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Essential Psychology for Nurses
and Other Health Professionals

Understanding how individuals function psychologically in health andillness
isvital to providing appropriate care for all patients and clients. With thisin
mind, Graham Russell has written a text for students in nursing and other
health professions which examines key psychological concepts and shows
clearly how they apply in everyday practice.

Partone explains the basis of individual psychology and how ‘life events’
impact on how we perceive ourselves and others too. Part two focuses on
reactions to change, challenging events and loss, with particular emphasis
onthenatureand causes of emotional states such asanxiety, depression, anger
and grief. Part three looks atkey issues for health promotion, including why
patients seek (or fail to seek) help and what influences compliance and non-
compliance with advice from health professionals. Part four examines the
links between psychological factors and physical well-being, with particular
reference to stress, the cardiovascular and immune systems, and pain.

The bookisalso designed to develop the reader’s self-awareness both in
general terms and in the context of being a health care professional. The
concluding chapter takes a unique look at how clinical judgements and
decisions are made by generating and testing hypotheses.

Clinical scenariosand examplesare used throughout to demonstrate how
psychology may be applied to practice across a wide range of situations, in
both hospital and community settings. Learning outcomes and self-test
questions have also beenincluded to help readers check theirunderstanding
at each stage. Essential Psychology for Nurses and Other Health Professionals is
therefore an ideal introduction to psychological concepts for all those
studying the subject for the first time.

Graham Russell is a Senior Lecturer in Health Psychology at Plymouth
University and a qualified nurse.
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Preface

It is the possession and application of knowledge that typically
differentiates the approach of the trained and untrained nurse. Itis
nottheability tobe practical, humane or compassionate, though even
the bestofintentions can be misplaced when inadequately supported
byunderstanding.
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How to use this book

In constructing thisbook, I have notassumed any prior knowledge of psychology
or research methods, and everything covered in the text should be well within
your grasp. The textissplitinto four main sections thatare organised around the
following conceptually coherent themes: Understanding ourselves and others,
Reactions to change, challenging events and loss, Promoting and maintaining
health, and Psycho-physiology: The relationship between mind and body. These
themesare designed to offer you a broad knowledge base thatembracesissuesin
primary, secondary and tertiary levels of care in both community and hospital
based settings. To retain consistency, each chapter opens with a set of stated
learning outcomes and each part concludes with a set of mini self-test questions,
which you can use to testyour understanding of the contents and issues.

Efforts have been made to show how psychology may be related to each of the
four main branches of nursing (adult, child, mental health andlearning disabilities)
through the choice of material and the use of examples. At the end of each part
youwill find asuite of reflective scenarios, which have been constructed to afford
you the opportunity to apply theory to clinical practice.

In making judgements about what to include and omit, I have drawn on my
personal experience asanurse and psychologistand consulted with colleagues to
check the relevance and accuracy of the material and examples used. However,
you should be aware that this text does not purport to cover all aspects of
psychology, and the contentsreflectmy personal preferencesand biasesin selecting
what I perceive as essential psychology for pre-registration nurses. To take a
specific example, I have placed more emphasis on skills of enquiry based upon
reflection and self-awareness than I have on skills of enquiry based on critical
appraisal of research methodology, or on highlighting the different philosophies
and approachesthatguide the developmentand application of knowledge within
the various sub-disciplines of psychology. Each approach has its merits and
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drawbacks, so Istrongly encourage you toread widely to gain alternative insights
into theissues that bind psychology and nursing together.

You will find that certain terms or words in this text are highlighted by the use
ofitalics. This has been done to help you identify key concepts, ideas and issues.
Many of these are explained in the text, but those thatare notare included in the
glossary of psychological and medical terms on pp. 195-208.

Thereare two sources of reference for the articles, journalsand books cited in
thistext. The firstis the main referencelistincluded on pp. 209-224and the second
isthe suggested readinglists thatfollow each of the first four sections. These may
be used to supplement your knowledge base and may be helpful when you are
carrying out project work or case studies.

Finally, each section contains a highlighted feature that focuses on clinical
practiceissues. These have been used to explore psychological issues relevant to
nursing practice that might otherwise have fallen outside the scope of this text.
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Chapter 1

Self-awareness and
reflective practice

Learning outcomes
By the end of this chapter you should be able to:

*  Explain why people sometimes feel uncomfortable dealing
with other people’s emotions.
* Describe how knowledge leads to understanding.
e Outline why reflective practice is important in the context of
nursing.



Dealing with other people’s emotions

Some yearsago, a close friend was killed in a car crash. I'was in my early
twenties and was very shaken and upset by the event. Two or three days
afterhisdeath, hismother contacted meandaskedifIwould accompany
his fiancée to a bar in Oxford that he and I had regularly frequented. I
agreed to do this, but feltuneasy. I hardly knew her and was unsure why
she wanted to go orwhatshe expected of me.

Intheevent, wesatinthe barforwhatseemedlikeaverylongtimeand
both said very little. She was clearly very upset and appeared to be in a
dazed state, whilstI felt pretty useless and uncomfortable and unable to
offer her much in the way of empathy or tangible support. Worse still, I
remember being so focused on my own feelings of unease that T had a
strongurge to escape from the situation.

Feeling uncomfortable and out of sorts when faced with serious and
relativelyinfrequentevents, suchaslife-threateningillness, acute mental
health problemsand death,isnotuncommon. Parkes(1972), forexample,
found thatrecentlybereaved widows frequently complained thatothers
avoided them and were noticeably uncomfortable when talking about
thedeceased. Norarenursesand otherhealth professionalsimmune from
such feelings. Nichols (1985), forinstance, found thatnursesworkingin
a renal unit felt ill at ease and distanced themselves from patients and
partners expressing negative emotions. Similarly, the Royal College of
Physicians and Psychiatrists (1995) recently published a report that
suggested that a lack of confidence and unease in dealing with strong
emotions mightbe partly responsible for the many cases of moderate to
severe anxiety and depression that go undiagnosed and untreated by
doctorsand nursesin medical settings.

In fact, there are many reasons why individuals might feel
uncomfortable dealing with other people’s emotions. Research by
investigators such as Fenigstein ez 4/. (1975) and Farber (1989), for
example, hasshown thatsome people have alimited awareness of their
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own emotional states and this may well motivate them to avoid
situations thatinvolve strong emotional responses. Similarly, Skynner
and Cleese (1983) argue that children who grow up in social
environments thatdiscourage emotional expression, eventuallylearn
to inhibit or shut off their emotions, because they feel ill at ease with
them. Given this, itisnotdifficulttoimagine thatindividualssocialised
in this way might also seek to avoid situations that involve powerful
emotions. Such explanations, however, probably explain individual
differences in behaviour in only a small number of people, as we may
assume that the majority ofus mature in families thatdonotgenerally
discourage the expression of emotion. So perhaps we need to look at
the nature of the emotions involved and the types of event that are
associated with them.

Clearly, we are not uncomfortable with powerful emotions per se.
After all, many of us happily fall madly in love or willingly subject
ourselves to high levels of fear on the latest theme parkride or gladly
pay money to watch a ‘weepy movie’, knowing that we are going to
feel sad and upset. Yet, to a large extent we have a degree of control
over these emotionsin thatwe can choose to avoid the theme park or
terminate a relationship if our feelings start to threaten us, or walk
outof the cinema if it gets too much. However, when emotions such
asanger, sadnessand griefare expressed by othersinreal, interpersonal
situations, we sometimes perceive that we have little direct control
over their expression or their effects on us. Inaddition, there are other
tangible reasons why we mightavoid certain types of emotion. Anger,
for example, is generally regarded as socially unacceptable
(particularlyin women) and it often signifies the threat of physical or
psychological harm that is to be avoided where possible (Berkowitz
1993). Furthermore, the powerful expression of griefand sadness may
combine uneasily with the causal event to remind us of our own
personal vulnerability and mortality (Bowlby 1980). In short, we are
mostlikely to feel uncomfortable with emotion whenitisnegative in
valence and potentiallyuncontrollable.

Afinal clue to the cause of our discomforthasalready been alluded
to in the previously cited report by the Royal College of Physicians
and Psychiatrists. It suggests that clinical staff are reluctant to deal
with emotional states such as anxiety and depression, because they
feel theylack the necessaryunderstanding and skills to deal with them
competently (notably, anger often accompanies anxiety, depression
and grief [Marks 1997]). Indeed, this perspective is echoed by Mead
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etal. (1997), who point out that nurses need to perceive that they are
adequately trained and supported if they are to feel at ease in taking
on potentially difficultinterpersonal roles.

