     Health Psychology

Final Exam Study Guide

Fall, 2022
Nature of Exam


A.  Exam date:  Tuesday, December 20, 11:45-2:45  

B.  Exam format



Multiple choice; 50 questions plus extra credit questions


C.  Exam will cover materials in lectures and in readings


D.  Exam covers only material introduced after the mid-term


E.  Exam will be similar in detail and demand as the mid-term

Study tips


Focus on main points, don't obsess on minute details—I will not ask trick questions.


However, I expect you to know the work at the level covered in lectures and as appear on  


Power Points.

When reviewing the journal articles, skim the methods and skip the results sections.  

Focus on the introduction and discussion sections.

Study outline


This is designed to help you orient to the material.  Do not rely solely on this study 

guide.  

Class 15:  Inhibition and Health

1.  James Pennebaker (JWP) identifies the issue of suppression and health indirectly,


almost accidentally, in the process of investigating other topics such as eating 


disorders, the role of talking in groups, etc.


2.  Disclosure and health model:  



Suppressing is hard work on the body, it is in fact a stressor.



Over time the work of suppression depletes physical resources.



The body becomes susceptible to illness due to this chronic drain.


3.  Evidence that suppression is hard work



Higher heart rate, sweaty palms, elevated blood pressure


4.  Suppression is an intentional and conscious effort to not share personally



important information.  It is not repression, which is unconscious


5.  JWP polygraph studies—learns that people feel better after confessing.


6.  What gets suppressed?  Things that create internal conflicts, or that might



be condemned by others.  

7.  Why doesn't suppression "work"?  Because, as per Dan Wegner, thoughts that


are suppressed rebound into consciousness.  E.g. "Don't think of a white bear."

8.  Confrontation/disclosure reduces the stress of inhibition.  Disclosure is therefore 



healthy.

9.  Early studies on disclosure and inhibition:


a.  Bereavement study—those who lost a loved one and didn't talk to others got 




sick more often than those who did disclose.


b.  The nature of bereavement (suicide versus car accident) did not make a 

difference, although JWP thought it would. 

10.  Why is disclosure healthy?


a.  Disclosure is not the same thing as catharsis. Not just venting


b.  Disclosure requires expressing both thoughts and feelings.

11.  Suppression and health model confirmed in controlled experiments


a.  Write 20 min., 3-4 days, about major event. Either thoughts and feelings, 




thoughts only, feelings only, or neutral topic.  


b.  Findings:



1.  Moods lowest for thoughts and feelings group immediately after 

writing, but:



2.  Health center results (rates of illness) over time is best for 





thoughts and feelings group.

12.  Disclosure improves immune functioning, higher T-cell count.



Pennebaker, Kiecolt-Glaser, & Glaser (1988).

13.  Why does disclosure “work”?


a.  Discrepancy theory of emotions:  Emotions occur when events and schemas 


(expectations) conflict. 


b.  Traumas occur when FUNDAMENTAL BELIEFS (world just, well-ordered, 



self is good) are threatened. 


b. Emotions stay alive until resolved.  Until the conflict between event and beliefs 

is resolved.  

c.  Disclosure helps to modify schemas, allow them to accommodate 



disruptive events
Class 16:  Collective Coping

I.  Quake and War Study (Pennebaker & Harber, 1993)


1.  Loma Prieta quake hits N. Calif. Oct. 1989, biggest quake since the 



devastating quake of 1906.


2.  Harber & Knutson go to SF, Oakland hand out survey.  Huge response.



Everyone wants to complete the survey.  Indicates need to disclose.


3.  Why the great desire to fill out survey?



a.  Schachter—anxiety and affiliation.  People want to check their




responses to others.



b.  Freud—catharsis



c.  Frankl--Search for meaning



d.  Pennebaker—disclosures is physically healthy

II.  Social dilemma of major disaster


1.  Everyone wants to talk—talking is good for you


2.  However, hearing others talk about a trauma is itself a stressor


3.  After disaster, everyone is seeking to disclose and is a target of others' disclosures

III.  Pennebaker & Harber study 1—monitor communication and coping after quake


1.  Areas sampled:  SF, Davis/Sacramento, LA area, Dallas, TX


2.  Data gathering:



a.  Phone survey



b.  Contacted about 800 people, 25 per area, per calling session


3.  Survey covers



a.  communication patterns:  think, talk, listen re. quake



b.  emotional reactions



c.  physical symptoms



d.  coping tactics


4.  Results



a.  Weeks 1-3:  high rates of talking and thinking about quake "Emergency phase"



b.  Weeks 5-9:  thinking but not talking. "Inhibition phase"



c.  Weeks 10 on:  less thinking and less talking. "Recovery phase"


