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The quality of the patient-practitioner relationship depends on the quality of interpersonal
communication i.e. verbal and non-verbal communication, as demonstrated by McKinstry and
Wang (1991). These researcher investigated the effect of a doctor’s clothing on the patient’s
perception of the doctor and so how likely the patient
would book an appointment with them. The findings
showed that a suit and tie was preferred for male
doctors, whilst a lab coat was more suited for a female
doctor, with 28% being dissatisfied with at least one of
the doctors’ attire.

McKinlay and Ley (1988) also studied the role and effects
of verbal communication within the patient-practitioner
relationship, and specifically the role of scientific jargon.
Out of the 57 words tested, the researchers found that
there was a positive correlation between an increasing
time spent on the maternity ward and an increasingly
advanced understanding of medical jargon terms. This
also has a strong link with the amount of medical advice
that a patient forgets i.e. they are more likely to forget if
the advice is full of jargon, long, complex and the patient
themselves is stressed.

ReprogucTign Ngn1sio Diainavies
You've suffered  wwyw.Cartoonstockc
a conlusion to the soft tissue
below the fourth thoracic
vertebra, exacerbating the
proximal sternum.

1EV<’:1|U81’£IOH Translation: "You have a bruised rib."

The studies above demonstrate the doctors often

incorrectly assume that patients do not understand

medical jargon, and so do not give them opportunities to demonstrate this knowledge.
Therefore, this may reduce the quality of the patient-practitioner relationship.

There is a real-life application associated with an increased understanding of the forms of
verbal and non-verbal communication between patient and practitioner. For example, it may
be more useful to give women a chance to demonstrate their understanding of the advice, and
so clarify any misunderstandings. However, these explanations have the advantage of
acknowledging situational variables, and so shows that the quality of the patient-practitioner
relationship can be improved relatively easily.

The research above can be used to inform dress codes for male and female doctors.
McKinlay’s study involved the collection of qualitative data, which gives us a greater insight
into the worldview of the patient and so improves this relationship!

Byrne and Long (1976) investigated the use of doctor- and patient-centred practitioner styles,
by analysing 2500 medical consultations. The researchers identified 7 ‘prescribing’ styles which
ranged from extremely patient-stated (e.g. requests that the patient makes a decision) to
extremely doctor-stated (e.g. the doctor makes a decision themselves, irrespective of the
patient), who therefore also took a more controlling role. Savage and Armstrong (1990) followed
up on these ideas by classifying all styles of consultation into two categories - directing and
sharing. Their findings, based on the medical consultations of 359 patients, suggests that the
directing style of consultation is associated with higher rates of patient satisfaction because the
patient feels that they have received a better explanation of their condition from the doctor, thus
emphasising the importance of authoritarianism and certainty.

Evaluation
1.

There is a cultural bias which must be considered because all of the findings above were
representative of a Western, individualistic culture where there may be different methods of
training doctors and different approaches used in interacting with the patients.

Recording the medical consultations allowed for qualitative data to be coded into ‘units’
through the process of content analysis, and then statistically analysed to draw objective and
reliable conclusions about the styles of communication used in these consultations.

The use of an independent groups design by Savage and Armstrong reduces the confounding
effects of individual participant variables and so increases the reliability and validity of the
conclusions drawn because they are more likely to be affected by the practitioner style as
opposed to these confounding variables.
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A Type | error is when the doctor incorrectly believes that there is an illness/diagnosis, when in
fact there is. A Type Il error occurs when the doctor incorrectly diagnoses the patient with no
illness. These errors are often present in the original diagnostic tests or screenings, which are
given to vast numbers of patients due to their low cost.

The likelihood of committing type | or type Il errors is increased when there is little self-
disclosure on the part of the patient, as investigated by Robin and West (1992) using paper
questionnaires with 33 male and 36 female patients in the UK, who either had to complete a
computer or paper test/questionnaire. The researchers found that errors are more likely to occur
with the paper questionnaire when concerning personal symptoms, but there was a higher rate
of patient self-disclosure in the computer condition.

Safer et al (1979) investigated the idea of delaying treatment, on the basis of 93 patients
(average age of 44). The researchers believed that the three stages/factors associated with
delaying treatment were appraisal delay, illness delay and utilisation delay, where appraisal
delay is typically the longest (average of 4.2 days), whilst utilisation delay is typically the shortest
stage (average of 2.5 days).

Barlow and Durand (2011) investigated the mechanism behind hypochondriasis, which results in
the misuse of health systems due to a constant paranoia of being severely ill. According to the
Integrative Model, the causes of hypochondriasis include a trigger leading to a perceived threat
which results in apprehension, and then consequently an increased focus on the body and a
higher state of physiological arousal.

On the other hand, Munchausen syndrome, as investigated by Aleem and Ajarim (1995), is when
a patient pretends that they are sick, in an effort to receive care and attention, both financial and
emotional, from loves ones and the government. Child abuse and a history of neglect in
particular increase the likelihood of developing this syndrome.

Evaluation
1.

The use of self-report measures suffers from the problem of relying too heavily upon the
accuracy of the respondents’ memory (which is assumed to not be affected by memory
decay) and the honesty of their testimony. The latter is particularly questionable because
medical information is often viewed as personal and intimate, and so patients may be unlikely
to admit that they have had prolonged treatment, especially if this was funded by the public
sector, due to the effects of social desirability bias (a type of demand characteristic).

The sample size used by Safer et al was large and so the findings may have large population
valdiity, meaning that they are likely to accurately represent the experiences of the wider
population!

Non-adherence to medical advice can occur before, during or after treatment, and can be either
intentional or non-intentional. The influences on adherence to medical advice can come from
the patient (who may see the treatment as unnecessary), the treatment programmes (which may
be costly and interfere with the patient’s day to day life) and the health care provider (the
instructions given by the doctor may be vague). This results in increased mortality and increased
healthcare provider costs to deal with the lack of diligence.

According to Bulpitt (1994), rational non-adherence occurs when the patient has rational
justifications (in their own opinion) for their non-adherence, after they complete a ‘mental’ cost-
benefit analysis. Bulpitt used the example of the costs of treating diastolic hypertension as
exceeding the benefits in the elderly, to illustrate this principle.

According to Becker (1974), the Health Belief Model uses several ‘modifying factors’ to
determine the likelihood of action. These modifying factors include demographic variables,
sociopsychological variables and structural variables. Once again, a cost-benefit analysis is
conducted by the patient. Becker's Compliance Model (1974) extends the original Health Belief
Model by including the mother’s psychological level of readiness to take the recommended
health action (affected by motivations, value of threat reduction, reducing threat, cues to action
and modifying factors), based on the assumption that the patient is ill and already developing
symptoms, so the necessary cues for action are present.

Non-adherence can be measured by physiological tests of urine and blood, as well as simply
asking the patient the extent to which they have adhered to the advice that was given to them,
as well as monitoring their progress/recovery!

The utility of self-report measures as a method of measuring adherence to medical advice was
measured by Riekart and Droter (1999). Using the Adherence and IDDM Questionnaire-R and
the Demographics Questionnaire, 80 families completed the tasks. The researchers found that
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those who returned their self-report questionnaires were
significantly more likely to have shown higher rates of
adherence to medical advice, as opposed to those who
ignored the questionnaires. This highlights the extent of the
methodological issue of social desirability bias in self-report
measures of adherence. -

« Chung and Naya (2000) investigated the idea that pill
counting would be a useful method of measuring adherence,
using 57 patients aged between 18 and 55, all with asthma.
After initially being prescribed 56 tablets and instructed to
take two tablets daily, the researchers found that the median
adherence exceeded 85%. This suggests that there is some,
but not complete, utility in measuring adherence to medical
advice.