Knowledge, understanding and perception

Tounderstand ourselves and others, we need a knowledge base that
isorganised in such a way thatitallowsus to make sense of the things
that we experience. When our knowledge base is inadequate, we
have difficulty understanding or perceiving whatis happening and
we feel uneasy. Thisis probably whatoccurred when Iaccompanied
my friend’s fiancée to the pub that night. I found her actions
difficult to understand because I knew little about the processes
that characterise bereavement, and I felt inadequate because 1
lacked the skills to handle the situation competently.

In general terms, psychologists equate understanding with
perception, which is a concept that may be loosely defined as the
organisation and interpretation of knowledge. Bilton ez a/. (1987)
state that much of what we know, and the perceptions that flow
from it, is determined by culture, which has been described as the
DNA of society. Culture is a major determinant of how we are
educated and socialised and itinfluences the beliefs thatare filtered
through society to the level of the individual (for instance, 200 years
ago, you and I might well have perceived slavery as part of the
natural order of things). Despite the influence of culture, however,
each individual retains a unique perception or understanding of
the world, and the events that occur within it, that is a function of
our particular experiences relating to education, parenting, gender,
class and genetic make-up (Atkinson ez al. 1993).

Perception is an important concept in the context of clinical
practice too, because, as Kagan (1987) suggests, our personal
perceptions define both the problem and our solution ro it. To put thisin
perspective, imagine foramoment thatyouliveinanisolated tribal
society and awake one morning to find your brother paralysed. Your
definition of the problem is shaped by your belief in the power of
evil spirits to invade and enslave the body, and as you have no
knowledge of medical concepts such as microbes or intra-cranial
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bleeding, your solution to the problem is to fetch the local witch-
doctor to banish the evil spirits and restore his health.

Sometimes individual differences in perception can also lead to
conflictand confusion about the causes and consequences of illness,
especially when the clinician and the patient or client differ in their
understanding of the condition, its prevention and treatment (Steptoe
and Mathews 1984). A family doctor, for example, may try hard to
persuade anunder-age teenager toadoptsafe sex procedures, because
recentexperience dealingwith an HIV positive patienthasreinforced
herperception of risk. However, the teenager may choose to disregard
theadvice, because she perceives her chances of contracting the disease
asremote. Similarly, conflict can arise when the nurse’s perception of
whatisbest for the patient differs from that of the physician (Benner
etal. 1996).

Reflective practice and interpersonal skills

Knowledge onlyleads tounderstanding when we consciously reflect
onhow our thoughtsand feelingsrelate to the things thatwe observe
in others or experience ourselves. In the context of nursing, this is
known as reflective practice, and it involves asking questions, such as,
‘what am I doing and thinking, why and with what effect?’ (Kagan
1987, p. 33). You may find on reflection, for example, that you are
irritated by an anxious patient, because you believe she is placing
excessive demands on your time, or you may find thatyou have been
avoidingadepressed patient, because he makesyou feel powerlessand
impotentas a nurse. This form of se/f~awarenessunderpins a range of
interpersonalskills thatsupporteffective nursing practice; these include
communication and listening, observation of verbal and non-verbal
behaviourand planningand problem-solving. Importantly, eachand
every one of these skills is dependent upon reflection and
understanding for their effective execution, and, by the reverse order,
nursing care is impoverished when understanding is constrained by
overly prescriptive rules and procedures that lead to the automatic
performance of tasks.

In short, reflection leads to understanding, and the more we
understand about human emotion and behaviour, the more accurate



UNDERSTANDING OURSELVES AND OTHERS

are our formulations of problems and identification of needs and the
moreappropriate the resultingimplementation of care.

Using psychological knowledge as a skill

Inreading this text, youwill be building uponyourexisting knowledge,
experiences and understanding of human emotion and behaviour. In
fact, students often commentthattheyaresurprised justhowmuch they
intuitively know when they come to study psychology formally.
Unfortunately, however, the feelings and perceptions that flow from
‘intuition’, or partially digested knowledge, are sometimes difficult to
put into words and can often be expressed only by relating them to
particular circumstancesor episodes (Conway eza/. 1998). In the context
of nursing practice, itis obviously desirable to communicate knowledge
quickly and effectively. Studying psychology can facilitate this, by
providing you with a common language with which to express ideas,
and by introducingyou to theories, concepts and models thathelpyou
to sift and organise information in way thatis conceptually coherent.
Thisisan essential toolin the contextofclinical practice. Whena group
of nurses collectively know about concepts such as stress, learned
helplessnessand depression, theyare readily able to communicate their
thoughtsand ideasand apply them to the problem in hand.

Summary

Powerful emotions, suchasanger, sadnessand grief, canlead to feelings
ofunease, when we perceive thatwe lack control over their expression
and effects, that they pose a potential threat to us or that we lack the
understanding and skills to deal with them appropriately. One of the
primary skills involved in understanding emotion and behaviour is
termedreflective practice, which isbased on self-awareness of the links
between whatwe know, thinkand feel and whatwe observein othersor
experience ourselves.

Psychologists often refer to understanding as perception or the
organisation and interpretation of knowledge, which leads to a
particular way of viewing the world. We share much of our perceptions
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with others, buteach individual retainsaunique understanding of the
world based on his or her particular experiences. Such individual
differences in perception can lead to conflict between health
professionals, patients and clients, and it is important to reflect on
how our thoughtsand feelings influence the actions we take.

"The formal study of psychologybuilds on the knowledge we already
possessand givesusa common language with which to communicate
ideas, theoriesand concepts. In fact, whatyouwilllearnin the following
chapters is intended to build on what you know and to encourage
reflective practice through self-awarenessand an enhanced knowledge
of others’ emotions and behaviours. In the next chapter we will set
the first building block in place by exploring how a knowledge of the
self-system can be applied in clinical practice.



Chapter 2

The self-system

Learning outcomes
By the end of this chapter you should be able to:

Name the basic components that comprise the self-system.
Outline the role that beliefs play in determining behaviour.
Describe the role of temperaments, traits and self-schemas in
individual behaviour.

Outline the basic components of self-esteem.

Understand the relationship between life events and changes
in self-esteem.



Who and what we are

We are not born with a fully developed sense of who and what we are.
Opur self-perceptions are based upon a sophisticated knowledge of self
thatis derived from a cumulative position about our past successes and
failures and a knowledge of how others generally interact with us. This
body of knowledge appears to evolve sometime during the second year
of life and, once developed, results in stable self-perceptions during
adulthood thatarealtered only gradually by developmental events, such
asthe transition from first-year studentnurse toa qualified practitioner,
or sometimes more radically, by major life events, such as childbirth,
unemployment, bereavement, surgeryand clinical depression.

In the following section we will explore the processes that underpin
thedevelopmentoftheselfand examine howindividuals mayrespond to
events that threaten their self-concept. This will provide you with a
perspective that emphasises the importance of positive feedback and
nurturance during childhood and an understanding of how and why
individuals react to major, negative life events with a range of reactions
thatspan extreme anxiety to outrightdenial.

The term self-systern is used to describe a complex psychological
phenomenon that embraces whatis more commonly referred to as the
individual’s self-identity or self-concept. Itis a system made up of four
basic components (see Figure 2.1) that play a pivotal role in how we feel
aboutourselvesand others.

The first component, body image, comprises a sensory awareness of
thebody’sboundariesand aninternal ‘model’ of our bodysize and shape
(Fisher 1973). This model gives us a sense of unity and physical
separatenessfromourenvironmentanditprovidesuswithafairlyaccurate
picture of how we appear to others. However, the model is perceptual,
rather than factual, and is influenced by our mood states. For example,
youprobablyhave dayswhenyoufeel good aboutyourselfand confident
about the way you look, and no doubt you have days when you are
dissatisfiedwithyourbodyshape, weight, hair, etc. Furthermore, research

11
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shows thatthe model we hold of ourselves does notalways match reality.
Forexample, Fallon (1990) found thatwomen ofaverage weighttypically
overestimate theirbody size and shape,amisperception thatisexpressed
inanextreme formin people suffering fromanorexianervosa (Garfinkel
and Garner 1982).

The second component comprises personality traits, which are
regardedasstableand enduring characteristics of theindividual. These
traits are viewed as important by psychologists, because they are
assumed to provide a measure of consistency that allows us to predict
individual behaviour across a wide range of situations (Atkinson ez /.
1993). For example, we would expect someone who possesses the trait
of conscientiousness to be reliable and trustworthy in most, if notall,
situations.

"The third component of the self-system comprises the personal belief
systems that evolve differentially in each of usas a function of our unique
personal backgrounds and experiences (Sulls and Mullen 1982). These
belief systems are viewed as important, because they influence our
perceptionofourselvesand othersand theworldin general. For example,
individualswhobelieve theyare capable ofachieving the thingstheyaspire
to, generally do better than those who have negative self-beliefs.