5.  Symptoms emerge in "inhibition phase"



a.  arguments



b.  aggravated assaults



c.  Quake related dreams



d.  Joking

IV.  Persian Gulf War study


1.  Pennebaker & Harber study Persian Gulf War (1991)



a.  Use same methods as in Quake study



b.  Three-phase model of coping is replicated

Class 17:  Social Relations and Health

I.  Evidence that people literally cannot live without love


1.  Harlow wire mother studies.  Infant monkey clings to terrycloth



"mother" not to food source "mother".


2.  Rene' Spitz foundling home study—infants in orphanage receive



food, clothing, bodily needs.  Receive little emotional care and attention.



Show signs of profound grief. More susceptible to illness.


3.  Deprivation dwarfism:  infants deprived of care do not physically grow.

II.  Types of social support

1.  Emotional

2. Informational

3. Instrumental

4. Tangible

III. Social support challenges biomedical model of health

IV.  Social support—prospective studies


1.  Definition:  Knowledge one is not alone when facing stressors


2.  Types of support:  emotional, informational, instrumental, tangible


3.  Social support challenges biomedical model



a.  Challenges notion of single cause for illness



b.  Social support is not specific, is not singular in form



c.  Social support's effects are on entire system, not on 




any one organ, e.g.


4.  8 prospective studies indicate support affects health



a.  Alameda study—isolated 2-3 times more likely to 




die in 9 yr follow-up



b.  N. Karelia study: accounts for health at start of study.




Shows isolated men more likely to die of CHD


5.  Social support and surviving myocardial infarction (MI)



a.  isolated 2 X more likely to die over 3 years post MI



b.  survival post MI related to support pre-MI




*  No emotional support ( 38% die in hospital




*  Have support ( 11.5% die in hospital

V.  Social support experiments


1.  Nose drop study



Health vols. first report degree of social support, then get nose drops containing 

cold virus.  More social support ( less likely to get sick, if sick recover sooner


2. Lending a Hand (Coan, Shaefer & Davidson, 2006)
Holding partner’s hand reduced unpleasantness of expected shock and phys. arousal due to expected shock.

VI.  How does social support "work" at biological level?


1.  Behavioral:  Support ( less risky behaviors, greater compliance with 



med. TX.


2.  Support reduces stress


3.  Biological effects



a.  Enhances immunocompetence



b.  Isolation ( changes in neuroendocrine functioning.



c.  More support ( lower levels of epinephrine, norepinephrine, cortisol


4.  Emotional support is most important form of support


5.  Lowers cardiovascular arousal

VII.  How does support work psychologically?


1.  Affects primary appraisal—threats appear less threatening


2.  Affects secondary appraisal—increases sense of coping resources.



a. juvenile monkeys and alpha male



b.  Tarantula study—draw tarantula closer to face after spending time w' friend.

VIII.
Effects of giving vs. receiving social support

1.  Giving support reduced mortality, indicates value of being a support supplier.

Class 18:  Negative Social Support

I.  Social Support does not always succeed


1.  Some people don't care



a.  Pseudosympathetic responses:  "hang tough", "it's all for the best"



b.  Outright rejection


2.  Some people are ignorant about how to give support



a.  Husbands of dieting wives—talk to wives about food all the time,




offer wives food.


3.  MDs with bad bedside manner—heart disease complications increase after



doctor visits patient

II.  Dilemmas of helping


1.  Coper and helper may have different goals



a.  Coper:  regain sense of being capable, independent, contributor



b.  Helper:  worried about coper's health, wants to guard against further damage.


2.  If coper takes on major physical challenge (i.e. offers to carry heavy package)



a.  Helper tries to stop him, coper feels disrespected, loses pride



b.  Helper does not try to stop him, coper may damage himself OR feel




that the helper doesn't really care.