« The use of biochemical tests as a measure of adherence was
tested by Roth (1978), after noting that patients often do not
have a realistic perception of how regularly they are taking their medication. Therefore, he
concluded that blood and urine samples were the most accurate measurement of adherence,
due to accurately measuring the activity of the metabolic and cardiovascular systems.

« The use of repeat prescriptions as a measure of non-adherence was tested by Sherman et al
(2000), and is often one of the most common ways of noticing non-adherence. The researchers
used 116 asthmatic children and measured the number of times their prescriptions were
repeated across a year (365 days), alongside asking their doctors for their professional opinion.
The researchers found that information from pharmacies about non-adherence/a failure to
repeat the prescriptions was 53% more accurate than the doctor’s judgement alone, based on
the patient’s inhaler history.

« According to Ley (1988), adherence can be improved through Simplifying regimen
characteristics, Imparting knowledge, Modifying patient beliefs, Patient and family
communication, Leaving the bias and Evaluating adherence. This forms the SIMPLE model!

« Practitioner style can be improved through behavioural techniques, such as using the principles
of classical and operant conditioning, as well as social learning theory. These often feature
primary and secondary reinforcers.

« Yokley and Glenwick (1984) studied the effectiveness of using money as an incentive to improve
practitioner style, using a target population of under 5 year-olds. Using an independent groups
design, the four conditions included: a general prompt, a specific prompt, an increased access
group and a money incentive group. The researchers found that the money incentive group
experienced the highest rates of clinic visits, and these were significantly higher than the other
three experimental groups. This evidence for effectiveness is promising, but also comes at a
significant financial cost!

« Watt et al (2003) investigated the use of the Funhaler as an incentive for young, asthmatic
children to increase the levels of adherence in their treatment programmes. The device features
characteristics which distract the children from the medication they are taking, leading to
reduced stress and a 38% increase in the parent’s ability to administer medication to their
asthmatic children.

Evaluation

1. Becker’s study featured the operationalisation of adherence. This increases the validity of the
findings because it increases the likelihood that the study is measuring what it intends to
measure, due to a reduced likelihood that the researchers or participants will become
confused as to what exactly ‘adherence’ means.

2. The findings may also be culture-bound i.e. restricted to Western, individualistic cultures. This
is because different cultures have different ideas about the importance of medication, the
skills of the doctors and the amount of trust and self-disclosure that the patient displays.

3. The reliance on self-report measures often suffers from the problem of social desirability bias
(a type of demand characteristic): patients are often unwilling to admit that they have ignored
medical advice, particularly if this resulted in expensive treatment on national health services.

4. Self-report measures are a quick and easy way of measuring non-adherence, but too much
reliance cannot be placed on its reliability and validity, as demonstrated by Riekart and Droter
(1999). However, research has demonstrated that the use of biochemical tests is a more
accurate measurement of non-adherence, and could be used to follow-up cases when the
self-report measure is not in accordance with the patient’s progress (or lack of!).
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5. The TrackCap, as used by Chung and Naya (2000), is a particularly reliable method of
measuring adherence, which is non-invasive and is also useful in that the patterns of drug use
can also be established. This means that patients can identify particular points during the day
or evening, for example, when they are especially likely to forget to take their medication, and
then take action to further reduce this likelihood.

6. Yokley and Glenwich used a longitudinal study - this is particularly useful when studying the
effects of adherence and medication because this design features high temporal validity. The
findings are less likely to be a ‘one-off’ or limited to a specific time period where the patient
was especially adherent or non-adherent.

7. However, their research also breached the BPS ethical guidelines of deception, meaning that
participants could not give their informed consent because they were unaware of the true
aims of the study. This is particularly important when considering that research into health and
adherence is often considered a deeply private and personal subject for many people.

« Pain allows us to learn (through classical and operant conditioning), can signify a serious injury
(and so helps us to receive the appropriate treatment) and also limits the amount of physical
activity we can undertake (which increases the likelihood of achieving a full recovery).

- Pain can be explained in terms of physiology, psychology, or both (i.e. The Gate Theory).

« The two main types of pain are acute and chronic. Acute tends to be more painful than chronic,
lasts for a shorter period of time but also appears more suddenly (compared to chronic).

+ According to Descartes, pain is perceived by the brain and is triggered by a noxious event, and
thus is a sensory experience where pain is directly proportional to the how noxious an event is.

« According to Melzack (1965), the role of psychological gates is crucial because these gates can
either increase or decrease our perception of pain, regardless of the actual pain we are in.
Conditions which open or close the gate include physical, emotional and mental conditions.

« Phantom limb pain is characterized as being distinctive and extreme pain, being common
amongst amputees (around 70%), and a perception of the limb as being integrated with the
body. Melzack suggested that such pain is caused by the neuromatrix continuing to respond to
sensory stimuli perceived to be originating in the ‘lost’ limb, which also explains the idea that
different people will suffer from different phantom limb syndrome, due to have different
‘neurosignatures’. This pain can be alleviated using the mirror box.

« The main method in which pain is measured is through self-report e.g. as the fifth vital signal’.
Since ‘pain’ involves many elements, such as location and type, intensity is most frequently
focused upon. Intensity is measured through the McGill Pain Questionnaire or through
observation, quality is measured through commenting on the deep and surface pain (self-
report), location is measured through patients locating where exactly the pain is originating from.

- The VAS (visual analogue scale) may also be used to identify the extent and intensity of pain,
whilst the McGill Pain Questionnaire (Melzack, 1975) measures the sensory, affective and
evaluative aspects of pain. Behavioural methods of assessment include the UAB Pain
Behavioural Scale (measures the frequency of events involving body language, mobility and
posture), which measures pain on a scale of 1 to 10, and is particularly useful in measuring the
progression of chronic pain.

« Measuring pain in children is slightly different, as suggested by Varni and Thompson (1987). The
Paediatric Pain Questionnaire uses numbers, colours and facial expressions to improve the
accuracy of a child’s account of their pain, and was developed using the principles of the McGill
Pain Questionnaire, focusing on pain intensity and location in particular. A continuum of faces
and colours is used to help

the child decide the intensity No Moderate Worst
and location of their pain. On Pai Pai Pa;
the other hand, the Wong- i, iy ain
Baker FACES Rating Scale I I I I I I I I } I I
uses 6 faces with different 0 1 3 3 4 5 6 7 8 9 10

numbers and facial
expressions, each symbolising

various degrees of pain and 7P
with accompanying ©0) @@ " /@®\
descriptors. >/ \_/ Py o “’°

- Surgery can be used when a 0
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patient’s pain is so severe that pain relief medication is not suitable e.g. making lesions in
certain areas of the brain. Massages are frequently used, alongside biochemical methods such
as painkillers (which provide analgesia/pain relief), anti-inflammatory drugs (used with
inflammation cases) and aspirin. These tackle pain, fever, and inflammation, thus overall
decreasing the pain involved. Opiates are far stronger but act on specific areas of the peripheral
nervous system, preventing ‘pain’ electrical impulses from being received by the brain.

