

Chapter 1
- Health Psychology : understanding psychological influences how people stay healthy, why they become ill, how they respond to illness
· health promotion and maintenance
· prevention and treatment of illness
· etiology and correlates of health, illness, and dysfunction
· impact of health institutions and health professionals on people's behaviors
- Health (WHO 1948): complete state of physical, mental, and social well-being... not merely absence of disease or infirmity.
- Etiology : origins or causes of illness, behavioral and social factors causing ill-health (eg. smoking)
- Mind-body relationship : how they interact, our present viewpoint as it being inextricable influence on health
- Conversion Hysteria - Unconscious conflicts produce disturbances symbolizing psychological conflict
- Psychosomatic medicine - Linked patterns of personality rather than specific conflict to specific illness
· bodily disorders caused by emotional conflicts (RE: Freud - Anxiety -->Disruptions)
-Behavioral medicine - interdisciplinary field concerned with integrating behavioral science and biomedical science for understanding physical health + illness and techniques to treat
	BIOMEDICAL MODEL
	BIOPSYCHOSOCIAL MODEL

	Reductionistic
	Macrolevel (social) as well as microlevel (biology)

	Single causal factor considered
	Multiple causal factors considered

	Assumes mind-body dualism
	Mind and body are inseperable

	Emphasizes illness over health
	Emphasizes both health and illness



- Systems theory - all levels of organization in any entity are linked hierarchically, changes in one level changes the rest of the levels






CHANGE IN ILLNESS PATTERNS
- Chronic illnesses (heart attack, cancer, etc) - main contributors to disabilities and death in industrial world
· Often can't be cured but only managed
· Have psychological and social factors implicated as causes
· Since many people live with them for long term, psychological issues arise in connection
- Epidemiology - Study of the frequency, distribution, causes of infectious and non-infectious disease in a population, based on investigation of the physical and social environment.
· eg. who has what kind of cancer and why some cancers are seen in a given population
· Morbidity - Number of cases that exist at given time
· Incidence - Number of new cases
· Prevalence - Total number of existing cases
· Mortality - Numbers of death to a particular cause
- Lalonde report: challenged traditional views of health (prior to the biopsychosocial model)
· Suggested change to health by looking at human biology, environment, lifestyle, and health care organization
- Health psychologists as the middle man, receiving patients who are forwarded to them, understanding their problems and then forwarding them to other people to help out (eg. nutritionists)










CHAPTER 3
- Health Promotion - process of enabling people to increase control over, or to improve their health.
- Health Behaviors - behaviors to enhance or maintain health (positive or preventative)
· Health Habit - health-related behavior firmly established that happens automatically
· Develop during childhood and stabilize around 11-12 y.o
- The more good health habits people practice, fewer illnesses they had, better they feel, and less disabled they were
- Primary prevention - Taking action before an illness has a chance to develop
· eg. Getting people to alter problematic health behaviors
· eg. Keep people from developing poor health habits in the first place (preferable)
- Acute diseases on decline because of increased technology and sanitation
· However, increase in preventable diseases (eg. lung cancer, vehicular accidents)
- Factors influencing practice of health behaviors:
· Socio-economic factors - Wealthy typically have better health habits (less stress?)
· Age - Good in childhood, deteriote with age... improve when retired then drops again
· Gender - Girls eat better, but get less exercise 
· Values - Exercise may be desirable in one culture but not another
· Personal Control - Health locus of control (perceiving control over health = better health)
· Social Influence - Good or bad depending on the context (eg. smoking vs weight loss help)
· Personal Goals - If personal achievement is important to you, more likely to be healthier
· Perceived Symptoms - eg. smokers controlling smoking based on a heavy cough
· Access to Health Care Services - eg. going in for cancer screening, getting advice from doc
· Place - Rural may be difficult to get health care, more likely to be less healthy
· Supportive Environment - Communities with health lifestyle choices/laws
· Cognitive Factors - Belief that certain health behaviors are beneficial, being health concious
- People have little immediate incentives to practice good health, often don't look ahead in years
- Knowing one health habit does not predict another with great confidence!
- Health habits are independant of eachother and relatively unstable
· People have different reasons to start up an unhealthy habit
· Lifestyles change as you get older, and may change with age as well