"Thefourth component, self-esteern, isoftenreferred toasthe evaluative
aspect of self, because self-esteem is a reflection of how we feel about
ourselves. Itisalso treated asan affective state, because self-esteem plays
a key role in determining our overall mood. This mood state remains
relatively stable across situations and time, though it does fluctuate in
response to transientevents thatliftor depress us (Harter 1985).

BODY IMAGE [ --------- PERSONALITY TRAITS

BELIEF SYSTEMS | --------- SELF-ESTEEM

FIGURE 2.1 The four components of the self-system
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The self-system and clinical practice

The selfis said to be a dynamic system, because a change in a single
component may have a knock-on effect on other parts of the system,
which canresultin major changesin the way the individual perceives
hisorherself. For example, surgical removal of the testes may lead to
an alteration in physical body image, a self-reappraisal of sexual
identityand a temporary (or perhaps enduring)loss of self-confidence
and self-esteem. Similarly, an individual who suffers distigurement,
caused by serious burns to the head, face and neck, is highly likely to
experienceapersonal crisis, ifhe or sheisheavily relianton appearance
for self-esteem and believes that people tend to be judged by their
appearance alone. In short, personal characteristics or traits, body
image, personal beliefsand self-esteemare all inter-related and affect
mood and behaviour.

Personal beliefs, perceptions and behaviour

"The latter example illustrates how our personal beliefs may exertan
influence on the way we feel about ourselves and an influence on how
we may react to adverse events. However, personal beliefs also play a
significantrolein determining whatwe attend toin our environment
and how we interpret the information thatis gathered (Markus and
Nurius 1986). For instance, it has been suggested that people prone
to recurrent depression often have a negative belief system, or
‘depressive set’, which adversely colours their self-perceptions (Beck
1976). Take, for example, a woman passed in the street without
acknowledgementbyanacquaintance. Ifsheisnon-depressed, sheis
likely to attribute the eventto heracquaintance’sabsent-mindedness
or preoccupation rather than to some personal inadequacy. However,
ifsheis depressed, she is more likely to reach the conclusion that she
has been ignored because she is generally disliked or unworthy of
others’ attentions. This tendency to blame the self for failures and
untoward eventsisanimportantfeature of depression, and, in the latter
instance, thewoman’s conclusion would serve only toreinforce further
heralreadynegative self-beliefs.

Whilstthe latter example demonstrates the wayin which personal
beliefs may influence how we interpret information available to us,
our beliefs can also exert an influence on what we attend to and what

13
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weignore. Janis and Mann (1979), for example, have shown that we
tend to select-out information that is at odds with our beliefs and
select-in information that has the effect of confirming or bolstering
them. In some instances, thismay resultin an unconscious distortion
and oversimplification of issues and risks. Indeed, there are
documented examples of this type of cogmitive bias occurring in clinical
settings. For example, kidney-donor patients provided with careful
information about potential risk factors were found to make a rapid
decision to donate without cautiously weighing up the relevant pros
and cons. Subsequent questioning of the donors revealed that they
felt morally bound to donate a kidney to a relative and, as a
consequence, information about possible risks was simply ignored
(Fellner and Marshall 1970; Simmons ez /. 1973).

Such cases serve to illustrate that the patient’s and health
professional’s beliefs can sometimes be radically different, and the
nurse should not assume that the patient’s perception of events will
always be the same as his or her own.

Personality traits and behaviour

14

"Traitsare an important part of the individual’s self-concept and may
beloosely defined asatendency tobehave ina characteristicwayacross
abroad range of situations.

Many psychologists hold the view that personality traits are laid
downin childhood, asa consequence of ongoinginteractionsbetween
inherited dispositions and environmental factors. Buss and Plomin
(1984), for example, have shown that reliable individual differences
in basic dispositions, such as concentration span, general mood,
activity levels and response to environmental change, are detectable
ininfantsasyoung as three months ofage.

"These basicdispositions, or temperaments, may be viewed as crude
building blocks thatinteract with environmental factors to shape the
individual’s personality. For example,a highly active child with a poor
concentration span might conceivably develop an aggressive
disposition if he is situated in an environment where great emphasis
is placed upon patience and academic achievement. Overa period of
time, hisinability to meetothers’ expectations mightlead to repeated
frustration that could eventually result in anger and aggression as a
habitual response to difficultsituations. Similarly, a three-month-old
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child who shows evidence of being uncomfortable in new
environments, might conceivably develop an anxious or neurotic
dispositionifsheisfrequentlymoved from one child minder toanother
during the first year of life. In short, the traits that result from the
interaction of these crude temperaments with environmental factors
are formed early in life and become habitual responses to a range of
situations.

Whilst psychologists cannot agree on exactly how many types of
personality traitexist, recentresearch hasindicated thatfive core traits
underpin individual differencesin personality. The ‘big five’, as they
aresometimesreferred to, comprise:

Neuroticism, or the extent towhich the individual worries about events
andisinsecure.
Extroversion, or the extent to which the individual is outgoing,
spontaneous and sociable.
Openness, or the extent to which the individual is adventurous
and liberal in his or her attitudes.
Agreeableness, or the extent to which the individual is good-
natured and selfless.
Conscientiousness, or the extent to which the individual is
reliable and trustworthy.

(McCraeand Costa 1987)

Aswe will see later in this text, the assumption that personality traits
arerelatively stable acrosssituationshasled researchers toinvestigate
whether certain types of traits might afford individuals protection
from ill-health or render them more susceptible to physical and
psychologicalillnesses.

Personality traitsare closely related to the individual’s personal belief
systems. Forexample, wemightargue thattheindividual portrayed earlier
in Beck’s scenario has a depressive trait that is inextricably tied to her
negativeself-beliefs. Similarly,amanscoringhighonatraitofsocial anxiety
might do so because he holds the view that the world is a harsh and
competitive place in which he lacks the personal skills to compete
(Schlenkerand Leary 1982).

Although traits are generally regarded as an integral part of the self-
system, some psychologists have argued that traits do not actually exist
and thatpeople’sbehaviourissimplyan expression of socially determined
responses to specific types of social situations (Mischel 1973). Thisidea

15
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hassomeintuitiveappeal. For example, patientsin hospital are expected
tobehaveinwaysthatare quite differenttodoctorsand nurses, suggesting
thateach grouphasasetofexpectationsaboutthesocia/role thatthey must
adoptinsuchsettings. Similarly,when two friendsenteraliftfull of people,
they typically stop talking to each otherand avoid eye contactwith others
inthelift. Clearly,itwould be anonsense to suggest that they have a ‘lift-
trait’, or thatallnurseshavea ‘nurse-trait’,andso on. So, Mischel’sassertion
thatbehavioursare determined by social roles, etiquettesand taboos has
somevalidity. However, we would be mostsurprised to findaward full of
newly admitted patients all behaving in exactly the same way! In short,
behaviour maybe bestviewed asaninteraction between traits, situations
andsocially determinedroles.

Self-schemas
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According tosome psychologists, self-relevantinformation aboutsocially
determined behaviour (such as nurse-patient roles) is held in cognitive
units called self-schemas (Howard 1987; Mark et al. 1997). Self-schemas
are hypothetical units of knowledge that contain highly organised
informationaboutaspectsof the self. For example, individuals may have
aself-schemafortheirbodyimage, genderroles, forbeingastudent, nurse,
patient, father, son, mother, daughter, etc. Anumber of psychologistshave
taken this idea further by arguing that the apparent existence of self-
schemasshouldlead us to think of multiple selvesrather than a single self-
concept that would lead to consistent behaviour across all situations
(Gergen 1971; Markus and Sentis 1982; Markus and Nurius 1986).
Rather, multiple selves might lead to variations in behaviour across
situations, asdetermined by therole expectationsinherentinany givenaspect
of self (you may find it easier to think of individuals donning different
‘hats’dependinguponthesituationsthey find themselvesin). Forexample,
abusinessmanmay haveaself-schema thatinvolvesactingwithameasure
ofaggressivenessand competitiveness towards other male colleaguesat
work, whilstathome he may display kindnessand gentleness towardshis
son, concordantwith his self-schema for beinga good father.

Occasionally, the rolesinherentin these differing aspects of self may
conflictand disruptinterpersonal relationships. Thismayoccur whena
studentnurse’sexpectations, contained inherself-schemaforbeingagood
student, conflictwith her partner’sself-schema forwhatconstitutesagood
wife.