« Cognitive techniques can also be used to address pain. For example, cognitive redefinition can
help an individual to achieve a more realistic perception of their pain, whilst attention
management is often used in conjunction with CBT, where patients are trained to focus on
objects/situations other than their pain, and so alleviate their pain in this way.

« Morley, Shapiro and Biggs (2004) suggested that the following attention diversion strategies
should be used: imagery, mindfulness, basic attention management, pain coping strategies,
discussing the patient’s idea of the nature and relationship of pain, attention diversion,
identifying and predicting flare-ups, and pain transformation images.

« Acupuncture can be used to increase the release of endorphins from the endocrine system and
increasing the flow of Qi (a life force), whilst transcutaneous electrical nerve stimulation (TENS)
is used to increase electrical stimulation in muscles affected by chronic pain, causing the
increased release of endorphins/opiates from these areas.

Evaluation

1. A holistic approach may be more effective as an explanation for pain, particularly because it
contains several subjective aspects, and so the reductionist specificity theory may not be
appropriate for all examples of pain (and is inaccurate as there is not one area of the brain
which is exclusively responsible for pain). The same applies for treatments of pain!

2. An improved understanding of the mechanism of pain has a real-life application, in terms of
pain relief medication with improved effectiveness and being able to target certain areas of the
brain and neural pathways. The top-down approach taken by the Gate Control Theory of pain
may lead to the development of imagery with improved precision.

3. CBT is a particularly useful way of managing pain - it requires relatively little time (multiple
short sessions) and so is non-invasive, allowing the patient to lead a relatively normal life. The
effectiveness of CBT does not depend on age or sex, and so may be considered as a
‘universal’ treatment for pain.

The Physiology of Stress:

« Selye (1936) proposed the idea of the General Adaptation Syndrome (GAS), which suggests that
stress helps us to adapt to new situations and we undergo three stages in doing so. The ‘alarm
reaction’ describes the immediate physiological response we experience upon perceiving a
stressor (e.g. increased activity of the sympathetic branch of the autonomic nervous system, as
dictated by the hypothalamus) whilst the second idea of ‘resistance’ suggests that in the case of
short-term stress, the body tries to resist the stressor through rapidly consuming its energy
resources. Therefore, as the stressor becomes chronic, increased activity is triggered in the
parasympathetic branch in order to reduce the physiological responses increased by the
sympathetic branch. The final stage is exhaustion, where the original physiological symptoms
return and the body’s energy resources become drained, resulting in immunosuppression and
‘diseases of adaptation’ e.g. CVD and hypertension.

+ There is evidence from animal studies supporting the 3 stages of stress responses. Through
exposing rats to various stressors (e.g. forced extreme levels of exercise), Seyle (1936) found
that within 6 to 48 hours, all rats responded in the same way to both an initial stressor (through
the alarm reaction) and to a prolonged, chronic stressor (through resistance and exhaustion).
Although there are physiological differences between rats and humans in terms of the
complexity of nervous systems and the concentration of (cortisol) hormones released, this
nonetheless provides significant evidence for the stages of stress.

+ In terms of physiological responses to stress, there are two types: acute and chronic.

+ Acute: The body perceives an immediate stressor, and this information is sent along sensory
neurons to the hypothalamus. The hypothalamus then triggers increased activity in the
sympathetic branch of the autonomic nervous system, which produces the physiological
arousal needed to maintain the fight or flight response/ the sympathomedullary pathway.
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Examples include the release of
adrenaline and noradrenaline from the

adrenal medulla, causing H halamus
vasoconstriction, pupil dilation and

rectum contraction. Once the stressor g

is no longer an immediate threat,

through the ‘rest and digest’ response, Sympathetic Nervous System

increased activity in the
parasympathetic branch decreases the
activity which had been increased by

the sympathetic branch. Adrenal Medulla
« Chronic: Activation of the

hypothalamic-pituitary-adrenal system ——
(HPA) produces longer-lasting effects ) ]
compared to hypothalamus action. Adrenaline and Noradrenaline

The release of CRF (corticotropin
releasing factor) results in increased
activity of the pituitary gland which . .
releases ACTH. Cortisol (the ‘stress’ The Fight or Flight Response
hormone) is then released by the
adrenal cortex depending on ACTH
and CRF levels. This also creates the same physiological arousal needed to maintain the fight or
flight response for a longer time, compared to the acute response.

« Cortisol levels are then reduced, through reducing output of ACTH and CRF from the HPA
system, through a negative feedback system. This prevents any unnecessary physiological
damage!

— Early research into the fight or flight response may be guilty of a beta bias i.e. minimising the
differences between males and females. This is because early research often used male lab mice,
due to lower levels of hormone fluctuation and so the effects of HPA activation and cortisol levels
could be more accurately measured. However, this response was then assumed to be the same in
females, and generalised as such. More modern researchers have provided further support for
this idea, such as Taylor et al (2006), who have supported the ‘tend and befriend’ approach as an
alternative to the fight or flight response in females, which reduces the risk of females abandoning
their young. Nonetheless, there is a beta bias in psychological stress research.

+ There are real-life applications to an increased understanding of the stress response in humans,
such as improved treatments for Addison’s Disease which is characterised by an inability of the
adrenal glands to secrete cortisol. Therefore, patients are unable to deal with highly stressful
situations due to an inability to sustain the fight or flight response, often resulting in an
‘Addisonian crisis’. This means that an improved understanding of the role of cortisol in negative
feedback systems and the SAM may result in highly effective cortisol replacement treatments.

Sources of Stress: Life Changes:

« Life changes, both negative and positive, can be considered stressful because they often
require physical and/or psychological adaptations, which are supported by stress. Therefore, we
can say that there is a positive correlation between an increasing extent of adaptation required
and the increasingly high levels of stress associated with this life change. This becomes
problematic due to people often experiencing several life changes, and the associated stress
accumulates i.e. a ‘cumulative effect’.

» The stress associated with life changes can be objectively and quantitatively measured using
the SRRS or Social Readjustment Rating Scale. Each stressful event is given a different unit, or
LCU e.g. divorce having an LCU of 73 whilst marriage has an LCU of 50. The researchers,
Holmes and Rahe (1967) found a positive correlation between increasing LCU scores and the
increasing likelihood of developing an iliness, with this risk increasing by 50% once the 300 LCU
threshold had been reached.

« In a prospective and double-blind study, Rahe et al (1970) confirmed his previous conclusions
by finding that US Navy personnel who had experienced highly stressful life events 6 months
before deployment, as measured using the Schedule of Recent Experiences, were significantly
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more likely to experience illness during their deployment. Therefore, this suggests that life
changes may be able to predict the likelihood, and even types, of falling ill.

— Researchers who have attempted to quantify the stress associated with each life change may
be ignoring the effects of individual differences, as suggested by Byrne and Whyte (1980). There
are varying circumstances associated with each life event which can make it more or less
stressful. For example, the reasons for getting a divorce are important to consider e.qg. if the
relationship was abusive, then at least one partner will feel that the divorce has lifted a burden
from their shoulders. Therefore, this means that we cannot make universal assumptions - each life
event affects each person differently, alongside changing circumstances unrelated to the original
life change. This questions the validity of life changes as a source of stress.

— A second key methodological issue is the reliance of research into life changes on correlational
studies. These can never demonstrate a ‘cause and effect’ relationship between two variables and
also do not account for the ‘third variable problem’ i.e. there may be a third variable which has
affected both outcomes and which has not been studied. Therefore, it is difficult to make causal
conclusions on the basis of such research, further reducing the validity of life changes as a source
of stress.

