical explanations for
maintenance of behaviour change: A systematic review of behaviour theories. Health
Psychology Review, 10(3), 277-296. https://doi.org/10.1080/17437199.2016.1151372

Lally, P, & Gardner, B. (2013). Promoting habit formation. Health Psychology Review, 7(Suppl 1),
S$137-5158. https://doi.org/10.1080/17437199.2011.603640

Lally, P, van Jaarsveld, C. H. M., Potts, H. W. W., & Wardle, J. (2010). How are habits formed:
Modelling habit formation in the real world. European Journal of Social Psychology, 40(6),
998-1009. https://doi.org/10.1002/ejsp.674

Lally, P, Wardle, J., & Gardner, B. (2011). Experiences of habit formation: A qualitative study.
Psychology, Health & Medicine, 16(4), 484-489. https://doi.org/10.1080/13548506.2011.
555774

Lin, P-Y., Wood, W., & Monterosso, J. (2016). Healthy eating habits protect against temptations.
Appetite, 103, 432-440. https://doi.org/10.1016/j.appet.2015.11.011

Luque, D., Molinero, S., Watson, P, Lopez, F. J., & Le Pelley, M. E. (2020). Measuring habit for-
mation through goal-directed response switching. Journal of Experimental Psychology. General,
149(8), 1449-1459. https://doi.org/10.1037/xge0000722

Maddux, J. E. (1997). Habit, health and happiness. Journal of Sport and Exercise Psychology, 19(4),
331-346. https://doi.org/10.1123/jsep.19.4.331

Marien, H., Custers, R., & Aarts, H. (2019). Studying human habits in societal context: Examining
support for a basic stimulus-response mechanism. Current Directions in Psychological Science,
28(6), 614-618. https://doi.org/10.1177/0963721419868211

McCloskey, K., & Johnson, B. T. (2019). Habits, quick and easy: Perceived complexity moderates
the associations of contextual stability and rewards with behavioral automaticity. Frontiers
in Psychology, 10, 1556. https://doi.org/10.3389/fpsyg.2019.01556

McCloskey, K., & Johnson, B. T. (2021). You are what you repeatedly do: Links between person-
ality and habit. Personality and Individual Differences, 181, 111000. https://doi.org/10.1016/j.
paid.2021.111000

McDaniel, M. A., & Einstein, G. O. (2000). Strategic and automatic processes in prospective
memory retrieval: A multiprocess framework. Applied Cognitive Psychology, 14(7), S127-5S144.
https://doi.org/10.1002/acp.775

Mercuur, R., Dignum, V., & Jonker, C. M. (2021). Do habits fade out? Discerning between two
theories using agent-based simulation. In P. Ahrweiler & M. Neumann (Eds.), Advances in
social simulation (pp. 361-374). Springer Proceedings in Complexity.

Mergelsberg, E. L. P, Mullan, B. A., Allom, V., & Scott, A. (2021). An intervention designed to
investigate habit formation in a novel health behaviour. Psychology & Health, 36(4), 405-426.
https://doi.org/10.1080/08870446.2020.1779272



PSYCHOLOGY & HEALTH e 539

Michie, S., & Prestwich, A. (2010). Are interventions theory-based? Development of a theory
coding scheme. Health Psychology: Official Journal of the Division of Health Psychology, American
Psychological Association, 29(1), 1-8. https://doi.org/10.1037/a0016939[20063930]

Michie, S., Richardson, M., Johnston, M., Abraham, C., Francis, J.,, Hardeman, W., Eccles, M. P,
Cane, J., & Wood, C. E. (2013). The Behavior Change Technique Taxonomy (v1) of 93 hierar-
chically clustered techniques: Building an international consensus for the reporting of be-
havior change interventions. Annals of Behavioral Medicine: a Publication of the Society of
Behavioral Medicine, 46(1), 81-95. https://doi.org/10.1007/s12160-013-9486-6

Moran, A., & Mullan, B. (2021). Exploring temporal self-regulation theory to predict
sugar-sweetened beverage consumption. Psychology & Health, 36(3), 334-350. https://doi.or
g/10.1080/08870446.2020.1774055

Mullan, B., & Novoradovskaya, E. (2018). Habit mechanisms and behavioural complexity. In. B.
Verplanken (Ed.), The psychology of habit (pp. 71-90). Springer-Verlag.

