Lecture 1 – Stress.
Stress = the condition envoked when person – environment transactions lead the individual to perceive a discrepancy between the demands of the situation and the person’s resources.

Signs of stress:

· Biochemical – raised cortisol levels.

· Physiological – raised BP and HR.

· Behavioural – sleep problems, increased alcohol intake

· Cognitive – poor memory + conc.

· Emotional – mood swings, irritability.

Stressors = events or circumstances that we perceive as threatening or harmful, which produce feelings of tension. Can be internal e.g. personal expectations external e.g. work pressure

Strain = person’s response to a stressor
3 models of stress:

· Physiological response (GAS)

· Life change model

· Interaction model.

General Adaption Syndrome (GAS):

· Alarm reaction – body mobilised to defend against stressor.

· Stage of resistance – arousal remains high for body to adapt to stressor.

· Stage of exhaustion – resources limited, ability to resist may collapse.

Life change model:

· Focuses on life events e.g. bereavement, divorce etc.

· Individual has to readjust to new situation.

Interaction model – Emphasises interaction between person and environment. Personal/mediating factors can reduce or increase susceptibility to stressors e.g. social support, beliefs and attitudes, perception, personality, coping strategies, lifestyle.

Cognitive appraisal = process of evaluation of a situation:
· Primary appraisal = whether the demand threatens the person’s wellbeing.

· Secondary appraisal = whether the resources available meet the demand.

Stressful appraisal:
· Person – Intellectual, motivational and personality characteristics.

Lecture 2 – coping.

Coping = what one does to manage the perceived discrepancy between the demands and resources appraised by the individual in stressful situations.

Coping:

· Relates to secondary appraisal

· Not necessarily related to good outcome.

· Many different ways of coping.

· Individual/situational differences.

· May change over time.

Types of coping:

· Altering the problem/regulating the emotional response to the stressor.

· Emotion focussed coping – aimed at controlling the emotional response.

· Problem focussed – aimed at reducing demands or increasing resources.

Women and low income, less educated are less problem focussed.

Coping with illness:

· Normalising – interpret symptom as part of normal experience can delay presentation and hence treatment.
· Denial – denying existence of illness – can delay treatment.

· Avoidance – do not deny but avoid the situations.

· Resignation – let illness take over – become an invalid.

· Accommodation – acknowledges probs but does not become central to life.

Lower death rate in those with higher social support.

Social support:

· Emotional e.g. empathy etc.

· Esteem e.g. encouragement, praise.

· Tangible/instrumental – direct help, money, childcare.

· Informational e.g. advice.

· Network – feeling of group membership.

Buffering effect of social support:

· SS protects person against –ve effects of stressor.

· Perhaps enhances resources enabling reappraisal, distraction and giving help from others.

Direct effect of social support:

· SS beneficial to health regardless of degree of stress.

· Perhaps due to +ve outlook, higher resistance, healthier lifestyle.

Lecture 3 – Stress and Cardiovascular functioning.

Psychosocial factors = a measurement that potentially relates psychological phenomena to the social environment and to pathophysiological changes.

Psychosocial factors in CHD:

· Work stress and perceived control at work.

· Lack of social support.

· Depression.

· Personality.

Whitehall studies showed that men and women in subjectively assessed ‘low control’ group had 50% higher risk of reporting a new CHD event. Independently assessed control group still had 40% higher risks.
Neural stimulation can ultimately lead to release of cortisol via corticotrophin releasing hormone and adrenocorticotropichormone. (ACTH)

Other system can lead to release of adrenaline and noradrenaline – fight or flight response. Increases fat breakdown, HR, ventilation, blood flow to skeletal muscle, blood coagulation and ACTH levels.

Type A behaviour – Competitive, impatient, hostile, accelerated speech and movement. Type A more likely to suffer from CHD. Behavioural interventions can be more effective following one MI than standard diet, exercise etc. counselling.

Lecture 4 – Life events and hassles.

Life events can have a major effect on health status.

SRRS ranks life events on a 0 – 100 scale. All added together to give a total rating. Reports have found that number of life events in last 12 months decrease with age from early adulthood to old age, increase with more schooling. Increased if single, separated or divorced relative to married or widowed.
Criticisms of SRRS:

· Some items are vague – flu same rating as cancer.

· No personal situation taken into account e.g. mortgage to millionaire or paupers.

· Doesn’t distinguish between desirable and undesirable events.