THE SELF-SYSTEM

Self-esteem

Self-esteem, the fourth component of the self-system, has been
traditionally defined asa global phenomenon, whichiseither high or
low (Coopersmith 1967). More recently, however, Harter (1988a;
1988b) has suggested that self-esteem is composed of a number of
components relating to important aspects of self that include
dimensions such as scholastic competence, athletic ability, social
acceptance, conductofbehaviourand physical appearance. According
to Harter, it is possible to have low self-esteem on one, or more, of
these components, whilst still feeling generally good about oneself.
"This idea, which is reminiscent of the multiple selves concept, is
relevant to our understanding of human behaviour. For example, a
physically handicapped boy may experience a consistentdrop in self-
esteemwhenever events cause him to focus on the physical limitations
imposed on him by his disability, whilst still enjoying a globally high
self-esteem, because heisacademicallyable and popularwith his peers.

Viewed from the latter perspective, we may conclude that
individuals have a high self-esteem when, on balance, the things they
like about themselves outweigh the things they do not like. This
positive balance appears to be the norm and most people maintain a
relatively high self-esteem throughoutlife (Harter 1985). Whilst this
balance may be temporarily altered by transient life events, the
individual’s self-esteem normally returns quickly to its baseline. Of
course, this is not always the case. Significant events, such as
unemployment, physical and mental illness, can adversely affect the
way the individual perceives him or herself, so that the balance of self-
esteem is negatively altered over longer periods of time or, in some
instances, permanently.

Transitional life stages, such as adolescence, parenthood and
retirement, may exert a similarly negative effect on self-esteem
(Simmons ez al. 1983). Such events typically challenge the individual
and can resultin a loss of self-esteem when a) the individual doubts
his or her ability to cope or b) when the individual’s actual behaviour
fallsshortofpersonal expectations, or those of others. For example, a
studentwill experience aloss of self-esteemifshe getslowmarksinan
exam that she has expected to do well in or if she tries hard to make
herselfattractive to someone who subsequently puts her down.

Rogers (1951) conceptualised this phenomenon as a basicmismatch
between the individual’s ideal and actual self; and proposed that chronic
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anxiety or depression may occur when individuals consistently set
themselvesidealsthattheycannothopetoachieve. Thisnotionhasclinical
utility outside psychiatry. Forexample, itiseasy to envisage howayoung,
attractive female disfigured by burns could experience a marked and
enduring loss of self-esteem, given that her ideal body image no longer
matched reality. Similarly, Roger’s framework would allow us to
understand how a first-time mother could experience feelings of
inadequacy, angerand depression, in struggling to cope with a baby that
does not fit the norm or ideal portrayed in advertisements for baby
products.

Whilst the balance of self-esteem can vary as a function of situational
factors (as in the latter examples), many psychologists believe that the
rootsofapositiveself-esteemare sown during the earlyyearsoflife, when
the child experiences unconditional love and nurturance. By the same
token, adverse experiences during childhood canresultin problemswith
self-esteemlaterinlife. Buss (1980), for example, argues thata pattern of
inconsistent parenting, negative feedback and emotional and physical
abuse can result in chronic feelings of low self-worth. Indeed, it is not
difficult to envisage why this may occur. The very young child has an
under-developed concept of self that is being shaped by feedback from
significantothers. If that feedback is consistently negative or erratic, he
or she is at risk of developing a deeply ingrained dislike of self and/or a
strong sense of insecurity.

Bee (1997)arguesthatthe developmentofchronicfeelingsoflowself-
worth during childhood hinders the establishment of normal social
relationships, which in extreme cases may lead to the development of
sociopathicand destructive behaviourin childrenand adults. Exactlywhy
thisshould beisunclear, but Berkowitz (1993), an acknowledged expert
onaggression, argues thatmost of us tend to be nasty to others when we
feel bad about ourselves (you mightlike to check out this hypothesis the
next time you have had a bad day). In the case of individuals with a
chronically low self-esteem, it appears that an intense dislike of self is
transferred into an intense dislike of others.

We will investigate the root causes of anger and aggression later in
thistext. Fornow, however, wehavereached the pointwhereitis possible
to develop a simple model based on the premise that self-esteem is a
function ofan overall balance of positive and negative aspects of self (see
Figure 2.2). According to this model, the balance is affected in varying
degrees by the legacy of early childhood experiences, major and minor
life events, transitional life stagesand our expectationsand achievements.
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Balance of self-esteem

va. ocevemants | ®©® ®®® —|  Ceperiences.
OO O

A

7 | 5

Minor transient events Maijor life events Transitional life stages

FIGURE 2.2 The components of self-esteem

The stability of the self-system

Once developed, the traits, belief systems and self-esteem that
comprise the self-system remain relatively stable and change only
gradually thoughout adult life (Woods and Britton 1985). This
stability affords the individual a sense of continuity thatis resistant to
situational pressures and the effects of time.

"This stability emerges quite clearly from research carried out on
elderly populations. Elderly people typically report that they do not
actually feel any different in psychological terms, and longitudinal
studies confirm thattheir traits tend toalter verylittle over time (Birren
and Schaie 1985). In fact, the only reliable change in personality
demonstrated by researchers has consisted of a small shift towards
conservatism and rigidity (Kermis 1984). If anything, this suggests
that traits are likely to become even more fixed with the passing of
time.

Changesin personality can occurasa consequence of illness, either
through stress or direct cerebral damage in the cases of strokes or
lesions. Notably, however, the occurrence of illness typically results
inan exaggeration of existing traits, rather than the formation ofnew
ones(Lancaster 1984). When the stability of the self-system does break
down, itis invariably caused by significant life events or transitional
life stages that have the effect of evoking a major reappraisal and
reorganisation of the self. Perhaps the most notable of these
transitional stages occurs during adolescence, when some individuals
experience an ‘identity crisis’ thatis linked to a difficulty in making
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the changes in self-concept necessary to view oneself as an adult
(Marcia 1980). In some societies, specific rituals or ‘rites of passage’
help theindividual to make this change. In the western world, however,
itisoftensignificantevents, such asstarting a full-time job orleaving
home, thatmark the changein the individual’sstatus. This may explain
why Waterman’s (1985) research revealed that some teenagers
experienced a crisis only after entering higher education or paid
employment.

Erikson (1950) argued that adolescent crises are triggered when
the teenager questions his or her own identity and has difficulty
reconciling personal beliefsand values with those of significantothers
orsocietyatlarge. Given this perspective, itisnotdifficultto envisage
why other relatively common events, such as having an extra-marital
affair or being sacked by one’s employer, can cause self reappraisal,
intra-personal conflict and much soul-searching. From this, we can
deduce thatpersonal crises are notevoked exclusively by major events
like bereavement, acute illness or the threat of dying, and that
disequilibrium may be evoked by any eventthat threatens the integrity
of the self-system, be it seemingly big or small.

Summary
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Theself-systemis composed of four basic components—bodyimage,
traits, belief systems and self-esteem—which can each exert a
significanteffectonhowwe perceive ourselvesand others. Thissystem
is relatively robustand stable, evolving only gradually over time asa
function of personal experiences, feedback from others and self-
reappraisals.

Informationaboutsocial rolesand expectanciesis contained in self-
schemas, and theindividual’sbehaviour maybe influenced by the ‘hat’
they are wearing atany pointin time.

Self-esteem fluctuates around a generally positive baseline as a
function of minor hassles and uplifts. Occasionally, however,
significantlife events or transitional life stages may resultin a major
self-reappraisal and a shiftin the balance of self-esteem, which may
be enduring or permanent.



Chapter 3

The development
of the self in

childhood

Learning outcomes
By the end of this chapter you should be able to:

Explain the importance of a secure emotional base in childhood.
Describe how the self develops with special reference to
cognitive self-awareness, social cognition and the social group.

e Outlinehowindividual differences in self-awareness can affect
behaviour.
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The early years of life

During the early years of life, the developing child is faced with four
major developmental tasks. It must develop mzoror skills, so that it is
able tomanipulate objectsand moveitself fromatob. The child must
also develop cognitively, so that it can master language and
communicate with others. It must develop emotionally, so thatit can
copewithitsown emotionsand adaptthem to take accountof others’
needs, and itmustdevelop socially, so thatitcan thrive within itssocial
group.

Thenormal developmentofthese skillsislargely dependentupon
theavailability ofasecure emotional base, such asisnormally provided
by the child’s mother, father or guardian. When the child has a safe
base, it is encouraged to explore the world and hone its motor and
language skills; similarly, the child is most likely to develop healthy
social relationshipswhen itfeelssecure.

The development of a secure emotional base
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The importance of a secure emotional base for normal personal and
social development has been emphasised by a number of prominent
theorists over the years, including Erikson, Bowlby and Ainsworth.

