Health Psychology

Mid Term Study Guide

Spring, 2024
I.  Nature of exam:


A.  Exam date: Thursday February 29, 11:30 AM


B.  Exam format



1.  50 questions PLUS 4 Extra Credit questions (54 total). 


2.  Questions roughly equally distributed across lecture topics

C.  Most of the mid-term will relate to material covered BOTH in readings and 

lectures.  A relatively small amount will be from lectures only.   

D.  Material on exam:  Up to and including Class 13: Psychosocial Resources, 

  Threat, and Health

E. Study tips



1.  Focus on main points; don’t get caught up in small details, but know




more than superficial level.




Example:






Too narrow:
The correlation between hostility measured 

at time 1 and 4 years later is .84.





Just right:
Hostility becomes a health threat when it 







goes beyond a critical threshold.





Too broad:
Hostility is a health risk.



2.  When reading scientific articles, focus on introduction and discussion.




Procedures are important only when outlined in class.  Do not




worry about nit-picky aspects of “Methods” sections and do




not worry about the “Results” sections.  



3.  Study Outline:  Use the study outline to direct your review.  The study




outline is not an exhaustive listing of what is on the mid-term.

Lecture 1:  Background and History of Health Psych

I.  Mind-body problem


1.  How was the mind-body relationship viewed over time (pre-historic,

Greeks, Middle Ages)?


2.  What was the mind-body perspective of modern medicine,



until very recently?


3.  How does worldview of civilization relate to mind-body problem?

II.  Pioneers of health psychology


1.  Freud:  conflict ( symptoms


2.  Dunbar, Alexander:  conflict( anxiety/stress( body damage ( symptoms


3.  Current approach is interactive:  Genetic make-up + life circumstances

III.  Acceptance of psychology in modern medicine


1.  Bio-medical model


2.  Challenge to bio-medical model:  placebo studies, and power of placebo


3.  Biopsychosocial model vs. Biomedical model:



a.  differences in diagnoses



b.  Differences in treatment



c.  Difference in relation between patient and MD



d.  Differences in factors considered, mind/body view, emphasis on health.

IV.  Read Taylor chapter 1 carefully.  Text will be emphasized for this lecture.

Lecture 2:  Systems of the Body, Part I

I.  Nervous system (NS)


1.  Functions of NS:  thought, action, coordination, sensation


2.  Neuron:  cell body, dendrites, axons


3.  Neurotransmitters:  function; catecholamines


4.  Autonomic NS



a.  Functions



b.  Subsystems




1.  Sympathetic: emergencies, stress-response, catabolic

2.  Parasympathetic:  routine organ control; antagonist to sympathetic



5.  Brain:  know the functions as well as the parts



a.  Sections:  

1.  hindbrain:  medulla, pons, cerebellum

2.  Midbrain: 

3.  Forebrain:  


a.  Diencephalon:  thalamus and hypothalamus


b.  Telencephalon: four lobes, RAS, limbic system


6.  Spinal cord


7.  Diseases of nervous system



a. Epilepsy, cerebral palsy, multiple sclerosis, myasthenia gravis, 



Huntington’s disease.

II. Endocrine system


1.  Functions in collaboration with nervous system



a.  NS: fast acting, short duration



b.  Endocrine—slow acting, long duration


2.  Regulated by brain centers:  Hypothalamus and pituitary gland


3.  Adrenal glands



a.  Located atop kidneys



b.  Two parts:  adrenal medulla and adrenal cortex



c.  Closely involved in stress response


4.  Disease:  Diabetes



a.  Type I:  insulin dependent, most serious



b.  Type II:  Body not responsive to insulin (most common form)

III.  Cardiovascular system


1.  Heart



a.  Route of blood flow through ventricles, arteries, veins



b.  Systole and diastole (rest phase)


