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ABSTRACT
Background: Intrinsic values and priorities influence decision-
making and are, therefore, important to consider explicitly in
intervention development. Although health is generally
considered an important value, individuals often make unhealthy
choices, indicating a values disconnect.
Study aim: To investigate how becoming aware of a disconnect
between the value assigned to health and the effort devoted to
health is related to intentions and commitment for behavioural
change and physical activity among inactive adults.
Methods: We performed a secondary exploratory analysis on
previously collected data. The intervention included a values
exercise based on the Disconnected Values Model (DVM) that
made disconnected values explicit to participants in two study
arms. We compared participants with a disconnect (n = 138) with
participants without a disconnect (n = 101) regarding intentions
and commitment for behavioural change and physical activity
and sitting time 2–4 weeks follow-up. Logistic and linear
regression analyses were performed to analyse the data.
Results: Between-group differences were found for the intention to
devote more effort to health (OR = 3.75; 95%CI: 2.05; 6.86) and for
the intention to become more physically active (OR = 2.21; 95%CI:
1.10; 4.46), indicating that significantly more participants with a
disconnect were motivated to change, compared to participants
without a disconnect. No between-group differences were found
for commitment, intention strength, follow-up physical activity
and sitting time.
Conclusion: Making explicit a disconnect regarding health in an
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active choice intervention was associated with intentions to
become more physically active. Still, it did not translate in
significant behaviour change at 2–4 weeks follow-up.
Trial registration: ClinicalTrials.gov: NCT04973813. Retrospectively
registered.
Trial registration:: ClinicalTrials.gov identifier: NCT04973813..

Introduction

Physical inactivity is a leading risk factor for non-communicable diseases and premature
mortality worldwide (World Health Organization, 2009). Interventions promoting phys-
ical activity usually target individual or environmental factors that are specified in behav-
iour change models (e.g. the Theory of Planned Behaviour (Ajzen, 1991) or Health Belief
Model (Rosenstock, 1974)), including individual attitudes, self-efficacy, social norms, and
perceived barriers (Kwasnicka et al., 2016; Landais et al., 2020; Michie et al., 2009; Rhodes
et al., 2017). Interventions targeting these factors generally achieve small effects,
especially in the long term (Howlett et al., 2019; McEachan et al., 2011). It might be rel-
evant to take a decision-making approach to physical activity to improve long-term
behavioural maintenance. Specifically, individuals could be encouraged to make more
active decisions regarding their health behaviour.

In active decision-making, individuals are empowered to autonomously determine
their courses of action based on a consideration of personal values (Landais et al.,
2022a). Personal values are desirable goals that serve as guiding principles in a
person’s life and are central to active decision-making (Schwartz, 2012; Schwartz et al.,
2012). A focus on values activates an abstract mindset, which has been associated with
increased self-control, meaning that individuals can better pursue long-term desires
and suppress immediate, concrete temptations (Fujita & Han, 2009 Sweeney & Freitas,
2014;). Previous research has shown the potential of active, value-congruent decision-
making and self-determination in fostering commitment to behavioural change
(Brinthaupt et al., 2013; Cioffi & Garner, 1996; Deci & Ryan, 2000; Landais et al.,
2022a). Moreover, value-congruent decisions promote individual autonomy (Landais
et al., 2022a), a basic psychological need according to self-determination theory. Auton-
omous decisions are considered increasingly important in public health and healthcare
(Douma et al., 2020; Elwyn et al., 2014) and have positively been associated with intrinsic
motivation, well-being, satisfaction, and behavioural persistence (Deci & Ryan, 2000;
Zuckerman et al., 1978).