IV.  Support in close relationships different from support in other contexts


1. Requires more commitment by helper


2.  Affected by past history



a.  Was relationship good? bad?



b.  Communication style

V.  Coyne et al. article on challenges of helping.  Five phases leading to negative social support


1.  Initial phase:  

a.  much closeness, high morale


2.  Flagging morale:  

a. illness goes on, no let up

b. Coper sacrifices social life

c.  Positive aspects of relationship to coper are less available

d.  Coper feels shame, feels becoming a burden, reduced esteem


3.  Redefinition of situation:  might not ever get back to normal



a.  Coper and helper become exhausted



b.  Helper starts giving advice, monitors coper



c.  Monitoring undermines coper's efforts and morale


4.  Overwhelmed phase



a.  Helper becomes increasingly directive, over-involved



b.  Battle of wills emerges.  Coper sabotages own recovery in order




to retain autonomy.



c.  Mutual feelings of rejection, misunderstanding, alienation


5.  Stalemate



a.  Helper starts to engage in victim blaming—blames coper for bad outcomes



b.  Coper displays "reactance", refuses to care for self in order to assert self

VI.  Why does support descend into negativity and bickering?


1.  Stressor of the incapacitating situation or event



a.  Severity



b.  Duration



c.  Trajectory



d.  Uncertainty


2.  Subjective (invisible) vs. objective (visible) symptoms


3.  Orientation to situation



a.  Motives for helping



b.  Beliefs about coper's responsiblity for illness/recovery



c.  Feelings of choice in being a helper



d.  Nature of the helping tasks:  clear, concrete or vague, unclear



e.  Social network to support the helper



f.  Relationship factors

VII.   How to sustain pos. support


1.  Realistic expectations


2.  Specific helping instructions


3.  Negotiate division of labor between coper and helper


4.  Be prepared for setbacks


5.  Show coper and helper how helping can go wrong


6.  Urge both coper and helper to care for own social/psychological needs


7.  Inform how anxiety --> over-involvement

VIII.  Directive and Non-Directive support 

1.  Directive – tells person what they should do, take charge of their coping

2. Non-Directive – Lets person be in charge of their coping, but available as needed

3. Directive leads to: depression, loneliness

4. Non-directive leads to: hope, optimism

Class 19:  Family Systems

I.  Family systems model:  Minuchin

1.  System:  set of separate elements, or parts, that work together



Symphony orchestra, organs in body


2.  Qualities of systems



a.  Organized around common goal



b.  Strive for homeostasis – balance



c.  Depend on feedback


3.  Systems can be closed or open



a.  Closed system—feedback only comes from w/n system



b.  Open system—feedback comes from sources outside of system


4.  Families are systems



a.  organized, hierarchical, designed to sustain clan, develop kids


5.  Some family systems can lead to psychosomatic illness



a.  Primary psychosomatic illness—disorder already present




family sparks symptoms, but does not create disorder



b.  Secondary psychosomatic illness—family system creates illness,




transforms emotional conflict into symptoms.


6.  Family attributes that can lead to illness in children



a.  Enmeshment:  over-involved, invades privacy, weak




hierarchies, interrupted conversations.



b.  Overprotectiveness



c.  Rigidity:  committed to status quo.  Disturbed  by child's development,




desires for independence and autonomy.



d.  Lack of conflict resolution skills

II.  Role of child in unhealthy family system


1.  Forced to take sides in parental conflicts


2.  Child's illness is glue that holds family together.



a.  Family is rigid, tight rules and norms



b.  People in family push against rules and norms, threatens homeostasis



c.  Threat of conflict can't be managed in family.



d.  Crisis point approached



e.  Crisis averted by kid's symptoms.



f.  Child can "save" family by being ill OR child can save self from 




other's anger by getting ill.



g.  Child gets rewarded for being ill, and develops patient identity

Class 20:  Stigma and Illness
1.  Responses to people who are "marked" i.e., who have a stigma


a.  Avoidance, cruelty, extra (sometimes fake) kindness, curiosity


b.  Marked = has stigma, Marker = normal, can confer stigma

2.  Why strong reactions to physical stigma?


a. Inborn reactions: chimps react with anger, fear to chimp who appears dead.



b. Chimps ignore, avoid fellow chimps crippled by polio.