- Socialization - health habits result from early influences from parents as role models. As children get older, they may ignore what they learned due to not seeing immediate effects
- Teachable moment - Certain times are better than others for teaching particular health practices
· Adults can receive these too eg. pregnancy getting people to stop smoking
- Window of Vulnerability - Around junior high school period, where kids are more susceptible for poor health habits eg. smoking
· Habits from young age predict health and what types of disease will affect you after age 45
- At risk populations are controversial to deal with. Should you alert them if low risk? Cause unnecessary stress is possible. 
· However makes sense to focus on them to prevent behaviors that may contribute to the risk.
- Exercise is very important for the elderly. Increases self-efficacy and social support (decrease mortality)
· Controlling their alcohol use important due to accidents and decreased metabolism
- Health promotion needs to consider different ethnicities and genders, eg. men more likely to drink than woman, non-minority men more likely to smoke than other groups

THEORIES AND MODELS FOR HEALTH BEHAVIORAL CHANGE
Educational Appeals:
- Assume people will change health habits if given correct info
1) Color + Vivid >>Stats + Jargon
2) Communicator an expert + trustworthy + comparable eg. cultural group same
3) Strong messages @ beginning or end
4) Clear, short + direct
5) State conclusions explicitly (eg. cut out fat to decrease cholesterol, clearly stated)
6) Extreme messages may not be effective, seen as unattainable (eg. amount of exercise time needed)
7)Illness detection, problems of illness if not undertaken (loss-framed messages). If for promoting behaviors, gain-framed messages more effective
8) If audience = receptive, include favorable points only. If not, both pros and cons.
Fear Appeals: 
If fear induced, more likely to change behavior to reduce their fear. Too much fear can mess up the message. Should include recommendations to change.


Message Framing:
Prospect theory - loss-framed work for uncertain outcomes (high risk), gain-framed better for sure outcomes (low risk). 
- Needs to match the persons mood as well. 
- Approach oriented (max rewards), gain framed works best
- Avoidance oriented (minimize losses), loss framed works best
SOCIAL COGNITION MODELS (beliefs of health behavior motivate decision to change behavior)
Expectancy-value theory - People choose behaviors they expect to succeed in with valued outcomes
- eg. more likely to dispose old prescriptions if family safety is important to them
Self-efficacy : belief that one can control his practice of a behavior  (RE: Social cognitive theory-bandura)
Health Belief Model
- Whether a person practices a health behavior understood by knowing 2 factors:
1) whether person perceives personal health threat
2) whether person believes health practice will reduce the threat
- Perceived Health Threat - influenced by 3 factors:
1) General health values (eg. concern about health)
2) Perceived susceptibility (personal vulnerability to disorder)
3) Perceived severity (eg. lower cholesterol if fearing heart attack)

- Perceived Threat Reduction - whether person believes health measure will reduce threat:
1) Perceived efficacy
2) Perceived barriers (eg. cost of behavior)
- Cues to action (eg changing behavior) result of  something like a bad cough to reduce smoking
- Self efficacy (eg confidence in self to change behavior)
Cues to Action--->Perceived Health Threat ------
		--------> Health Behavior
Self Efficacy ---> Perceived Threat Reduction -----





