Chapter 1: Introduction to health psychology
What is health psychology?
· In 1948, World Health Organization defined health as “a complete state of physical, mental and social well-being and not merely the absence of disease or infirmity. 
· Health is recognized to be an achievement involving balance among physical, mental and social well-being. 
· Health psychologists focus on health promotion and maintenance. 
· Also focus on etiology and correlates of health, illness and dysfunction. 
· Etiology refers to the origins or causes of illness. 
· Health psychologists attempt to improve the health care system and the formulation of health policy. 
How has our view of the mind-body relationship changed over time?
· Stone age used to pierce holes in skulls in order to let the bad spirits leave the body and therefore get rid of illness. 
· This is called trephination, and required the physician or shaman to recite a ritual. 
· Greeks developed a humoral theory of illness. 
· First proposed by Hippocrates. 
· Later explained by Galen
· Disease arises when the four fluids of the body—blood, black bile, yellow bile and phlegm—are out of balance. 
· Function of treatment is to restore the balance. 
· This imbalance can also have an impact on the mind. 
· Middle ages:
· Mysticism and demonology. 
· Disease is God’s punishment. 
· Torture the body to get rid of evil. 
· Prayer and penance were followed. 
· Church was the guardian of treatment.
· Renaissance:
· Patient’s thoughts and beliefs were viewed as central to changes in physical states. 
· Individual was ill due to lack of faith. 
· Descartes mind-body dualism view led to the medicine being a work of laboratory and bodily factors rather than to the mind. 
· Psychoanalytic contributions:
· Sigmund Freud’s conversion hysteria:
· Specific unconscious conflicts can produce particular physical disturbances that symbolize the repressed psychological conflicts. 
· Patient converts conflicts into symptoms. 
· Psychosomatic medicine:
· Dunbar and Alexander. 
· Linked patterns of personality rather than conflicts to illnesses. 
· Argued that conflicts produce anxiety, which becomes unconscious and takes a physiological toll on the body via the ANS, which eventually produces an actual organic disturbance. 
· Helped shape the field of psychosomatic medicine. 
· Particular disorders believed to be psychosomatic origin. 
· Behavioural medicine:
· Developed in part to address this need by focusing on objective and clinically relevant interventions that would demonstrate the connections between body and mind suggested by psychosomatic medicine.
· Birk’s book launched this field. 
Three central catalysts to health psychology:
· Freudian revolution
· Increase public health facilities
· Placebo effects. 
What is the biopsychosocial model of health?
· Health and illness are consequences of the interplay of biological, psychological and social factors. 
· Biopsychosocial model vs biomedical model:
· Biomedical model maintains that illness can be explained on the basis of aberrant somatic processes, such as biochemical imbalances or neurophysiological abnormalities. 
· Several liabilities:
· Reductionistic model
· Single factor model
· Supports mind-body dualism. 
· Emphasizes illness over health. 
· Advantages of the biopsychosocial model:
· Both macrolevel and microlevel processes interact to produce a state of health or illness. 
· Systems theory maintains that all levels of organization in any entity are linked to each other hierarchically and that change in any one level will effect change in all the other levels. So microlevel affect macrolevel and vice versa. 
· One of the first articles to use this model was Adler and Matthews, and said that individual dispositions influence social environment, which both influences health related behaviours and psychophysiological mechanisms and then led to disease. 
· Moderator: Keeps the balance. 
· Clinical implications of the biopsychosocial model:
· Maintains that the process of diagnoses should always consider the interacting role of biological, psychological and social factors in assessing an individual’s health illness. 
· Therefore, an interdisciplinary team might be the best thing for diagnosis. 
· Maintains that recommendations for treatment must also examine all three sets of factors. By doing this, it should be possible to deal with more than one problem simultaneously. 
· Makes explicit the significance of the relationship between patient and practitioner. An effective patient-practitioner relationship can improve a patient’s use of serves as well as the efficacy of treatment and the rapidity with which the illness is resolved. 
Why is the field of health psychology needed?
· Acute disorders:
· Viral bacteria invader and usually a cure. 
· Chronic:
· Cancer
· Main contributors to disability and death. 
· No cure. 
· Managed by the patient. 
· These disease helped shape the field of health psychology. 
· How?
· These are diseases in which psychological and social factors are implicated as causes. 
· Because people may live with chronic diseases for several years, psychological issues arise in connection with them. Health psychologists help people living with chronic illness adjust psychologically and socially to their changing health state. 
· Many Canadians with chronic illnesses use therapies. 
· Health psychologists conduct research that identifies the risk factors for disease such as high-fat diet, and help people learn to change their diet and stick to their resolution. 
· Role of epidemiology:
· Study of the frequency, distribution and causes of infectious and noninfectiou disease in a population, based on an investigation of the physical and social environment. 
· Two important items: morbidity and mortality. 
· Mobidity is the prevalence and incidence. 
· Mortality is the death toll. 
· Best predictors:
· Family history of disease. 
· High resting heart rate. 
· Genetics
· Smoking and alcohol consumption. 
· Location and the resources available. 
· Personality traits. 
· Age
· Gender. 
· Self-rated health. 
· Health psychology is not only concerned with biological outcomes but also with health-related quality of life and symptomatic complaints. 
· Changing perspective on health and health care:
· Lalonde report proposed a framework for health that rested on four main cornerstones: Human biology, environment, lifestyle and health care organization. 
· Epp report proposed a health promotion approach to health in Canada that further echoed the need to view health in non-medical terms and give greater consideration to the social factors that contour health. 
· Consequently, a variety of social, economic and physical environmental factors are recognized as making an important contribution to an individual’s health status. 
· Because containing health care costs is so important, health psychology’s main emphasis on prevention has the potential to reduce the number of dollars devoted to management of illness. 
· Health psychologists have done substantial research on what makes people satisfied or dissatistifed with their health care. 
· Health care industry employs thousands of individuals to a variety of jobs. Nearly ever individual in the country has a direct contact with the health care system as a recipient of services, thus the impact is enormous. 
· Demonstrated contributions to health:
· Health psychologists have developed a variety of short-term behavioural interventions to address a wide variety of health-related problems, including managing pain, modifying bad health habits, managing the side effects or treatment effects. 
· Methodological contributions:
· Experiments:
· Much research is done through experiments. Also called randomized clinical trials. 
· Correlational studies. 
· Prospective designs:
· Looks forward in time to see how a group of individuals change, or how a relationship between two variables changes over time. 
· Longitudinal studies. 
· Retrospective research:
· Archival studies. 
· Qualitative research:
· Interviews and questionnaires. 
· Looks to get an inside scoop at what is going on by talking to people suffering from certain diseases. 
What is the purpose of health psychology training:
· Careers in practice:
· Medicine, be a doctor or a treating psychologist. 
· Social work, occupational therapy, dietethics. 
· Careers in research
Chapter 2: Systems of the body:
What is the function of the nervous system:
· Overview:
· Nervous system is made up of the CNS and PNS. 
· CNS is composed of brain and spinal cord. 
· PNS is composed of nerves going through the body. 
· Made of the SNS and ANS. 
· SNS handles our voluntary responses and arouses our bodies, such as our stress response. 
· ANS is automatic and handles our organ function when we are rested such as digestion. 
· The brain:
· Hindbrain and Midbrain:
· Hindbrain has three main parts:
· Medulla: Regulation of breathing and heart rate and blood pressure. 
· Pons: serves as a link between hindbrain and midbrain. 
· Cerebellum: Voluntary movements and balance as well as muscle tone. 
· Midbrain is the major pathway for sensory and motor impulses moving between the forebrain and the hindbrain. 
· Forebrain:
· Two sections:
· Diencephalon:
· Thalamus and hypothalamus. 
· Telencephalon:
· Cerebral cortex. 
· Four lobes: frontal, parietal, temporal and occipital. 
· Limbic system:
· Play an important role in stress and emotional responses. 
· Amygdala and hippocampus are involved in the detection of threat and in emotionally charged memories. 
· Cingulate gyrus, septum and areas in hypothalamus are related to emotional functioning as well. 
· Anterior portion of the thalamus and some nuclei are important for socially relevant behaviours. 
· The role of neurotransmitters:
· Stimulation of the sympathetic prompts the secretion of large quantities of two neurotransmitters, epinephrine and norepinephrine, all called catecholamines. 
· Release of catecholamines:
· Heart rate increases, heart capillaries dilate, blood vessels constrict, increasing blood pressure. 
· Blood is diverted into muscle tissue. 
· Respiration rate goes up. 
· Digestion and urination are ceased. 
· Pupils dilate and sweat glands let out more sweat. 
· Disorders of the nervous system:
· 1/3 are affected by these. 
· Most common are parkinson’s and epilepsy. 
· Epilepsy:
· Marked by seizures, which range from barely noticeable staring out or purposeless motor movements to violent convulsions accompanied by irregular breathing, drooling, and loss of consciousness. 
· Cerebral palsy:
· Lack of muscle control. 
· Brain damage caused by interruption in brain’s oxygen supply, usually during child birth. 
· Severe accident or child abuse can cause this. 
· Also have seizures, spasms, mental handicap, difficulties of sensation and perception, and problems with sight, hearing or speech. 
· Alzheimer’s:
· Impairements in thinking and memory. 
· Parkinson’s:
· Progressive degeneration of the basal ganglia, the group of nuclei that controls smooth motor coordination. 
· Tremors, rigidity and slowness of movement. 
· Multiple Sclerosis:
· Cause paralysis and blindness, deafness and mental deterioration
· Numbness, double vision, dragging of feet, loss of bladder and bowel control, speech difficulties and extreme fatigue. 
· Caused by disintegration of myelin. 
· Autoimmune disorder, meaning that the immune system cannot detect what is good vs bad tissue, and starts attacking itself, like the myelin. 
· Huntington’s disease:
· Involuntary muscle spasms, loss of motor abilities, personality changes and other signs of mental disintegration. 
· Sometimes mistaken for epilepsy. 
· Gene for this has now be isolated. 
· Paraplegia and Quadriplegia:
· Paraplegia is the paralysis of the lower extremities of the body caused by damage to lower spinal cord. 
· Quadriplegia caused by paralysis of the entire body due to damage to upper spinal cord. 
How does the endocrine system operate?:
· Overview:
· Endocrine system compliments the nervous system in controlling body activites. 
· Responsible for physiological changes that occur in response to stress. 
· Regulated by hypothalamus and pituitary gland. 
· Pituitary has two lobes:
· Anterior pituitary:	
· Secretes growth hormone:
· Somatotropic hormone (STH): regulate bone, muscle and other organ development. 
· Gonadotropic hormone: growth and development of gonads. 
· Thyrotropic hormone (TSH): controls growth, development and secretion of thyroid gland. 
· Adrenocorticotropic hormone (ACTH): controls growth and secretions of the cortex region of the adrenal glands. 
· Posterior pituitary produces oxytocin, controls contractions during labour and lactation, and vasopressin or antidiuretic hormone (ADH) which controls the water-absorbing ability of the kidneys. 
· The Adrenal glands:
· Adrenal medulla 
· EP and NE. 