3.  Emotional ambivalence


a.  Curiosity vs. politeness


b.  Ellen Langer study—can view or not view pregnant woman.  If view first, then 



act more naturally when having 1-on-1 conversation.

4.  Politeness vs. accuracy


a.  Norm to be Kind, Hastorf et al.—norm to be generous to disabled.


b.  Evidence that norm hides true feelings:



* Subs asked –who do you want to spend time with, disabled or able bodied 




interviewer.  Choose the disabled.  HOWEVER, 



*  Nonverbal behavior shows discomfort with disabled:




end conversation sooner, more rigid, less candid


c.  Stigmatized get less honest, less informative feedback due to norm to be kind

5.  Acknowledging stigma improves interpersonal contact (Hastorf, Wildfogel, & Cassman)


a.  Ss prefer handicapped person who acknowledges handicap

b.  Preference really due to acknowledging handicap, and not simply liking someone 
who is open.


c.  Prefer acknowleger over nonacknowleger, even if the one who acknowledges does so 



awkwardly.
6.  Stigma and self-concept


1.  Looking glass self – we know who we are, get a sense of our selves, based on how 

others react to us.  Others serve as mirrors (looking glasses) through which we 

see ourselves.


2.  Stigmatized encounter warped looking glass.  Others see their disability, 



disfigurement, but not them as persons.


3.  Consistently negative responses, or being ignored or overlooked due to stigma,



depresses self esteem.


4.  Self esteem affects coping.  Lower S.E. ( dependence, helplessness


5.  Self-esteem dilemma of people with stigmas



a.  Avoid the "normals" who depress self-esteem, but then become isolated 




and don't get the feedback needed to grow.



b.  Encounter "normals" and have self-esteem depleted


6.  Advantages of associating with similarly marked others



a.   Can focus on qualities of self other than stigma



b.   Can see that they are not the same as all other stigmatized people; have a 

unique self.



c.  Downward social comparison



d.  BUT, can get locked into a too-narrow world if only associate with 

stigmatized.


7.  In-between people (e.g. partially deaf, partially blind)



a.  Not accepted by either "normals" or by the disabled.



b.  Feel isolated, no reference group with which to compare oneself.
Class 21:  Race, Gender, and Health
I.  Wrap up of Stigma (Class 21)


1.  Let There Be Light:  Documentary on PTSD among American World War II vets. 



A.  Addresses stigma regarding war’s psychological wounds



B.  Banned by military because they fear it will demoralize new recruits.

II. Gender and Differential Health Treatment

1.  Ethnic and gender stereotypes interfere with medical treatment



A.  Minorities and low-income get less info, emotional support, good treatment



B.  Women taken less seriously


2.  Gender differences in medical treatment (from Schopen, 2018)



A.  Women get CRP less than do men.  Maybe people worry about touching 




women’s torsos. 



B.  Men get pain killers; women get sedatives



C.  Endometriosis takes long to be diagnosed; dismissed as “all in your head”.



D.  Mr. / Ms. Kendler studies:  same symptoms, different diagnoses



E.  Women more likely to die from CHD, but diagnosed less often




1.  Chiaramonte & Friend:  Women less often diagnosed for CHD if have 




CHD symptoms AND ALSO complain about stress. 

III.  Black patients and non-Black MDs


A.  Black patients typically interact with non-Black MD, leads to less trust in MD, less 
positive emotions during visit, less relationship efforts by MD, less join decision making. 


B.  Black Patients routinely under-treated for pain. False belief that Blacks are less pain 



sensitive. 


C.  Aversive racism and Black / MD interactions



1. Aversive racism = wanting to see self as non-prejudiced but unconsciously 




have discomfort, hostility towards minorities.



2.  Penner, Dovidio et al. study uses IAT, shows that Black patients least like non-




Black MDs who are aversive racists. 



3.  Hagiwara, Penner, et al. show that MDs who are aversive racists tend to 




dominate conversations with Black patients. Could deter patience 




adherence. 

D.  Interactions between Black patients and non-Black MDs improved by generating a 



“common identity” orientation. 

IV.  Racism as a health risk


A.  Racism experienced as a threat, body goes into fight/flight, chronic racism = chronic 


stressor, impairs immunocompetence, cardiac system, endocrine system.