— Some researchers, such as DelLongis et al (1988), have suggested that it is important to make
the distinction between life changes and daily hassles, the latter of which may have a greater
effect on the development of stress. The researchers studied 75 married couples, and found that
the accumulative effect of several seemingly ‘minor’ daily hassles produced greater stress than
any one life change. Therefore, previous studies investigating life changes may not have
accounted for the confounding variable of daily hassles - a divorce is stressful, but is made even
more so with financial issues and mental health problems.

Sources of Stress: Daily Hassles (Lazarus, 1980):

- Daily hassles are very different to life changes - daily hassles are frequent and predictable, thus
being the opposite of life changes (unexpected and rare). Daily hassles can be considered distal
causes of stress, because they directly cause stress, whereas life changes can be considered
proximal causes of stress, because they indirectly cause stress. For example, a major life
change of being married brings with it many daily hassles, such as arguments over finances,
learning that your partner is very untidy and changing social arrangements.

» Lazarus suggested that each time we experience a daily hassle, we go through two processes:
we first assess the severity of this hassle (primary appraisal) and then consider whether we are
able to cope with the hassle on this basis (secondary appraisal).

- Kanner et al (1981) investigated whether daily hassles were a larger or smaller source of stress
compared to major life changes. 100 participants independently completed the Hassles Scale
every month for three-quarters of a year, and then self-reported any major life changes one
month before and after the main study, using a measure similar to the SRRS. Any signs of
mental illness or disturbance were then measured using the Hopkins Symptoms Checklist.

- Overall, the researchers reported that despite there being a positive correlation between daily
hassles and stress, daily hassles proved to be significantly more stressful than major life
changes. This supports the ideas of DeLongis et al, where the cumulative effect of many ‘minor’
daily hassles are more difficult to adjust to, and therefore are more stressful, compared to life
changes.

— Some researchers have suggested that adopting an interactionist approach to explaining the
sources of stress may be more beneficial than looking at daily hassles or life changes in isolation.
For example, according to the amplification hypothesis, the severity of daily hassles may become
‘amplified’ or over-exaggerated when accompanied by major life changes, as suggested by Li
(1991), where such hassles may therefore be enough to push us over the edge. An example of this
may be that the daily hassle of losing a set of keys is amplified when a new mother has to pick up
her child from the nursery. Therefore, it may be more useful to study how these two factors
interact!

— Just as there are individual differences between different people as to how daily hassles affect
them, the same differences can be applied to men and women, as suggested by Helms et al
(2010), due to varying gender roles. For example, running out of washing powder or bin liners may
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be perceived as a far greater and stressful daily hassle for women, compared to men, whose
typical gender role is to look after the home. Therefore, this is further evidence to suggest that we
cannot and should not generalise the severity of daily hassles to both genders, thus being an
example of alpha bias.

— Most of the research carried out into the effects of daily hassles, most notably by Kanner et al,
are retrospective, meaning that they rely on the accuracy of participant’s memory and recall. This
may become particularly problematic when participants are asked to recall all of the daily hassles
experienced during the past year, many of which are seemingly trivial (such as losing your keys)
and so are far more likely to be forgotten. Therefore, this suggests that the validity and reliability of
such studies is compromised, and that prospective studies may be a more reliable alternative e.g.
Rahe et al (1970).

Sources of Stress: Workplace Stress:

« It has been suggested that workload and control are the two main factors associated with
workplace stress, as depicted by the job demand-control model (Karasek, 1979). According to
this model, the degree of control that an individual has over their work is more important than
workload in terms of determining stress levels. Therefore, if two individuals have the same
workload, if one is less stressed than the other, then this suggests that they have a higher
degree of control over their work e.g. greater flexibility etc.

- This was demonstrated by Bosma et al (1997) who found that there was no correlation between
stress-related illnesses and workload in a sample of 10,000 Whitehall civil servants, but rather a
strong negative correlation between a decreasing degree of control over work and increasing
levels of stress/incidence of stress-related diseases. This stood true even when accounting for
lifestyle and personality factors, using a statistical averaging technique. Therefore, this confirms
the original prediction made by Karasek’s job demand-control model.

« Such a theory can also be demonstrated in a natural setting/experiment, as shown by
Johansson et al (1978). These researchers, when studying a Swedish timbre production factory,
that the “finishers’ (with little control over their work, high levels of responsibility and undertaking
roles which required high levels of skill and concentration, even with repetitive work) had higher
levels of adrenaline and noradrenaline in their urine samples, compared to the ‘cleaners'
working in the same factory (with high control over their work and low levels of responsibility,
due to being reliant upon the finishers). The concentrations of these hormones increased
throughout the day for the finishers (as shown by consecutive urine samples) in accordance with
increasing rates of absences and stress-related illnesses, whilst the opposite was true for the
cleaners. Therefore, this again provides
further support for Karasek’s model and the
idea that control is more important than
workload as a source of stress.

— Bosma et al (1997) may have incorrectly
assumed that maintaining a higher degree of
control over your work is less stressful - the
converse may be true, as suggested by
Meiser et al (2008). Meiser suggested that
more emphasis should be brought upon self-
efficacy, which is an individual’s perception
about how well-equipped they are to
complete the task at hand. This idea was
supported by the researcher’s 2008 study,
which found that (after participants completed a questionnaire on self-efficacy) that there was a
negative correlation between decreasing self-efficacy and increasing stress associated with
increased control. This makes sense, considering that a person with high levels of self-confidence
in their own abilities may struggle with having little control over their work and making few
decisions, because they feel that they are capable of more. Therefore, self-efficacy should be
emphasised as being a subjective perception but also influential in the development of stress.

— The Whitehall studies in particular suffer from a lack of control over confounding variables.
Workload and control are not the only two factors associated with a job - pay, conditions,
colleagues, the insistence of a boss to complete tasks and subjective feelings of responsibility all
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contribute towards the stress felt by the individual. Therefore, this reduces the validity of
Kasarek’s job demand-control model as an explanation for sources of stress because it only
focuses on a very narrow part of working life.

— In addition, Karasek’s job demand-control model may also be considered as an over-simplified
perspective of working life. Many other confounding variables, such as those described above,
are not accounted for within the model and so it is unknown whether these factors have a greater
impact on the development of stress compared to workload and control. In addition, there is an
over-emphasis on the subjective nature of control - an individual’s perception of their control may
not accurately reflect the actual, objective measure of control they are experiencing. This
discrepancy would only be further distorted in the case of experiencing major stress.

Measuring Stress:

« The two main self-report measures of stress are the Social Readjustment Rating Scale (SRRS)
and the Hassles and Uplift Scale.

- The SRRS is comprised of 43 items which are ranked on a scale of 1 to 43, 1 being the most
stressful and having the largest LCU. Each ‘item’ represents a stressful life-event which is
assigned a life change unit (LCU). This was based upon Holmes and Rane’s original sample of
participants who rated the extent to which they would need to adjust in response to each of the
43 items, on a scale of 1-1000. The mean values were calculated and divided by 10 to produce
an LCU value.

- The SRRS typically involves participants recalling any major life changes which have occurred in
their lives over a set time period.

« The Hassles Scale was developed by Kanner et al (1981) and is made up of 117 items, all of
different severity in terms of provoking stress. This severity was measured ( by Kanner’s original
sample) on a three-point Likert-like scale. These items include losing your keys, disliking work
colleagues and financial strains.