Mullan, B., Olivier, C., & Thggersen-Ntoumani, C. (2021). Mind the gap: Habit and self-determined
motivation predict health behaviours in middle-aged and older adults. British Journal of
Health Psychology, 26(4), 1095-1113. https://doi.org/10.1111/bjhp.12522

O’Gorman, J. G., & Baxter, E. (2002). Self-control as a personality measure. Personality and
Individual Differences, 32(3), 533-539. https://doi.org/10.1016/50191-8869(01)00055-1

Orbell, S., & Verplanken, B. (2010). The automatic component of habit in health behavior: Habit
as cue-contingent automaticity. Health Psychology: Official Journal of the Division of Health
Psychology, American Psychological Association, 29(4), 374-383. https://doi.org/10.1037/a0019596

Orbell, S., & Verplanken, B. (2015). The strength of habit. Health Psychology Review, 9(3), 311-317.
https://doi.org/10.1080/17437199.2014.992031

Orbell, S., & Verplanken, B. (2020). Changing behaviour using habit theory. In M. S. Hagger, L.
D. Cameron, K. Hamilton, N. Hankonen, & T. Lintunen (Eds.), The handbook of behavior change
(pp. 178-192). Cambridge University Press.

Papies, E. K., Barsalou, L. W,, & Rusz, D. (2020). Understanding desire for food and drink: A
grounded-cognition approach. Current Directions in Psychological Science, 29(2), 193-198.
https://doi.org/10.1177/0963721420904958

Phillips, L. A., Burns, E., & Leventhal, H. (2021). Time-of-day differences in treatment-related
habit strength and adherence. Annals of Behavioral Medicine: a Publication of the Society of
Behavioral Medicine, 55(3), 280-285. https://doi.org/10.1093/abm/kaaa042

Phillips, L. A., & Gardner, B. (2016). Habitual exercise instigation (vs. execution) predicts healthy
adults’ exercise frequency. Health Psychology: Official Journal of the Division of Health Psychology,
American Psychological Association, 35(1), 69-77. https://doi.org/10.1037/hea0000249

Phillips, L. A., Johnson, M., & More, K. R. (2019). Experimental test of a planning intervention
for forming a ‘higher order’ health-habit. Psychology & Health, 34(11), 1328-1346. https://doi.
org/10.1080/08870446.2019.1604956

Phillips, L. A., Leventhal, H., & Leventhal, E. A. (2013). Assessing theoretical predictors of
long-term medication adherence: Patients’ treatment-related beliefs, experiential feedback
and habit development. Psychology & Health, 28(10), 1135-1151. https://doi.org/10.1080/088
70446.2013.793798

Pimm, R., Vandelanotte, C., Rhodes, R. E., Short, C., Duncan, M. J., & Rebar, A. L. (2016). Cue
consistency associated with physical activity automaticity and behavior. Behavioral Medicine
(Washington, D.C.), 42(4), 248-253. https://doi.org/10.1080/08964289.2015.1017549

Potthoff, S., McCleary, N., Sniehotta, F. F.,, & Presseau, J. (2018). Creating and breaking habit in
healthcare professional behaviours to improve healthcare and health. In B. Verplanken (Ed.),
The psychology of habit (pp. 247-265). Springer-Verlag.

Qin, K., Marien, H., Custers, R., & Aarts, H. (2021). Environmental control of human goal pursuit:
Investigating cue-based forced responses in a Pavlovian-to-instrumental transfer paradigm.
Motivation Science, 7(3), 281-290. https://doi.org/10.1037/mot0000219

Quinn, J. M., Pascoe, A, Wood, W., & Neal, D. T. (2010). Can’t control yourself? Monitor those
bad habits. Personality & Social Psychology Bulletin, 36(4), 499-511. https://doi.
org/10.1177/0146167209360665



540 B. GARDNER ET AL.

Raison, M. H., Corcoran, R., Burnside, G., & Harris, R. (2020). Oral hygiene behaviour automatic-
ity: Are toothbrushing and interdental cleaning habitual behaviours? Journal of Dentistry,
102, 103470. https://doi.org/10.1016/j.jdent.2020.103470