· Adrenal cortex:
· Stimulated by ACTH
· Releases steroids. 
· Mirenalcorticoids, glucocorticoids, androgens and estrogens. 
· Disorders of the endocrine system:
· Diabetes:
· Body is not able to manufacture or properly use insulin. 
· Type 1:
· Early adolescence or late childhood. 
· Genetic 
· Autoimmune disorder
· Immune system falsely identifies cells in the islets of Langerhans in the pancreas as invaders and starts destroying them, killing the body’s ability to produce insulin. 
· Type 2:
· After age 40
· Insulin produced by the body but not enough or the body cannot register it. 
· Associated with a thickening of the arteries due to buildup of wastes in the blood. 
· Can lead to coronary heart disease. 
· Leading cause of blindness. 
What is the cardiovascular system:
· Overview:
· Heart, blood vessels, blood. 
· Blood acts as a transport system of the body. 
· Carries oxygen from the lungs to the tissues, and carbon dioxide  out of the body from the lungs. 
· Also carries nutrients. 
· Carries waste from cells to kidneys to be excreted. 
· Arteries carry blood from the heart to other organs and tissues, where oxygen and nutrients are transported through arterioles (tiny branches of the arteries) and capillaries (smaller vessels from arteries) to individual cells. 
· Veins return blood deoxygenated to the heart. 
· Heart:
· Pump. 
· Left side (left atrium and left vesicle) takes heavily oxygenated blood from the lungs and pumps it out into the aorta (major artery leaving the heart). 
· Once oxygenated, blood returns to the left side of the heart through the pulmonary veins. 
· Heart performs these functions through regular rhythmic phases of contraction and relaxation known as the cardiac cycle. 
· Two phases:
· Systole: blood is pumped out of the heart, blood pressure increased. 
· Diastole: muscle relaxes, pressure lowers. Blood is taken into the heart. 
· Disorders of the cardiovascular system:
· Atherosclerosis:
· Major cause of heart disease. 
· Cause by deposits of cholesterol and other subtances on the arterial walls, which form plaques that narrow the arteries. 
· Reduces flow of blood. 
· Interferes with passage of nutrients into cells, can lead to tissue damage, damaged arterior walls potential sites for the formation of blood clots. 
· Associated with the number of poor health habits. 
· Risk factor for diabetes. 
· Associated with two primary manifestations:
· Angina pectoris: chest pains, occurs when heart keeps working with tissue damage. 
· Myocardial infarction (MI): Which is most likely to occur when a clot has developed in a coronary vessel and blocks the flow of blood to the heart. MI or heart attack can cause death. 
· Other related vessel disorders include arteriosclerosis, aneurysms, phlebitis. 
· Artieriosclerosis results when calcium, salts, and scar tissue react with the elastic tissue of the arteries. 
· Decrease in elasticity of the arteries, making them rigid and hard. Blood pressure then increases because the arteries cannot dilate and constrict to help blood move and hypertension (high blood pressure) may result. 
· Aneurysm is a bulge in a section of the wall of an artery, or a vein; it is a reaction of a weak region to pressure. 
· Can produce instantenous death from internal hemorrhaging and less of blood pressure. 
· Phlebitis is an inflammation of a vein wall, often accompanied by water retention and pain. 
· Can encourage the production of blood clots. 
· Blood pressure:
· Chronically high blood pressure, called hypertension, is the consequence of too high a cardiac output or too high a peripheral resistance. 
· Treatment:
· Diet, chronic negative affect, stress levels, acculturation. 
· True blood:
· Adult’s body contains 5L of blood, which consists of plasma and cells. 
· Plasma is the liquid that the cells circulate in, 55% of the blood. 
· Made of electrolytes and subtances being transported. 
· 45% of made of cells. 
· Manufactured in bone marrow, the substance in hollow cavities of bones. 
· Bone marrow contains 5 types of blood-forming cells:
· Myelo-blasts and monoblasts, both producing white blood cells. 
· Lymphoblasts which make lymphocytes
· Erythroblasts which produce red blood cells 
· Megakaryocytes, which produces platelets. 
· White blood cells play important role in healing by absorbing and removing foreign subtances from the body. 
· Lymphocytes: produce anti-bodies—agents that destroy foreign substances trhough the antigen-antibody reaction. 
· Red blood cells are chiefly important because they contain hemogoblin, which is needed to carry oxygen and carbon dioxide throughout the body. 
· Platelets clump together to block small holes that develop in blood vessels in play a role in blood clotting. 
· Form thromboplastin, acts on substance in the plasma known as fribrinogen, which then creates fibrin. This produces clotting. 
· Disorders related to white cell production
· Leukemia
· Disease of bone marrow. 
· Form of cancer. 
· Causes the production excessive numbder of white blood cells, thus overloading the blood plasma and reducing the number of red blood cells that can circulate in the plasma, and anemia (shortage of red blood cells) will result, and can lead to death. 
· Leukopenia
· Deficiency in white blood cells comes with tuberculosis, measles and viral pneumonia. 
· Leaves individual susceptible to disease because it reduces the number of white blood cells available to combat infection. 
· Leukocytosis
· Disorders related to red blood cell production:
· Anemia (shortage of red blood cells)
· Occurs a lot with women for menstruation. 
· Aplastic anemia:
· Occur when bone marrow is unable to produce a sufficient number of red blood cells. 
· Sickle cell anemia
· Genetically transmitted inability to produce normal red blood cells, found in Africans or Meditarrenian origins. 
· Clotting disorder:
· Hemophilia occurs in people who cannot create Thromboplastin. 
· Blood cannot clot naturally and they may bleed to death if cut. 
· Clots could develop in blood vessels. 
How does the respiratory system function:
· The structure and functions of the system:
· Three main functions:
· Take in oxygen
· Excrete carbon dioxide
· Regulate composition of the blood. 
· Oxygen combines with carbon atoms of food, produce carbon dioxide (CO2).
· Air is inhaled through nose and mouth and passes through the pharynx and larynx to the trachea. 
· Trachea is a muscular tube extending downward to the larynx, divides its lower end into two brances called the primary bronchi. 
· Each bronchus enters a lung, where it then subdivides into secondary bronchi. 
· Finally, microscopic alvealor ducts, which contain many tiny clustered sacs called alveoli. 
· The aveoli and the capillaries are responsible for the exchange of oxygen and carbon dioxide. 
· Inspiration of air is an active process. 
· Expiration is passive. 
· Relaxation of lungs reduces the volume of the lungs within the thorax. 
· Lungs fill the most of the space within the thorax, called the thoracic cavity and are very elastic depending on the thoracic walls for support. 
· Controlled by a respiratory center in the medulla of the brain. 
· Also responsible for coughing. 
· Disorders of the respiratory system:
· Asphyzia, anoxia, hyperventilation
· Short-lived. 
· Asphyxia
· A condition of oxygen lack and carbon dioxide excess, may occur when there is a respiratory obstruction when breating occur in a confined space so that expired air is reinhaled, or when respiration is insufficient for the body’s needs. 
· Anoxia: 
· A shortage of oxygen alone. 
· May rapidly because disoriented, lose all sense of danger, and pass into a coma without increasing their breathing. 
· Hyperventillation: 
· Intense emotional excitement cuases people to breathe deeply reducing carbon dioxide in blood, leads to constriction of blood vessels and less blood getting to the brain. 
· Asthma:
· Severe allergic reaction
· Viral infections:	
· Common cold. 
· Lasts few days. 
· A more serious viral infection of the respiratory system is influenza. 
· Flu virus attacks healthy cells, leads to fever and inflammation, can lead to pneumonia. 
· Bronchitis: inflammation of the mucosal membrane inside the bronchi of the lungs. Large amounts of mucus are produce in bronchitis leading to persistent coughing. 
· Bacterial infections:
· Strep throat: infection of the throat and soft palate, characterized by edema (swelling) and reddening. 
· Whooping cough: invades upper respiratory tract and moves down to the trachea and bronchi. 
· Do not cause permanent damage to the upper respiratory tract. Main danger is the possibility of secondary infection. 
· Chronic obstructive pulmonary disease (COPD): 
· Fourth leading killer of people in Canada. 
· Chronic bronchitis and emphesema are two of the familiar disorders that comprise COPD. 
· Pulmonary emphysema involves a persistent obstruction of the flow of air. Occurs when aveoli becomes dilated, atrophied and thin so that they lose their elasticity and cannot constrict during exhalation. 
· Chief cause is smoking. 
· Pneumonia:
· Lobar pneumonia: alveoli become inflamed, and the normal oxygen carbon-dioxide exchange between the blood and alveoli can be disrupted. 
· Bronchial pneumonia: confined to the bronchi, is typically a secondary infection that may occur as a complication of other disorders such as severe cold or flu. 
· Tuberculosis:
· Bacteria that invade lung tissue and eventually produce cavities. Such cavities, in turn, can give rise to permanent scar tissue, causing chronic difficulties in oxygen and carbon dioxide, exchange between the blood and the alveoli. 
· Major cause of death in twentieth century. 
· Claims the lives of 2 million people worldwide. 
· Lung cnacer:
· Cancer cells in lungs begin to divide in a rapid and unrestricted manner, producing a tumour. 
How does the digestive system metabolize food?
· The functioning of the digestive system:
· Food is first lubricated by saliva in the mouth, where it forms a soft, rounded lump called a bolus. 
· Passes through the esophagus by means of peristalsis, a unidirectional muscular moment toward the stomach. 
· As food progesses from the stomach to the duodenum (intersection of stomach and lower intestine), pancreas bcmes involves in the digestive process. 
· Pancreatic juices, which are secreted into the duodenum, contain several enzymes that break down proteins, carbohydrates and fats. 
· Critical function of pancreas is the production of insulin, which grabs glucose. 
· Liver produces bile which enter duodenum and helps break down fats. Bile is stored in gallbladder and is secreted into duodenum when needed. 
· Cholesterol, lipids and lecithin, are not fat soluble and excess of these lead to hyperlipidemia. 
· Absorption of food primarily takes place in the small intestine, which produces enzymes that complete the breakdown of proteins to amina acids. 
· Small intestine is under control of the SNS and PNS. 
· Food then passes in large intestine for accumulation of food residue and helps in the reabsorption of water. 
· Entry of feces in rectum create the urge to go. 
· Disorders of the digestive system:
· Gastroenteritis, Diarrhea, Dysentry:
· Gastroenteritis:
· Inflammation of the lining of the stomach and small intestine. 
· Caused by such factors as excessive amounts of food or drink, contaminated food or food poisoning. 
· Symptoms include vomiting, diarrhea, abdominal cramps and nausea. 
· Diarrhea:
· Watery and frequent stools, occurs when the lining of the small and large intestines cannot properly absorb water or digested food. Chronic diarrhea may result in serious disturbances in electrolyte and fluid balance. 
· Dysentery is similar to diarrhea except that mucus, pus and blood will be in the stool. 
· Peptic ulcer:
· Open sore in lining of the stomach or the duodenum. 
· Results from persecretion of hydrochloric acid and occurs when pepsin digests a portion of the stomach wall or duodenum. 