2.  Diseases of heart



a.  Atherosclerosis:  deposits on arterial walls




1.  causes




2.  Symptoms



b.  Arteriosclerosis:  Hardening of the arteries




1.  Cause, and effect on blood pressure



c.  Rheumatic fever




1.  Cause (bacterial)




2.  Effect (valve flaps)


3.  Blood pressure



a.  Blood pressure (When highest, systole or diastole?)



b.  Hypertension:  too high cardiac output


4. Blood



a.  Plasma



b.  Blood cells:  suspended in plasma, produced in marrow.



c.  types of blood cells




1.  White:  fight infection




2.  Red:  transport oxygen




3.  Platelets:  repair tissue



d.  Disorders--whites




1.  Leukemia:  too many whites




2.  Leukopenia:  too few whites




3.  Leukocytosis: too many whites due to infection response



e.  Disorders—reds




1.  Anemia




2.  Sickle cell




3.  Clotting disorders:  hemophilia

Lecture 3:  Systems of the Body 2

I.  Respiratory System


1.  Function:  exchange Oxy for CO2


2.  Anatomy:  air(nose/mouth(pharynx & larynx ( trachea




( primary bronchi ( secondary bronchi ( 




bronchioles ( alveolar ducts ( alveoli ( blood


3.  Medulla of the brain controls respiration


4.  Disorders:



a.  Asphyxia:  too little Oxy and too much CO2



b.  Anoxia:  Too little Oxy.



c.  Hyperventilation



d.  Hay fever:  foreign bodies, histamines, etc.



e.  Asthma:




1.  Triggers:  Environment, exercise, stress



f.  Viral infections:  cold, flu, bronchitis



g.  Bacterial infections




1.  Disease types




2.  Danger of secondary infection




3.  Antibiotics control:  but problem of non-compliance and





evolution of super-bugs.



h.  Pneumonia:  infection of lung or bronchi



i.  Emphysema:  loss of elasticity—can’t exhale, CO2 not expelled




j.  Tuberclulosis:  bacterial, often fatal, new hazard due to super-strains



k.  Lung cancer:  tumors kill healthy cells, due to smoking and other 




causes.

II.  Digestive System


1.  Digestive tract:  mouth( esophagus(stomach(duodenum(jejunum



(ilieum of small intestine (REFUSE) large intestine ( rectum (


anus.


2.  Other organs



1.  Vagus nerve, pancreas, liver, autonomic NS


3.  Disorders of digestive system



1.  Intestines:  gastroenteritis, diarrhea, dysentery



2. Stomach:  pectic ulcer



3.  Gall Bladder:  Gall stones



4.  Liver:  Hepatitis

III.  “Brain in Gut”


1.  Gut contains its own self-regulating nervous system


2.  Neurogastroenterology:  Study of the gut-brain


3.  Functions of gut-brain:  regulate digestive system


4.  Key features



1.  Nerve fibers non-mylinated, like the big brain



2.  Suffers damage during diseases of big brain



3.  Responsive to psychotropic drugs (e.g. anti-depressants)


5.  Gut learning:  

1. Gut brain communicates with emotion centers (limbic system)

2. Gut brain stores memory of emotional events

3.  Recurrence of stressful event is felt in gut, leads to gut feeling

IV.  Renal system


1.  Anatomy:  Kidneys, ureters, bladder, urethra


2.  Function:  urine production


3.  Nephrons:  filtering agent in kidneys


4.  Urinalysis:  chemical review of organ function


5.  Disorders



a.  Urinary tract infection



b.  Kidney failure:  deadly

V.  Reproductive system


1.  Females:  ovaries, produce ovum, becomes fetus or is flushed during 



menstruation.  Ovaries produce estrogen (secondary sex 



characteristics) and progesterone (prepares body for pregnancy)


2.  Males:  Testes, produce sperm which fertilizes ovum.    Testes produce



testosterone, which creates sperm and male secondary sex



characteristics.