Erikson (1950), for example, argued that the child’s experiences
during the first year of life lead to the development of an enduring
sense of trust or mistrust of others, which has a pervasive effect on the
child’s ability to build successful relationships. Bee (1997) states that
research supports this view and points out that the children most at
risk of developing abnormal social relationships are those exposed to
harsh and erratic parenting during the early years of life.

The perceived importance of these relationships led to the
developmentofattachment theoryand the subsequentstudy of parent-
childinteractions by two prominentresearchers, Bowlby (1969;1975;
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1980) and Ainsworth ez /. (1978). According to attachment theory,
the formation of close emotional bondsis necessary for successful child
developmentand successful parenting. These bonds provide the child
withasense ofsecurity and confidence thatfacilitates the development
of normal social relationships, and they provide the parents with a
sense of intimacy thathelps to cementalovingrelationship with their
child. Research hasshown thatchildren who lack these bonds carry a
higher risk of abnormal social development, and parents who lack
themaremorelikely toabuse their offspring (Sroufe 1989; Cohn 1990;
Bee 1997).

According to Bowlby (1980, p. 39), attachment behaviours may be
defined as ‘any form of behaviour that results in a person attaining or
retaining proximity tosome differentiated and preferred person’. These
special child-parentinteractionscan be easilyrecognised by the presence
of reciprocal eye contact, verbalisations, laughing, play, touch and
proximityseeking behaviours. Whilstthe presence of such behaviours
signalsthe developmentofasecure parent-child relationship (Bee 1997),
theirabsence isnormally regarded asa cause for some concern.

Parent-child attachments can become inhibited or blocked for
reasons thatarevaried and complex. However, research hasshown that
problems frequently occur when:

1 themother’sownadverse childhood experiencesresultin negative
self-expectations and alack of confidence in the ability to be a good
mother (Sroufe and Fleeson 1986);

2 themotherissuffering froma psychological disorder, such as post-
natal depression, thatrenders her emotionally flatand distant from
others (Fieldezal. 1990; Kendall-Tackettand Kaufman-Kantor 1993;
Coxand Holden 1994).

3 the child hasa congenital disability, such as blindness, that hinders
the development of spontaneous attachment behaviours.
(Fortunately, in such cases, the parents can be taught to respond
successtully to touchand other cuesasamedium for the development
ofahealthybond [Fraiberg 1975].)

Inaddition, bonding maybeimpeded when the childishospitalised
in a neonatal intensive care unit as a result of premature delivery,
genetic disorders or physical complications at birth (Hyland and
Donaldson 1989). Under such circumstances, anumber of factors may
impede the process of bonding which include:
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Feeling that the staff ‘own’ the baby.
Being put off by clinical apparatus, such as the incubator, feeding
tubesand monitoring devices.

Beingworried about causing infection or harming the babyinsome
otherway.

Feeling disappointed by the absence of normal attachment cues
emanating from the baby.

Being put off by the physical unattractiveness ofa very premature
baby.

Being in physical pain or discomfort as a result of a caesarean
section, episiostomy, pre-eclampsia or other complications post-
partum.

Feeling guilty about the child’s condition and/or being made to
feel responsible because of judgemental staffattitudes.

Focus on dlinical practice: children’s reactions to
separation

Behavioural and emotional effects of separation

Bowlby (1975; 1980) has argued that young children, separated
from their parents in strange environments and cared for by a
succession of strangers, often display a characteristic pattern of
behaviour that consists of protest, despair and detachment.

According to Bowlby, protest consists of behaviours that include
crying loudly, shaking the cot sides, throwing itself, or other objects,
about and looking and listening eagerly for cues that might suggest
the return of the attachment figure. He noted, too, that children
placed in residential nursery care (i.e. because their mothers were
hospitalised and unable to care for them) often showed a typical
sequence of behaviours that included crying, clinging and
screaming when the mothers had to leave, followed by a refusal to
eat, get dressed and undressed, and to use the potty, etc.

Bowlby observed that this initial protest phase was often followed
by a period of despair, manifested by an absence of overt,
demonstrative behaviours and by emotional withdrawal. He argued
that although the child’s longing for the mother was not diminished,
the hope that she would return had begun to fade.

He also noted that during prolonged periods of separation, the
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child entered a stage of apparent emotional detachment and
exhibited normal behaviours that gave a false impression of
recovery. Bowlby observed, however, that closer examination of the
child’s behaviour often provided evidence of continued stress. For
example, one child was found repetitively muttering under his breath
the words ‘my mummy’s coming soon...my mummy’s coming soon’
(Bowlby 1980, p. 11).

Perhaps the most surprising of Bowlby’s findings, however, was
the observation that children often ignored their mothers when
reunited with them and, in some instances, displayed overt hostility
towards them.

Understanding children’s reactions to separation

Children often perceive the world in ways quite different to adults,
and this may affect the way in which they subsequently respond to
periods of separation. For example, Bibbace and Walsh (1980)
found that young children often believe that beingill is a punishment
for being bad or naughty, and as a consequence the child may feel
that being hospitalised is yet a further punishment for some
wrongdoing. Similarly, children have a different perception of time.
Thus, a week may feel like a month and month like a year (Wilkinson
1988). Accordingly, reassurances that the separation period will be
short may fall on deaf ears, and it is even conceivable the
hospitalised child may feel deceived or rejected in some way. It is
against this background that we must view the three primary
emotional responses to separation: anxiety, anger and sorrow.

According to Bowlby, attachment behaviours are always goal
driven or goal directed. Indeed, studies of primates and humans
suggest that animals have a strong, intrinsic or biological drive to
be close to the main attachment figure (which is often the mother).
As a consequence, separation, or the threat of separation, typically
results in anxiety which is commonly exacerbated by strange
environments and the presence of strangers (Ainsworth 1982). The
behaviours displayed during the protest phase may be viewed as
attempts to gain the attention of the attachment figure in order to
regain the safety that his or her close proximity offers. When such
attempts fail, the response is often one of anger, which may be seen
as a crude reflexive or instinctive emotion that occurs in response
to frustration. In older children, however, anger may be a function
of attributional processes. Weiner (1986), for example, has argued
that anger often occurs when people view an untoward event as
something that is intentional, malevolent and avoidable. Hence, it
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is conceivable that a child may hold the parent responsible for its
separation, whilst not being quite old enough to understand that it
is illness (or some other cause) that has necessitated separation,
rather than some malevolent intent.

According to Bowlby, anger should be seen as a functional and
natural response to separation, which normally wanes once the child
is reunited with the parent. However, anger may be viewed as
dysfunctional when it is frequent, uncontrolled and destructive,
something that Bowlby claims is most likely to be observed in
children frequently abandoned when young.

When neither protest nor anger results in reunion, the child may
experience a sense of hopelessness and sorrow, which is caused
by the loss of the valued bond with the primary attachment figure
or figures (Brown 1982). Indeed, Bowlby’s three phases of protest,
despair and detachment bear much in common with the
phenomenon now known as learned helplessness, which we will
discuss in Part Two.

Individual differences in response to separation

Although attachment behaviours such as clinging and protesting
can be seen in children of all ages, Ainsworth (1978) found that
reliable individual differences in attachment behaviours may be
witnessed in children from about 12 months of age. Her findings
were based upon the extensive use of an experimental paradigm
called the ‘strange situation’, which was used to explore children’s
reactions to separation and reunion with their mothers. On the basis
of many observations, Ainsworth noted that whilst some children
unreservedly welcomed their mothers back following a brief period
of separation in a strange and unfamiliar environment, others
showed evidence of ambivalence and even anger, resistance and
avoidant behaviours (such as gaze aversion) when reunited with
their mothers. She concluded that such differences in behaviour
were a function of the extent to which the child was securely or
insecurely attached to the mother.

Whilst such individual differences in response may well be a
function of the quality of the child-parent attachment, it is important
to note that situational or environmental factors may also play a
significant role in determining the child’s response to enforced
separation. For example, Main and Weston (1982) note that
avoidance behaviour is commonly a function of the length and
stressfullness of the separation. Similarly, it seems likely that the
experience of separation due to iliness will be influenced by the
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subsequent quality of nursing care and the nature of the
environment in which the care takes place. Taking, for example,
Bowlby’s observation that separation anxiety is likely to occur when
the child is cared for by a succession of strangers, it is not difficult
to understand why primary nursing in a children’s environment
should always be preferred to task-oriented nursing, where patients
are not allocated to specific care staff.