The pursuit of multiple values by individuals may lead to conflicts between values
(Schwartz, 2012). For instance, pursuing physical activity and good health may conflict
social and work related values (e.g. because of time constraints) (Landais et al., 2022b).
In Motivational Interviewing, a counselling method that aims to enhance an individual’s
motivation to change, the experience of conflicting values is referred to as ambivalence.
Ambivalence may result from a conflict between short-term and long-term values,
between individualistic and collectivistic values, or from valuing one behaviour that
interferes with another valued behaviour (Wagner & Sanchez, 2002). It is the relative
importance of multiple values in relation to each other that guides behaviour (Schwartz,
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2012). Resolving ambivalence by supporting individuals in clarifying the relative impor-
tance of conflicting values may increase motivation to change (Wagner & Sanchez, 2002).

One specific model that explicitly considers the role of personal values in the physical
activity domain is the Disconnected Values Model (DVM) (Anshel, 2008). The DVM is
partly based on Motivational Interviewing and assumes that sustainable behaviour
change is more likely if an individual actively identifies personal values, detects a misa-
lignment (i.e. disconnect) between personal values and unhealthy behavioural patterns,
and concludes that the disconnect can be reduced by behaving in a more value-congruent
way (Anshel, 2008). These premises are rooted in cognitive dissonance theory, which
states that people strive for internal psychological consistency and are, therefore, motiv-
ated to reduce cognitive dissonance (Festinger, 1957). Since perceiving a disconnect is
suggested to elicit cognitive dissonance, this can motivate individuals to behave in line
with their values to reduce the dissonance. Previous research in a physical activity
context has shown that interventions based on the DVM effectively improved physical
fitness, lipid profiles, and mental well-being (Anshel et al., 2010; Anshel & Kang, 2007;
Anshel & Kang, 2010).

In the current study, we performed a secondary exploratory analysis on previously col-
lected data by Landais et al. (2022a) to investigate how an intervention that increases
awareness of a disconnect between the value assigned to health and the actual effort
devoted to healthy behaviour is related to intentions, commitment, and actual behav-
ioural change in inactive adults. As such, it provides deeper insight into the working
mechanisms behind the active choice intervention by Landais et al. (2022a). Ultimately,
these insights could be used to improve individuals’ intentions, commitment and behav-
iour change regarding physical by supporting decisions in line with people’s values.
Based on the DVM, we hypothesised that, as a result of the intervention, individuals
with a disconnect are more willing to devote effort to health and to become more phys-
ically active and have stronger intentions and higher commitment toward physical
activity than individuals without a disconnect. In addition, we expected higher physical
activity levels and less sitting time at 2–4 weeks follow-up in individuals with a
disconnect.

Methods

Design and setting

This study analysed data collected during a web-based pre-test, post-test randomised
controlled trial by Landais et al. (2022a) in September and October 2020 (retrospectively
registered, NCT04973813). The original trial consisted of four study arms and aimed to
investigate the effectiveness of promoting an active choice (two arms) versus passive
choice (two arms) regarding physical activity on self-reported behavioural outcomes
(e.g. physical activity behaviour) and psychological outcomes (e.g. physical activity inten-
tion; commitment). The current study used the combined data from the two study arms
consisting of physically inactive participants who completed an active choice interven-
tion, including a values exercise that made disconnected values explicit. Data from the
passive choice intervention (i.e. the two other study arms of the original trial) were
not used. In the current study, we compared participants with a ‘disconnect’ (n = 138;
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as assessed by the researchers; see ‘Study groups’) with participants without a disconnect
(n = 101) on a subset of the outcomes (see ‘Outcomes’).

Before the trial intervention, participants completed the short form of the Inter-
national Physical Activity Questionnaire (IPAQ) to assess baseline physical activity
levels. The post-intervention questions, which assessed psychological outcomes, followed
directly after the intervention. Approximately 2–4 weeks follow-up, participant com-
pleted the IPAQ short form again and some questions assessing psychological outcomes.
An overview of the study design is presented in Figure 1. The Medical Ethics Review
Committee of VU University Medical Center confirmed that no ethical approval was
required for this study (number: 2020.142).