3.  Disorders



a.  Sexually transmitted diseases:  AIDS most serious



b.  Vaginal infections



c.  Cancers



d.  Infertility

VI.  Contraction of diseases 


1.  Transmission:  



a.  Direct transmission:  kissing, handshake



b.  Indirect transmission:  airborne, food



c.  Biological:  mosquitoes, transfusion



d.  Mechanical:  Like direct, except transmitting




agent doesn’t itself suffer disease.


2. Contracting illness



a.  Requires exposure to antigen PLUS 




1. Number of organisms




2.  virulence




3.  Body’s resistance


3.  Course of infection [GET DETAILS]



a.  Incubation:



b.  Non-specific symptoms:



c.  Acute phase:


4.  Infection types



a.  Localized



b.  Focal



c.  Systemic

VI.  Immunity


1.  Body’s resistance to invading organisms


2.  Non-specific immunity



a.  anatomical barriers



b.  Phagocytosis



c. Antimicrobial substances



d.  Inflamatory response


3.  Specific immunity



a.  Acquired during prior infection



b.  Mechanism:  antibody/antigen reaction


4.  Immunological mechanisms



a.  Humoral:  B lymphocytes



b.  Cell-mediated




1.  Slower than humoral




2.  Operates at cellular level




3.  Tc  -- killer cells




4. TH Cells – Helper cells



c.  Protects against:  fungi, virus, parasites, cancer


5.  Diseases of immune system



a.  AIDS



b.  Cancer



c.  Auto-immune disease

Lecture 4:  Symptoms

I.  Functions of symptoms

II.  How do people understand own symptoms


a.  People not reliable in interpreting own symptoms


b.  Five main issues related to unreliability



1.  Noticing symptoms



2.  Beliefs about symptom



3.  Relation between perceived symptoms and 




actual bodily states



4.  Categorization of symptoms/symptom labeling.

III.  Personality differences that affect symptom reporting


a.  Psychological:  emotionality, coping style


b.  Demographics:  age, sex, marital status, 



residential status, occupational status, 



economic status, race and culture


c.  Note:  psychological and demog. factors



predict REPORTING of symptoms



1.  May reflect more/fewer bodily problems



2.  May reflect greater/lesser attention to body



3.  May reflect combination of “1” and “2”

IV.  How people first notice symptoms


a.  People use same mental operations used in perceiving



“outside world”.


b.  Limited information processing:  can’t attend to 



everything at once.


c.  Info search goes on internally and externally


d.  Perception can be passive and active.

V.  Stages of perception


a.  Orientation—how things get our attention



1.  Number of cues



2.  Nature of cues


b.  Noticing symptoms = F (internal/external)  



1.  More external cues, less attn. to internal states,




and vice-versa


c.  Schemas—expectations that direct the focus of our



attention and shape interpretation of events.


d.  All three stages of perception can be biased.

VI.  Pennebaker experiments on symptoms and attention


a.  Jogging study:  



1.  Prediction:  exercise with few external distractions



will lead to more attn. to internal states.



2.  Design:  run around boring track or interesting cross




country path



3.  Results:




a.  No difference in complaints




b.  Boring track takes longer to run.


b.  Treadmill study



1.  Purpose:  does symptom attention affect exertion




holds exertion constant, varies attention focus.



2.  Method:  headphones play own breathing (focus)




street sounds (distraction) or nothing (control)



3.  Measure taken at two times (WHY?)



4.  Result:  Hearing own breathing leads to more




symptom reporting.


c.  Coughing study



1.  Purpose:  can external cues distract people from




internal reflex (coughing)



2.  WHAT IS METHOD?



3.  Result:  Fewer coughs at more interesting moments.

V.  Unconscious Symptoms


1.  Adams balloon in intestine study



a.  Ss do not report feeling balloon inflate



b.  EEG patterns show reaction



c.  Overtime, Ss can be “trained” to detect




balloon inflation.