It is also likely that separation anxiety will be mediated by the
parents’ reactions, as they provide the child with powerful non-verbal
cues that indicate the seriousness, or otherwise, of the situation. If
the parents’ facial expressions or tone of voice inform the child that
the situation is serious, it is more likely to feel anxious, rejected and
abandoned when the parents have to leave. Anxiety and despair
may also be increased by procedures that limit physical contact and
increase the child’s sense of isolation (such as some forms of barrier
nursing), and by situations where the child is unable to receive
regular visits from the primary care givers.

Finally, individual differences in children make it difficult to
generate precise guidelines about how long separation must occur
before the child begins to feel distressed. However, as a general
rule it is possible to state that young children are likely to be
distressed by relatively short periods of separation (such as an
overnight stay in hospital), whilst older children are more likely to
be distressed by enforced periods of separation lasting days, weeks
or longer (as might occur in institutional settings).

The emergence of cognitive self-awareness

During the firstyear of life, the child is preoccupied with honing the
sensory-motor skills that allow it to touch, taste and explore its
environment (Piaget 1954). During this stage of development, the
childlivesverymuchin the ‘here and now’ and thereislittle evidence
that it actively plans, intends or reflects consciously on the
consequences ofitsactions. Buss (1980) refers to this state of being as
asensory awareness of self and argues thatitis very much on a par with

the type of awareness thatis found in cats and dogs.

During the second year of life, however, a marked change in the
child’sself-awarenessbecomesevidentthrough itsactions. Ataround
the age of 2, for example, children begin to recognise themselves in
the mirror, they begin toself-namein photographs, theybecome aware
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of their sexual identity, they become aware of their appearance and
dress and they start to label toys and other personal possessions as
‘my toy’ etc. (Lewis and Brooks-Gunn 1979; Kagan 1982). Itis also
around this age thattoddlers display the temper tantrums associated
with the ‘terrible twos’, and, as many parents will bear witness to,
children often display such behavioursin the realisation that they can
exertastrong influence on the parents’ subsequent behaviour.

Taken together, these phenomena suggest that the child is
becoming aware of itself as a unique, social individual, which Buss
(1980) suggestsreflects the emergence of a cognitive self-awareness that
may be defined as the ability to be an object of one’s own knowledge
and to reflect on who and what we are. This capability appears to
representa qualitative change in cognitive functions thatfacilitate the
developmentofthesocial self.

Cognitive development, social cognition and the self-system
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How humans develop into sophisticated social beings is a complex
puzzle, and our task is not to dwell on the topicin depth. However, a
number of things occur around the second year of life that might
feasibly combine to facilitate cognitive self-awareness. First, there is
athree-tofourfoldincreasein the size of the cortex and myelinisation
of neural pathways occurring between birth and 2 to 3 years of age
(Nowakowski 1987). Second, the brain’s capacity to process, store and
recallinformationis greatlyincreased (Bee 1997); and third, the child
begins to master language, which givesit the ability to conceptualise
eventsand emotionsand to communicate withitselfand others (Bates
et al. 1987). Taken together, it seems likely that these developments
allow the child toreflect on the causes and consequences of itsactions,
to perceive the world from others’ perspectives and to share their
perceptions, opinions, values and beliefs.

These reflective thoughtsare sometimes collectively labelled socia/
cognition, which may be broadly defined as the understanding of self
and others that results from self-reflection in the context of social
interaction. Such processesappear to be veryimportant, asitisargued
that the child comes to know itself by reflecting on the feedback
provided by others, and comes to understand others’ motives and
feelings by reflecting on the consequences of its own behaviour
(Cooley 1902; Mead 1934; Hastrup 1995). Although this may sound
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complex, it is easy to relate to at a personal level. For example, you
would probably reflect on your actions if a close friend told you that
you were basically self-centred and egotistical, and similarly you
would, no doubt, be concerned if your actions caused someone else
acute embarrassment.

Without social cognition, it seems likely that the child would be
unable to understand itself or others and would remain an outcast,
unable to learn the implicit rules that govern social behaviour. Itis
noteworthy that this deficit is a core feature of childhood autism
(Hobson 1993).

The role of the social group in self-development

Some psychologists have argued that the self-system has evolved out
oftheneed toregulateand modify personal behaviour within the social
groups we inhabit (Trower ez 2. 1990). In doing so, we look to others
toobtaininformation about the type of person we are and we look for
information that tells us whether or not our behaviour (or our
appearance)issociallyacceptable (Cooley 1902; Mead 1934; Sullivan
1953; Goffman 1959; Argyle 1983). Furthermore, Bandura (1986) has
argued thatwe model our behaviour on significant others within our
social group, whilst Bee (1997) states that their standards help shape
our own personal beliefs and values. This perspective issupported by
a)social comparison theory, which proposes thatwe are driven to compare
ourselves with others (Festinger 1954; Bem 1972) and b) research
emanating from developmental psychology, which shows that self-
comparison with othersisanintegral partof self-development.

These comparative processes show a clear developmental trend.
"Thatis, between the ages ofabout2 and 6, children’s self-comparisons
are based upon external, physical features and abilities (such as how
tall, small, fast or slow they are in relation to others), whereas from
the age of about 7 or 8, children start to make more sophisticated
comparisons based upon internal, psychological attributes (such as
how clever, stupid, outgoing or introverted they are in relation to
others) (Montemayor and Eisen 1977; Ruble 1987).

James (1995) argues that our concept of self develops out of self-
other comparisons, and according to social comparison theory, we
typically make such comparisons with others similar in appearance,
intellect, social class, etc., presumably because they are unlikely to
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make usfeel uncomfortable orinferior (Bem 1972). However, research
shows that pre-school children, and those up to the age of about 6,
tend to make comparisons with dissimilar others, such as parentsand
oldersiblings. By the time theyreach secondary school, however, the
importance of beinglike othersin the social group reachesapeak (Sulls
and Mullen 1982). Whilst this may result in financial pressures on
parents to buy the latestdesignerjeans or trainers, itcanalso resultin
self-consciousness and a significantloss of self-esteem (James 1995)
for children who are ‘different’, because they are overly tall, small,
thin or fat, early or late entering puberty, etc., or for those who have
some physical or psychological handicap.

Whilst the social group undoubtedly plays an important role in
shaping the way in which we develop, it is evident that individuals
sometimes develop in ways thatare in direct conflict with significant
others, suchasfamily oreven society atlarge. Thissuggests thatboth
internal and external forcesare importantin shaping the self. Indeed,
Maslow (1970) suggested thatwe have a strong internal drive to meet
our own intrinsic goals and aspirations. Furthermore, we tend to
become less reliant on comparisons with others for a feeling of self-
worth or esteem as we age (Kimmel 1990), although, as we will see
next, there is evidence that some adults continue to be highly reliant
onothers to maintain a positive self-image.

Individuals’ differences in self-awareness
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So far we have learnt that small children are particularly reliant on
feedback from others to build a picture or model of themselves, but
let us turn our discussion back to adults for a moment. Ask yourself,
how reliantare youon others to provide positive feedback aboutyour
achievements and how important are their reactions for your self-
esteem? Youmightfind thatthisis partly dependentupon the situation
youfindyourselfin. For example, youmightrecall having felta greater
need for positive feedback and reassurance when you found yourself
in a novel or unfamiliar situation that made you insecure. Similarly,
we might well imagine thatan elderly woman rendered incontinent
and immobile by a stroke would seek extra reassurance from family
ornurses thatshe was still worthy of respectand attention.
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In such circumstances, we are likely to pay particular attention to
others’ reactions tous. However, some psychologists have found that
there are significant variations in the extent to which individuals are
habitually reliant on feedback from others for checking the
appropriateness of their behaviour or their self-worth. These
differences are deemed to be due to trait-like dispositions that lead
some individuals to be more self-conscious or self-aware than others
(Snyder 1974; Fenigstein et al. 1975). For example, individuals high
in the trait of public self-consciousness (PUBSC) are particularly
concerned to presenta favourable public image and closely monitor
others’ reactionstowards them. Conversely, individualshigh in private
self-consciousness (PVSC)arelessaware and concerned aboutothers’
reactions towards them and, as a consequence, are less likely to
conform to group pressure when it involves conflict with their own
personal beliefs or values (Fenigstein 1979)).

What causes PUBSC isunclear, although itis known that people
who are high in this traitare more likely to experience social anxiety
and embarrassmentand are more likely to have alow self-esteem (Buss
1980; Cheek and Melchoir 1990). Perhaps, then, such individuals
actively pay special attention to others’ reactions because of a strong
need toseek theirreassurance. Whilst this type of behaviour may well
be a function of personality traits, it is not difficult to envisage that
PUBSC could also be induced by any public event that results in the
individual beingunsure abouthisor herability to performadequately
(suchas may occur when the studentreluctantly gives a presentation
tohisorher peers).