THEORY OF PLANNED BEHAVIOR
- Linking health attitudes directly to behavior and finding people's intentions in respect to health habit
Behavioral intentions based on:
1) Attitudes towards specific action
2) Subjective norms on action
3) Perceived behavioral control
- Implementation intentions - Specific behavioral intention highlighting how, when, where of a behavior
· "If-then" contingency plan eg. "if i get taken out, i will reschedule on day im not studying)
- People may perceive health threat as less relevant than it really is. See themselves as less vulnerable in comparison to other people.
TRANSTHEORETICAL MODEL OF BEHAVIOR CHANGE
- Looks at the stages people go through when changing a health behavior
1) Precontemplation - No intention of changing behavior. Not aware of any problems.
2) Contemplation - Aware of problem, but not prepared to take action. May be here for years
3) Preperation  - Intend to change, but have not yet done so. Delaying till they're ready. May modified behavior a bit, but not enough to eliminate behavior
4) Action  - Modified behavior to overcome problem. Stopping behavior and modifying lifestyle to avoid cues that may trigger relapse
5) Maintenance - Prevent relapse, consolidate gains made. Only when free from behavior for 6 months.
- As self-efficacy increases, temptations will decrease. 

Cognitive-behavior Therapy (CBT) - change the focus of the target behavior aka conditions elicit, maintaining, and reinforce it. 
· Focus on the beliefs a person has on their habit aka working to change internal monologues
· Importance of patient as co-therapist. Clients monitoring own behavior, and rewarding themselves
· Use self-observation (discriminating target behavior, recording instances) and self-monitoring (often short lived and needs to be coupled) as steps towards behavior change
Classical conditioning - unconditioned stimulus eliciting a conditioned response. May not be effective because patients know whats causing response (eg. epicac for alcoholics)
Operant conditioning - Using reinforcement, positive, negative, or punishment. Slowly decreasing negative behavior and rewarding accordingly.

Modelling - learning from witnessing another person perform behavior. eg. alcohol anonymous, groups of individuals who have same problem with sharing success on stopping. Must be a realistic person with similarities to patients so they feel it is possible. 
Discriminative stimulus - Stimuli that is capable of eliciting target behavior. eg. smell of food for obese, signals positive reinforcement is about to occur
Stimulus-control interventions - ridding environment of discriminative stimuli and creating new discriminative stimuli signalling a new response will occur.
Self-control - you are your own therapist, with guidance learn to change behavior
Self-reinforcement - rewarding self to increase or decrease occurrence of target behavior
· Positive self-punishment works better than negative
· Self-punishment works better if coupled with self-rewarding techniques
· Contingency contracting - signing contract that if you fail performance, you get fined
Covert self-control - recognizing + modifying internal monologues to promote health behavior change. eg. 'I can do this' instead of 'I am weak' prior to controlling smoking urges
Cognitive restructuring  - modifying internal monologue, recognizing what they say when stress then modifying to make it more constructive cognitions
· Includes using adaptive self-talk, coping with stress by talking yourself to calm down
Social skills training (assertiveness training) - to reduce anxiety in social situation, dealing with situations causing anxiety, alternative behaviors when social anxiety occurs.
Motivational interviewing - Getting the client to think and express reasons against change, and interviewer to provide encouragement without advice
Relaxation training  - deep breathing + muscle relaxation when anxious
BROAD-SPECTRUM COGNITIVE-BEHAVIOUR THERAOPY (aka multimodal cognitive-behavior therapy)
- Selecting complementary methods to modify behavior
- Modify several habits at same time (eg. exercise + diet)
- Relapse rate tend to stabilize after 3 months (less likely to relapse after 3 months)
- more likely to relapse if stressed, depressed, or anxious


Abstinence Violation Effect - feeling of loss of control that results when person has violated self-imposed rule... eg. single cigarette leading back to a relapse due to sense of lack of control
Reducing relapse via:
1) Booster sessions following initial treatment phase
2) Viewing abstinence a lifelong treatment

Relapse prevention - must be integrated in program from onset.
- Higher committed individuals less likely to relapse
- eg. cue elimination (avoiding bars/parties to prevent smoking)
- Most successful when people perceive change as long-term, develop coping techniques, and develop healthy lifestyle

Lifestyle rebalancing - generally changing lifestyle to healthier so things like smoking just dont fit in
Social engineering- modifiying environment in ways that affect people ability to practice health behavior. Passive because people dont need personal action.
- Often more successful than individual solutions eg. banning smoking indoors led to more people quitting