Lecture 5:  Pain

I.  Causes of Pain


1.  Cartesian view—mind / body separate.



a.  injury(signal(brain




1.  Implies bigger signal, more pain.







2.  Implies unidirectional




3.  Mind is passive recipient of pain response


2. Challenges to Cartesian model



a.  Case studies:  WWII soldiers vs civilians




b.  Athletes, dancers have greater pain tolerance



c.  extroverts have greater tolerance than introverts



d.  Placebo reduces pain


3.  Evolving view of pain



a.  specificity model (Von Frey) vs. pattern theory




(Goldschneider)



b.  Current outlook support both


4.  Nioception:  the physiology of pain perception



a.  A-delta fibers:  small, mylinated, sharp pain



b.  C-fibers:  unmylintated, slow acting, dull aches



c.  Pain = a-deltas + C-fibers PLUS




1.  Substance P




2.  Cerebral activity:  interpretation of pain


5.  Gate theory of pain (R. Melzack)



a.  Different parts of brain are actively involved in pain.




Brain not simply passive recipient of signals.



b.  Operations




1.  Signals from periphery to spine to brain




2.  Reach gate in dorsal horn of spinal cord




3.  Gate opens if





a.  Pain reaches threshold, and





b.  Brain interprets event as painful




4.  Mental functions and states can increase





or decrease pain signal.


6.  Endogenous opiods



a.  Body’s own  pain-killer



b.  Triggered by stress:  stress-induced analgesia



c.  Opioids may suppress immune system.


7.  Beyond gate theory



a.  Gate theory doesn’t explain injury-free pain




1.  Phantom limb pain




2.  Pain without detectable cause



b.  Brain contains internal pain-programs, called




neuromodules



c.  When neuromodule is stimulated, pain occurs.



d.  Neuromodule can be stimulated by painful event OR




by internal thoughts, moods, or other mental states




related to pain.



e.  Neuromodules may explain pain-epidemics that come and go.



g.  Neuromodule approach leads to new anti-pain drugs


8.  Current theory is combination of gate theory plus neuromodules


9.  Early pain trauma can make some people overly-sensitized to pain



a.  NIH rat study—injured vs. uninjured baby rats



b.  Implications for surgery on infants

Lecture 6:  Pain—Personality and Treatment

I.  Acute vs. Chronic pain


1.  Acute pain:  specific injury, self-limiting, short duration,



high distress, responsive to pain killers.


2.  Chronic pain: caused by acute event, but not self-limiting



a.  Benign



b.  Recurrent



c.  Chronic progressive


3.  Treatment of chronic pain (CP)



a.  Diagnosis complicated by psychological reactions




1. depression exacerbates




2.  CP creates anxiety and hopelessness, that





can exaggerate pain reporting



b.  Resistant to pain control techniques



c.  Due to physical cause + psychological factors + social




factors.


4.  Effect of chronic pain on daily living



a.  Emotional toll



b.  work, social/interpersonal activities, leisure activities,




income, standard of living, lessened coping capacity.


5.  Psycho-social complications of chronic pain



a.  counterproductive coping:




a.  Avoid stressful situations, leads to isolation




b.  Social support can inadvertently reinforce symptom





reporting.  




c.  Reduced social support leads to isolation.



b.  Negative stereotypes about people with chronic pain




(whiners, etc.)



c.  Medical complications:  treatments often did more harm




than good.


6.  Pain and personality



a.  Pain prone personality




1.  Danger of this notion:  stigma, etc.




2.  MMPI profiles of chronic pain sufferers





a.  acute pain—hypochondriasis and hysteria





b.  Chronic pain—neurotic triad






1.  hypochondriasis +






2.  hysteria +






3.  Depression



b.  Route from pain to depression:




pain(less activity(less mastery




(less control ( depression



c.  Secondary gain:




1.  Some patients gain social and psych.




benefits from pain complaints




2.  Profile:  neurotic triat + schizophrenia,





etc.

III.  Pain control techniques


1.  Drugs



a.  Drugs most common




1.  Morphine most popular




2. Any drug that affects neural transmission may relieve pain.



b.  Classes of anti-pain agents




1.  Local anesthetic




2.  General anesthetic




3.  Anti-depressants



c.  Problems with drug prescription?