Summary

The development of the self in childhood is facilitated by a secure
emotional base and the growth of a close emotional bond with
significantothers, such as the child’s parents or guardians. A sense of
security gives the child confidence to explore its physical and social
boundaries and underpins the development of normal social
relationships with others. The feedback that the child receives from
significant others provides important information about the self, in
thatthe child whoisloved comes to see itself as worthy of love and so
develops a positive self-concept. By the reverse token, the child who
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receives erraticor consistently negative feedback from othersismore
likely to develop a negative self-concept and to have difficulty
establishing and maintaining intimate relationships with others.

During the firstyear of life, the child’s sense of selfis limited to a
basic form of sensory self-awareness that precludes conscious and
deliberative self-reflection. From the second year of life onwards,
however, the child becomes aware of itself as a social object and is
graduallyable toreflectwithincreasing sophistication uponitsinternal
and external attributes and the causes and consequences of its own,
and others’, behaviour.

"This qualitative change in cognitive ability is probably a function
ofincreased brain capacity thatisassociated with the developmentof
language and changes in the power of memory. The emergence of
cognitive self-awareness heralds the development of the social self,
and the beliefs, opinions and attitudes of significant others are
gradually transfused into core, internal, self-standards thatshape the
individual’s general behaviour and sense of self. In short, cognitive
and emotional factors both play a crucial role in moulding the self.
Cognitive self-awareness facilitates the development of social
cognition and self-reflection, and a secure emotional base provides a
platform for the development of normal social relationships with
others.

Individuals differin the extent to which theyare self-aware or self-
conscious. Individuals high in publicself-consciousness, for example,
are keenly aware of themselves as social objects and are particularly
attentive to others’ reactions towards them. Although public and
private self-consciousness are treated as traits, any event or situation
that draws adverse or unwanted attention to self-appearance or
performance is highly likely to elicit acute public self-consciousness
in all or most individuals. Finally, it is worth noting that the trait of
publicself-consciousness, and the self-other monitoring and checking
that stems from it, has been linked to low self-esteem and a negative
self-concept.



Chapter 4

Evaluating and
protecting
the self

Learning outcomes
By the end of this chapter you should be able to:

e Describe the five self-evaluative emotions.

¢ Outline the function of defence mechanisms, such as denial,
downward social comparison and self-handicapping.

¢ Explainthe difference between denial and self-illusory perceptions.
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The self-evaluative emotions

Sofarwe havelearntthatothers playacrucial role in the development
of the self-system and thatwe continue to make self-comparisons with
others throughout adult life, not least as a means of checking the
appropriateness of our behaviour. Although most people do not feel
continually anxious, events do occasionally occur thatcause us to feel
unsure of ourabilities. This often resultsin anxiety, awkwardnessand
an increase in self-awareness. These feelings typically arise out of a
fear of negative evaluation, or negative self-comparisons with others,
and a variety of terms such as embarrassment, self-consciousness,
social anxiety, shame and guilthave been used to explain them.

In the following discussion, we will learn thateach emotional state
has a special relevance to clinical practice, regardless of whether the
patient population is drawn from the very young or the very old, the
physically frail or handicapped or the psychologically disturbed.
Before we move on, however, [ would like to point out thatone could
develop a strong case for examining the emotions associated with
positive self-evaluation. Unfortunately, little research exists to support
theirstudy, primarily because psychologistshave been concerned only
with the negative effects of self-comparative processes. Despite this,
youmight find it of interestand value to reflect on how patients deal
positively with adverse events that might otherwise cause them to be
concerned aboutothers’negative evaluation.

Self-consciousness
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Self-consciousness is an experience that is characterised by
uncomfortable feelings of acute self-awareness and anxiety that can
occurwhen people believe thattheyare (or maybe) judged negatively
by others. Relatively little research has been carried out into the
situational factors that can cause self-consciousness, butin carrying
outsomerecentresearch, lascertained thatthe followingkey factors
areinvolved:
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Afear of negative evaluation.

Novelsituations and the presence of strangers.

Situations where the individual feels conspicuous and the centre
of others’ unwanted attentions.

Concernsaboutpersonal appearance.

Beingasked to do thingsin public thatare normally socially taboo.

Ifyoustop to consider these criteriainlightof the types of situation
thatpatients can find themselvesin, itis not difficult to envisage why
they sometimes feel self-conscious. Health professionals often ask
patients to do things that involve forms of public self-exposure that
would normally be socially unacceptable. Furthermore, negative
changes in body image can evoke a heightened awareness of self,
feelings of embarrassmentand a fear of negative evaluation. To take a
case in point, one woman in my study reported feeling acutely self-
conscious when asked to show her unusual form of breast cancer toa
large group of medical students (Russell 1996).

Whilstsuch eventsare undoubtedly traumatic, itisjustasimportant
to remember that ‘routine’ events, such as using a bedpan, being
incontinentor beingasked toremoveyour clothes, canalso cause acute
self-consciousness.

Social anxiety

Social anxietyis closely associated with self-consciousness and occurs
when the individualismotivated to presenta favourable publicimage,
but doubts their ability to do so (Schlenker and Leary 1982). Social
anxiety is characterised by a fear of negative evaluation that is
frequently combined withsocial avoidance ofactivities thatmightlead
to publicridicule (Watson and Friend 1969).

Socialanxietyisrelatively commonplace and isusually situationally
induced and transient. However, itmay occasionally take the form of
crippling, trait-like doubts thatlead to avoidance of social situations.
Chronicsocial anxiety may be linked to deeply ingrained doubts about
one’sability to function competentlyin the publicdomain (Buss 1980;
Beck and Emery 1985), but it may also be induced by any illness,
trauma or clinical procedure that the patient believes will result in
subsequent public censure or ridicule.
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Although social anxietyis typically viewed asa psychiatricormental
health problem, itiseasy to envisage whyanindividual witha ‘stammer
orapatientleftwithslurred speech following a stroke, mightbecome
extremelyanxiousatthe prospectofany publicactivity. Indeed, social
anxiety may be found in any client or patient population.

Embarrassment and shame
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Embarrassmentoccurswhen the individual transgresses some social
rule, boundary, etiquette or taboo, and there is some overlap with self-
consciousness. However, embarrassmentand self-consciousness are
usually treated as two distinct constructs, because embarrassmentis
generally regarded as less traumatic than self-consciousness and
because it is possible to be embarrassed on someone else’s behalf
without feeling self-conscious yourself. This is termed vicarious
embarrassment (Edelman 1981).

Harré (1990) argues thatembarrassmentfunctionsasalargelynon-
verbal, social signal that is sent by the transgressor and received
automatically by a recipientaudience. Behaviours, such as blushing,
eye gaze directed at the floor and fidgeting, indicate to the audience
that the transgressor is aware of his or her ‘error’, which allows the
audience the option of ignoring the error or providing reassurance
that all is well. Harré argues that we learn to detect these cues and
respond to them in such a way that it becomes an automatic and
involuntary process. (Which mightexplain why we cannothelp feeling
embarrassed about the antics of purely fictional characters, such as
Dell Boy in Only Fools and Horses and Basil Fawlty in Fawlty Towers).
There is a serious side to this, of course. Feeling embarrassed is
unpleasant and there is a danger that the types of event that can lead
toits occurrence in clinical settings become regarded as so common
and trivial by staff, thattheirsignificanceis overlooked. For thisreason,
itisimportant occasionally to put yourselfin the ‘patient’s shoes’, in
addition to being alert to non-verbal cues that may indicate that the
patient feelsawkward and uncomfortable.

Embarrassmentand shameare interrelated in thatthey both occur
when thereissome transgression of social rules or etiquette (Buss 1980;
Edelman 1981). However, whereas embarrassment is generally
regarded asa transientstate, associated with minor transgressions of
social rules and etiquettes, shame is perceived as an enduring state,
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which is linked to more serious transgressions that are suggestive of
some gross personal inadequacy or immoral act (Castalfranchi and
Poggi 1990; Gibbons 1990). To take an example, a man might feel
too embarrassed to admit to casualty staff that his wife had given him
a black eye, whilst he might be too ashamed to admit that it had
occurred as he was beating her up.

Bradbury (1993) argues that facially disfigured individuals
sometimes experience shame, because people hold the deeply
entrenched belief that good is beautiful and ugly is evil and immoral
(ifyoudoubtthis, spend an evening watching the waysin which heroes
and villains are differentially portrayed in films, advertisements and
even fairy tales!). Furthermore, disfigured people are sometimes held
responsible for their condition, on the basis that they could seek
corrective plasticsurgery if they so wished.

