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Examiner tips


Advice from the examiner on key points in the text to help you learn and recall unit content, avoid pitfalls, and polish your exam technique in order to boost your grade.
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Knowledge check


Rapid-fire questions throughout the Content Guidance section to check your understanding.
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Knowledge check answers


Turn to the back of the book for the Knowledge check answers.
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Summary




•  Each core topic is rounded off by a bullet-list summary for quick-check reference of what you need to know.
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Questions & Answers
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About this book



This book is a guide to the Health and Clinical Psychology option of Unit G543 of the OCR A2 specification (aggregation code H568). It is not a textbook, but it is an aid to help you through the course and your revision. The emphasis is on informing you of exactly what you need to do and what you need to know to be successful in the examinations.


This guide has two sections:




•  Content Guidance. It takes you through the material that you need to cover for the examinations. Fundamental to all psychology courses are the central approaches of psychology, which are cognitive psychology, developmental psychology, social psychology, physiological psychology and the psychology of individual differences. It also gives details of the methods used for health and clinical psychology along with issues and perspectives that run through the course. Many marks can be gained from a simple evaluation strategy, so this section helps you to develop your own evaluative skills, and therefore get a better grade.


•  Questions & Answers. The answers provided here are not intended to be model answers, so don’t learn them and try to reproduce them in your own examination. The best thing to do is to look at the responses and the examiner’s comments and then try to apply the best techniques to your own answers. You might find it useful to attempt your own answer to the specimen questions before you read the examiner’s comments.





Background


The fundamental questions of psychology are:




•  Why do I behave like this?


•  Why do I feel like this?


•  Why do I think like this?





There is no denying that these are big questions, and it is worth keeping them in the back of your mind when you are looking at the evidence in health and clinical psychology.


The examiners say that this specification encourages students to:




•  consider the big questions


•  evaluate the evidence


•  have an opinion





In other words, you do not have to learn what everyone else says and agree with whatever they say. What you must do is look at the evidence and figure out your own opinions — this is the route to success on this course. Don’t keep learning more and more information, but be sure of what you do know and be prepared to comment on it.


The key questions for students to consider when studying A2 options in psychology are:




•  What are the key terms and concepts?


•  What is the psychological evidence?


•  What can we say about the quality of this evidence?


•  How can we apply this evidence?





There are also some supplementary questions to consider, including:




•  How does health and clinical psychology relate to the themes and issues?


•  How does health and clinical psychology relate to the five core approaches?


•  How does health and clinical psychology use different methods?





The questions in this unit refer specifically to the psychology of health, and include:




•  Why do people not adhere to medical requests?


•  How can we encourage people to take better care of their health?


•  What causes stress, and how can we reduce stress?


•  What is dysfunctional behaviour: how is it explained?


•  What is a mental disorder, and how can it be treated?





When you look at these questions, you will soon guess that there is no simple answer to any of them. (In fact, there is probably not even one ‘complicated’ answer.)


So, while you are not expected to come up with solutions to these problems, you are required to:




•  Describe some theories, studies and evidence that are relevant to the question.


•  Evaluate those theories, studies and evidence that are relevant to the question.


•  Apply the methods, perspectives and issues relevant to health and clinical psychology.


•  Apply health and clinical psychology to real-life events and situations.





The A2 specification


Skills from AS


The options in applied psychology build on the work you have done in the AS part of the course in a number of ways:




•  How the five core approaches of psychology — cognitive psychology, developmental psychology, social psychology, physiological psychology and the psychology of individual differences — apply in a variety of real-world contexts.


•  How the range of methods and techniques covered at AS (self-report, experiments, observations and correlation) are also used in each of the A2 options.


•  How the methodological issues, such as reliability and validity, sampling techniques, experimental designs and data-analysis techniques appear in each of the A2 options.


•  How psychological issues, debates and perspectives raised at AS — such as ethics, ecological validity, quantitative and qualitative data and snapshot and longitudinal studies — apply with just as much frequency in each of the A2 options.





New skills for A2


The A2 course introduces a number of new debates that are not covered at AS. These debates are:




•  determinism and free will


•  reductionism and holism


•  nature and nurture


•  ethnocentrism



•  psychology as a science


•  individual and situational explanations


•  the usefulness of psychological research





Each of these debates is looked at in more detail in the Content Guidance section.