1.  Addiction, BUT




2.  Addiction overstated


2.  Surgery



a.  cut route from pain to CNS



b.  Poor results:  short lived, collateral damage


3.  Sensory control



a.  Counter-irritation:  stimulates cells in dorsal horn that in turn




inhibit cells that open up the dorsal horn.


4.  Cognitive pain control techniques



a.  Biofeedback



b.  Relaxation



c.  Hypnosis



d.  Acupuncture



e.  Distraction



f.  Focus of attention:  avoid vs. confront



g.  Guided imagery:  aggressive vs. peaceful


5.  Summary benefits of cognitive pain control techniques



a.  change meaning of experience



b.  Provides skill set, reduces helplessness



c.  Makes patients more active



d.  Success ( increased efficacy


6.  Pain management programs



a.  interdisciplinary



b.  Stages:  evaluation, treatment plan, time-limit, specific goals, contract 



c.  Program:  education, techniques, therapy, relapse prevention



d.  Effectiveness:  Moderate effectiveness

Lecture 7:  Stress I

I.  Background


1.  Walter Cannon:  Fight or flight


a.  Threat ( sympathetic NS arousal, endocrine arousal



b.  Sympathetic NS + endocrine mobilizes body to fight, run



c.  Worst case:  organism in situation where it can neither fight




nor run.


2.  Hans Selye:  General Adaptation Syndrome (GAS)



a.  Rat studies, all kinds of stressors, same effects:




1.  enlarged adrenals




2. Shrunken thymus




3.  Shrunken lymph




4.  ulcerated stomach



b.  Key to GAS model is duration, not source, of stress



c.  GAS has three phases:




1.  Alarm:  




2.  Resistance




3.  Exhaustion



d.  Research in support of GAS:  Prolonged stress (



1.  heart disease




2.  Arthritis




3.  Hypertension





4.  compromised immune system



e.  Problems with GAS




1.  Limited role of psych processes




2.  Not all stressor same in terms of harm

II. Physiology of stress


1.  SAM system:  Sympathetic-adrenomedullary



a. Fits Cannon model


2. HPA Hypothlamic-pituitary-adreocortical



a.  Fits Selye model


3.  Health implications of stress



a.  Catecholamine elevation




1.  Inhibits immune response



b.  Cardiovascular complications




1.  arteriosclerosis




2.  Senility




3.  Pattern of fat deposit throughout body




4.  Sudden death syndrome


4.  Reactivity



a.  People vary in how strongly their bodies react to stress



b.  Study of children age 3-5, in response to stressor




1.  longitudinal




2.  shows stress ( illness only among high





reactivity kids

III.  What determines whether something is stressful?


1.  Person/environment fit



a.  Objective qualities of stressor PLUS





b.  Perceived abilities to cope with stressor


2.  Appraisal and threat (R. Lazarus)



a.  Interpretation of events affects their stress level



b.  Interpretation = appraisal




1.  Primary Appraisal:  nature of the event




2.  Secondary appraisal:  own capacity to respond to the event


3.  Psychological dimensions of stressful events



a.  Negative events: erode self worth



b.  Uncontrollable events



c.  Ambiguous events



d.  Overload



e.  Challenges to central life domains

Lecture 8:  Stress II

I.  Measuring stress


1.  Holmes & Rahe:  Social Readjustment Rating Scale(SRRS)



a.  Assumptions:  

1.  The more objective events you experience, the 




more stress you suffer.




2.  Events can be scored in terms of objective severity



b.  Criticisms




1.  vague terms




2.  Objective, numeric values




3.  Relevance across populations




4.  Doesn’t distinguish between positive and neg. events




5.  Doesn’t determine whether/how well event was resolved.




6.  People differ in propensity to endorse events.




7.  Memory lapses for events


2.  Cohen, et al.  Perceived Stress Scale



a.  Focus more on specific types of feeling states



b.  Events are framed in general terms


3.  Stress as daily hassles: Kanner, et al. Hassles Scale



a.  hassles:  small pestering events of daily living



b.  Danger:  many hassles over time disrupt health,




also can make major events worse.



c.  Very predictive of coping—predict better than major events



d. May be somewhat, but not fully, compromised by neurotic




triad.