Ramakrishnan, S., Robbins, T. W.,, & Zmigrod, L. (2021). The Habitual Tendencies Questionnaire:
A tool for psychometric individual differences research. Personality and Mental Health, https://
doi.org/10.1002/pmh.1524

Rebar, A. L., Elavsky, S., Maher, J. P, Doerksen, S. E., & Conroy, D. E. (2014). Habits predict
physical activity on days when intentions are weak. Journal of Sport & Exercise Psychology,
36(2), 157-165. https://doi.org/10.1123/jsep.2013-0173

Rodger, A., Wehbe, L. H., & Papies, E. K. (2021). “I know it's just pouring it from the tap, but
it's not easy”: Motivational processes that underlie water drinking. Appetite, 164, 105249.
https://doi.org/10.1016/j.appet.2021.105249

Rothman, A. J., Sheeran, P, & Wood, W. (2009). Reflective and automatic processes in the ini-
tiation and maintenance of dietary change. Annals of Behavioral Medicine, 38(51), 4-17. https://
doi.org/10.1007/s12160-009-9118-3

Tobias, R. (2009). Changing behavior by memory aids: A social psychological model of prospec-
tive memory and habit development tested with dynamic field data. Psychological Review,
116(2), 408-438. doi:.1037/a0015512 https://doi.org/10.1037/a0015512

Triandis, H. C. (1977). Interpersonal behavior. Brooks/Cole Pub. Co.

van der Weiden, A., Benjamins, J., Gillebaart, M., Ybema, J. F, & de Ridder, D. (2020). How to
form good habits? A longitudinal field study on the role of self-control in habit formation.
Frontiers in Psychology, 11, 560. https://doi.org/10.3389/fpsyg.2020.00560

Verhoeven, A. A. C, Adriaanse, M. A., de Vet, E., Fennis, B. M., & de Ridder, D. T. D. (2014).
Identifying the ‘if’ for ‘if-then’ plans: Combining implementation intentions with cue-monitoring
targeting unhealthy snacking behaviour. Psychology and Health, 29(12), 1476-1492. https://
doi.org/10.1080/08870446.2014.950658

Verplanken, B., & Orbell, S. (2003). Reflections on past behavior: A self-report index of habit
strength. Journal of Applied Social Psychology, 33(6), 1313-1330. https://doi.
org/10.1111/j.1559-1816.2003.tb01951.x

Verplanken, B., Roy, D., & Whitmarsh, L. (2018). Cracks in the wall: Habit discontinuities as
vehicles for behaviour change. In B. Verplanken (Ed.), The psychology of habit (pp. 189-206).
Springer-Verlag.

Verplanken, B., & Sui, J. (2019). Habit and identity: Behavioral, cognitive, affective, and motiva-
tional facets of an integrated self. Frontiers in Psychology, 10, 1504. https://doi.org/10.3389/
fpsyg.2019.01504

Volpp, K. G., & Loewenstein, G. (2020). What is a habit? Diverse mechanisms that can produce
sustained behavior change. Organizational Behavior and Human Decision Processes, 161(Suppl),
36-38. https://doi.org/10.1016/j.0bhdp.2020.10.002

White, 1., Smith, L., Aggio, D., Shankar, S., Begum, S., Matei, R., Fox, K. R, Hamer, M., lliffe, S.,
Jefferis, B. J., Tyler, N., & Gardner, B. (2017). On your feet to earn your seat: Pilot RCT of a
theory-based sedentary behaviour reduction intervention for older adults. Pilot and Feasibility
Studies, 3, 23. https://doi.org/10.1186/s40814-017-0139-6

Wood, W., Mazar, A, & Neal, D. T. (2021). Habits and goals in human behavior: Separate but
interacting systems. Perspectives on Psychological Science, 174569162199422. https://doi.
org/10.1177/1745691621994226

Wood, W., & Riinger, D. (2016). Psychology of habit. Annual Review of Psychology, 67, 289-314.
https://doi.org/10.1146/annurev-psych-122414-033417