· H.plori contributes to this.
· Stress may cause it as well. 
· Inflammatory bowel disease:
· Crohn’s disease and ulcerative colitis are two distinct but similar chronic digestive disorders that are known as IBD. 
· Involve inflammation of the intestinal tissue, which leads to sores and bleeding and symptoms including abdominal pain, fatigue and cramping and diarrhea. 
· Crohn’s affect large and small intestine when ulcerative colitis affects large intestine only. 
· Canada has one of the highest incidences of IBD in the world. 
· Gallstones:
· Made up of combinations of cholesterol, calcium, birilium and inorganic salts. 
· Move into the duct of gallbladder and cause painful spasms, and need to be removed surgically. 
· Diabetes are at risk. 
· Hepatitis:
· Inflammation of the liver, causes swelling, tenderness, and sometimes permanent damage. 
· When liver is inflamed, bilirubin, a product of the break down of hemogoblin, cannot pass the bile ducts, so it stays in the blood, causing jaundice. 
· Hepatitis A:
· Virus
· Transmitter through food or water. 
· B:
· Also known as serum hepatitis
· Virus is transmitted through exchange of blood, saliva or sexual contact. 
· Special risk for intravenous drug users. 
· C:
· Spread via blood needles. 
· Most commonly caused by blood transfusions. 
· D:
· Found mainly in intravenous users who have Hep B, which is needed for hep D. 
· E:
· Resembles A but is different. 
What is the role of the renal system:
· Overview:
· Kidneys, ureters, urinary bladder, urethra. 
· Kidneys handle regulation of bodily fluids. 
· Produce urine 
· Urinealysis is good for diagnosis of illness or drugs. 
· Disordrrs:
· Most common is a UTI. 
· Acute glomerular nephritis is a disease where the glomureli of the kidneys become markedly inflamed leading to total or partial blocage of a large number of glomureli, allowing large amounts of protein to leak in, which can cause total renal shutdown. 
· Nephrons are the basic structural and functional units of the kidneys. In kidney disease, large amounts are destroyed. 
· If kidney failure happens, a transplant might be in order. 
What is the importance of the reproductive system and genetics:
· Ovaries and testes. 
· Female has two ovaries. 
· Create egg. 
· If not fertilized, it is excreted through uterine endometrium and its blood vessels. 
· Also produce estrogens and progesterone which prepare the body for pregnancy. 
· In males, testosterone is produced. 
· Fertilization and gestation:
· Sperm goes through fallopian tube to fertilize egg. Ovum then goes through fallopian tube t the uterine wall and develops for 9 months. 
· Disorders of reproductive system:
· HPV, gonorrheam syphilis, genital warts, chlamydia, AIDS. 
· Women can get chronic pelvic inflammation disease, with severe abdominal pain and may lead to infections that may comprise fertility. 
What is the function of the immune system?:
· Protect the body from foreign invaders by distinguishing self and what is foreign. 
· Microbes can be transmitted by:
· Direct transmission: bodily contact (HPV, herpes). 
· Indirect transmission: airborne (influenza) 
· Biological transmission: mosquito takes blood from one sick person and passes it to another sick person. (yellow fever). 
· Mechanical transmission: touching something someone else touched (H1N1). 
· The course of infection:	
· Incubation period when infection is contracted and time symptoms appear. 
· Period of non specific symptoms. 
· Symptoms are then at their height. 
· Immunity:
· Natural immunity is passed from mother to child at birth and through breastfeeding but is temporary. 
· Can also be acquired through disease. 
· Nonspecific immune mechanisms: general set of responses to any kind of infection.
· Mediated through four ways:
· Anatomical barriers (skin)
· Phagocytosis
· Process of which white blood cells (phagocytes) ingest microbes. 
· Antimicrobial substances
· Chemicals mobilized to kill invaders. 
· Inflammatory response 
· At the site of infection, histamine is released, white blood cells can then enter the cell, reddens area and fluids accumulate, white blood cells attack microbes, resulting in formation of pus. A clot then forms around inflamed area, isolating the microbes and keeping them from spreading to other parts of the body. 
· Specific immune mechanisms: fight particular organisms. 
· Humoral immunity:
· Mediated by B lymphocytes. 
· Provides protection against bacteria, neutralizes toxins and prevent reinfection. 
· B cells differentiate in two types:
· Mature anti-body secreting plasma
· Resting non dividing memory B cells
· Differentiate in antigen-specific plasma cells only when re-exposed to same antigen. 
· Cell mediated immunity:
· T lymphocytes from thymus gland are involved. 
· Tc cells and Th cells. 
· Tc cells respond to specific antigens and kill by producing toxic substances that destroy virally infested cells. 
· Th cells enhance the functioning of Tc cells, B cells and macrophages by producing cytokines. 
· Phagocytosis leads to the release of Il-1 and Il-2, which promotes growth of Tc cells. 
· Th secretes gamma-inferon, which enhances the capacities of the macrophages. 
· Macrophages and natural killer (NK) inhibit reproduction of virus and kill infected cells. 
· Tc, NK and macrophages all kill directly cells. 
· Lympathic system’s role in immunity:
· Drainage system of the body. 
· Consists of capillaries and vessels and nodes. 
· Drain water, protein, microbes and other foreign materials. 
· Spleen, thymus and tonsils are important for this system. 
· Spleen helps with creating B and T cells and removes worn out red blood cells. 
· Tonsils filter out microorganisms that enter the respiratory tract. 
· Thymus gland helps T cells mature and produces Thymosin to stimulate T cells. 
· Disorders:
· AIDS
· Splemogaly: enlargement of spleen. 
· Tonsilitis
· Lymphoma is a tumour in lymphatic tissue. 
Chapter 3: Health behaviours
What is health promotion:
· The process of enabling people to increase control over, or to improve their health. 
· For the individual, health promotion involves developing a program of good health habits early in life and carrying them on through adulthood and old age. 
· For the medical practitioner, health promotion involves teaching people how best to achieve this healthy lifestyle and helping people at risk for particular health problems learn behaviours to offset or monitor thise risks. 
· For the psychologist, health promotion involves the development of interventions to help people practice healthy behaviours and change poor ones. 
· For community and national-policy makers, health promotion involves a general emphasis on good health, the availability of information to help peple develop and maintain healthy lifestyles and the availability of ressources, conditions and facilities that can help people change poor health habits. 
Why are health behaviours important?:
· Successful modification of health behaviours will have several benefits:
· Will reduce deaths. 
· Delay death. 
· Expand the number of years where someone will enjoy life. 
· Lead to less money being spent in Canada for health services. 
What are health behaviours:
· Belloc and Beslow: the more good health habits people practiced, the healthier and happier they were and less disabled. 
· Mortality rates were lower as well. 
· Primary prevention:
· Instilling good health habits and changing poor ones is called primary prevention. 
· What factors influence the practice of health behaviours/?:
· Socioeconomic factors:
· Younger, well educated with low levels of stress have better health habits than others. 
· Age:
· Health habits are good in childhood, deteriorate in adolescence and adulthood, increase in adulthood under 73 and go down again after 73. 
· Gender:
· Girl eat more nutritious foods than boys. 
· Girls skip more meals and exercise less. 
· Values:
· Exercise can be valuable in one culture but not in another. 
· Personal control:
· Health locus of control scale measures the degree to which people perceive themselves to be in contrl of their health, perceive powerful others to be in control of their health or regard chance as the major determinant of their health. 
· Internal locus of control will lead to better health behaviours. 
· Social influence:
· Family and friends can influence health behaviours. 
· Personal goals:
· Perceived symptoms
· Access to health care services
· Place
· Cognitive factors
· Belief that certain health behaviours lead to certain results influence our behaviour. 
· Barriers to modifying poor health behaviours:
· People often have little incentive for practicing good health behaviour. 
· Once their habits are ingrained, people are not always highly motivated to change them. 
· Instability of health behaviours:
· Difficulty of modifying health habits is that they are unstable over time. 
· A person may stop smoking for a bit but can start again. 
· Why can this happen?
· Different factors may control the same health behaviour for different people. 
· Factors controlling a health behaviour may change over the history of the behaviour. 
· Different factors may control the same health behaviour for different people. 
· Factors controlling the health behaviour may change across a person’s lifetime. 
· Health behaviour pattens, their developmental course and the factors that change them across a lifetime will vary substantially between individuals. 
· Intervening with children and adolescents:
· Socialization:
· Parents instill certain habits in their children that become automatic such as wearing a seat belt. 
· As children move into adolescence, they may backslide or ignore what they learned because they do not see much apparent affect. 
· They also seem to have a complete ignorance and unappreciation of the risks of certain poor health habits they have. 
· Using teachable moments:
· Health promotion efforts capitalize on educational oppurtunities to prevent poor health habits from developing. 
· Certain times are better for teaching certain habits. 
· Many teachable moments are in early childhood. 
· Other teachable moments arise because they are built into the health care delivery system. 
· Physicians often take advantage of newborns to teach parents about good health behaviours. 
· Pregnancy is a teachable moment for several health habit, especially stopping smoking and eating healthier. 
· Closing the window of vulnerability:
· Junior highschool is a window of vulnerability for smoking and drug use that occurs when students are first exposed to these habits among their peers and older siblings. 
· Adolescent health behaviours influence adult health:
· Precautions taken in adolescence may be better predictors of disease after age 45 than are adult health behaviours. 
· For adults who decide to make changes in their lifestyle, it may alrady be too late. 
· True for sun exposure and skin cancer and for calcium consumption for the prevention of osteoporosis. 
· Interventions with at-risk people: 
· Another group consists of peple who are at risk of particular health problems. 
· Benefits of focusing on at risk people:
· Early identification of these peple may prevent or eliminate poor health habits that can exarcebate vulnerability. 
· Knowledge of risk can provide people with information they need to monitor their situation. 
· Working with at-risk populations represents an efficient and effective use of health promotion dollars. 
· Focusing on at-risk populations makes it easier to identify other risk factors that may interact with the targeted factor in producing an undesirable outcome. 
· Problems of focusing on risk:
· People do not always perceive their risk correctly. 
· Testing positive for a risk factor leads people into needlessly hypervigilant and restrictive behaviour. 
· Women at risk of breast cancer are more reactive to stress, which can lead to cancer to happen. 
· Health promotion and the elderly:
· One of the chief focuses on recent health promotion effort has been on the elderly. 
· Exercise has a beneficial effect long term, which increases the chances that they can continue basic activities and can even reverse age-related cognitive deficits. 
· Controlling alcohol consumption is another hot spot. 
· Drinking problems can reflect retirement or loneliness, and becomes risky in old age, even when continuing drinking habits of before. 
· Elderly are at risk for depression, which also compomises health habits leading to accelerated physical decline. 
· Vaccinations against influenza are also important. 
· By age 80, health habits are the determinant factor for how much longer the person is going to live. 
· Ethnics and gender differences in health risks and habits:
· Alcohol consumption is a greater problem in men than women. 
· Smoking is a problem for non minority men than for other groups. 
· Aboriginals smoke more, exercise less and are more obese. 