The OCR topic areas


Healthy living


There are many factors that influence our healthy lifestyles. These can include our beliefs about health and how healthy behaviour is promoted. An example of healthy behaviour is adherence to medical advice.


Theories of health belief




•  health belief model (e.g. Becker and Rosenstock 1984)


•  locus of control (e.g. Rotter 1966)


•  self-efficacy (e.g. Bandura 1977)





Methods of health promotion and supporting evidence




•  media campaign (e.g. Cowpe 1989)


•  legislation (in Maryland, USA) (e.g. Dannenberg 1993)


•  fear arousal (e.g. Janis and Feshbach 1953)





Features of adherence to medical regimes and supporting evidence




•  reasons for non-adherence: cognitive rational non-adherence (e.g. Bulpitt 1994)


•  measures of non-adherence: physiological (e.g. Lustman 2000)


•  improving — behavioural (e.g. Watt’s funhaler 2003)





Stress


Stress appears to be a major factor in the health of people, with psychologists interested in improving the health of the nation by identifying causes, and trying to encourage stress-management techniques.


Causes of stress and supporting evidence




•  work (e.g. Johansson et al. 1978)


•  hassles and life events (e.g. Kanner 1981)


•  lack of control (e.g. Geer and Maisel 1973)





Methods of measuring stress and supporting evidence




•  physiological measures (e.g. Geer and Maisel 1973)


•  self-report (e.g. Holmes and Rahe 1967)


•  combined approach (e.g. Johansson et al. 1978)





Techniques for managing stress and supporting evidence




•  cognitive (e.g. SIT, Meichenbaum 1977, 1984)


•  behavioural (e.g. biofeedback, Budzynski 1970)


•  social (e.g. social support, Waxler-Morrison 1991)






Dysfunctional behaviour



Dysfunctional behaviour is atypical behaviour psychologists are interested in explaining and treating, whichever psychological approach is adopted.


Diagnosis of dysfunctional behaviour




•  categorising (e.g. DSM/ICD)


•  definitions (e.g. Rosenhan and Seligman 1989)


•  biases in diagnosis (e.g. gender; Ford and Widiger 1989)





Explanations of dysfunctional behaviour




•  biological (e.g. genetic; Gottesman and Shields 1972; Ost 1992)


•  behavioural (e.g. classical conditioning; little Albert 1920; Lewinsohn 1979)


•  cognitive (e.g. maladaptive thoughts, Beck 1979; DiNardo 1988; Seligman 1979)





Treatments of dysfunctional behaviour




•  biological (e.g. SRRIs; Karp and Frank 1995)


•  behavioural (e.g. desensitisation; Wolpe 1958; McGrath 1990)


•  cognitive (e.g. cognitive therapy; Beck 1979; Dobson 1989)





Disorders


This option introduces the different types of disorder, such as anxiety, affective and psychotic, their characteristics, causes and treatments.


Characteristics of disorders




•  an anxiety disorder (e.g. phobia)


•  a psychotic disorder (e.g. schizophrenia)


•  an affective disorder (e.g. bipolar)





Explanations of one disorder (affective, anxiety or psychotic)




•  behavioural (e.g. classical conditioning, Watson and Raynor; Lewinsohn 1979 for affective)


•  biological (e.g. genetic psychotic, Gottesman and Shields 1972, genetic affective Oruc et al. 1998)


•  cognitive (e.g. DiNardo 1998 for anxiety, Seligman 1979 for affective)





Treatments for one disorder (affective, anxiety or psychotic)




•  behavioural (desensitisation, Wolpe; Paul and Lentz 1977 for psychotic, McGrath 1990 for anxiety)


•  cognitive behavioural therapy (e.g. RET; Ellis, Comer 1998 for affective, Ost and Westling 1995 for anxiety, Sensky 2000 for psychotic)


•  biological (e.g. drugs, biochemical; Karp and Frank 1995 for affective, Comer 1998 for psychotic)





Content Guidance


This section looks in more detail at the OCR specification, the core approaches, perspectives, issues and methods that relate to health and clinical psychology. The question is how the approaches, perspectives, issues and methods can be integrated to arrive at the best explanation for our health behaviour.