1.  Cortisol elevation after Duke U. scandal



2.  Anticipated prejudice ( elevated blood pressure

Class 22:  Being a Patient

1.  Being a patient in some ways like being a prisoner

2. First encounter with hospital staff:  "are you insured?"

3.  Hospital garb:  demeaning, exposing, child-like

4.  Hospital from pats' perspective


a.  Fragmented care:  many diff. people doing many diff things


b.  Frag care:  pat. becomes an object, not a  person


c.  Info. is withheld.  One of the biggest complaints

5.  Responses to hospital situation


a.  Strong negative emotions:  fear, anxiety, frustration


b.  Assume role of child: dependent, helpless, ordered about


c.  Leads to regression:  try to be a "good patient" so that will



get good care, and magical thinking "If I'm good, I'll get well".

6.  Patients' role from hospital's perspective


a.  Do as told


b.  Pats. belief in being a "good pat" has some merit



*  Bad pats. over medicated, ignored, discharged early

7.  Reactance:  not all pats fill good pat role


25% good


50% mainly good, but ask questions and assert selves somewhat


25% bad—complain too much, complain more than symptoms warrant


b.  Some pats try hard to be bad



*  harass nurses



* violate rules



*  Don't take meds, don't follow recommendations


c.  Bad behavior due to reactance



*  Reactance is need to have choice and freedom, and when




these are deprived people rebel.  Even if it is against




their own interests.

8.  Improving the treatment of patients


a.  Irv Janis:  provide pats. with more information, prepare them for post-op pain.


b.  Pats. given some preparatory info. require less narcotics, leave hospital sooner


c. BUT, can't give pats. more info. than they can handle.

9.  Animal Assisted Therapy


a.  Patients provided with a visitor dog, can pet dog

b.  Anxiety, epinephrine, and blood pressure reduced in “pet” condition compared to human w/o pet or control condition.

c.  Elephants, dolphins also used to help patients cope.

10.  Children in hospitals


a.  Hospitals frightening for children


b.  Emotion reactions: anxiety, fear, rebellion, anger, shame


c.  Left overnight is esp. upsetting:  abandonment fears, age-specific anxieties


d.  Help for hospitalized kids include: extended visiting hrs. for parents, surrogate moms



story telling, “kids in hospital movie”

Class 23:  Patient/Provider Communication

I.  Broyard elation in illness


a.  feels more alive, life feels richer knowing he literally has a "deadline"


b.  Similar to reporter in Seattle quake who is glad to have experienced something real.

II.  MD / patient communication – MD's contribution


1.  MDs' problem communicating to pats. is glaring problem, rooted in biomed model.



a.  Body is machine to be repaired



b.  Person who owns the body useful for extracting info, but not relevant 




otherwise.



c.  Pats.' fears, needs, dignity are not addressed.  Focus is on injury or disease


2. Reasons for bad MD communication



a.  Situation:  rushed, under time pressure



b.  Compassion is not modeled in training.  Sometimes discouraged.



c.  Self-selection: highly driven, competitive, status conscious people




often go into medicine.


3.  Communication problems



a.  23 % pats given opportunity to fully explain problem



b.  MD interrupts and redirects 69%



c.  MD interrupts w/n 18 secs.


4.  MDs use jargon (tech. language) that pats. don't understand



a.   Power maneuver



b.  Stops pats. from discovering MD's lack of info.



c.  Often do it automatically—it is the language they use among 




themselves.


5.  Baby talk to pats.


6.  Depersonalization of patient.  See pat as a "thing" to be fixed.


7.  Not conscious of the emotional content (or lack thereof) of communication.


8.  Negative stereotypes—of gender, race, age


9.  Women MDs are better communicators



a.  longer visits



b.  ask more questions



c.  Show more support.