· Asians and Chinese have more abdominal fat than Euros with the same total amount of body fat. 
What theories and models are used for understanding health behaviour change?
· Attitude change and health behaviour:
· Educational appeals:
· Make the assumption that people will change their health habits if they have correct information:
· Communications should be colourful and vivid rather than steeped in statistics and jargon. 
· Communicator should be expert, prestigious and trustworthy, likable and similar to the audience. 
· Strong arguments should be presents at the beginning and end of a message. 
· Messages should stage conclusions explicitly. 
· Extreme messages produce more attitude change but only up to a point. Very extreme messages are discounted. 
· Emphasize what happens when we don’t take illness detection behaviours. 
· If the audience is receptive to changing a health habit, then the communication should include only favourable points, but if the audience is not inclined to accept the message, the communication should discuss both sides of the issue. 
· Fear appeals:
· Assumes that if people are fearful that a particular habit is hurting their health, they will change their behaviour to reduce their fear. 
· Research suggests that fear alone may not be sufficient to change behaviours.  Fear appeals coupled with recommendations for action or information about the efficacy of the health behaviour. 
· Message framing:
· Prospect theory: different presentations of risk information will change people’s perspectives and actions. Messages that emphasize potential problems (loss-framed) should work better for behaviours that have uncertain outcomes (high risk), whereas messages that stress benefits (gain-framed) may be more persuasive for behaviours with certain outcomes. 
· People who are approach oriented or who seeks to maximize rewards are more influenced by messages that are gain-framed and vice versa (BIS and BAS and the flossing experiment from personality). 
· Social cognition models of health behaviour change:
· Suggests that the beliefs that people hold about particular health behaviour motivate their decision to change that behaviour. 
· Based on expectancy-value theory, which suggests that people will choose to engage in behaviours that they expect to succeed in and that have outcomes that they value. 
· Health belief model:
· Stats that whether a person practices a particular health behaviour can be understood by knowing two factors:
· Whether a person perceives personal health threat and whether the person believes that a particular health practice will be effective in reducing that trheat. 
· Perception of health threat:
· Influenced by three factors:
· General health values
· Specific beliefs about personal vulnerability to a particular disorder
· Beliefs about the consequences of the disorder. 
· Perceived threat reduction:
· Two subcomponents:
· Whether the individual thinks a health practice will be effective and whether the cost of undertaking that measure exceeds the benefits of the measure. 
· Changing health behaviour using health belief model:
· Health belief model also predicts some of the circumstances under which people’s health behaviours will change. 
· Highlighting perceived vulnerability and simultaneously increasing the perception that a particular health behaviour will reduce the threat are somewhat successful in chainging behaviour wehther the behaviour is smoking or something else. 
· Self-efficacy and health behaviours:
· Self-efficacy: belief that one is able to control one’s practice of a particular behaviour. 
· Core concept in Bandura’s social cognitive theory. 
· Behaviour results from the confidence that one can successfully engage in behaviour to produce desired outcomes. 
· Efficacy expectancies play a critical role once intentions are formed by providing motivation to initiate and maintain behaviour change. 
· Theory of planned behaviours:
· Health behaviour is the direct result of a behavioural intention. Behavioural intentions are themselves made of three components:
· Attitudes toward the specific action, subjective norms regarding the action and perceived behavioural control. 
· Benefits of this theory:
· Provides a model that links beliefs directly to behaviour
· Provides a fine-grained picture of people’s intentions with respect to a particular health habit. 
· Implementation intentions and health behaviour change:
· One approach that can help bridge the intention behaviour gap is forming implementation intentions
· Specific behavioural intention that highlights the how, when and where of a behaviour, and also includes if-then contingency plans to deal with anticipated barriers to the behaviour. 
· Provides a clear plan of how the intention can be carried out even in less-than-ideal circumstances, and accordingly has stronger influence on behaviour than one general intention for behaviour. 
· The trantheoretical model of behaviour change:
· Acknowledges that changing a bad health habit may not take palce all at once by addressing the process or stages of behaviour change. 
· Accounts for and analyzes the stages of change that people go through as they attempt to change a health behaviour and suggests treatment goals and interventions for each stage. 
· Originally developed to treat addictive disorders. 
· Precontemplation:
· Occurs when a person has no intention of changing his or her behaviour. 
· Individuals don’t even know they have a problem. 
· Contemplation
· People are aware that a problem exists and are thinking about it but have not yet made a commitment to take action. Many individuals remain in the contemplation stage for years. 
· Still weighing the pros and cons of changing the behaviour. 
· Preparation:
· Getting ready to change the behaviour, but haven’t done it yet. 
· Procrastination may occur. 
· Action:
· Modify their behaviour to overcome the problem. 
· Requires commitment of time and energy. 
· Maintenance:
· People work to prevent relapse and to consolidate the gains they have made. 
· Importance of the stages of change model:
· Captures the processes that people actually go through while they are attempting the change their behaviour
· Illustrates that successful change may not occur on the first try or all at once, and it also explicates why many people are unsuccessful in changing their behaviour. 
How are cognitive behavioural approaches use to change health behaviour:
· Cognitive behaviour therapy (CBT) approaches to health habit modification change the focus to the target behaviour itself—conditions that elicit and maintain it and the factors that reinforce it. 
· Focuses heavily on the beliefs that people hold about their health habits and therefore it may be an effective way to support health behaviour change especially when used in the context of social cognitive models that highlight the role of beliefs about health behaviours. 
· Self-observations and self-monitoring:
· Many programs use this as the first step of behavioural change. 
· Person must understand the dimensions of the target behaviour before change can be intiated. 
· First step is to learn to discriminate the target behaviour. 
· Second step is recording and charting the behaviour. 
· This change is short-lived unless coupled with another technique. 
· Classical conditioning:
· Used for treatment of alcoholism. 
· Operant conditioning: 
· Key is reinforcement. 
· Using this to change behaviour requires altering the reinforcement and its schedule. 
· Operant conditioning to change health behaviours:
· People typically will be positively reinforced for any action that moves them closer to their goals. 
· Modelling:
· Learning that occurs by virtues of witnessing another person perform a behaviour. 
· Highchool students who saw more people donating blood were more likely to do it themselves. 
· Stimulus control:
· These interventions tale two approaches:
· Ridding the environment of discriminitative stimuli that may evoke the problem behaviour and creating new discriminative stimuli signalling that a new response will be reinforced. 
· Self-control of behaviour:
· Self-reinforcment:
· Uses reinforcements and punishments to change behaviours. 
· Positive self-punishment works better than negative punishment
· Self-punishment works best when paired with a reward. 
· Contingency contracting:
· Self-punishment is effective only when people actually do it. When punishment becomes too aversive, people will stop. 
· In contingency contracting, an individual forms a contract with someone else that says what rewards and punishments must be given and when. 
· Covert self-control:
· Internal monologues help modifications in behaviours. 
· Covert self-control trains individuals to recognize and modify these internal monologues to promote health behaviour change. 
· Cognitive restructuring:
· Method for modifying internal monologues that has been widely used in treatment of stress disorders. 
· Clients are first trained to monitor their monologues in stress-producing situations so that they learn to recognize what they say to themselves during times of stress. 
· Modeling is used to train a client in cognitive restructuring. 
· Therapist may first demonstrate adaptive self-talk. 
· The client then attempts to deal with his stressful situation while the therapist teaches him positive self-instruction. 
· In the enxt phase of training, the client attempts to cope with the stress producing situation, instructing himself out loud. 
· Behavioural assignments:
· Home practice activities that support the goals of therapeutic intervention. 
· Skills training:
· A number of programs designed to alter health habits include either social skills training and or assertiveness training or both. 
· This reduces anxiety in social situations, introduces new skills for dealing with situations that previously aroused anxiety
· Provide an alternative behaviour for the poor health habit that arose in response to social anxiety. 
· Motivational interviewing:
· Originally developed to treat addiction. 
· Client-centered counselling style designed to get people to work through whatever ambivalence they may be experiencing about changing their health behaviours. 
· There is no effort to dismantle the denial often associated with the practice of bad health behaviours or to confront irrational beliefs or even to persuade a client to stop drinking, stop smoking, or otherwise improve health. 
· Goal is to get client to think through and express some of his or her wn reasons for and against change and for the interviewer to listen and provide encouragement in absence of giving advice. 
· Relaxation training:
· Joseph Wolfe: taught patients how to engage in deep breathing and progressive muscle relaxation. 
· Broad spectrum of cognitive behavioural therapy:
· Most effective approach is combining multiple behaviour-change techniques. 
· Advantages:
· A carefully selected set of techniques can deal with all aspects of a problem. 
· Therapeutic plan can be tailored to each individual problem. 
· Multi-modal interventions impart a broad range of skills that can be used to modify several health habits. 
· Relapse:
· Big problem. 
· Why do people relapse:
· Genetic factors could be implicated for alcoholism, smoking and obesity. 
· Conditioned associations between cues and physiological responses. 
· Depression and stress. 
· Having a lapse in vigilance (one cigarette when partying). 
· Abstinence violation effect: occurs when one feels a loss of control when she violates her rules. 
· Consequences of relapse:
· Negative emotions
· Lead people to think that they will never have control. 
· Reducing relapse:
· Booster sessions following the termination of the initial treatment have worked. 
· Make abstinence a life-long treatment process, as is done in AA. 
· Disadvantage of this can be that they will never feel like they have complete control. 
· Relapse prevention:
· Must be integrated into programs from the outset. 
· Should increase motivation and maintain commitment. 
· Techniques must be developed in the behaviour change program itself to maintain behaviour change and act as relapse prevention skills once the program terminates. 
· Cue elimination or restructuring the environments to avoid situations that evoke target behaviour can be used. Bar drinker avoids bars.  
· Lifestyle rebalancing:
· Leading people to do other healthy things can help maintain the new behaviour. 
How can social engineering change health behaviours:
· Social engineering involves modifying the environment in ways that affect people’s ability to practice a particular health behaviour. 
· Measures are passive because they do not require the individual to make any drastic changes. 
· Most of the time, these changes are more successful than individual ones. 
· Lowering speed limits for example. 
· Using the entertainment media to influence good practices. 
· When people watch their favourite stars watch their health, they will do it too. 
· There are limits though, such as these changes cannot harm someone’s civil liberties. 
What are the venues for health habit modification:
· Private therapist’s office:
· Advantages:
· Because it’s one-to-one, the extensive individual treatment a person receives may make success more likely. 
· Because the individual nature of the experience, the therapist cn tailor the behaviour-change package o the needs of the individual. 
· Disadvantage:
· Only one individual behaviour can be changed at a time. 
· Health practitioner’s office
· Family 
· Children learn health habits from parents. 
· Families have more organized and routine lifestyles that can help someone get one the right track. 
· Provides good social support. 
· Self-help groups
· Bring together individuals with the same health habit problem, and they attempt to solve the problem collectively. 
· Schools:
· Most children go to school and because the population is young, its easier to change health habits and condition them. 
· Works site intervention:
· Three ways:
· Provision of on the job health promotion programs. 
· These often begin with health risk assessments. 
· Structuring the environment to help people engage in healthy activities. 