« On the other hand, using a polar principle, the Uplift Scale used the same methodology as
above, but using positive, stress-reducing events. These include getting enough sleep and
being amicable with work colleagues, thus forming 135 items.

« DelLongis et al combined the two measures in 1988, to provide a more balanced measure of
items which contribute or take away from stress.

- A third (objective) measure of physiological stress would be the use of a Skin Conductance
Response (SCR). Electrodes are attached to the index and middle fingers, where an increase in
sweat (caused by increased activity in the sympathetic branch of the autonomic nervous
system, as dictated by the hypothalamus) coincides with an increase in conductance, producing
readings on a ‘polygraph’ against a baseline measure (a non-stressful or ‘tonic’ conductance
value).

— Despite skin conductance responses being an objective and reliable measure of physiological
responses to stress, these measures still ignore individual differences, such as the variability of
SCRs between individuals at rest. Stabiles experience little such variability, whilst labiles
experience significantly higher levels of variability. Therefore, this suggests that, even when a
baseline tonic conductance value is taken, individual differences in conductance still have not
been taken into account, which may either under- or overestimate the extent of each individual’s
stress.

— There are significant differences between taking a global or specific approach towards
assessing stress. The SRRS and the Hassles and Uplifts Scales both take a global approach in
that they consider multiple factors interacting together to produce a set value of stress or
contributing towards a stress-related illness. However, this (ironically) lacks the specificity of a
specific approach, in that specific stressful major life changes or daily hassles may be associated
with the development of specific illnesses. For example, the death of a loved one is more likely to
lead to depression than pregnancy, despite both having similar LCU values. Therefore, this
suggests that global measures of stress have little predictive value of the likelihood of developing
specific illnesses.

— All three types of stress measurement scales suffer from validity issues, as suggested by
Dohrenwend et al (1990) because different participants may understand each item in different
ways. For example, ‘death of a friend’ may mean the death of a close friend whom the individual
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has known for years for one participant, whilst the same item may mean the death of an
acquaintance for another participant, due to the subjectivity of the term ‘friend’. Therefore, the
phrasing of certain items is not clear in all cases, and would need to be further clarified to
increase the validity of these methods.

Individual Differences in Stress -

Personality Type:

+ Researchers have suggested, such
as Friedman and Rosenman, that
certain personality types are
associated with an increased risk of
developing certain illnesses, such as

coronary heart disease. , .
« Those with a Type A personality TYPE A SELF-DRIVEN YPE R cuumsnauns‘
(characteristic traits being hostility, COMPETITIVE TR Y EASY-GOIN

competitiveness and time urgency)
are especially likely to develop CHD.
This was based upon evidence
provided by Friedman and
Rosenman, where 257 out of the
3000 males studied, none of which
had CHD at the beginning of the R
prospective study, had developed .

CHD five years after the initial TYPEC g',‘;?s%_vpsn%‘!‘se
structured interview. 70% of these

individuals had Type A personalities,

which supports the view that the Type A personality is particularly vulnerable to external
stressors (due to their hostility) and more likely to live a fast-paced, stressful life.

« This is in contrast with a Type B personality, whose characteristic traits are opposite to those
with a Type A personality i.e. adopting a casual and slow-paced attitude to life, being accepting
of competition (rather than fiercely competitive) and being amicable.

- Temoshok (19870 suggested that there is a third personality type - type C, and this is thought to
be particularly linked with an increased risk of developing depression. These individuals are
keen to please others but often do so through suppressing their own emotions. Dattore et al
(1980) found that 75 cancer patients (out of a group of 200 Vietnam War veterans) reported
significantly greater levels of emotional suppression and fewer depressive symptoms, compared
to a control group of non-cancer patients. This supports Temochok’s original idea that type C
individuals are at a greater risk of developing cancer, but also that such emotional suppression
may mean that sufferers cannot or do not want to recognise that they have depression.

LOVE ROUTINE
FOLLOW ORDERS

— It could be that age is a more reliable predictor of the development of cancer compared to the
incidence of individuals with Type C personalities, as suggested by Greer and Morris (1975).
These researchers found a strong positive correlation between Type C personalities and
increasing cancer incidence rates, but only up to the age of 50. Afterwhich, there have been
inconsistent findings and causal conclusions being incorrectly made, mostly due to the lack of
replication of studies in this field. This therefore reduces the validity of personality types as an
explanation for stress.

+ However, there is evidence supporting the link between Type A personalities and an increased
likelihood of suffering from stress-related diseases, as suggested by Edigo et al (2012). Out of a
sample of 150 Spanish men and women below the age of 65, Type A personalities were at a
significantly larger risk of developing a stroke, even when lifestyle factors (e.g. diet and alcohol
consumption) had been accounted for. This is compelling evidence to suggest that personality
types may exert a larger influence on the progression of stress-related diseases than lifestyle
factors, thus allowing for more effective medical treatments to be developed which focus on
stress.

— The Type A personality type may be considered as too broad and general because it includes
vastly different traits i.e. competitiveness, time urgency and hostility. Therefore, as suggested by
Dembrowski et al (1989), it may be more useful to focus on one specific element of a Type A
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personality - hostility. These researchers found, whilst analysing data from The Western
Collaborative Group Study, a strong positive correlation between increasingly high CHD incidence
rates and increasing hostility ratings, as was also supported by Carmelli et al (1991). Therefore,
this suggests that more focus is required on the individual elements of each personality type,
whilst making links between each element and the incidence of specific stress-related disorders.

Individual Differences in Stress: Hardiness:

- Hardiness, according to Kobasa (1979) and Maddi (1986), refers to our resilience and
adaptability to everyday changes in our lives, thus providing us with ‘existential courage’ i.e. the
willpower to carry on.

« Hardiness can be measured according to an individual’s level of commitment (the extent to
which they submerge themselves in new tasks and give it their all, viewing challenges as
opportunities for self-improvement as opposed to being impossible), challenge (individuals with
high levels of hardiness take a positive outlook on stressful situations and see such situations as
opportunities to better adapt) and finally, control (individuals with high levels of hardiness believe
they have, and so consequently do, take on a large responsibility for the events of their lives and
so also believe that they have a high degree of control).

+ These three dimensions used to measure hardiness have been supported using research
evidence. For example, Kobasa (1979) found significant differences in the effectiveness of
managers and their ability to cope with stress, as measured using the Schedule of Recent
Experiences and from a sample of 670 American male managers. Those who were able to most
skillfully cope with the largest amount of stress also displayed the highest levels of resilience (as
measured according to the dimensions of commitment, challenge and control), suggesting that
hardiness allows individuals to cope with stress through taking a new, positive approach.

« This trend was also supported by Maddi (1987) who found that out of 400 managers in the Bell
Telelphone Company during a period of reorganization, there was a significant increase in the
incidence rates of stress-related illnesses (such as strokes and CHD) amongst the majority of
the managers, whilst the remaining third actually showed improved productivity and a
decreased likelihood of developing stress-related illnesses i.e. a negative correlation. Therefore,
these findings suggest that such differences were caused by individual differences in levels of
hardiness and thus mechanisms of coping with stress.

— Research suggests that Bartone’s ‘Dispositional Resilience Scale’ (2000) may be a more
accurate measure of hardiness compared to the current use of the three hardiness dimensions
(commitment, challenge and control), as suggested by Funk (1992). For example, previously used
scales asked participants to rate the extent to which negative traits applied to them - this may act
as a confounding variable because this technically measures neuroticism, as opposed to
hardiness. Therefore, the implication is that hardy people are also neurotic, which may not always
be the case. Thus, the removal of this confounding variable is required to increase the validity of
the measurement of hardiness.