Participants

The trial data were collected within the ISO-certified Flycatcher Internet Research panel
(www.flycatcher.eu). Panel members were Dutch adults (i.e. 18 years and over) who
voluntarily signed up for research participation. Individuals were included in the trial
if they reported low physical activity levels (i.e. if they were on less than five days a
week physically active for 30 min or more and engaged in less than 150 min of physical
activity in total throughout an average week (Scottish Physical Activity Screening Ques-
tion (Scot-PASQ), 2013)). Individuals not able to walk a minimum of 100 metres, wheel-
chair users, and pregnant women were excluded from the trial. Participants in the current
study were the ones from the two study arms that received an active choice intervention
(Landais et al., 2022a).

Intervention

Participants in the current study all completed a web-based active choice1 intervention
(Additional file 1). A detailed description of the intervention, including theoretical foun-
dations and behaviour change techniques, was outlined by Landais et al. (2022a). In
short, the intervention asked participants about the pros and cons of their current

Figure 1. Study design. Abbreviations: PA Physical activity. We included active choice group partici-
pants of the original trial in the current study. The current study focusses on the values exercise, com-
paring participants with a disconnect with those that had no disconnect in this exercise. Outcomes
were assessed pre-intervention (T0), post-intervention (T1) and at follow-up (T2).
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behaviour and increasing physical activity, comparable to a ‘decisional balance sheet’
(Janis & Mann, 1977), and to indicate the pros/cons considered most important. Sub-
sequently, participants completed a values exercise (see below). Next, participants read
the Dutch physical activity guideline (Gezondheidsraad. Beweegrichtlijnen, 2017) and
strategies to increase physical activity. They were asked to report personal barriers to
physical activity. Participants in one of the active choice groups of the original trial
who indicated that they considered increasing their physical activity levels were addition-
ally asked to make physical activity action and coping plans (n = 98) (Bélanger-Gravel
et al., 2013; Gollwitzer & Sheeran, 2006; Sheeran et al., 2005).

Values exercise

The intervention’s values exercise was based on the Disconnected Values Inventory
(DVI), an exercise derived from the Disconnected Values Model (Anshel, 2008). The
DVI first asks individuals about the importance of several key values (e.g. health,
family) and the effort individuals put into each of these values. In case of a disconnect,
individuals are asked if they think the disconnect is acceptable, given its costs and
long-term consequences. Only if the disconnect is considered unacceptable, it is expected
that individuals consider committing to behaviour change (Anshel & Kang, 2007). Indi-
viduals with a disconnect are encouraged to develop an action plan to replace the nega-
tive habit with new routines (Anshel, 2008).

Our values exercise first asked participants to rate the importance of several values,
including health, responsibility, performance (e.g. at work), pleasure, family, friendship,
and balance (e.g. between work and private life), on a scale of 1 (not important) to 10
(very important). These values were chosen based on the DVI (Anshel & Kang, 2010)
and a prior qualitative study (Landais et al., 2022b), in which different participants par-
ticipated. Next, participants were asked to rate the time, effort, and energy they devoted
to each of those values in the past year on a scale of 1 (not much) to 10 (very much). After
that, we presented participants with their ratings on the two questions regarding ‘health’
(i.e. its importance and the devoted time, effort, and energy), as shown in Figure 2. As
such, it made disconnected values explicit to individuals. Finally, we asked whether
they perceived a discrepancy between the ratings and whether they were willing to
devote more time, effort, and energy to their health (yes/no). We deliberatively asked
about ‘willingness’ rather than ‘acceptability’, as usual in the DVI (Anshel & Kang,
2010), to get participants to think about behavioural change.

Study groups

We compared two groups in this study: participants who completed a web-based active
choice intervention with a values ‘disconnect’ and participants who completed the same
intervention without a values ‘disconnect’. A disconnected values score (disconnect yes/
no) was computed by subtracting participants’ ratings on ‘the time, effort, and energy –
shortly ‘effort’ – devoted to health’ from ‘the importance of health’ (Anshel & Kang,
2010). We used a cut-off point to define a disconnect: a discrepancy of ⍰2 points
between the importance of health and the effort devoted to health (with the assigned
importance being higher than the invested effort). This cut-off value was chosen based
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on mean disconnected values reported in studies using the DVI, which ranged between
2.98 (pre-test) and 1.70 (post-test) (Anshel & Kang, 2010; Brinthaupt et al., 2010). Par-
ticipants had to give at least some importance to their health to be categorized as having a
disconnect. Therefore, participants rating the importance of health ≤5 were excluded
from analyses. We defined ‘no disconnect’ as a≤ 1 point discrepancy between the impor-
tance of health and the effort devoted to health, including negative differences scores (i.e.
the assigned importance being lower than the effort invested).