· Provide special incentives, such as reduced insurance premiums for individuals who successfully modify their health habits. 
· Advantages:
· A lot of people can be educated simultaneously. 
· Work site can provide sanctions for participating in a program. 
· A good social support system. 
· A lot of people spend a lot of time at work, so more time to see this stuff. 
· Community based interventions:
· Door-to-door campaign. 
· Advantages:
· Reach more people at once. 
· Can build social support. 
· Can restructure the community environment. 
· Mass media:
· Most effective for alerting people of health risks they were not aware of. 
· Internet:
· Provides low-cost access to health messages for millions of people who can potentially benefit from the information, suggestions and techniques offered on the web. 
Chapter 4: Preventive and health promoting behaviours:
What are preventable injuries:
· Home and workplace unintentional injuries:
· Accidental poisonings and falls are the most common death and disability for children under 5. 
· A study evaluating training on how to childproof home suggested that such interventions can be successful. 
· Deaths due to unintentional injuries in the home and workplace have declined. 
· Single greatest cause of death from unintentional injuries is motorcycle and automobile accidents. 
· To promote the use of seat belts, a combination of social engineering, health education and psychological intervention may be most appropriate. 
· A study in Norway found that signs reminding drivers of seat belt enforcement is increasing drivers intentions on wearing a seat belt. 
· Social engineering (penalizing people and enforcement) may be most effective. 
What are cancer related health behaviours:
· Breast cancer screening:
· Breast cancer is one of the leading cause of death for women. 
· Most common form of cancer for women. 
· Recommended that women 40-49 have a breast exam every two years. 
· 50-69 women should get a mammogram with a breast exam every two years. 
· Breasts self-exam may not be efficient. 
· Clinical breast exam:
· Involves a thorough physical examination of the breast by a health care professional. 
· Applying the principles of the health belief model, articles were sent out with information on the breast exam, as well as benefits in a culturally sensitive manner, to participants over a five month period, and misperceptions about CBE were decreased, and CBE self-efficacy and uptake of CBE increased. 
· Mammograms:
· Getting women to obtain mammograms:
· Women in lower SES, immigrant, smoke and don’t have a family doctor don’t get mammograms enough. 
· Non-use is highest in B-C, PEI and Nunavut. 
· Postcards that said mammography due soon increased use rates among women over 50. 
· Women in precontemplation, relapse, contemplation and action were least likely to say a recent mammogram compared to women in maintenance stage. 
· Perceived behaviour control may be most important for predicting mammography use, as well as optimism and risk perception. 
· Social support also predict mammogram. 
· Minority women don’t have a personal source of health care, so they might fall through the cracks. 
· Ethnic minority women have lower mammogram rates than non-minority. 
· Prostate cancer screening:
· Digital rectal exam (DRE) and prostate specific antigen test (PSE). 
· Both susceptible to false positives and negatives. 
· Colorectal cancer screening:
· Distinctive for the fact that people often learn that they have polyps but not detected malignancies. 
· Once every 2 years for men and women over 50, more frequently for people who are at high risk. 
· Factors that predict other cancer behaviour will predict this one, particularly self-efficacy, perceived benefits, physician’s recommendation and low perceived barriers. 
· Sun safety practices:
· Chief risk of skin cancer is prolonged exposure to UV. 
· Women are more likely than men to practice sun protective behaviour. 
· Rates of sun exposure and lack of protection are lowest for people 15-24 years old. 
· Problems: Tans are perceived to be attractive. 
· Even people who practice safe sun don’t do it right, by not putting on enough sun screen. 
· Influenced by a number of factors, such as perceived need for sunscreen, perceived efficacy for sunscreen and social norms. 
· Communications that stress the gains of wearing sun screen to young adults are more effective than the loss communications. 
· Beachgoers who received UV photo information were more likely to wear more sunscreen, and those who got a photo of the effects of sun bathing and the information photo tanned a lot less. 
· Communications aim to bring people from precontemplation to contemplation. 
· Social engineering:
· Health canada’s UV index Sun awareness program encourage high school and elementary school children to register their schools and make use of available resources, educate children on sun safety and initiate their own savvy policies. 
How does exercise enhance health:
· Benefits:
· Decrease risk of chronic disease. 
· Cut the risk of type 2 diabetes for adults significantly. 
· Fitness levels for Canadians have declined since 1981. 
· Exercise accelerates wound healing. 
· Physical inactivity is most common among women than men, older than younger and those with lower than higher income levels. 
· Health practioners do not uniformly recommend exercise. 
· Reduces risk of heart attack. 
· Benefits found for elderly and preschoolers. 
· Strenuous exercise in adolescents and moderate exercise in post-menopausal women may even reduce the risk of breast cancer. 
· Engaging in a moderate level of exercise for six months significantly improve cognitive functioning for children and adults. 
· How much exercise?:
· 60 mins every day to stay healthy with 30 mins of moderate intensity four times a week. 
· New recommendations is 150 mins a week. 
· Even short walks can be beneficial. 
· Effects on psychological health:
· Regular exercise improves mood and feelings of well-being immediately after a workout. 
· May also be some improvement in general mood and well-being as a result of long-term participation in an exercise program. 
· Mood improvements after 10 mins of exercise. 
· Moderate intensity is beneficial for people with Depression. 
· Group cohesion and social support from group exercise classes can help self-efficacy, which is associated with social support and likelihood that people will maintain the exercise program. 
· People who get efficacy feedback have more self-efficacy, which leads to improvements in mood and psychological well-being. 
· Exercise used in the treatment of depression and for menopause symptoms. 
· Those who continue to exercise after treatment are less likely to relapse. 
· Determinants of regular exercise:
· In adolescence, practice of regular exercise has decreased. 
· Smoking, pregnancy and obeisity also related to decline. 
· Adults cite lack of time and ressources to be the reason they don’t exercise. 
· People have trouble committing to a program. 
· Stress is a common reason people fail. 
· Individual characteristics:
· People who are athletic, enjoy their form of exercise, have positive attitudes toward exercise and a strong sense of self-efficacy  are more likely to get involved in exercise programs. 
· Boys get more exercise than girls. 
· Lifestyles of older women lead to them not being able to afford a gym membership or sum like that. They also need to give care and have a lack of energy to exercise. 
· First Nations and Metis people are more likely to exercise. 
· A sense of support and group cohesion contribute to participation. One reason is that engaging in exercise with other is the social norm. 
· People who are high in self-efficacy are more likely to practice and perceive benefit. They also report better mood, less costly about their exercise. 
· Those who don’t exercise regularly have less confidence in their ability to exercise. 
· Characteristics of the setting:
· If your exercise is closer to home, you are more likely to do it. 
· Best predictor for regular exercise is regular exercise. 
· Long-term practice of regular exercise is determined by habit. 
· Exercise requires additional thoughtfulness and planning, especially regarding its long term benefits. 
· Characteristics of interventions:
· Strategies:
· Participation was predicted from initial perceived behavioural control, and stable exercise habits developed during exercise participation further increased perceptions of behavioural control over the ability to exercise, which in turn contributed to successful maintenance of exercise behaviour. 
· Cognitive behavioural strategies have also been employed in exercise interventions and appear to promote adherence. 
· People who are contemplating starting an exercise program may perceive practical barriers to it which can be attacked through persuasive communications. 
· Problem of maintenance, interventions that provide more tips for maintenance are more successful. 
· Those who reported receiving and reading the intervention materials were significantly more likely to be exercising six months later. 
· Advantage of intervention is its low cost and ease of implementation. 
· Brief behavioural counselling matced to stage of readiness showed success in achieving maintenance to physical activity, as well as smoking reduction and reduction in fat intake. 
· Individualized exercise programs:	
· If people participate in activities that they like, exercise adherence will be greater. 
· Ensuring people have realistic expectations for their exercise programs may also improve long-term adherence. 
· Intervention program directed to university men and women inadvertely promoted an increase in the desire to be thin, despite warnings about dieting. Such pressures can promote eating disorders. 
Why is maintaining a healthy diet important:
· Dietary change is often critical for people at risk for diagnosed with chronic diseases such as coronary heart disease, hypertension, diabetes and cancer. 
· Switching from trans fat and saturated fats to polyunsaturated fats is most widely recommended. 
· There is a link between several foods and the likelihood of cancer. 
· A diet of the five major food groups has shown to lower the risk of heart diseases. 
· Modifications in cholesterol diet also heart disease, statins lower cholesterol. 
· Caloric restriction is associated with biomarkers that predict longevity in humans. 
· Resistance to modifying diet:
· Reason could be inefficient attention to the needs for long term monitoring and relapse prevention techniques. 
· Self-management is essential because dietary restrictions can be monitored only indirectly by medical authorities. 
· Tastes are hard to alter, so change is hard. 
· People have natural drive to consume fat foods, even when they are told its high in fat and it isn’t. 
· People who are high on conscientiousness and intelligence do a better job of holding up a diet. 
· Greater stress is associated to consuming fatty foods and more snacks between meals. 
· Interventions to modify diet:
· Done on an individual basis. 
· Motivation is the key to success. 
· Much change has been implementation through cognitive behavioural interventions, such as self-monitoring, stimulus control and contingency contracting. 
· Motivational interviewing can work too. 
· Those contemplating dietary change are more likely to start a diet after hearing bad news about their cholesterol. 
· Family interventions:
· When the hole family is involved, it is easier to change. 
· Husband’s food preferences can be taken into account more than the women’s. 
· Community interventions:
· Students from schools with intensive nutrition programs had lower rates of obesity, healthier diets and higher levels of physical activity. 
· Social engineering works too, like banning snacks from school, more nutritious lunch and dinner plans and raising the price on unhealthy snacks and lowering them on healthy ones also work too. 
How is weight control related to health:
· Regulation of eating:
· Leptin and insulin decrease appetite by inhibiting neurons that produce the molecules neuropeptides Y (NPY) and agouti-related peptide (ARP), petides that stimulate eating. 
· Leptin is important because it tells the hypothalamus when the body has had enough. 
· Inhibits neurons that stimulate hunger and eating. 
· Ghrelin stimulates eating behaviour. Secreted in stomach, activates ARP and NYP neurons before meals and stops after. 
· Rats who have damaged ventromedial hypothalamus can’t stop eating. 
· Why obesity is a health risk:
· Excessive accumulation of fat. 
· 20-27 percent of the body should be fat in women and 15-22 percent in males. 
· Caloric intake is on the rise in Canada. 
· Risks of obesity:
· Cardiovascular disease, cancer. 
· Also associated with atheriosclerosis, hypertension, diabetes, gallbladder disease, ahtritis, and heart failure. 
· Also increases risks in surgery, anesthesia administration and child bearing. 
· Related to risk of stroke during and after pregnancy. 
· Women who were 30% overweight were far more likely to develop heart disease. 
· Depression may be maintained by realization that the world is not made for obese people (having to buy to seats on a plane). 
· Stereotypes, jokes and stigmas against obese people can cause more psychological problems. 
· They also avoid trips to the hospital. 
· Obesity in childhood:
· An important factor is a lower amount of exercise due to video games and television. 