CHAPTER 4
Cancer-related health behaviours
- Breast self exams not an effective screening activity. Clinical breast exams recommended every 2-3 years for woman 50-69 y.o
· Breast cancer mortality decrease possibliy to due better screening. 
· Compliance for screening low in certain groups (ie. immigrants, smokers, no regular doctor)
· follow-up phone calls and post cards effective in increasing screening use
· Transtheoretical model: need to make sure woman are in the right stage for intervention (ie. maintenance stage
· Planned behavior: perceived behavior control and other factors like social support important
· Looking at health system, more tedious to get done because of many appointments and minority + rural woman often slip through the cracks
- Prostate cancer the most prominent cancer among men. Age increases risk. Digital Rectal Scan + Prostate Specific Antigen test recommended
- Colorectal cancer 2nd highest cause of cancerous death in west, 5h in Canadians.
- Self-efficacy, perceived benefits of procedure, physician recommendation, low perceived barriers are important to see whether a patient will seek an exam or not
- Generic and individualized material to reduce sun exposure equally effective. Generic can reach a bigger population
· People get tans for physical appearance. Way skin handles sun (eg. burn) likely decide whether kids will use sun protection
· Getting in habit of using sunscreen best predictor for sun screen use
· Increase self-efficacy and reducing perceived barriers encourages sun screen use
- Effective sunscreen use influenced by:
· Perceived need for sunscreen
· Perceived efficacy of sunscreen against skin cancer
· Social norms regarding sun tanning
Aerobic exercise - sustained exercise stimulating and strengthening heart and lungs, improving body's use of oxygen. Bodybuilding uses short term stores, so not aerobic.


- Fitness levels declining since 1970s
· Inactivity more common in women than men
· Inactivity more common in old than young
· Inactivity more common in less wealthy and less education
· Inactivity more common in aboriginal than non-aboriginal
- Exercise can influence cognitive functioning and academic performance
- Changes to how much exercise recommended.. 150/week, in line with other countries. Some may benefit for even less
- Benefits of exercise on mental and physical health (eg mood, feelings, well-being) even if acute.
· May be as a result of social activity and feeling of involvement with others
· Exercise can be used against depression... however can increase symptoms if stopped
Individual characteristics influencing likelihood of exercise:
· Gender: Boys>girls
· Race: First nations>non-aboriginal
· Social support: reinforcing social norms, those in groups more likely
· Self-efficacy: higher the better
· Convenience and ease of accessibility predict higher adherence to exercise (eg. walking at home is more reasonable than driving 10km to a gym)
- Time perspective influence on exercise: Those who were in time perspective condition had increased activity of 11 hours, goal setting condition had 3, and <1 hour in control condition.
- Exercise interventions designed to increase physical activity matched to stage of readiness more successful
- Individualized exercise programs more successful than generic
- Statins used to reduce cholesterol along with dietary modifications
- Reduced calorie diets may increase life span in humans, found to in nonhuman primates
- Main reason people go on diet to improve appearance, not as much health
- Comfort foods (high in fat + sugar) may help turn off stress hormones
- Increased conscientiousness + intelligence = cholesterol lowering diet
- Increased depression + anxiety = less likely to have cholesterol lowering diet
- Regardless if wives cook, husbands still have high influence on food choice in house. Whole family needs to intervene to increase healthy diet
Obesity - An excessive accumulation of body fat. More men than woman in canada, rates have doubled. 
- Abdominal fat potent risk factor for cardiovascular disease, diabetes, cancer, etc. Therefore, waist-to-hip (the best!) and waist circumfrance may be better than BMI. 
- Apple body shape worse than pear body shape
- Those with pear more psychologically reative to stress, may be linked to enterally deposition.
- Obesity related to other diseases, indirectly influencing most of the worlds deaths
- Obese are not 'jolly' higher depression rates seen
Causes of childhood obesity:
- Increased sedentary lifestyle (eg video games)
- Having a parent that is obese increases odds of child being obese
- Moderate obese: large fat cells, but not abnormally high amount
- Severe obese: large fat cells, abnormal amount