Procedure

The original trial disseminated the pre-intervention, intervention, and post-intervention
questionnaires between September 4 and 22, 2020. All panel members (n = 9395) were
invited by e-mail by the research agency, along with brief information about the study
topic and an estimated time to complete the questionnaire and intervention (10–
20 min). Five questions were used to check individuals’ eligibility, as specified in the Par-
ticipants section. If eligible panel members consented to participate, they were randomised
to one of four groups using the SPSS function ‘random sample of cases’ for simple random
sampling. Follow-up data collection took place from September 24 to October 9, 2020.

Outcomes

Intention to devote more effort to health, physical activity intention, intention strength,
commitment, physical activity behaviour and sitting time constituted the main outcome

Figure 2. A component of the values exercise that presented participants with their ratings for the
importance of health and the time, effort, and energy devoted to health in the past year. In the
values exercise, participants were presented their ratings for the importance of health and the
time, effort, and energy devoted to health in the past year and asked to compare those ratings. Sub-
sequently, they were asked whether they were willing to spend more time, effort and energy on their
health.
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measures of the current study. Intention to devote more effort to health was assessed
during the completion of the intervention (directly after the values exercise) as
follows: ‘Do you want to spend more time, effort, and energy on your health?’ (yes/
no). The intention to become more physically active was assessed dichotomously (yes/
no). Intention strength and commitment to becoming more physically active were
both assessed with one item using a 10-point scale. Physical activity intention, intention
strength, and commitment were assessed directly post-intervention. Physical activity and
sitting time were assessed pre-intervention and at follow-up using the short form of the
International Physical Activity Questionnaire (IPAQ) (International physical activity
questionnaire, 2012; van Poppel et al., 2004), which has reasonable reliability and validity
(Craig et al., 2003). The IPAQ assesses time spent in vigorous and moderate-intensity
activities and walking over the past seven days. For each of these activities, the metabolic
equivalent of task (MET)-minutes per week were calculated (i.e. a measure of energy
expenditure relative to being at rest) (Guidelines for data processing and analysis of
the International Physical Activity Questionnaire (IPAQ) - Short and long forms,
2005). By summing the vigorous, moderate and walking MET-minutes/week scores,
we obtained a combined total physical activity MET-minutes/week score. Total scores
of <10 min were recoded ‘zero’, and scores of ≥16 h were excluded (pairwise deletion).
For sitting time, which was assessed by 1 IPAQ item, we excluded cases with≥ 20 h of
daily sitting time from the analysis because such values seemed invalid. Table 1 shows
the assessment of the outcome measures, including the time of measurement.

A few additional outcomes were assessed in the original trial (Landais et al., 2022a),
including self-efficacy, values-congruence, active choice, autonomous choice, and satis-
faction with the choice, since these outcomes were expected to differ between individuals
who made a more active versus more passive choice. However, in the current study, we
had not expectations concerning between-group differences for these outcomes; there-
fore, we did not analyse them in the current study.

Table 1. Assessment of outcome measures.

Outcome measure Item(s)
Scale / Response

categories
Time of

measurement

Intention to devote
more effort to
health

♣ Do you want to spend more time, effort,
and energy on your health?

Yes/No Directly after the
values exercise

Physical activity
intention

♣ Do you plan to become more physically
active?

Yes / No T1

Intention strength a ♣ How strong is your plan to become more
physically active?