III. Patient contribution 


1.  Failure to hear



a.  33% can't recall diagnosis



b.  50% don't understand important details


2.  Reasons pats. don't hear



a.  Anxiety



b.  Embarrassment



c.  Ignorant, uninformed


3. Pat's don't reveal important information



a. Don't reveal true reason for visit



b.  Wait till last minute to mention true reason

IV.  Improving communication


1. Spend enough time explaining



a.  Repeat instructions 2 + times



b.  Have pat. repeat instructions



c.  Break Tx into subgoals


2.  Probe for real-world barriers to compliance


3.  Obtain verbal commitment


4.  Prescribe behaviors (e.g., exercise, diet) as if they were medicine.   

Class 24:  Being a Health Care Provider

I. Wrap up of Doctor / Patient communication

1.  Female doctors are better communicators


2.  The Standardize Patient:  An actor it plays the role of a patient for training purposes.


3.  Patient non-adherence:  failure to follow MD recommendations



a.  Affects use of antibiotics and other drugs, care appointments, etc.



b.  Reasons for non-adherence




1.  Practical and pragmatic obstacles




2.  Patient personality and demographics (e.g., age, gender, ethnicity)




3.  Political stances, e.g. anti vaccination 



c.  Creative non-adherence—e.g., to preserve meds, to help others



d.  Reactance and non-adherence:  Don’t want to be bossed around


4.  Patients’ contribution to poor communication with MD



a.  Failure to carefully listen



b.  Failure to fully confide, provide the whole story


5.  Improving communication tips



a.  For MDs:  




1.  care more, politeness, better listening habits




2.  Address non-adherence:  Explain in detail, probe for barriers, verbal 




commitment, prescribe behavior like meds. 



b.  For Patients:




1.  Prepare written list for visit

II.  Being a Health Care Provider


1.  Massively stressful being a provider, esp. during crisis like Covid



a.  Fear spreading disease, getting disease, moral injury



b.  Symptoms like PTST:  sleeplessness, crying jags, consider quitting job, 




consider suicide. 


2.   Moral Injury



a.  Facing a choice, or making a choice, where own values and beliefs might be 



compromised, or where the wrong choice could cause more harm than good.



b.  Hippocratic Oath:  Do no harm


3.  Emotional wounds of war zone health care workers



a.  PTSD risk:  Deprivation, ethical dilemmas, purposelessness, post-war stressor



b.  PTSD buffer:  Sense of purpose, unit cohesion, post-war social support


4.  Prospect theory and the ways that moral choices become confusing.

Class 25:  Humor and Health

1.  Norman Cousins provides initial insight about laughter and health

2.  Why do people joke about illness and medicine?  What psychological functions does joking serve?
3.  In class, I compared humor’s role in coping to results from the “stick figure and dog study” we did in class, where students drew a nice/mean dog in a situation where they were alone or with a friend.  What was the connection between the results of this study and the effects of humor on coping?

4.  How is sense of humor measured by researchers?

5.  How does having a sense of humor affect coping?  What is the research-based evidence?

6.  How does laughter relate to pain tolerance?  What is the role of endorphins?

7.  How does laughter related to cardiovascular health?  What is the role of nitric oxide?

8.  Does humor have any therapeutic value?  For kids (Patch Adams)?  For adults (Laughter Yoga, laughter clubs).

9.  What is sick humor, and how does it relate to coping?  Consider its connection to inhibition and illness.

Class 26:  Attitudes, Cues, and Health 
I.  Ellen Langer studies on health and social dues. 


1.  Why did Ellen Langer make a monastery look like a 1950s environment?  What did 
she find and what do her findings imply?


2.  How does hairstyling relate to blood pressure?


3.  Hotel maids lost weight and had a better body mass index if they regarded their work 
in what way?


4.  How does wearing a uniform affect health, and what moderating role does income 
play in the relation of wearing a uniform to health?

II.  Lifestyle choices and health


1.  Sleep: Reasoning, learning, emotional IQ, problem solving, physical health


2.  Time in nature: 



a.  Reduces stress, BP, cardio, lower cortisol, mood



b.  Nature baths


3. Sexual activity:  Cardio health, lower cancer risk, improved sleep, improved libido, 



pain management, etc. 

Class 27:  Supersize Me

1. Epidemic of obesity in USA.


2. Fast food is dangerous:  Leads to diabetes, liver problems.  
3.  Problems with fast food compounded by reduction in school physical ed. 

4.  Mac Donalds withholds vital info on the composition of its food.


5.  Director / Actor Morgan Spurlock goes on 30-day Mac Donalds only diet



a.  Massive weight gain



b.  Body become less healthy, BP, blood tests, respiration,
c.  Depressed mood, sexual dysfunction, relationship stress.  
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