+ There is evidence supporting the link between increased levels of hardiness and an increased
capacity of dealing with stress in a healthy manner (i.e. a positive correlation), as marked by
reduced physiological changes in response to stressors. This was demonstrated by Contrada
(1989), who found reduced blood pressure fluctuations (thus remaining closer to the original,
resting rate) in males who were assessed as having high levels of hardiness. Therefore, this also
suggests that there may be health benefits associated with increased hardiness.

— Such a link between increased hardiness and health benefits was demonstrated by Contrada
(1989). However, this example of research may be considered as correlational because there is
still no known mechanism linking hardiness and stable, healthy blood pressure. It could be that
hardy people maintain their low stress levels through making good lifestyle choices, such as
regularly exercising and avoiding excessive alcohol consumption. It could also be the case that
hardy people may find certain stressors less stressful than the neurotypical population, and so
experience reduced physiological arousal. Either way, there is a lack of a mechanism, which
draws into the question the validity of hardiness as an explanation for individual differences in
stress!

Managing and Coping with Stress: Drug Therapy:
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« The two drugs mainly used to cope with stress are Benzodiazepines (e.g. Xanax) and Beta
Blockers (e.g. Propranolol).

« Benzodiazepine molecules attaches to GABA neurotransmitters (an inhibitory neurotransmitter
which reduces the likelihood of an action potential being triggered in the postsynaptic neuron)
and this combination then binds to GABA-A receptors on the post-synaptic neuron. This
triggers the opening of voltage-dependent chloride ion channels in the postsynaptic neuron,
causing chloride ions to diffuse into the neuron down a concentration gradient, thus increasing
the negative charge inside the neuron and making it more difficult for repolarisation and resting
potential to be established. This results in a decreased frequency of nervous impulse
transmission within the synapses of the brain, thus reducing the psychological (stress) effects
associated with the fight or flight response.

- Beta blockers affect the sympathomedullary pathways in the body, as opposed to exclusively
synapses within the brain. Beta blockers bind to beta-adrenergic receptors on the postsynaptic
membrane, preventing depolarisation and thus reducing the frequency of nerve impulse along
motor neurons to the effector muscles or glands. Thus, through preventing the action of
adrenaline and noradrenaline (which would usually bind to these beta-adrenergic receptors), the
physiological effects of the fight or flight response are weakened. This results in decreased heart
rate, the rectum relaxing, vasodilation and pupil constriction.

« The key difference between these two drug therapies are the area of the body upon which they
act (i.e. either the brain or the sympathomeduallary pathways), the neurotransmitters or
hormones they affect (i.e. wither GABA or adrenaline/noradrenaline) and whether this causes
unconsciousness (as is the case with benzodiazepines due to acting on the brain).

+ Evidence from randomised, double-blind placebo studies, as reviewed by Baldwin et al (2013),
give strong support to the idea that some benzodiazepines offer some relief from stress-related
conditions, and at a significantly higher rate compared to a placebo. This type of experimental
method is particularly favoured by drug trials due to the use of a double-blind study (where
neither the patient nor the researcher knows which drug is being administered, and so reduces
the effects of researcher bias) and also contains a placebo group (which accounts for the
psychological placebo effect). However, due to the severity of the side effects and dependence
associated with benzodiazepines, alternatives may be a better option for some individuals, such
as biofeedback.

— Drug therapies can only treat the proximal symptoms of stress i.e. anxiety. Therefore, such
therapies do not address the main cause of stress (i.e. the distal cause) which is the activation of
the fight or flight response. This means that for patients with chronic stress, alternatives may be a
more viable option, especially considering the potential ‘paradoxical outcomes’ associated with
the use of drug therapies i.e. where the drugs only aggravate the condition which they are trying
to treat.

— A major issue associated with the use of drug therapies is the risk of dependency and side-
effects, as suggested by Gaind and Jacoby (1978). For example, weight gain, drowsiness and
unconsciousness (specific to the use of benzodiazepines) are all serious issues to consider.
Dependency on such drugs can lead to tolerance, whereby the body and synapses, specifically
the voltage-dependent calcium ion channels embedded in the postsynaptic membrane, become
less responsive to the effects of the drug. Therefore, this may lead to side effects with an
increased severity (due to the overuse of drugs) or patients becoming frustrated and stopping
treatment altogether. Regardless, side effects and dependency may mean that drug therapies are
more suitable for treating short-term stress conditions, as opposed to chronic example.

Managing and Coping with Stress: Stress Inoculation Therapy (Meichenbaum and

Cameron):

- Stress Inoculation Therapy is based upon the cognitive approach to managing stress, and
suggests that by changing the way we think about and anticipate stress (cognitive appraisals),
we can decrease negative and irrational/catastrophic thinking and implement more effective
behaviours. The researchers suggested that patients must progress through the three stages of
conceptualisation, skills acquisition and rehearsal, and finally the real-life application and follow-
through phase. Relapse is considered an inevitable part of stress management and is built into
the process, meaning that the time spent in each stage will vary depending upon the individual.
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+ The first stage is conceptualisation. Together, the patient and therapist clarify the patient’s
stressors, focusing on minimising the sources of stress which they can change, whilst
developing new strategies to deal with the sources of stress which they cannot change. The
emphasis is that an inability to change this stress is not catastrophic, but rather an opportunity
to develop new skills. Thus, the patient’s view of managing and coping with stress is changed
from negative to positive, through changing cognitive appraisals and the patient being viewed
as the expert of their own conditions, who can come to terms with this in a therapeutic
environment provided by the therapist.

« The second stage is skills acquisition and the rehearsal phase. This is where the therapist
teaches the patient skills which can be used to manage their anxiety, such as breathing
techniques and the use of meditation. Consistent with focusing on the cognitive aspects of
stress, the therapist may give examples to the patient of ‘coping self-statements’ i.e.
encouraging statements which the patient can use to reinforce the effectiveness of their stress
management. The patient accepts that they cannot anticipate all sources of stress, but can plan
on how to manage most!

- The final stage is the real-life application and follow-through phase. The patient is able to put
their skills learnt in stage 2 into practice, through the use of role-play and potentially virtual
reality systems. ‘Personal experiments’ are assigned, whereby the patient deliberately puts
themselves into stress-provoking situations, in an attempt to implement the skills they have
learnt. Relapse prevention is acknowledged as inevitable and seen as an opportunity to further
the skills of inoculation that the patient has i.e. the way they anticipate and deal with future
stressors.

+ The focus of SIT on inoculation means that it is more likely to produce long-lasting
improvements in the stress management techniques of patients. This is in contrast to drug
therapies, which provide a temporary and short-term method of stress relief. Therefore, SIT may
be a more suitable alternative compared to drug therapies, for patients who suffer from chronic
stress and so will also provide the reassurance that these patients will be equipped for a longer
time period with the skills required to cope with their stress alone, rather than relying upon
drugs.

+ The main advantage of SIT is the flexibility. Programmes can be tailor-made for individuals, with
a different emphasis placed on each of the three stages, thus improving the effectiveness of
treatment for each person. As suggested by Litz et al (2004), SIT should not be limited to face-
to-face interactions with therapists but could be adapted as part of online therapies for patients
suffering from learning disabilities, depression or social anxiety (and so who would usually have
trouble with the social aspect of SIT). The number and duration of sessions is also flexible,
meaning that the patient can choose such sessions according to how much time and
commitment they have.