1 (no strong plan at all) - 10
(very strong plan)

T1

Commitment a ♣ To what extent are you willing to put time,
effort and energy into being more
physically active?

1 (not willing at all) – 10
(very willing)

T1

Physical activity IPAQ short form: 6 items to assess weekly
time spent in: ♣ vigorous intensity
activities ♣ moderate intensity activities
♣ walking

Days per week/ Hours and
minutes per day/ ‘Don’t
know/not sure’

T0, T2

Sitting time IPAQ short form: 1 item to assess daily
sitting time

Hours and minutes per
day/ ‘Don’t know/not
sure’

T0, T2

Abbreviations: IPAQ International Physical Activity Questionnaire, T0 Pre-intervention measurement, T1 Post-intervention
measurement, T2 Follow-up measurement

aOnly assessed in participants who intended to become more physically active
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Data analysis

All analyses of the current study were secondary exploratory analyses. A logistic
regression analysis investigated the relationship between the presence of disconnect
(yes/no) and physical activity intention. Linear regression analyses were performed to
analyse the relationship between the presence of a disconnect (yes/no) and intention
strength, commitment, physical activity and sitting time. We used the follow-up
measurement as the dependent variable for physical activity and sitting time and adjusted
it for the baseline measurement. Outliers in the IPAQ data were excluded from analyses
(i.e. values exceeding 1.5 interquartile ranges below the 25th percentile or above the 75th
percentile). Outcomes with a heavily skewed distribution were log-transformed for the
regression analyses to meet the assumption of normal distribution. We reported the
median and interquartile range (IQR) in that case. Only participants who completed
the values exercise were included in the analyses. We examined potential effect modifi-
cation of action and coping planning on intention strength, commitment, physical
activity and sitting time, since only part of the participants were asked to make action
and coping plans during the intervention (n = 98; 65 in the disconnect group and 33
in the no-disconnect group). Pairwise deletion was applied for missing data. All analyses
were performed in SPSS for Windows version 26. We used a significance level of .05.

Sensitivity analyses

We conducted sensitivity analyses with different disconnect cut-offs to explore whether
this would yield different results. The sensitivity analyses were conducted on the main
outcomes: intention to devote more effort to health, physical activity intention, intention
strength, commitment, and physical activity and sitting time. In the first set of sensitivity
analyses, we defined a disconnect as a discrepancy of ≥1 point between the importance of
health and the effort devoted to health (n = 179) and ‘no disconnect’ as a≤ 0 points dis-
crepancy between the importance of health and the effort devoted to health, including nega-
tive differences scores (n = 60).

In the second set of sensitivity analyses, we used a fixed cut-off instead of a relative
difference to define ‘disconnect’. In these analyses, a ‘disconnect’ was a score of ≥7 on
the importance of health and a score of ≤5 on the effort devoted to health (n = 49). ‘No
disconnect’ was defined as ‘the importance of health and the effort devoted to health
both scored ≥7’ (n = 147).

Results

Study population

Of 946 eligible panel members (see Landais et al. (2022a) for a participant flow diagram),
239 individuals were included in the current study: 138 with a disconnect and 101
without a disconnect. The mean time interval between the baseline and follow-up
measurement was 18 days (range: 9–33 days).

Table 2 shows participants’ characteristics for the disconnect versus no disconnect
group. The percentage of participants with a physical or mental health condition was
relatively high in both groups (i.e. 63% in the disconnect group; 70% in the group
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without disconnect). Groups did not significantly differ regarding health condition,
gender, age, educational level, employment status, living with children, ethnicity.
However, participants with a disconnect reported significantly more barriers to physical
activity (M = 3.08, SD = 1.33) than participants without a disconnect (M = 2.69, SD =
1.36).

Table 3 shows that individuals with a disconnect considered health somewhat more
important and their discrepancies were larger on all values compared to individuals
without a disconnect. Only for ‘performance’, the discrepancies were negative, indicating
that participants, especially those with a disconnect regarding health, rated the effort
devoted to performance higher than its importance.