The four sections of the specification are:




•  Healthy living


•  Stress


•  Dysfunctional behaviour


•  Disorders





There are five core approaches of psychology:




•  Cognitive


•  Developmental


•  Physiological


•  Social


•  Individual differences





There are two perspectives:




•  Behavioural


•  Psychodynamic





There are a number of debates and issues (from AS):




•  Ethics


•  Ecological validity


•  Longitudinal and snapshot studies


•  Qualitative data and quantitative data





There are a number of debates and issues (new for A2):




•  Determinism and free will


•  Reductionism and holism


•  Nature and nurture


•  Ethnocentrism


•  Psychology as a science


•  Individual and situational explanations


•  The usefulness of psychological research





There are four main methods:




•  Experimental


•  Case studies


•  Self-reports


•  Observations





Although not a method, correlation should also be considered.





Content Guidance


Health psychology: healthy living


Theories of health belief


This section looks at healthy (or unhealthy) lifestyles and raises questions about the underlying reasons for lifestyle behaviours. Simply, what determines our attitudes, cognitions and behaviours in relation to our lifestyle? There are three main aspects to this:




  (1) What determines our beliefs towards our lifestyle?


  (2) How much control over our lifestyle do we think we have?


  (3) To what extent are we competent to change our lifestyle?





The first of these aspects is explained by health belief models, the second by Rotter’s locus of control and the third by Bandura’s self-efficacy theory.


Health belief models


There are a number of health belief models that try to explain why we think and behave the way we do in relation to our health. The classic is the health belief model proposed by Becker and Rosenstock (1984). Central to this model is perceived seriousness and perceived susceptibility — our assessment of how serious an illness or lifestyle behaviour is, and how likely we are to get it. So, if we perceive an illness to be serious and that we are susceptible to it, then we may change our lifestyle to reduce the chances of us getting this illness. But, if our perception is that it isn’t serious and that we are not susceptible, then we will not change our views or our behaviour. We will also do nothing if we perceive that it is serious but that we are not susceptible. For example, even if all people perceive that cancer is serious, do all people perceive that they are susceptible?


This brings in a series of further aspects to this model known as perceptions and modifying factors. This involves factors such as age, sex and personality, which influence our perceived susceptibility. So if you are a 17-year-old and female you will have the belief that you are not susceptible to testicular cancer, and so your behaviour will not change. But, if you are a 17-year-old male, then you are susceptible to testicular cancer, because it is the largest cause for cancer deaths among 16–35 year olds. This means that you should be performing testicular self-examination regularly, and by doing this you are changing your lifestyle because of your health beliefs. But, if you are male, you might decide not to self-examine because your personality may tell you that ‘it won’t happen to you’, because you have optimistic bias. Optimistic bias is the main reason why many people continue to smoke cigarettes even though they cause lung and many other cancers: people falsely believe that it won’t happen to them. So any male reading this section: did you know that you were susceptible to testicular cancer? If you didn’t, then another aspect to this health belief model has just been introduced: cues to action. This simply means that something has prompted you and you have become aware of new information that you need to think about.


Even though you might perceive testicular cancer to be serious, that you are susceptible to it (because of your sex, age etc.) you still may not do anything about it, such as self-examine. Why not? The final part of this health belief model is that we perform an assessment of the perceived barriers against the perceived benefits. In other words we do a cost–benefit analysis looking at whether the perceived benefits of changing our behaviour will be greater than the perceived barriers. If all 17-year-old males self-examine their testicles, then early detection would have a definite benefit in relation to successful treatment. Even after reading this, many males will still not self-examine because of other perceptions and modifying factors, or perceived barriers.


Locus of control


Any health belief model tries to explain the factors that make up our views towards our lifestyles. But perhaps there is an alternative determinant of our lifestyle behaviour. Do we believe that we are in control of our lifestyle and if we take action we will be healthy and if we don’t we won’t? Alternatively, do we think that if we are going to get ill then we will and so there is no point in trying to live a healthy lifestyle, because we cannot prevent illness and have no control over it at all?


In 1966 Rotter outlined the concept of locus of control. Rotter believed that we either have an internal locus of control, which means that we believe we have control over events and forces that determine our lives, or we have an external locus of control, which means that we believe our life is controlled by external forces and events and that we have very little or no control over these forces.


This model is often applied in education: if people have an internal locus of control then they believe that they can achieve a grade A* if they have a mind to do so. In health it means that if they become ill, then they can control it, beat it and survive. Many studies have shown that people who ‘beat’ cancer are those with an internal locus of control.