II.  Chronic stressors


1.  Stressor that doesn’t quit or lessen


2.  Worst if stressor is severe and coping options weak.


3.  Linked to depression, heart disease


4.  Hard to measure

Lecture 9:  Psychoneuroimmunology

I.  Status of immune system


1.  Immunocompetence:  How well immune system works



a.  Quantities of immune agents



b.  Functioning of immune agents


2.  Immunocompromise:  Immune system not fully functional

II.  Stress and immune functioning


1.  Animal studies


2.  TB patients white blood cells reduced after emotional arousal


3.  Bigger stressors ( greater compromise


4.  Stress-induced immunocompromise ( illness



a.  Herpes, colds, flu



b.  daily hassles 



c.  Anticipatory stress



d.  School stress:  study of med school students, kindergarten students

III.  Stress, immunocompromise, and interpersonal relationships


1.  Separation ( immunocompromise


2.  Spitz study of children in orphanage


3.  Social conditions linked to illness:  bereavement, loneliness, separation,



marital strife ( couples study), caregiving role.

IV.  Moderators of the stress-illness relationship


1.  There is not a perfect relation between stress and illness


2.  Certain factors MODERATE  relation between stress and illness

 

a.  Constitution of person:  genes, age, resources



b.  Behavior:  sleep, diet, 



c.  Personality

V.  Role of personality


1.  Negative affect:  pervasive negative mood marked by 



anxiety, depression, hostility



a.  Find many situations difficult





b.  Resort to unhealthy coping



c.  Related to poor health:  asthma, arthritis, ulcers, etc.



d.  Related to excess complaining


2.  Hardiness



a.  Dimensions: Commitment, control, challenge



b.  Affects appraisal and coping



c.  Kobassa study of hardy vs. non-hardy execs.


3.  Self efficacy:  belief one can effect changes in specific



situations; that it makes sense to try.



a.  Bandura, et al. study:  




1.  Cold pressor task




2.  Success or failure with/without opioid blocker






3.  Shows opioids released among subjects in low-





efficacy condition.




4.  Opioid activation is known to inhibit immune 





function.




5.  Implication:  Low efficacy ( high stress ( 





opioid release ( reduced immune (




reduced health

Lecture 10:  Denial and Optimism/Pessimism

I.  Denial


1.  Psychological defense


2.  Blocks out full reality of threat


3.  Common tactic among people who’s illness



threatens their lives or way they see selves


4.  Once thought to be mal-adaptive.  Now seen more 



positively, at least in short term.


5.  Denial and Near Miss Asthma Death (NMAD)



a. What is NMAD?



b.  Yellowlees and Ruffin study




1.  Surveys NMAD survivors and families




2.  Finds survivors show highest rates of denial




3.  But differing patterns, as a function of pre-existing





psychological condition




4. High rates of denial lead to family conflicts




c.  The vicious cycle of “decompensation”

II.  Optimism and Pessimism

:  

a.  Based on explanatory style




1.  Internal vs. external




2.  Stable vs. transitory




3.  Global vs. specific



b.  Pessimists see failure as: internal, stable, global



     and see success as: external, transitory, specific



c.  Optimism/pessimism predict behavior:  persistence,




expectations.



c.  Pessimism predicts illness, high BP



d.  Pessimism linked to lower immunocompetence

III.  Effect of optimism on ambulatory blood pressure (BP) (Raikkonen, et al.)


1.  Study measures ambulatory BB—normal, daily, average blood pressure


2.  Study considers affect of daily events on BP


3.  Study shows whether health costs of daily events different for 



optimists vs. pessimists.