Table 2. Characteristics of participants (n = 239, aged 18–97 years) with and without a disconnect
between the importance of health and the time, effort, and energy devoted to health

Disconnect group (n
= 138)

No disconnect group (n
= 101) OR [95% CI]

Gender, Women, n (%) 93 (67.4%) 62 (61.4%) OR = 1.30 [0.76;
2.22]

Age, Mean (SD) 48.32 (14.23) 47.77 (16.33) OR = 1.00 [0.99;
1.02]

Educational level, n (%)
Higher 71 (51.4%) 51 (50.5%) OR = 1.17 [0.59;

2.31]
Middle 42 (30.4%) 29 (28.7%) OR = 1.22 [0.58;

2.57]
Lower 25 (18.1%) 21 (20.8%)
Employment status, employed, n (%) 102 (74.5%) 68 (67.3%) OR = 1.41 [0.80;

2.49]
Living with children, n (%) 53 (38.4%) 37 (36.6%) OR = 1.08 [0.63;

1.83]
Ethnicity, Dutch background, n (%) 132 (95.7%) 97 (96.0%) OR = 0.78 [0.43;

1.42]
Health condition, n (% with a physical or
mental health condition)

87 (63.0%) 71 (70.3%) OR = 0.72 [0.42;
1.25]

Reported number of barriers to physical
activity, Mean (SD)

3.08 (1.33) 2.69 (1.36) OR = 1.24*
[1.02; 1.51]

SD standard deviation, β regression coefficient, OR odds ratio, CI confidence interval
*P < .05; **P < .01

Table 3. The importance of several values and the time, effort, and energy devoted to them in the
past year by group.

Disconnect group (n = 138) No disconnect group (n = 101)

Value
Importance
Mean (SD)

Invested
time, effort,
energy Mean

(SD)
Discrepancya

Mean (SD)
Importance
Mean (SD)

Invested
time, effort,
energy Mean

(SD)
Discrepancya

Mean (SD)

Health 8.93 (1.04) 5.76 (1.66) 3.17 (1.39) 8.31 (1.08) 8.10 (1.19) 0.21 (0.83)
Responsibility 7.58 (1.04) 7.08 (1.71) 0.50 (1.66) 7.68 (1.49) 7.43 (1.65) 0.26 (1.16)
Performance 6.29 (2.45) 6.69 (2.44) −0.40 (1.86) 6.12 (2.60) 6.28 (2.51) −0.16 (1.81)
Pleasure 8.36 (1.28) 6.62 (1.78) 1.75 (1.67) 8.19 (1.10) 7.51 (1.34) 0.67 (1.17)
Family 8.11 (1.79) 7.20 (1.73) 0.91 (1.50) 8.13 (1.58) 7.54 (1.72) 0.58 (1.22)
Friendship 7.58 (1.72) 6.28 (2.02) 1.30 (1.59) 7.83 (1.46) 6.76 (1.86) 1.07 (1.29)
Balance 7.41 (2.33) 5.87 (2.38) 1.54 (2.05) 7.32 (2.31) 6.68 (2.17) 0.63 (1.60)
aThe discrepancy was calculated for each value by substracting the score on invested time, effort, and energy from the
score on importance.
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Main analyses

Table 4 shows that significantly more participants with a disconnect were willing to
devote more effort to their health (84.1%) than participants without a disconnect
(58.4%); OR = 3.75; 95%CI: 2.05; 6.86. Concerning physical activity intention, signifi-
cantly more participants with a disconnect were willing to become more physically
active (88.0%) compared to participants without a disconnect (76.8%); OR = 2.21; 95%
CI: 1.10; 4.46. Intention strength and commitment to become more physically active
were somewhat higher in participants with a disconnect than in participants without a
disconnect; however, between-group differences were not significant.

Regarding behavioural change, the IPAQ results showed that participants with a dis-
connect were not more physically active and did not spend less time sitting between the
pre- and post-intervention measurements compared to participants without a discon-
nect. We found no effect modification of ‘making action and coping plans’ on intention
strength, commitment, physical activity or sitting time.