— In an attempt to adopt a ‘multidisciplinary’ approach towards managing and coping with
stress, SIT may have not focused enough on each element of stress and so reduced the
effectiveness of such a treatment for others. For example, control may be a particularly important
factor - a patient who feels that they have little control over their stress responses may only
aggravate their stresses further, through negative cognitive appraisals of stress, as suggested by
Hensel-Dittmena et al. These researchers suggested that SIT may be less effective for torture
survivors for this exact reason - the lack of control perceived by patients means that their stress is
prolonged, continuous and so more likely to be chronic. This means that it is important to
consider each case on an individual basis, and assess whether SIT is the most appropriate
approach of treatment.

Managing and Coping with Stress: Biofeedback:

« In line with the emphasis of SIT on control, the aim
of biofeedback is to increase the level of control that
patients have over their physiological processes that
are associated with stress. Physiological activity in
the brain, for example, can be measured using an
EEG whilst respiration rates can be measured using
a spirometer, which makes recordings on a
kymograph.
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« The main process of biofeedback is described by Budzynski (1973) as the patient learning to
identify, modify and transfer (to real life) the learned changes to their physiological responses to
stressors.

« The patient recognises their physiological responses to stressors through an auditory or visual
signal. They can then train themselves to make adjustments to their physiological output, such
as reducing their breathing rate or meditating, to lower the signal back to the normal baseline
level, through the process of biofeedback.

« This is made more stimulating in the form of a game, where successful biofeedback responses
result in, for example, the patient successfully completing a game or maze. Repetitive
successful biofeedback responses are positively reinforced, and so lead to an increase in the
frequency of such behaviour through operant conditioning.

« The effectiveness of SIT was demonstrated by Davis (1986) who found that urinary cortisol
levels in a sample of breast cancer patients undergoing weekly SIT sessions (for 8 weeks), were
significantly lower than a control, non-treatment group who experienced an increase in cortisol
levels. Therefore, this demonstrates that SIT can be effective in lowering stress through the
stabilisation of the HPA system (hypothalamic-pituitary-adrenal system) and that this can be
achieved through biofeedback using the mechanisms of operant conditioning.

+ There is evidence supporting the utility of biofeedback as a method of managing and coping
with stress, as suggested by Lemaire et al (2011). These researchers found that the mean
biofeedback scores for a sample of doctors practicing biofeedback over 28 days, fell
substantially more compared to a control group who experienced smaller decreases. This
suggests that biofeedback may be an effective method of managing and coping with stress!

— However, biofeedback may not be an appropriate stress treatment for all individuals, namely
because it requires high levels of motivation (not only to pursue the training but also apply the
skills learnt in the real world, which may be stressful in itself) and also an acknowledgement of the
relationship between stress and physiological arousal, as depicted by the auditory or visual signal.
Therefore, this means that biofeedback may be particularly useful for individuals who display
certain personality or dispositional traits, such as high levels of motivation and hardiness.

— The use of biofeedback and relaxation together may be unnecessary, as biofeedback appears
to be more effective alone as compared to the learning of relaxation techniques, as suggested by
Bussone et al (1998). These researchers found that children who were treated for tension
headaches using BART (biofeedback and relaxation) reported fewer symptoms and of a lower
severity after one and three years compared to the control group who only used relaxation
techniques. Therefore, this key difference suggests that biofeedback decreases the rate of
symptom progression, and so may be more effective and economical if used alone.

The Role of Social Support in Coping with Stress:

« Social support refers to the intensity and amount of support we receive from the social support
system within which we are integrated. The key to this is the degree of ‘integratedness’ and so
having a closer-knit social circle with stronger attachments or bonds may provide greater social
support compared to having a wider circle with less intense attachments or friendships.

« According to Schaefer et al (1981), the three basic types of social support are instrumental
(practical) support, emotional support (improves the person’s mood) and esteem support
(increases the person’s self-esteem and self-efficacy).

+ Key to this idea is that the person providing the support does not need to be physically present
in the environment of the stressed individual. For example, sending a ‘Get Well’ card can be a
practical example of providing emotional support from afar.

+ The effectiveness of social support in acting as a buffer against stress-related illnesses was
demonstrated by Cohen et al (2015). 404 healthy participants reported how many hugs they’d
received each day over 2 weeks, and they stress levels were assessed using a self-report
technique (according to the number of interpersonal hassles experienced that day). After all
participants were exposed to a common cold virus, the researchers found that those who’d
reported the highest average number of daily hugs displayed the greatest immunity against the
virus and developed the least severe symptoms. Therefore, social support (in the form of
emotional support i.e. hugs) can have immunoenhancing effects on the average person!
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+ There is evidence supporting gender differences in stress coping mechanisms, and specifically
the use of social support, which appears to be more frequented by women as opposed to men.
This was demonstrated by Luckow et al (19980 who found that 25 out of the 26 studies
reviewed showed that women played an active role in seeking out and engaging with social
support networks, which may reflect their emotion-focused methods to stress management, as
opposed to the practical problem-focused methods favoured by men.

— Social support may not always be useful, such as in situations where there is little stress, as
proposed by Cohen and Wills’ 1985 ‘buffering hypothesis’. Maintaining a psychological distance
with stressors is allowed for through the use of social support, but the insistence of support
during stressful situations is not always welcome and may produce more stress in itself compared
to the actual stressor. Alternatively, excessive social support during times of little stress may lead
to misunderstandings of one person being ‘needy’ or ‘fragile’ within the social support network.
Therefore, social support isn’t always the most effective method of stress management, and so its
use varies considerably depending on the individual.

+ There is research evidence supporting the idea that social support, through providing emotional
support, acts as a ‘buffer’ against stress-related illnesses and the progression of other illnesses,
as suggested by Fawzy et al (1993). Cancer patients with malignant melanoma who attended
support groups to voice their concerns and receive information about their condition (examples
of emotional and instrumental support), reported higher rates of survival and natural T killer cell
blood counts, compared to a randomly-allocated control group who received no such support.
Therefore, this supports the immunoenhancing effects of social support.

« According to Cowpe (1989), the use of TV adverts advising people to be more cautious when
using chip-pan fryers reduced the incidence rates of chip fires by 18% across a one-year
period. However, the key is striking a balance between exposure of the advert to audiences and
the effectiveness of the campaigns - both under and over-exposure can be counterintuitive.

+ According to Janis and Feshbach (1953), fear arousal acts as a method of health promotion
through effectively ‘scaring’ people that they fill face bad consequences if they do not change
their ways. This idea was tested through the use of promoting dental hygiene through either
high-fear or low-fear ways, in terms of the effects on human eye function. The high-fear group
reported 22% lower rates of changing dental hygiene practices compared to the low-fear group,
despite finding the presentation on human eye function more boring. This suggests that there is
a difference between understanding a message and then ultimately implementing it, where high
and low fear ratings work differently in each case.

« According to The Yale Model of Communication, the key to changing behaviour is by focusing
on the communicator, the communication and the audience. This is in line with the Yerkes-
Dodson Law of Arousal, which suggests that up to a medium level of arousal, there is a positive
correlation between increasing levels of arousal and the increasing level of performance
exhibited by the participant.