4.  Procedure:  



a.  Pre-assessment:  resting BP, optimism, anxiety



b. Daily monitoring:  BP monitor worn 3 days, measures every 30 min.



c.  Subs. keep daily diary


5.  Results:  



a.  Pessimists have higher average BP



b.  Mood: Has no effect on pessimist BP (always elevated) but




BP of optimists rises with worse moods.  Same pattern




for high/low anxious.


6.  Conclusions



a. Results reliable—not due to individual differences, situations.



b. Chronic high BP can lead to hypertension.



c.  Negative Affect (NA) as per trait anxiety, is a real health threat.



d.  Optimism/pessimism affects how people see daily life, which




in turn affects physical state.

II.  Danger of unrealistic optimism


1. Unrealistic optimism causes people to take fewer precautions, be less



attentive to MD advice.



a.  Most people think they are less vulnerable than average.


2.  Due to:



a. Easier to recall own risk-reducing behavior than risk taking behavior



b.  Lack of info about what others do to protect their health



c.  Ego-centric neglect of what other people do to protect their health


3.  Weinstein study:  Attempts to reduce unrealistic optimism by:



a.  Getting people to think about specific risk factors



b.  Showing people how they compare to others, on risk factors.



c.  Results:




1.  Rating own risk factors + seeing how others also rate

same risk factors reduces unrealistic optimism (i.e., “better than average” effect).




2.  Rating only own risk factors without seeing how others




also rate, does not reduce unrealistic optimism.


Lecture 11:  Depression and Hostility

I.  Depression


1.  Depression is a health risk:



a.  15% of all people get depressed



b.  Leads to longer hospital stays, longer recovery periods


2. Chronic depression may cause brain damage



a.  Repeated depressive episodes ( reduced cognitive function




1.  Poorer memory




2.  Poor concentration



b.  Depression associated with atrophy (shrinkage) of hippocampus.




1.  Regulates emotions




2.  Involved in learning and memory



c.  MRI studies




1. Hippo. about 12% smaller in depressed women




2.  More times depressed, the smaller the hippo.



d.  Cause of shrinkage:  hypercortisolemia.

II.  Hostility


1.  Chronic hostility marked by distrustful world view, cynicism.  Not marked



by being constantly angry or aggressive.  Hostile types see the world as 



more threatening.


2.  Social relations of hostile types



a.  Poor social skills:  abrasive, untrusting, defensive



b.  Reduced social network





c.  Less likely to ask others for help


3. Hostility measure:  Cook & Medley hostility scale


4. Hostility derives from earlier work on Type A personality



a.  competitive



b.  work-a-holic



c. time-pressed



d.  Hostile


5.  Characteristics:

a. Men more often hostile than women (who are more often depressed)



b. Hostility very stable trait


6.  Health correlates of hostility:



a.  coronary atherosclerosis disease 



b.  Related to 20-year risk of death due to CHD, cancer, other causes.


7.  Hostility has threshold effect.  Becomes health risk 



when hostility score goes above a threshold.


8.  How hostility affects health:



Appraisal of threat higher ( defensive mode (fight) ( more



cardiac output ( higher cortisol in blood ( atherosclerosis.



b.  Hostility may depress immune system.


9.  How do people become hostile types?



a.  Heredity:  hostility linked to physiological reactivity to stress



b.  Parenting/early experience.

Lecture 12:  Threatening Events

I.  Adjusting to severe health threat (e.g., cancer) accomplished by:


1.  Gaining a sense of meaning in event


2.  Regain mastery over event, or over life in general


3.  Self-esteem enhancement

II.  Meaning


1.  People need to maintain fundamental assumptions (or beliefs) to 



cope with daily living:



a.  World is just



b.  World is sane, well-ordered, non-random



c. The self is good, competent


2.  Traumas are events that challenge one or more of these beliefs. 


3.  Following trauma, people attempt to restore fundamental assumptions



by finding meaning in event.



a.  Locate cause of event




1.  Understand nature of the event




2.  Predict (or prevent) future events




3.  Control own environment



b.  Restructure the way one sees the world



4.  What do people do when there is no clear cause?  Taylor article.



a.  Breast cancer patients



b.  Rare to identify single cause of breast cancer, on individual level.



c.  However, all women identify some main cause or causes:


5.  Finding new meaning/restructuring the way world is seen



a.  Women adopt new attitude toward life



b.  Acquire deeper self-knowledge

II.  Regaining sense of mastery



a.  Cancer undermines sense of control, can lead to depression



b.  Women in study develop beliefs that help them regain sense of 




mastery.