· Obese children are less likely to participate in sports. 
· Inactivity in obesity is stronger for boys than girls. 
· Where the fat is:
· Abdominally localized fat potent risk factor for heart disease, diabetes, hypertension and cancer. 
· Increases in response to stress. 
· People with central weight are more psychologically reactive to stress and show greater cardiovascular reactivity and neuroendocrine reactivity to stress. 
· Factors associated with obesity:
· Childhood is a window of vulnerability:
· Number of fat cells an individual has is typically determined in the first few years of life, genetic factors and eating habits. 
· Many Canadians get more calories from snacks than meals, so snacks is a factor.
· Family history and obesity:
· Overweight parents are more likely to have an overweight child. 
· Genetics explain 50%. 
· Twins reared apart showed tendency to be both obese like the parents. 
· Efforts to lose weight in daughters are influenced by criticism of parents, sons eating habits is more related to father’s attitudes. 
· SES, culture and obesity:
· Women of low SES tend to be fatter. Aboriginal women too tend to be fatter. 
· Men: higher the income, the fatter they get. 
· As income in neighborhood rose, obesity declined. 
· Lack of access to high-energy sports such as hockey and soccer leads to obesity and inactivity. 
· Thinness is valued more in cultures that have high SES. 
· Stress and eating:
· Half eat more when under stress, half eat less. 
· Anxiety and depression appear to figure into stress eating as well. 
· Susceptibility to overeating in times of distress was highly associated to weight gain in women over 20-year period. These women prefer fatty foods. 
· Treatment of obesity:
· Dieting:
· Most common
· Most programs begin with this
· Even when diet is self-set, adherence and success rates can be low. 
· Researchers followed women, majority were not successful in adhering dietary rules. 
· Very low carbohydrate and low fat diets do the best job. Hardest to maintain. 
· Surgery:
· Represent a radical way of controlling extreme obesity. 
· Appetite supressing drugs:
· Employed in some programs. 
· Multimodal approach:
· Screening:
· Screen their readiness and their motivation to lose weight. 
· Better match between particular treatment program and client. 
· Self-monitoring:
· Obese clients are trained in self-monitoring and are taught to keep careful records of what they eat, when they eat it, how much they eat, where they eat it, and other dimensions of eating. 
· Control over eating:
· Train clients to gain control over the eating process itself. 
· Adding exercise:
· Critical component as people age, increasing exercise is essential just to maintain weight and avoid gaining it. 
· Controlling self-talk
· Poor health habits can be maintained through dysfunctional monologues. 
· Social support:
· Successfully maintained weight loss is the presence of social support. 
· Relapse prevention:
· When their diets fail, women are more likely to blame their own lack of self-discipline, whereas men are more likely to blame external factors, such as work. 
· Compensatory health are aimed at neutralizing the negative feelings that come from giving in to a desire or craving that interferes with one’s health goals. 
How is sleep related to health:
· Can have important implications. 
· Sleep and health:
· Chronic partial sleep can compromise the ability to secrete and respond to insulin as well as adversely affect appetite regulation suggesting links between sleep loss, obesity and diabetes. 
· Also an increased risk of developing coronary heart disease. 
· Linked to poorer vagal tone and reduce the efficacy of flu shots. 
· Sleep deprivation reduces natural killers, reduces amount of immune cells, poor response to Hep A vaccination, high rate of respiratory tract infections and depressed cellular immune function. 
· Sleep deprivation can lead to elevated cytokines which can lead to more illnesses. 
· Low SES leads to poor sleep. 
· Sleep deprived adults have increased amount of Ghrelin and lower levels of leptin. 
· Children who get less sleep are less likely to stay active. 
Chapter 5: Health compromising behaviours:
What are the characteristics of health compromising behaviours?
· Many health compromising behaviours share several additional important characteristics. 
· There is a window of vulnerability in adolescence 
· Many of these behaviours are heavily tied to the peer culture. 
· Innately bound up in self-representation process. 
· Many of these behaviours are pleasurable and help cope with stress and provide thrill seeking. 
· Development occurs gradually. 
· Substance abuse of all kinds are predicted by some of the same factors.
· Common to the use of all substances is the profile of those who use these substances. 
· Combining long hours of employment with school increases the risk. 
· Those who abuse substances typically do poorly in school. 
· Family problems, deviance and low self-esteem appear to explain this relationship. 
· Problem behaviours are related to the larger social structure in which they occur. 
· Social class differences occur because of greater exposure to the problem behaviour and, in other cases, because lower social class provides more stressful circumstances with which the adolescent may need to cope. 
What is substance dependence:
· Can include physical dependence. 
· Involves tolerance. 
· Craving is a desire to engage in a behaviour or consume a substance. 
· Addiction occurs when a person has become physically or psychologically dependent on a substance. 
· Withdrawal refers to the unpleasant symptoms experienced after ceasing the drug. 
· Harm reduction: approach that focuses on the risks and consequences of substance abuse rather than on the use itself. 
· Most often implemented at the community level with community based programs that focus on facilitating safe use of substances. 
· Methadone maintenance and needle exchange programs are examples. 
· Illicit drug use:
· Four classes of illicit drugs:
· Opiates, cocaine, cannabis and amphetamines. 
· Like alcohol, these are psychoactive substances. 
· Use of psychoactive prescription drugs has become a growing concern worldwide. 
· Sedatives, tranquilizers, opioid pain killers, stimulants
· Use of these is on the increase. 
· Consequences:
· Physical problems
· Lung damage, damage to inside of nose, risk of HIV (injection)
· Stimulant drugs increase heart rate and blood pressure to a degree that increases risk for strokes and even death. 
· Prescription drugs can cause digestive upset and headaches. 
· Continued use can lead to physical dependence and addiction. 
· Mental health problems:
· Short-term anxiety and confusion from having a “bad-trip” and long term memory and personality changes if drug use becomes habitual. 
· Drugs can lower inhibitions and judgement resulting in decisions and behaviours that might normally not be undertaken. 
How do alcoholism and problem drinking compromise health?
· Scope of the problem:
· Alcoholism recognized as an mental disorder in 1957. 
· Linked to high blood pressure, stroke, cirrhosis of the liver, cancer and fetal alcohol syndrome. 
· Can show major sleep disorders
· Can lead to cognitive impairments. 
· What are alcoholism and problem drinking?:
· Show withdrawal symptom when not drinking, high tolerance for alcohol, little ability to control drinking. 
· Origins:
· Genetics appear to account for 50% of vulnerability. 
· Men are at greater risk. 
· Younger women and employed women are catching up. 
· Low SES predicts it. 
· Drinking and stress:
· People who are experiencing a lot of negative life events, chronic stressors and little social support are more likely to become problem drinkers than the people without these problems. 
· Social origins of stress:
· Alcoholics learn early in life to associate drinking with pleasant social occasions. 
· Develop social life centered on drinking (going to bars)
· People who marry and become parents are less likely to become problem drinkers because they have less time to party. 
· Two windows of vulnerability:
· Adolescence
· Middle-age
· This one is more likely to get control and be able to recover. 
· Alcoholism may represent untreated symptoms of depression, so symptoms for both disorder can be treated simultaneously. 
· For women who are survivors of violence, trauma, abuse and mental health problem frequently co-occur. 
· Treatment:
· Alcoholics who come from high SES do very well in treatment programs, achieving 68% success rate. Alcoholics from low SES have a success rate of 18%. 
· Treatment programs:
· Limited number of provincially licensed residential care facilities. 
· Many people are forced to seek other options for treatment. 
· Self-help group (AA) most commonly sought. 
· Typically use broad-spectrum cognitive behaviour therapy. 
· Goals of the approach are to decrease the reinforcing properties of alcohol, to teach people new behaviour inconsistent with alcohol abuse and modify the environment to include reinforcements for activities that do not involve alcohol. 
· For hard-core alcoholics, first stage is detoxification. 
· Next is therapy. 
· Begins with short term intensive inpatient treatment followed by a period of continuing treatment on an outpatient basis. 
· Inpatient programs last 10-60 days, averaging at 28. 
· Cognitive behavioural treatments:
· Involve self-monitoring. 
· Contingency tracking is often employed. 
· Motivational enhancement features have also been employed
· Responsibility and capacity to change rely on client. 
· This also lowers the rate of relapse. 
· Some programs have included medications for blocking alcohol-brain interactions that may contribute to alcoholism. 
· Naltrexone blocks opioid receptors in the brain. 
· Successful maintenance requires parents to continue taking the drug on their own. 
· Provide alcoholics with stress management techniques. 
· Relaxation training, assertiveness training, training in social skills help the alcoholic or problem drinker deal with problem situations without resorting to alcohol. 
· Relapse prevention:
· Relapse rates are at 50% (2-4 years)
· Maybe more after 3 months. 
· Practising coping skills and social skills can prevent relapse. 
· Recognition that people often stop then start again could prevent relapse. 
· Understanding that occasional relapse can show programs to show this as a normal thing so that people don’t feel they lost complete control. 
· Drink refusal skills should be taught. 
· Interventions with heavy drinkers in university has used these methods. 
· Evaluation of alcohol treatment programs:
· Identifying factors in the environment that control drunking and modifying those factors or instilling coping styles to manage them helps a lot. 
· Moderate length of participation (6-8 weeks) can lower dropout rate. 
· Outpatient after care helps. 
· Inclusion of stress management helps. 
· Active involvement of relatives is essential. 
· Minimal interventions:
· Veterans with depression or who were at risk for drinking received either usual care or telephone alcoholism and depression management program. 
· Compared to the usual care group, the telephone group had a higher rate of success. 
· Biggest problems is that most alcoholics do not receive the right treatment. 
· Social engineering represents the best attack on alcoholism. 
· Can recovered alcoholics ever drink again?:
· Moderately yes. 
· Moderate drinking represents a realistic social behaviour for the environments that a recovered problem drinker may encounter. 
· Traditional therapeutic programs that emphasize total abstinence have high drop out rates. 
· Preventive approaches to alcohol abuse:
· Appeal to adolescents to avoid drinking altogether or to control their drinking before the problems of alcohol abuse set in. 
· Social influence programs mounted through high schools are one approach. 
· Media campaigns are another approach. 
· Social engineering solutions hold promise for managing alcohol and prevention. 
· Drinking and driving:
· MADD
· Hosts and hostesses are required to make sure all their guests are okay to drive. 
· With increased media attention, drinkers seem to be developing self-regulatory techniques to aovid driving while drunk. 
· Is modest alcohol consumption a health behaviour?:
· Modest alcohol intake actually adds to a long life. 
· Moderate alcohol intake is associated with reduced risk of heart attack, lower blood pressure, lower risk of dying after heart attack, decreased risk of heart failure, less thickening of arteries with age, increase high-density lipoprotein (HDL) cholesterol and fewer strokes among elderly. 
· Moderate drinking in younger populations may enhance risk of death, possibly because of injuries. 
· Red wine contains pigments of polyohenols that may inhibit hardening of arteries and have immune modulating properties. 
· White wine can also be beneficial.  
How is smoking harmful for health and what factors influence smoking:
· Smoking is the single greatest cause of preventable death. 