Sensitivity analyses

Since we used different definitions of ‘disconnect’ and ‘no disconnect’ for the sensitivity
analyses, the group compositions differed from the main analyses. Table 5 (Additional
file 2) shows the results of the first sensitivity analysis. The results were largely compar-
able to the main analyses. However, contrary to the main analyses, we found a signifi-
cantly higher intention strength for participants with a disconnect (M = 6.53, SD =
2.15) than for those without a disconnect (M = 5.69; SD = 2.44); β = 0.84; 95%CI:0.18;
1.51. Table 6 (Additional file 2) presents the outcomes of the second sensitivity analysis,
using a fixed cut-off for disconnect. The results were largely comparable to the main ana-
lyses; however, there was no significant difference in physical activity intention.

Discussion

We studied how a disconnect between the value assigned to health and the actual effort
devoted to healthy behaviour is related to intentions, commitment, and actual behav-
ioural change in inactive adults, assuming that disconnects motivate behavioural
change. In line with our hypothesis, a significantly higher number of individuals with
a disconnect than those without a disconnect intended to devote more time, effort,
and energy to health – the odds were more than three times higher in the disconnect
group compared to the group without a disconnect. Moreover, the odds that individuals
with a disconnect intended to become more physically active after the intervention were
more than two times higher compared to individuals without a disconnect. However,
contrary to expectations, no significant differences were found regarding intention
strength, commitment, physical activity, and sitting time. These findings indicate that
awareness of a disconnect between the value assigned to health and the effort devoted
to health increases individuals’ physical activity intentions but does not translate to a sig-
nificant behaviour change within 2–4 weeks.

The positive findings for intention contribute to the evidence previously collected in
this field (Anshel & Kang, 2010; Brinthaupt et al., 2010). Previous DVM studies, in which
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disconnected values were assessed pre- and post-intervention, demonstrated that values
regarding ‘health’ became significantly less disconnected and that exercise commitment
and physical fitness significantly increased (Anshel & Kang, 2010; Brinthaupt et al.,
2010). According to the DVM, this can be explained by the cognitive dissonance experi-
enced by individuals who become aware of a disconnect. As people generally strive for
internal psychological consistency, it is thought that people are motivated to reduce
the cognitive dissonance, for instance by setting intentions to behave in line with one’s
values (Festinger, 1957).

Behavioural changes in physical activity and sitting time within 2–4 weeks were not
found, indicating the well-known intention-behaviour gap (Sheeran & Webb, 2016).
This lack of effect may be explained by the fact that individuals with a disconnect
reported more barriers to physical activity. Moreover, our findings suggest that individ-
uals with a disconnect had different value priorities than individuals without a disconnect

Table 4. Outcomes for participants with and without a disconnect between the importance of health
and the time, effort, and energy devoted to health.
Outcome Group Post-intervention measurement (T1)

N (%) or Mean (SD) OR or β
[95% CI]

Intention to devote
more time, effort,
and energy to health
(n = 239)

Disconnect 116 (84.1%) OR =
3.75**
[2.05;
6.86]

No disconnect 59 (58.4%)

Physical activity
intention
(n = 232)

Disconnect 117 (88.0%) OR =
2.21*
[1.10;
4.46]

No disconnect 76 (76.8%)

Intention strength
(n = 232)

Disconnect 6.55 (2.27) β = 0.54
[−0.05;
1.13]

No disconnect 6.01 (2.21)

Commitment
(n = 193)

Disconnect 7.27 (1.45) β = 0.23
[−0.17;
0.63]

No disconnect 7.04 (1.30)
Pre-intervention measurement (T0) Follow-up measurement (T2) versus pre-

intervention (T0)
Median (IQR)a Median (IQR)a β [95% CI]

Physical activity, total
MET-minutes per
week (T0: n = 182;
T2: n = 161)

Disconnect 647.50 (820.00) 844.50 (1279.13) β = 0.17
[−0.19;
0.52]b

No disconnect 650.25 (653.38) 735.00 (1044.00)