· Is memory OK to remember all events.

· Cause or effect – did divorce cause depression or vice – versa.

Accident and illness rates increase with increases in stress scores.

More severe life events in people who had appendectomies without appendicitis

Miscarriage more likely with major life event in last three months of pregnancy. However, could be that person is predisposed to both and they are linked.

Studies have shown a link between life events and breast cancer. Women with breast cancer have more severe life events in the five years preceding diagnosis.

Minor stressors = daily hassles.

Measured using the hassles scale.

Desirable events make daily hassles more bearable.

Positive events are measured using the Uplifts scale.

Hassles:

· Lack of money

· Annoying social behaviours from others.

· Bills/overspending.

· Family relationship issues.

· Job/work issues.

Hassles scores are associated with health status.

Uplifts score is not.

Evidence shows that stress has a consistent but moderate effect on health status. Therefore, many other factors than stress effect health.

Some stress can be helpful, improves athletic performance

Stress appraisal:

· Harm – loss.
· Threat.

· Challenge.

Challenged persons:
· Better morale.

· More confident.

· More capable of drawing on available resources.

Lecture 5 – Stress and mental health.
Diathesis = constitutional/genetic predisposition towards a disease.

Stress = environmental/life circumstances that trigger the onset of the condition.

5 or more of the following in a two week period = Major Depressive Episode:

· Depressed mood.

· Diminished interest or pleasure.

· Significant weight loss or gain

· Insomnia or hypersomnia.

· Psychomotor agitation or retardation.

· Fatigue/loss of energy.

· Feelings of worthlessness and/or guilt.

· Diminished ability to think or concentrate/indecisiveness.

· Suicidal ideation.

Twice as many women are depressed than men.

5% of population at any one time is depressed.

17% of population at one time in their lives is depressed.

Depression is 4th leading cause of disability worldwide and is set to grow to 2nd by 2010.

Approx between 11 and 17% of depressed people die by their own hands.

Depressive disorders cited in approx 50% of all suicides.

Many patients with a general medical problem also have underlying depressive problems which remain undiagnosed/untreated. Treating this can improve the patient’s quality of life.
Specific ‘vulnerability’ factors for women:

· Lack of intimate or confiding relationship.

· Loss of mother before age 11.

· 3+ children aged <15.

· Unemployment.

Schizophrenia occurs in approx 1 in 100.

Onset often early in childhood.

Symptoms:

· Delusions.

· Hallucinations.

· Incoherence.

· Deterioration from previous level of functioning.

· Duration at least 6 months.

Highest rates in lower social class – cause or effect? Evidence supports that schizophrenics end up in lower classes as opposed to people from lower classes initially being schizophrenic.

Schizophrogenic mother:

· Rejecting

· Overprotecting

· Self sacrificing

· Impervious to feelings of others.

· Rigid and moralistic.

· Fearful of intimacy.
Lecture 7 – Personality and emotion.
Personality = enduring patterns of perceiving, relating to and thinking about the environment and oneself that are exhibited in a wide range of social and personal contexts.


      = stable disposition that predisposes a person to engage in different types of cognitive, affective and interpersonal behaviours.

Extroversion ----- Introversion.

Neuroticism ------ Stability.

Psychoticism ----- Impulse control.
The ‘Big Five’ (Norman, 1963):
· Extroversion.
· Agreeableness.

· Conscientiousness.

· Neuroticism.

· Openess.

Criticism of traits:

· Behaviour is context dependant.

· Dishonesty in one context does not predict dishonesty in another.

· Perosnality is in the eye of the beholder e.g sham mental patients.

Social learning theory (Bandura):

· Responses are learned through modelling and conditioning.

· Environment and experience shapes expectations and behaviour.

· Behaviour related to social environment.

Responding to the environment may influence:

· Likelihood of experiencing stress.

· Emotional/behavioural response to stressors.

· Ability to cope with stress.

· Social support.

· Physiological responses.

Only chronically hostile men show cardiovascular reactivity to interpersonal stress.
Type D personality – high anxiety + high defensiveness – both associated with CHD. NB repressors have high defensiveness but low anxiety. Suppression of emotional events can activate the autonomic nervous system and invoke cardiovascular responses.
Hardiness – the difference between high stress executives who have illnesses and those who don’t.

Hardy people:

· Feel a sense of purpose, like involvement with work and the family – i.e. a commitment.

· Are open to new experiences and embrace them – i.e. a challenge.