· Causes risks for heart disease, lung cancer, chronic bronchitis, emphysema, respiratory disorders, damage and injuries due to fires and accidents, lower birth weight in offspring and retarded fetal development. 
· Smokers are more likely to engage in other unhealthy behaviours. 
· Have more accidents and injuries at work, take more sick days, use more health benefits and are in the hospital twice as much. 
· Not a gateway drug for marijuana. 
· Second-hand smoke is just as bad. 
· Synergistic effects of smoking:
· Enhances detrimental effects of other risk factors in compromising health. 
· Inhibits HDL production. 
· Men: nicotine can increase magnitude of heart rate reactivity to stress. 
· Women: can lower heart rate but increase blood pressure. 
· Also acts with low SES: greater harm comes to those who smoke and have a low SES. 
· Engage in less physical activity. 
· Increase chances of breast cancer in women after menopause. 
· Active and passive smoking causes breast cancer. 
· Depressed woman who smokes has a greater chance of developing breast cancer. 
· Elevates white blood cell count. 
· Produce decline in NK. 
· Smoking can be a potential cause for depression. 
· Tobacco companies have started to attract minors and those of low SES.
· Why do people smoke?
· Genes play a role, especially those that regulate catecholamine activity. 
· Telling smokers about a risk factor can lead them to feeling helpless and smoking more. 
· Factors associated with smoking in adolescence:
· Those in the experimental phase can later become heavy smokers. 
· Peer and family influences:
· Starting to smoke results from a social contagion, whereby non-smokers have contact with others who are trying out smoking or with regular smokers and then try smoking themselves. 
· Having a best friend who smokes is a strong predictor. 
· More likely to start smoking if their parents smoke, if they are lower class, if they feel social pressure to smoke and if there is a major stressor in the family. 
· Puffers are those that never finish a hole cigarette. 
· Chippers smoke 5 or less cigarettes a day, but have high academic standings, good social support, high SES, pretty much the opposite of heavy smokers. 
· Peer and families can influence beliefs about smoking. 
· Weight control and smoking:
· Women who internalized the prescribed cultural standards of thinness for the female body were also more likely to report that they smoked to control their appetite and weight. 
· Self-image and smoking:
· Teenagers who ideal self-image is congruent with that of a typical smoker is more likely to smoke. 
· Interventions for quitting smoking target self-image concerns as well. 
· Mood and smoking:
· Smoking tied to aggressive tendencies and depressive episodes. 
· Negative emotions also increase the chances of smoking. 
· Experimentally induced sadness resulted in smoking longer and more puffs than in the control smoking group. 
· Stress is also tied to smoking. 
· Maladaptive coping styles and little exercise increase likelihood of smoking. 
· Window of opportunity when students move to university. Smoking can increase. 
· Nature of addiction in smoking:
· Nicotine addiction:
· Smoke to prevent withdrawal symptoms. 
· When low levels of nicotine in plasma, smoking occurs. 
· Nicotine alters catecholamines, cholinergic and opioid NT as well as vasopressin activity. 
· Habitual smokers show a decrease in cognitive efficiency when not smoking. 
· Interventions to reduce smoking:
· Changing attitudes:
· Media has done so by warning the public against the dangers of smoking. Extremely effective. 
· Therapeutic approach:
· Nicotine replacement
· Nicotine gum was originally used, but smokers thought it didn’t give enough nicotine fast enough, so this wasn’t the end all to be all. 
· Nicotine patches work. 
· These replacements show a great smoke cessation. 
· Multimodal intervention:
· Goal is to engage the smoker’s sense of self-control and to enlist active participation in the intervention process. 
· Many programs have use the transtheoretical model:
· Moving people from precontemplation to contemplation centre on attitudes: emphasizing the adverse health consequences of smoking and the negative social attitudes that most people hold about smoking. 
· Motivating quitting may in turn promote self-efficacy that one will be able to do so. 
· Contemplation to action involves making a plan for quitting. 
· Social support and stress management:
· Those who wish to quit are urged to enlist social support from their spouse, family, friends and co-workers in their resolution to stop. 
· Relaxation training has also been incorporated. 
· Lifestyle rebalancing, through changes in diet and exercise, may also help people cut down on smoking or maintain abstinence after quitting. 
· Maintenance:
· To bridge transition from action to maintenance, relapse-prevention techniques are typically incorporated into smoking-cessation programs. 
· Smoking shows an abstinence violation effect, whereby a single lapse reduces perceptions of self-efficacy, increases negative mood, and reduces beliefs that one will be successful in stopping smoking. 
· Relapse prevention:
· Begin by preparing people for the management of withdrawal, including cardiovascular changes, increases in appetite, variations in urge to smoke, increases in coughing and discharge of phlegm and the like. 
· Relapse prevention may especially need to focus on teaching people coping techniques for dealing with stressful interpersonal situations. 
· Self-efficacy is a strong predictor of success in smoking cessation. 
· When sense of self-efficacy wanes, vulnerability to relapse is high, so interventions that address the dynamics of self-efficacy over time may well improve maintenance rates. 
· Self-efficacy is sensitive to external context, such as seeing others smoking. 
· Evaluation of multimodal interventions:
· Programs show high initial success followed by high rates of return to smoking. 
· Those who relapse are young, have a high dependence on nicotine, low sense of self-efficacy, greater concerns about gaining weight after stopping smoking, more previous quit attempts and more slips. 
· Any given effort to stop smoking may yield only 20% success rate, but with multiple efforts to quit, eventually the smoker may be successful in becoming an ex-smoker. 
· Factors that predict the ability to maintain include educational attainment, contemplating quitting smoking, being ready to quit at the beginning of an intervention and having a sense of self-efficacy. 
· Who is best able to induce people to stop smoking?:
· Physician advice is known to increase quit rates among adults. 
· Pharmacists can play a role. 
· Commercial programs and self help:
· Commercial stop smoking clinics enjoy fairly wide attendance, cure rates are advertised to be high. 
· Self-help aids:
· Nicotine gum, patches, more intensive programs provide instructions for quitting. 
· Public health approach:
· Included community interventions combining media blitzes with behavioural interventions directed especially at high risk individuals. 
· Incentive-based community cessation programs have also been used with some success. 
· Why is smoking so hard to change?
· Smoking is a deeply entrenched behaviour pattern. 
· Smokers are resistant to interventions because of their lack of knowledge and their health-compromising attitudes. 
· Adolescents may use tobacco in ways and in social situations that make it particularly difficult to modify. 
· Difficult for group interventions to address all the factors that may influence and maintain any particular smoker’s smoking. 
· People who stop on their own:
· More than half a million Canadians stop each year. 
· People who successfully quit on their own have good self-control skills, self-confidence in their ability to stop, and a perception that the health benefits of stopping are substantial. 
· Smoking prevention:
· Aimed to catch potential smokers early and attack the underlying motivations that lead people to smoke. 
· Advantages of smoking-preventing programs:
· Represent a potentially effective and cost-effective assault on the smoking problem that avoids the many factors that make it so difficult for habitual smokers to stop. 
· Easily implemented through school system. 
· Social influence interventions:
· Richard Evans and social influence intervention:
· Two princples:
· Fact that parental smoking and peer pressure promote smoking in adolescents indicates that children acquire smoking at least partly through the modelling of others. 
· If one can expose individuals to a weak version of a persuasive message, they may develop counterarguments against that message (behavioural inoculation)
· Three components of this intervention:
· Information of the negative effects of smoking is carefully constructed so as to appeal to adolescents. 
· Materials are developed to convey a positive image of the non-smoker (rather than the smoker) as an independent, self-reliant individual. 
· The peer group is used to facilitate not smoker rather than smoking. 
· Antismoking materials must highlight the disadvantages of smoking now, including adverse effects on health, the financial cost of smoking and negative social consequences of smoking rather than long-term health risks. 
· Image of the non-smoker is also addressed in the social influence materials. 
· Messages also show how cigarette advertisers use subtle techniques to try to get people to smoke in the hopes that they will resist cigarettes advertising when they encounter it. 
· Interventions address the significance of the peer group in several ways. 
· High status, older peers are typically featured in the films and posters as the primary agents delivering the interventions. 
· Evaluation of social influence programs:
· Students may learn how to turn down cigarettes, but this may not lead them to do so. 
· Sometimes delay smoking but may not reduce overall rates. 
· Life-skills training approach:
· If adolescents are trained in self-esteem and coping enhancement as well as social skills, they will not feel as much need to smoke to bolster their self-image. 
· Results of these programs to date are encouraging as they have also been successfully implemented with different cultural groups. 
· Interactive CD-ROM program designed to reduce adolescent substance abuse was developed and made use of several of the same principles on which both the social influence and the life-skills training programs are based. Directed primarily on marijuana. 
· Significant changes in resistance to marijuana was found. 
· Social engineering and smoking:
· Actions such as increasing taxes on cigarettes are most likely to influence smoking among teenagers and young adults with little disposable income. 
· First tobacco advertising laws were introduced in 1988. 
What are eating disorders:
· Eating disorders typically start during adolescence or young adulthood, and occur more frequently among women than in men. 
· Epidemic. 
· Anorexia nervosa
· Obsessive self-starvation. 
· Individual diets and exercises to a point where body weight is dangerously low. 
· Developing:
· Genes play a role, especially DA, 5-HTT and estrogen genes. 
· Genes may also interact with environment, like an overactive HPA axis. 
· Women who have eating disorders show high blood pressure, heart rate reactivity to stress and high urinary cortisol. 
· Body image distortions are common. 
· Treatment:
· Chief target is to get the weight back up to level. 
· Most therapies use behavioural interventions. 
· Research has moved towards prevention. 
· Study found that when women got information about other women, they started to see that eating and what they were before was better, and they started eating again. 
· Bulimia:
· Binge eating, purging, vomiting, laxative abuse, extreme dieting, drug and alcohol abuse, fasting. 
· Related to binge eating disorder. 
· Who develops this?
· Normal weight or overweight in the hips people. 
· Stress appears to be an onset. 
· Treatment:
· First barrier, women do not go in for treatment. 
· One of the first steps for helping is to convince them they have a problem. 
· Combination of meds and cognitive therapies work. 
· Keep diary of what they eat and self-monitor. 
Chapter 8: Using health services:
How do we recognize and interpret symptoms:
· Recognition of a symptom:
· Individual differences and personality:
· Hypochondriacs are people who are preoccupied and worried that normal bodily symptoms are indicators of illness. 
· Most frequent symptoms reported from people who convert distress into illness are back pain, joint pain, pain in extremities, headache, abdominal symptoms such as bloating, allergies to particular foods and cardiovascular symptoms such as palpitations. 
· Women are not more likely than men to report these symptoms. 
· People who are high in neuroticism and negative affectivity recognize their symptoms more quickly, report their symptoms more quickly or both. 
· Anxiety and depression have distinct roles in the experience of physical symptoms. 
· Depression was linked to increase physical symptom reporting but only when symptoms were recalled retrospectively. 
· Anxiety increased reports of physical symptoms but only at the moment, not retrospectively. 