1.  Cognitive control:  positive attitudes, belief that cancer causes





have ceased.




2.  Behavioral control:  Diet, education, mental strategies to deal 





treatment.

III.  Regaining self esteem



a.  Bad events depress self esteem, even if person not responsible for them.



b.  People find ways to restore wounded self esteem




1.  See selves as better adjusted, even better off.



c. Downward social comparison: tactic for seeing self, situation in a 

positive light.

IV.  Positive illusions


1.  Taylor says that people form positive illusions to help them cope with bad



events.  Illusions designed to:



a.  enhance control



b.  enhance self worth


2.  Types of illusions



a.  Downward social comparison



b.  Develop unsupported causes of bad events



c.  Denial


3.  Benefits of illusions:



a.  Encourage persistence



b.  Encourage coping behaviors


4.  What do people do when illusion disconfirmed:  adopt new ones.

V.  Overcoming illusions


1.  Kriegel essay—polio victim moves forward in life once he 



accepts his new limitations and lets go of illusion of recovery.



“Falling into life”.


Class 13:  Psychosocial Resources and Threat Reactions
1.  What are psychosocial resources?

2. Resources enhance coping by reducing depression, reducing cardio reactivity, better immunity, etc.

3.  How do resources works?


a.  Instrumental benefits


b. Psycho-social benefits

4.  Resources and threat perception model


a.  Stress --> amplified perception of stressors


b.  Resources enhance "secondary appraisal, reduce stress


c.  By reducing stress, resources prevent stressors from being amplified

5.  Social support and baby cries (Harber, Einav, & Lang, 2008)


a.  Subs. recall friend, neutral person, person who betrayed them, leading to 
enhanced, unchanged, reduced feelings of social support.


b.  Subs. hear series of disturbing baby cries, rate how distressed baby is based on 


cries.


c.  Subs who recalled betrayal rate cries as conveying more distress


d.  However in Study 2, Subs who could disclose thoughts and feelings about



being betrayed did not amplify cries.  Indicates that disclosure restores 



resources.

6.  Social Support and hill slant (Schnall, Harber, Stefanucci, & Proffitt, 2008)


a.  Study 1:  Subs at base of steep hill, alone or with a friend



1.  Alone, see hill as more steep than with friend



2.  Longer friend was known, less steep hill appears


b.  Study 2:  Subs recall friend, neutral person, person who betrayed them



1.  Recalling friend leads to less steep hill perception



2.  Closer felt toward friend, less steep hill appears



3.  Study 2 accounts for alternative explanations

7.  Resources and distance perception

  
 Height study



1.  Ss supply measures of self-esteem



2.  Ss taken to 5th floor of building, look down to floor below



3.  Some Ss can use handrail (external resource), others 




have hands "cuffed", no external resource



4.  Ss estimate how high up they are, in feet



5.  Ss who have hands on rail give similar estimates, regardless 




of esteem



6.  Ss who have hands cuffed see selves as much higher, BUT ONLY 




if have low esteem.  

8.  Self Affirmation and Acceptance of threatening messages


a.  Fear often attempted to dissuade people from unhealthy behavior


b.  Fear backfires, leads to more stubborn refusal to change


c.  Reason is fear-inducing messages threaten people's self-worth


d.  However, if self-worth is first boosted, then people are willing



to hear emotionally threatening but physically helpful messages.


e. Sherman, Nelson, & Steele 



1.  Self-affirmation and caffeine and breast cancer risk



2.  Self-affirmation and AIDS risk
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