· Have belief in their power to influence future outcomes – have control.

· Appraise stressful situations as more desirable and employ more active style coping.

Pessimistic people have worse health outcomes overall.

Optimism is associated with:

· Less symptomology.

· More active coping styles.

· Better health behaviour and outcomes.

· Better adjustment to illness.
Lecture 8 – Emotion.
Emotion = transient subjective experience consisting of cognitive, physiological (autonomic arousal) and behavioural components.
James – Lange Theory:

· Bodily response proceeds experience of emotion.

· Experience of emotion results from perception of autonomic arousal.

· Object is perceived, elicits a response with accompanying physiological arousal.

· Brain receives feedback and interprets it as emotion.

Cannon – Bard Theory:

Brain structures ‘create’ experience of emotion and autonomic arousal – therefore the emotional and physiological response occur simultaneously.

Frontal and temporal lobes, right hemisphere and limbic system are most important in emotion.

Schachter – Singer Theory:

Autonomic arousal followed by cognitive interpretation dependant upon context.

Facial expressions are universal. Some are in new born. They become more coplex with age and some are shared with primates.

Lecture 9 – Stress management.

3 main stages of stress management:

· Understanding the cause of the stress.

· Developing appropriate behaviours to cope.

· Developing appropriate attitudes, beliefs and perceptions to cope.
Stress management can:

· Focus on changing external causes of stress.
· Focus on changing the individual’s response to stress.
· Focus on short or long term solutions.
· Be preventative or palliative.
Some physical strategies (relaxation, yoga), learning theory approaches (graded exposure), skills (time-management, assertiveness, social skills), cognitive techniques.

Relaxation techniques: Progressive muscle relaxation. Going through different muscle groups tensing them for 10 secs and relaxing them for 15.

Systematic desensitisation: linking a feared object or situation with either pleasant or neutral events in the person’s imagination.

Graded exposure: similar to systematic desensitisation but done in reality as opposed to in the mind. Both are used for phobic treatments.

Fears can be learnt from watching others with that phobia. Similarly the fear can be un-learnt by watching someone else.

Assertiveness training – 6 basic rights:

· To make mistakes.

· To set one’s own priorities.

· For one’s own needs to be considered as important as the needs of other peoples.

· To refuse requests without having to feel guilty.

· To express oneself as long as one does not violate the rights of others.

· To judge one’s own behaviour, thoughts and emotions, and to take responsibility for the consequences.

Patterns of dysfunctional thinking can induce stress. Changing thinking styles and attitudes can reduce stress.

Lecture 10 – Family, home, education and work.

Divorce in childhood predicts premature death in later life.

Facilitating child’s adjustment to the divorce:

· Tell in advance of the separation.

· Encourage open communication.

· Give info regarding what will happen to family members.

· Encourage contact with both parents.

Work stress dependant on:

· Job demands.

· Roles.

· Management style.

· Interpersonal relations.

· Career prospects.

· Environment.

A ‘healthy’ job has:

· Rewards.

· Fair demands – reasonable hours, not excessive and not conflicting.

· Skill.

· Decision latitude.

· Social support.

Medical profession has higher:

· Mortality rates.

· Psychiatric illnesses.

· Addiction.

· Suicide.

Stress leads to adverse effects on:

· Behaviour – sleep, appetite, habits, relationships.

· Mood – irritability, panic, guilt, boredom, fatigue.

· Cognition – memory, concentration & decision making.

· Health – colds, CHD, immunity, depression/anxiety/suicide, ulcers.

· Organisational – job performance, mistakes/accidents, absenteeism, staff turnover.

Lecture 11 – Society and community.

When control is lacking coping becomes fatalistic – learned helplessness.

Denial can reduce anxiety but may lead to risk taking.
 8% of men and 20% of women following a traumatic experience go on to suffer from post traumatic stress disorder (PTSD)

Symptoms with onset less than 4 weeks after the experience = acute stress disorder. More than 4 weeks = PTSD. Symptoms may start soon after or many years later.

Necessary symptoms for PTSD:

· Recognisable traumatic event.

· Vivid re-experiencing.

· Recurrent dreams and waking recollections.

· Reliving event.

· Avoidance of stimuli associated with event.
· Detachment – loss of interest, inability to experience enjoyment. 

· Emotional blunting – reduced responsiveness.

Supportive behaviour by health professionals can facilitate recovery after a catastrophic stressor.