Self-efficacy


In 1977 Bandura proposed the concept of self-efficacy. This is our belief about how we can perform in a particular situation, and our competence about this will affect our attitudes, cognitions and behaviours. In relation to health, if we believe that we are able to act successfully then we are more likely to put effort into an action because we believe it will be successful. On the other hand, if we do not believe we will be successful then we believe that there is no point in trying. Ask yourself: could you run the London marathon? If you are not an athlete, then you may immediately decide that you cannot, but if you were an athlete, you would take other factors into account. We decide on our level of competence or self-efficacy because of how we perform in other aspects of life and also because of the following:




•  Observations of the performance of others: ‘If he/she can do it then so can I.’


•  Social and self-persuasion: ‘I know I can do it if I try my hardest.’


•  Monitoring our emotional states: ‘I can’t do it today; I’m too tired or not in the mood.’





These factors may influence your decision to run the marathon or not. What about your health behaviour? What about quitting smoking? What about dieting successfully? Your competence to achieve a goal will be determined by your level of self-efficacy.
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Knowledge check 1


Using examples, describe three factors that help determine your level of self-efficacy.
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Methods of health promotion


There are two main ways through which health can be promoted: by providing information and by arousing fear. Such methods can be implemented in a number of ways: via media campaigns for example, and health promotion campaigns can be conducted in schools, worksites and whole communities. Governments can also introduce legislation to force people to change their lifestyle behaviour. The OCR specification focuses on a media campaign, government legislation and the fear arousal method.


Media campaigns


A successful television media campaign was on the dangers of chip-pan fires. Cowpe (1989) reported on how the Wales/West and North East television regions of the UK received the 12-week campaign. The strength of the campaign lay in the use of both providing information and fear arousal. One television advert was presented by a woman who told of the dangers of a chip-pan fire and then in three simple steps what to do should a fire break out. However, in her case she had not followed these steps and had been burned in a chip-pan fire; the advert showed a close-up of her disfigurement. The success of the campaign was then measured through actual fire brigade statistics. During the campaign one television region saw a 32% reduction in the number of fires, and in the 25 weeks after the campaign, although the reduction in the number of fires did decrease, it was still 17% less than before the start of the campaign. Up to a year after the campaign had started, there was still an 8% reduction from baseline. This study recorded objective data in the form of fire brigade statistics. Its effectiveness over time could be assessed and it showed the need for any health-promotion campaign to be repeated periodically. There have been other television advertising campaigns, such as that reported by McVey and Stapleton (2000), which used actor John Cleese to arouse fear in smokers.
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Examiner tip


Describing a study is one thing, but evaluating it is more difficult. Whatever study is described, always think about evaluation issues (issues and debates, methods, approaches etc.) that apply to it.
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Legislation


Whereas media campaigns can induce people to change to a healthier lifestyle, one way to ensure that people do in fact live a healthier lifestyle is to change the law. Changing the law can force them to adhere to a particular behaviour. While a government cannot make it law that people eat more healthily, it can restrict where people smoke and it can make it law that people — particularly children — wear cycle helmets. While the compulsory wearing of cycle helmets has not yet become law in the UK, it has in Maryland in the USA. In Howard County, pre-law helmet use was 4%, rising to 47% post-law. It is claimed that this is the highest documented for all US children. While not everyone adheres to a law (some people still drink and drive, for example) adherence will cut deaths and injuries significantly. In the Maryland study it is claimed that wearing helmets will prevent 100 deaths and 56,000 hospitalised head injuries each year.


Fear arousal


The UK government has run several successful fear-arousing television campaigns to target particular behaviours, such as speeding, the wearing of seat-belts and drink-driving.


The classic study in this area is by Janis and Feshbach (1953). They studied fear arousal applied to oral hygiene in students. There were four groups: (i) a minimal fear group, (ii) a moderate fear group, (iii) a strong fear group and (iv) a control group. They assessed effectiveness of each level of fear through self-report questionnaires given before, immediately after and 1 week after the fear presentations. It was found that although the strong fear group did arouse most fear, the minimal fear presentation was most effective in conformity to oral hygiene behaviour.


Other studies have used the fear arousal technique such as that by Leventhal, Pagano and Watts (1967) on smokers and Thornton et al. (2000) in an anti-speeding campaign.
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Knowledge check 2


Describe two ways in which the fear arousal study by Janis and Feshbach may not be effective.
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There are several interesting debates around the concept of fear arousal:
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