- Leventhal’s Health Belief Model (1967) suggests that individuals are more likely to change their
behaviours if they believe that failure to do so will lead to serious, negative health
consequences, as demonstrated by Leventhal with the idea that cigarette smokers are more
likely to give up smoking if they’ve been exposed to images of a diseased lung.

- Lewin (1992) suggests that the key to changing health practices is by giving patients accurate
information so that they can make informed choices about their health. For example, using 176
patients who’d recently suffered from a heart attack and then completed Anxiety and
Depression Scale questionnaires, the largest improvement in health was seen in patients who
were most anxious and had the largest propensity for depression. Therefore, this suggests that
stress is essential towards motivating patients to change their lifestyle and recovery.

- According to Tapper et al (2003), the three techniques which can be used to change children’s
attitudes towards food are taste exposure, modeling, and then the consequent rewards (positive
reinforcement). Through the design of an intervention in schools (lasting 16 days), to increase
the number of healthy-food choices which children make, the researchers found that reading the
Food Dudes letters aloud to the children, as well as making them aware of the potential rewards
given if they make healthy choices, increases the likelihood that children will view healthy eating
in a positive light and so will be more willing to make permanent changes in their diet.

©)O)

www.pmteducation Q@@ ) PMTEducation



g
, SSPMT
CIE Psychology and Health .

resourcestuition-courses

«Fox et al (1987)
Pre-contemplation suggested that

— behaviourist, token
economy principles
should be used to
motivate individuals
to carry out desirable
behaviours. Such a
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According to Farquhar et al (1985), the key to changing behaviour in communities was
demonstrated by the Stanford Five City Multifactor Risk Reduction Project, where knowledge of
the short-term risk factors for CVD increased across the population, corresponding to a
decrease in the average citizen’s blood cholesterol and saturated fat levels. Frequent contact
with media professionals who provided further health-promoting material, was seen to further
increase knowledge about CVD and improve general health. This suggests that interventions
which are appropriate to the age, composition and health problems of a population are most
effective.
Weinstein (1980) tested the idea and impacts of unrealistic optimism (an error of judgement).
Unrealistic optimism takes the form of an unrealistic view of the probability of an event, previous
experience of this event, the belief that negative events are more likely to occur to others and a
flawed sense of personal control over these events. In a sample of 258 college students who
rated the likelihood of experiencing several listed positive or negative life events, using a 15-
point scale, the researchers found that participants overestimated this likelihood for positive
events, and underestimated the likelihood for negative events. This confirms Weinstein’s original
ideas about unrealistic optimism.
Prochaska and DiClemente (1983) proposed a cyclical model of behavioural change, where the
duration and number of stages differs between person to person. This depends upon how ready
the person is for change, and also determines the extent to which behavioural intervention
treatments will be effective. The 6 stages are: pre-contemplation, contemplation, preparation,
action, maintenance and termination.
Stage 1 = Pre-contemplation = This occurs when the patient is thinking about change, but is not
ready for it and so does not implement it. This may be due to denial (refusing that they have a
problem) or demotivation (e.g. arising from previous failed attempts at stopping their addiction).
Stage 2 = Contemplation = This occurs when the patient begins to evaluate the costs and
benefits of tackling their addiction. Many people remain within the contemplation phase for
extended periods of time, and so behavioural intervention treatments applied here are not
particularly effective.
Stage 3 = Preparation = The patient has decided that they are ready for change because they
believe that the benefits of tackling their addiction outweighs the cost of withdrawal symptoms,
changing lifestyles etc. The patient may make a GP appointment or call a hotline e.g. Alcoholics
Anonymous.
Stage 4 = Action = The patient makes decisive actions about tackling their addiction, such as
throwing away drugs or pouring away alcohol. These actions must reduce the risk posed by the
original addiction e.g. pouring all the alcohol down the sink, as opposed to switching to alcohol-
free wines or beers. Therefore, behavioural interventions are particularly effective when applied
here.
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« Stage 5 = Maintenance = The focus here is on preventing relapse, through providing the
patients with coping mechanisms for loneliness, stress and withdrawal symptoms, other than
the original addiction.

Stage 6 = Termination = This occurs when the patient experiences no further reliance on their
addictive substance or behavioural patterns. Since some patients may not be able to reach this
stage, such as in the case of chronic drug abuse, the emphasis would be shifted upon reducing
the likelihood of relapse and giving the patient skills to progress through the initial 4 stages more
quickly.

Lau (1990) studied health changes in adolescents using 947 students from Carnegie Mellon
University who completed a questionnaire about health behaviours, ranging from parental
influences on the behaviour of adolescents to the role of college life in shaping adolescents’
health views. The researchers found that parental influence was significantly larger compared to
peer influence, which suggests that parents (as role models) model specific behaviours and
attitudes towards healthy living which their children then identify with and imitate. This
demonstrates the process of social learning theory.

Evaluation
1.

From the situational perspective, it can be said that many are motivated to change through the
potential gains or health benefits that they can achieve. This has a practical real-life value in
terms of improving the effectiveness of health promotions on TV through targeting specific
audiences based on sex, age and disease. This is in line with the idea that prevention is better
than a cure, when it comes to illnesses.

Longitudinal research has the benefit of allowing researchers to monitor changes in health
promotion and the health of participants over time, as well as identifying particular risk factors
which are detrimental to health improvement. This may enable researchers to identify patterns
of risk factors, and so this information can be used by national and governmental health
services to inform disease prevention strategies,

The focus of current health research on children is particularly beneficial because research has
continually demonstrated that negative and unhealthy attitudes towards food originate in
childhood, and become increasingly more difficult to combat as the child grows up. Thus,
through being able to tackle this problem ‘head on’, there are economical implications for
health services in the form of reduced treatment rates of diabetes and CVD in adulthood.
Prochaska’s six-stage model of addictive behaviour, as suggested by DiClemente et al (2004),
takes a positive outlook on relapse. Whilst some other models, such as the theory of planned
behaviour may view relapse as a failure, the six-stage model views relapse as a necessity,
which reflects the dynamic and ‘messy’ nature of recovery from addiction. This, despite
potentially underestimating the severity of relapse and the consequences in terms of the time
needed to reach the maintenance or termination stages again, may support those entering
recovery in reassuring them that this is a natural response to breaking addictions, rather than
branding them as failures.

— However, there is evidence refuting the effectiveness or applications of the six-stage model.
For example, Taylor et al (2006) and Cahill et al (2010) found that alternatives to tackling
nicotine addictions were equally as effective as the stage approach to treating addictions,
suggesting that Prochaska’s model may have no real practical value. This was based upon
reviews of the relevant studies carried out by NICE (the National Institute for Health and Care
Excellence). Therefore, this suggests that the six-stage model has greater theoretical value,
and so is limited in this sense.

As opposed to other models which explain addictions as being part of a static process with a
set sequence of stages through which all patients progress (i.e. the theory of planned
behaviour), the six-stage model offers a refreshing alternative. Prochaska’s model
acknowledges that addiction is a dynamic process, where stages can be ‘recycled’ or even
omitted, depending upon the individual. This emphasis on time and the occasional inevitability
of relapse means that such a model can ‘“tailor’ its explanations for each individual addiction
case!

There is a real-life application associated with an increased understanding of the role of
parental influences on adolescents’ attitudes towards healthy living. Improving the education
of parents towards the importance of health and how they can demonstrate this importance to
their children, can significantly improve the likelihood of their children adopting healthy
attitudes from a young age.
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