Sitting time, minutes
per day (T0: n = 203;
T2: n = 180)

Disconnect 536.54 (233.13) 516.06 (218.11) β = 4.94
[−47.25;
57.13]

No disconnect 524.01 (231.29) 502.17 (255.33)

IQR interquartile range, CI confidence interval, MET metabolic equivalent of task, SD standard deviation, β regression
coefficient, OR odds ratio

*P < .05; **P < .01
aThe median and (IQR) are reported as the distribution is skewed to the right
bThe results were log transformed for the analysis (using the natural logarithm)
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as they reported a different pattern of importance attached to other values. Specifically,
individuals with a disconnect on health exhibited larger disconnects regarding the value
assigned to performance than the group without a health disconnect. Although this was
not statistically tested, this might mean that the disconnect group devoted much time,
effort, and energy to performance-related activities (e.g. work), reducing the available
time for physical activity (Bailis et al., 2011).

The lack of between-group differences in commitment is notable, considering the degree
to which this concept relates to intentions and motivation, which are central in the DVM
and SDT. We may have operationalised ‘commitment’ sub-optimally; to our knowledge,
validated questionnaires to measure behavioural commitment are lacking to date.

Strengths and limitations

A strength of our work lies in the design of the values exercise based on the decision-
making literature, the DVM, and cognitive dissonance theory and intended to make dis-
connected values explicit. In the exercise, we focused on deeper-held values rather than
preferences and specifically provided participants with values important in decision-
making about physical activity.

The main limitation of this study is the use of an arbitrary cut-off to define a disconnect
between the importance of health and the effort devoted to health. The chosen cut-offmay
have affected the results since it determined how the groups were divided. We performed
two sensitivity analyses with different cut-offs to overcome this limitation. These analyses
yielded largely similar results; therefore, we can cautiously assume that the chosen cut-off
for ‘disconnect’ in the main analyses did not significantly affect our findings.

We did not perform a power analysis for the current study. Consequently, group sizes
may have been too small to reach significance in the analyses. Moreover, we acknowledge
that we performed multiple tests, which increases the risk of a Type I error.

An additional limitation is that the IPAQ short form was used to assess behavioural
outcomes. This measure may not have been the most accurate method for assessing
pre–post intervention physical activity, as it is designed primarily for large scale surveil-
lance (Limb et al., 2019). Moreover, previous studies comparing self-reported IPAQ data
with accelerometer data showed that participants tend to over-report vigorous physical
activity and underreport sitting time (Cerin et al., 2016; Dyrstad et al., 2014). Acceler-
ometers would have obtained more reliable results; however, we used the IPAQ question-
naire for feasibility reasons.

We included participants of a broad age range in our study; individuals aged 18–97
years participated. Young adults have different physical conditions compared to older
adults; therefore, it remains unclear whether making individuals aware of a values dis-
connect differently impacts adults of different ages. Furthermore, we included partici-
pants with and without a health condition. Most participants reported having a
physical or mental health condition, which could have influenced our results since
some health conditions limit the possibility to engage in physical activity.

Conclusion

In addition to the results of the original RCT (Landais et al., 2022a), this study provides a
deeper insight into the working mechanisms behind the values exercise, a key component
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of the active choice intervention. In line with the DVM, our study demonstrated that
awareness of a disconnect between the value assigned to health and the effort devoted
to health increases individuals’ physical activity intentions. As such, it adds to the
more common behaviour change interventions that usually focus on constructs such
as self-efficacy and attitudes. Follow-up research using a pre-test post-test design
needs to explore what is needed to increase commitment to physical activity and physical
activity behaviour.

Note

1. We used the definition of active choice as proposed by Landais et al. (2022): a conscious and
autonomous choice in which an individual is aware that there is a choice, actively weighs the
pros and cons of choice options, considers personal values, and thinks about specific per-
sonal goals, potential barriers to achieving those goals, and ways to cope with those barriers.
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