- Childhood = window of vulnerability for obesity because:
- number of fat cells determined in first few years of life... higher level of fat cells, promoting obesity

- Genetics may cause obesity: twins reared apart showed obesity if parents were obese, even when environments were different. 
- Lower SES = more vulnerable to obesity (woman), relationship not seen in men. For children, as income level in neighbourhood increases, obesity declined.
· lack of access to high energy sports due to cost may be a possible implication
- Values are implicated in obesity, thinness valued in high-SES and developed countries
- Stress can either cause you to eat more or suppress hunger
· Stress eating in those who are dieting from low fat and then eat high fat
- Most people diet due to attractiveness not due to health.


Multimodal approach to maladaptive eating
1) Screening
2) Self-monitoring
3) Control over eating
4) Adding exercise
5) Controlling self-talk
6) Social support
7) Relapse prevention (woman likely to blame self, men external factors)
- obesity may be best treated by urging people to develop healthiest lifestyle they can, rather than specific weight-reduction techniques
- Sleep consists of 5 stages:
1) lightest and earliest stage, tune out sound
2) breathing + HR even out, body temp drops
3+4) Deep sleep, BP falls, breathing slows, body temp drops more
5) Rem sleep, consodiation of memory, long-term memory formation
- Chronic partial sleep can influence response to infuence and thus effect apetite regulation
- reduces killer cell activity, making you more susceptible to illness
- Immune function recovers after  a good night of sleep
- Sleep influences self-regulatory performance and strength. Helps avoid temptations
- Poor sleep --> appetite regulation poor ---> obesity (IN CHILDREN ESPECIALLY)
- Sleeping more than 7 hours a night increase health risks
- Sleep apnea - air pipe blockage compromising sleep in middle of night








CHAPTER 5
Health compromising behaviors share several characteristics
· Window of vulnerability in adolescence
· Peer culture (wanting to impress others, social norms)
· Self-presentation (make yourself look cool)
· Pleasurable behaviors (coping with stress)
· Behaviors occur gradually 
· Predicted by same factors (eg. conflict w/ parents, poor self-control)
· Profile of individuals (low self-esteem, deviant behaviors)
· Behaviors related to larger social structure in which they occur
Substance dependence - repeatedly self-administrated, results in tolerance, withdrawal, and compulsive behavior
· Can include physical dependence, where your body incorporates it into normal functioning
Addiction - occurs when person physically or psych. dependent on substance over time
Harm Reduction - approach focusing on risks and consequences of substance use rather than use itself
· Completely removing substance use is unrealistic, can only try to reduce social and physical harm associated with substance
· Often implemented in the community level (eg. safe injection sites)
4 main classes of illicit drugs: 
1) Opiates 
2) Cocaine
3) Cannabis
4) Amphetamines
Drugs are considered to be psychoactive substances
- Impact cognitive and affective processes, effecting way person behaves
Fetal alcohol spectrum disorder - damage to CNS resulting from prenatal alcohol exposure
Alcoholic - someone who is PHYSICALLY addicted to alcohol (dependence)
Problem Drinkers may not have same symptoms but have social, psych, medical problems from alch.


- Genetically 50% vulnerability to alcoholism if father is alcoholic. Men at greater risk than woman (social norms, which are changing)
- Drinking occurs in effort to buffer impacts of stress (improve positive emotions reduce the negatives)
- Social origins to drink in social occasions ongoing. Once married decreases because you're not in those same social situations
2 windows of opportunity: 1) adolescence 2) late middle age to manage stress
- Depression and alcoholism may be linked
- If high SES more likely to be successfully treated than low SES
- Hardcore drinkers must be detoxified before beginning because severe withdrawals... inpatient--> out
- More than 50% of treated patients relapse in first three months of treatment
- Occasional relapse is normal!
- Minimal intervention effective in treating alcoholism (RE: vets with PTSD treated via phone saw benefits)
      - Thus, social engineering may be a good plan to help
- Moderate drinking approach to non-dependent problem drinking doesn't promote total abstinence. Goal setting, self-monitoring, and self-control important for it to work.
  - More realistic, and total abstinence have higher dropout rates
- Self-regulation of avoiding drunk driving may reduce this problem
- Moderate drinking associated with some beneficial cardiovascular impacts (except young pop.)
SMOKING
- Greatest preventable death,  related to cancer
- Nicotine in men increase magnitude of HR reactivity to stress
- Nicotine in woman reduce HR but increase BP in response to stress