· Cultural differences:
· Cultural variations in the emotional responses associated with the experience of troubling symptoms are partly responsible for the observed differences. 
· Study of menopause compared North America to Asian countries:
· Japanese women reported less symptoms compared to North American countries. 
· Hot flushes are less reported in Japan. 
· Possible explanation is that menopause in Japan means something else than here. 
· Japanese women are the healthiest in the world. 
· Situational factors:
· A boring situation makes people more attentive to symptoms than an interesting situation does. 
· A common phenomenon in medical school is medical students disease. As they study illnesses, many members of the class imagine they have it. 
· Stress:
· People who are under stress may believe that they are more vulnerable to illness and so attend more closely to their bodies perhaps because they experience stress related physiological changes such as accelerated heartbeat or breathing and interpret these changes as symptoms of illness. 
· Mood:
· People who are in a positive mood rate themselves as healthier and have fewer illness related memories. 
· People who are healthier are also in a better mood. 
· Positive mood in people with chronic diseases leads to less attention to symptoms of the disease. 
· Interpretation of symptoms:
· Prior experience:
· Interpretation of symptoms heavily influenced by  prior experience. 
· People who have experience with a medical condition estimate the prevalence of their symptoms to be greater and often regard the condition as less serious than do people with no history of the condition. 
· Symptom’s meaning is also influenced by how common it is within a person;s range of acquaintaces or culture. 
· Expectations;
· Neuroimaging techniques have revealed that simply expecting symptoms activates brain areas associated with the experience of symptoms, whereas distracting oneself from symptoms reduces brain activity in the symptoms perception areas. 
· Seriousness of symptoms:
· Symptoms that affect highly valued parts of the body are usually interpreted as more serious and as more likely to require attention than are symptoms that affect less valued organs. 
· People are especially anxious when their eyes or face are affected. 
· More likely to prompt the seeking of treatment if it limits mobility or if it affects a highly valued organ, such as chest discomfort thought to be indicate of heart disease. 
· Cognitive representations of illness:
· Illness schemas:
· Organized conceptions of illness are acquired through the media, through personal experience, and from family and friend who had experience with disorders. 
· They can influence people’s preventive behaviours, their reactions when they experience symptoms or are diagnosed with illness, their adherence to treatment recommendations and their expectations for their health in the future. 
· Illness schemas have five distinct components that include basic information about an illness:
· Identity
· Consequences
· Causes
· Duration
· Cure
· Most people have at least three models of illness
· Acute
· Chronic
· Cyclic 
· The lay referral network:
· Informal network of family and friends who offer their own interpretations of symptoms well before any medical treatment is sought. 
· Offers advice and support for the individual experiencing troubling symptoms and reflects a network of social contacts starting from the more intimate nuclear family through to successively more informed and authoritative lay people. 
· 70% of people engage in conversation with people in their lay refered networks about whether to seek medical care for new symptoms. 
· Often recommend home remedies and other alternatives forms of medicine. 
· Chinese herb ma huang helps breathing problems that can cause heart attacks and stroke in some individuals. 
· Ginkgo biloba stimulates circulation but can also enhance bleeding, which is risky during surgery. 
· Goal of WHO is to tell which one of these works and which ones don’t. 
· Natural health products includes vitamins, minerals, herbal remedies and teas and plant products. 
· Canadians consult chiropractors, massage therapists, and acupuncturists and use vitamins, Echinacea and herbal remedies NHP. 
· Internet:
· 4 million people look up medical stuff online a day. 
· Women are twice as likely to look up medical stuff online. 
· Young men are the less likely. 
· Most common information searched for are diseases and conditions. 
· Lifestyle information including diet, nutrition and exercise is the next more frequent searched for. 
· Internet is mainly used for information about possible treatments and the application of treatments, with scientific websites being visited often. 
· 96% of physicians say this can actually help. 
· Sometimes turn to the internet themselves. 
What predicts the use of health services:
· Age
· Very young and elderly use health care services the most. 
· Children 5 and under are in the emergency room more than anyone else. 
· When people develop chronic illnesses, they increase with age. 
· Higher age was related with consulting a physician and making multiple consultations even after controlling for chronic health conditions and other factors. 
· Gender:
· Women use health care system more than men. 
· Pregnancy and childbirth account for this. 
· Women have better homeostatic systems, so they are better at telling when something is off. 
· As women age, their use of health service becomes more like men’s. 
· Men are expected to be tough. 
· Women are part time workers and don’t get benefits, so they often cannot go to the physician or don’t have a family doctor. Same factors contribute to their poor health. 
· Socio-economic status:
· People in the lowest-income households and with less than high school education are less likely to have visited a family physician or a specialist in a year compared to those in the highest income groups or with the post-secondary education. 
· People with lower SES who go to a physician are four times more likely to do follow ups. 
· Also make more emergency room visits. 
· People who live in rural areas have less access to health services, and specialists in particular, and are also more likely to have a lower SES than urban dwelling Canadians. 
· Culture:
· Members of ethnic minority groups were more likely to visit a physician but not a specialist, than Caucasians. Minority groups also used cancer screening services less often. 
· Canadian community health survey:
· Aboriginals, African Canadians and carribean Canadian were no more likely to have consulted a physican in the previous year than Caucasians. 
· Anglophones living in Quebec not only perceived that there were fewer English health care services, but they were more dissatisfied with the services offered and therefore less likely to want to use these services. 
· Perception of not having readily available health care in English impacted anglophone’s future health as significantly poorer than that of French. 
· One study found that health care utilization in immigrants was related to the number of doctors that spoke their first language. 
· Social psychological factors:
· Health belief model explains people’s use of services quite well. 
· Just as children and adolescents learn other behaviours from their parents, they also learn when and how to use health care services. 
How are health services misused?:
· Using health services for emotional disturbances:
· Physicians estimate that two thirds of time of their time is taken up by patients whose complaints are psychological rather than physical. 
· These nonmedical complaints typically stem from anxiety and depression, both of which are widespread. 
· Symptoms may be due to an independent physical problem the symptoms of which are difficult to disentangle from those more directly linked to the psychological disorders. 
· Further complicating the issue is the possibility that the symptoms may be medically unexplainable but not attributable to mental health issues. 
· People seek medical care because:
· Stress and emotional responses to it create a number of physical symptoms and so during stressful times people use health services more. 
· Anxiety and other psychological disorders are accompanied by physical symptoms. 
· People may mistake the symptoms of their mood disorder for a liegitimate medical problem and thus seek physician care. 
· Anxiety and depression may not only influence the likelihood of seeking care but also leads to recurrent visits. 
· Worried well people:
· Concerned about physical and mental health, inclined to perceive minor symptoms as serious and believe that they should take care of their own health. 
· Somaticizers:
· Individuals who express and conflict through bodily symptoms. 
· Physicians begin their interviews with are you currently sad or depressed and are the things that previously brought you pleasure no longer bringing you pleasure? Positive answers to these leads to them referring you to a psychologist. 
· Patient present with multiple physical symptoms that are chronic, unresponsive to treatment and unexplained by medical diagnosis are polysymptomatic somaticizers. 
· Another reason, medical disorders perceived as more legit than psychological. 
· Many people are unwilling to admit to themselves that they have a psychological problem. 
· Chinese society expressing emotional distress as a physical complaint is seen as more culturally acceptable as mental health issues carry with them considerable stigma. 
· Illness brings benefits, termed secondary gains (time off), and these reinforcers can influence the process of returning to good health. 
· Innapropriate use of health services can be a result of malingering. 
· Worried well and those who seek treatment for psychological symptoms or to meet other needs can be hard to discriminate from malingerers. 
· Individuals with legit medical problems may be falsely assumed to be psychologically disturbed. 
· Physicians are more likely to reach this conclusion about their female patients than their male patients. 
· Delay behaviour:
· Defined as the time between when a person recognizes a symptom and when the person obtains treatment. 
· Composed of several time periods:
· Appraisal delay: time it takes an individual to decide that a symptom is serious. 
· Illness delay: time between recognition of symptom implies and the decision to seek treatment. 
· Behavioural: time between actually deciding to seek treatment and doing so. 
· Medical delay: time between the person’s making an appointment and receiving medical care. 
· Who delays:
· Portrait of the delayer generally bears some strong similarities to the portrait of the nonuser services. 
· Elderly appear to delay less than middle-aged individuals. 
· Delay is common among people who do not have a regular physician. 
· Also more common among people who seek treatment rimarily in response to pain or social pressure. People who are fearful of doctors or things like that delay longer. 
· People with good medical habits are less likely to delay. 
· Symptoms and delaying:
· If a symptom is experienced that was previously experienced to be part of something minor, they wont go. 
· Women with a history of breast lumps won’t go for breast exams. 
· Treatment delay:
· 25% of patients taking treatments, put off getting tests or postpone acting on referals. 
· Provider delay:
· Delay on the part of the health practitioner is also a significant factor, accounting for at least 15% of delay. 
· Occurs when an appropriate test or treatment is not undertaken with a patient until some time after it has become warranted. 
· Medical delay is more likely when a patient deviates from the profile of the average person with a  given disease. 
How does hospitalization impact the patient:
· Structure of the hospital:
· Physicians are usually the chief of hospitals that use the John Hopkin’s model. 
· Functioning of the hospital:
· Occupational segregation is high, such as those with the same part in a hospital communicate with each other and ignore other parts. Physicians should listen to nurses more because they see patients every day. 
· Nosocomial infection: infection that you get in a hospital. 
· Happens when people don’t wash their hands and stuff, and physicians are more likely to do this and not get shit for it. 
· Changes in hospitalization:
· Walk-in and urgent care clinics, community primary health centres and homecare services take people out of the hospital and lower the amount of emergency room occupation (particularly urgent care clinics). 
· Role of psychologists:
· Participate in diagnosis of patients, particularly through the use of personality, intellectual and neuropsychological tests. 
· Also determine patients level of functioning as well as patients’ strengths and weaknesses that can help form the basis for therapeutic intervention. 
· Also involved in pre-surgery and post-surgery preparation, pain control, interventions to increase medications and treatment compliance, and behavioural programs to teach appropriate self-care following discharge. 
· Also diagnose and treat psychological problems that can complicate patient care. 
· Impact of hospitalization on patients:
· Hospital does little to calm anxiety and in many cases, exacerbates it. 
How can control be increased in hospital setting:
· Many hospitals now provide extensive information about the admitting process, day surgeries and other medical procedures performed in the hospital to help increase psychological control among patients and their families. 
· Interventions to increase information in hospital settings:
· Irving Janis:
· Highly fearful patients remained fearful after surgery and showed many negative side-effects.
· Two absorbed in fear. 
· Little fear led to unfavourable reactions to surgery.
· Not vigilant enough and get caught offguard after surgery. 
· Moderately fearful patients coped best. 
· Providing information helps. 
· Most surgical preparation interventions provide information about the procedures and sensations that can be expected. 
· Person who becomes you post-operative roommate can have an impact on your coping with surgery. 
· Kulik:
· [bookmark: _GoBack]Patients who saw informative videos were calmer and better prepared for surgery. 