- Smokers engage in less physical activity as they continue smoking
- Active and passive smoking increased risk for breast cancer
- Depressed people who smoke have greater risk for cancer (as well as causing depression)

- Synergistic effects of smoking - smoking can cause a decline in other aspects of life
- Dopamine functioning = heritable influence on smoking

- Kids start smoking at young age. Rates declining, due to targeted efforts of prevention?

- Knowing people who smoke makes you more likely to do it

- Experimental smokers similar to heavy smokers in attitudes and health beliefs, as well as tolerance for deviance
- Woman more likely to smoke to control appetite and weight
- Image of smokers enticing factors to start smoking 
- Lower moods make you more likely to smoke (eg. sadness)
- Smoking harder to stop than heroin or alcoholism
- Due to maintenance of blood nicotine levels
- Nicotine effects: dopamine, acetylcholine, norepo., vasopressin, endogenous opiods

- Woman more likely to reduce number of cigarettes per day to quit
- Men more likely to rely on pharmaceutical help

- Anti-smoking media blitz did a good job in changing attitudes of smoking

Nicotine replacement theory - eg. nicotine gum + patches. Slow release of nicotine to keep cravings away
- Cigarettes with both graphic image and text are most effective to make smokers think twice
- Smoking interventions for stage model inconsistent, not a strong support to help quit
- Ex-smokers more successful if have supportive partner (in short term)
- More important for men!
- Not even the best quit-smoking program has 50% abstinence rate (RE: Abstinence-violation effect). .. single lapse reducing perception of self-efficacy (which is a strong predictor of smoking cessation)
- As self-efficacy declines, more likely to relapse
- Psychological stress linked to relapse of smoking in woman
- Self-help programs for smoking are promising. initial rate quits are lower, but long-term maintenance is on par. Cheap and easily accessible = promising. 
- Because adolescents start so early, hard to modify because its ingrained in them and include a pleasurable activity
- Harm reduction for smoking - need to educate population on alternatives (eg. patches)
- e-cigs good alternative for those not ready to quit
- Smoking prevention programs- aimed to catch potential smokers early and attack motivations they have
- Social influence intervention - 
1) people start smoking partly by modelling others. Need to model high status non-smokers instead
2) behavioral inoculation - making people ready to defend their stance on not smoking, slowly at a time so they are prepared when in the situation
- Found to delay smoking, but not really on reducing overall rates
Components of social influence intervention:
1) info of negative effects constructed to appeal adolescents
2) Positive image of non-smokers as independent and self-reliant
3) Peer group to facilitate not smoking

Life-skills-training-approach- training self-esteem, social skills, and coping  enhancements.

- Smoking perhaps best modified by social engineering eg. no smoking indoors
- Resulted in decrease in smokers and increase in smokefree places

EATING DISORDERS
- Typically start in adolescent and young adulthood

- Anorexia nervosa - obesssive disorder amounting to self-starvation. Body grossly below optimum
- Behavioral manifesttion of efforts to control stress
- Body image distortionp[
- Due to health risks involved, we need to focus on the prevention
- Woman with eating disorders wrongly believe other woman are smaller and thinner than they are
- Educating people on this increased women's estimates of their actual and ideal body weights
- Bulimia - alternating binge eating and purging
- Binge-eating - eating large amounts without purging. Triggered by negative emotions from stress
- Bulimics typically normal or overweight, especially through hips
- Cuts diet, responds to external cues of food not internal (hunger). Sets the stage for a binge
- Cognitive based regulatory system - rather than relying on internal cues, relying on external instead