Itis important to note that negative staff attitudes may reinforce
(if not cause) shame in vulnerable patients. Stockwell (1984), for
example, found that general nursing staff often held negative and
judgemental attitudes towards certain categories of patient, such as
homosexuals, psychiatric patients and those who were admitted
following an overdose attempt. Thisis bad practice and we can state
that whenever staff adopt a position that purports to give them the
higher moral ground, the patient is likely to respond with a sense of
inferiority and shame or, alternatively, anger and hostility.

Guilt

Guiltand shame are similar emotional states in that they both result
from a transgression of moral standards, emanating from the
individual, an organisation or society at large. However, Higgins
(1990)argues that guiltand shame are readily distinguishable, because
guilt is experienced only when the transgressor believes that his or
heractionshaveresulted inharmto others. Take, for example, anadult
womanwho hasunsuccessfully attempted to commitsuicide. She may
feel ashamed about having attempted suicide, but she will only feel
guiltyifshe perceives thatheractions have caused others, suchasher
family, distress. Of course, she could also feel guilty about failing to
killherself, particularlyifshe believed thatsuccesswould haverelieved
them ofher burden.
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Self-consciousness Socio! anxiety

/

SELF-EVALUATION

S

Embarrassment Guilt

Shame

FIGURE 4.1 The five self-evaluative emotions

As we will see later, guiltis often prominentin depression and in
bereavement reactions and is, therefore, likely to be frequently
witnessed by nurses across awide variety of clinical settings.

Summary so far

So far we have discussed five emotions or states that each result from
actual oranticipatory negative self-evaluation (see Figure4.1). Social
anxiety typically results in anticipation of a negative event, self-
consciousness and embarrassment often arise during an ongoing
event,and guiltand shame are emotional states thatoccurin response
to failure. At the core of each is a heightened sense of self that is
accompanied by feelings that are distinctly unpleasant. Many types
of eventcan giverise to these states and they may be found in all areas
of clinical practice, regardless of whether oneis dealing with children
or adults or individuals with physical or psychological problems.

Protecting the self

Theorists have long been fascinated by the mechanisms used by
individuals to protect their self-concept. During the early partof this
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century, prominentpsychiatrists, such as Freud (1901), proposed that
people use mental defence mechanisms to protect themselves from
feelings of overwhelminganxiety, guiltand shame. These mechanisms
wereassumed to be employed unconsciously, and their presence (when
observedvia the patient’sabnormal behaviour) was taken as evidence
of some repressed intra-personal conflict that stemmed from
instinctual urges to commit acts that were socially unacceptable.
Although the theoretical assumptions thatunderpin the Freudian or
psychoanalytic perspective have fallen out of favour in mainstream
psychology, many of the concepts are still widely applied in clinical
practice. For example, the defence mechanism of denia/is commonly
used todescribe the individual’sinitial response to traumatic, personal
events. The term projectionisused to describe the angerand aggression
that may result when an individual unconsciously shifts feelings of
self-blame and guilt onto an innocent third party (often the hapless
nurse or doctor), and the term sublimation is used to describe the
channelling of socially unacceptable impulsesinto socially acceptable
outlets as, for example, may occur when feelings of aggression are
vented legally during a game such as football.

More recently, social psychologists have begun to use alternative
theoretical perspectivestoinvestigate how people defend the selfwhen
it is threatened by major events, such as cancer, heart disease,
disfigurementand even death (Lazarus 1983; Taylorand Brown 1988),
and their efforts have largely focused on the adaptive role of illusory
self-perceptionsinmaintaining a high self-esteem and sense of personal
control.

The theoretical frameworks thatunderpin the psychoanalyticand
social-psychological fieldsof research are fundamentally differentand
their detailed discussion is beyond the scope of this text. However,
there are two relevant points that we can usefully extract: first, they
both hold the common position thatdefence mechanisms protect the
individual from threats that might otherwise disrupt or destroy the
integrity of the self-system; and second, they differ in that psychiatry
has typically viewed these mechanisms as maladaptive, abnormal and
undesirable, whilstsocial psychologists have broadly perceived them
as adaptive and normal. Whilst both positions arguably have some
merit, we willadopt the following working definition:

Individuals employ a range of defensive strategies when the
integrity of the self-system is threatened. These strategies or
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mechanismsare often automatically employed and individuals may
beunaware thattheyare using them. As their functionisto protect
the self, they should be treated as adaptive unless they start to
interfere with normal social functioninginaself-destructive oranti-
social way.

Before we take this discussion any further, Iwould like to offeryou
a case study that graphically illustrates how reality may be distorted
to protect the self. The individual concerned was a smart, though
sombrely dressed, single manin his fiftieswho suffered fromrecurrent
bouts of moderate to severe depression. He always carried a black
attaché case that was filled with ‘personal correspondence with the
queen’,which he claimed dated backmanyyears. In hisletters he had
offered the queen ‘advice and guidance’ that he truly believed to be
well received. However, clinical staff knew that, although he had
writtenregularly to the queen, he had only ever received polite replies
from anonymous civil servants at the palace.

Sowhy did he persist with the charade? Well, he wasaverylonely
man, with no joband no friends to boost his self-esteem. The letters
he carried appeared to be part of a delusional belief system that
provided him with a sense of importance that was vital to his well-
being. Inshort, hisself-delusions were adaptive and there was general
agreementamongstthe staff thatwe should notseek to challenge them,
without first devising some alternative way of maintaining a positive
self-esteem. This latter point is important, regardless of whether a
patientisdistorting reality to deal withlonelinessand alow self-esteem,
orisdistorting reality due to a fear of dying from cancer.

llusory self-perceptions
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Although the latter scenario paints a picture of extremes—the social
misfit who creates a delusional system in order to make himself feel
important—youmightbe surprised tolearn thatsocial psychologists
are uncovering evidence that suggests that we #// distort reality in
varying degrees in order to make ourselves feel good. Taylor and
Brown (1988) label these distortions ilfusory self-perceptions, and state
thata considerable body of research points to the fact that ‘exaggerated
perceptions of control or mastery, and unrealistic optimism are
characteristic of human thought’ (p. 193).
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These illusory self-perceptions are bolstered by a range of
preconscious biases that affect the way in which we process information
available to us. For example, we tend to make internal attributions
forsuccesses (thatis, attribute the cause of success to ourselves), whilst
we tend to make external attributions for failures (that is, attribute
the failure to others or other things) (Zuckerman 1979; Lewinsohn
and Mischel 1980). This so-called se/f-serving bias is quite common
and canbeseen operatingwhenastudentblames the lecturer for failure
topassanassessmentrather than her own lackofwork during the year.
Similarly, Silverman (1964) has found thatwe tend to recall successes
more easily than failures, and Fiske and Taylor (1984) and Janis and
Mann (1979) have shown that our prior expectations bias our
judgements and cause us to gather and interpretinformation in such
away thatour existing beliefsare upheld.

Taylor (1983) points out that cancer patients and their relatives
often employ illusory self-perceptions in an effort to cope with
potentially devastating situations. For example, Taylor found that
cancer patients often showed a level of hope that was not supported
by the ‘facts’, and noted that the optimism generated by this helped
to create feelings of personal control and helped ward off a sense of
hopelessness. Viewed from this perspective, it seems evident that
seeing the world though rose-tinted glasses can be beneficial to our
well-being, rather than detrimental.

Denial

Denial may be defined as a distortion or repudiation of reality, and it
sharesthis core feature withillusory self-perceptions. In fact, the main
feature distinguishing these two constructsisnotamatterof the degree
to which reality is distorted, but appears to rest on the fact that,
historically, psychiatrists have generally perceived denial as
maladaptive, whilstsocial psychologists have tended to view illusory
self-perceptions as adaptive (Russell 1993). To avoid further
conceptual confusion, we will simply adopt the position thatdenial is
one ofarange of illusory self-perceptions that should be regarded as
adaptiveunlessitsuse starts tointerfere with normal social functioning
inanundesirable way.

Denial maybe commonly observedinall areas of clinical practice,
andleading researcherssuch as Lazarus (1983) have suggested that
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theability to distort or negate the fullimpact of negative or disruptive
change is an essential, adaptive coping response. This view is also
mirroredin morerecentresearch. For example, highlevels of denial
have been shown to facilitate recovery in the initial period following
myocardial infarction and coronary bypass surgery (Levine ez 4.
1987; Folksetal. 1988), though thereisasuggestion thatthe longer-
term use of denial may adversely affect recovery from physical
conditions (possibly because it may lead to non-compliance with
medical advice).

Downward social comparison

Downward social comparison occurs when individuals make self-
comparisons with others worse off than they are, as a means of
reducing the magnitude of threatposed to the self (Wills 1982). This
defence mechanismis commonly seeninindividuals whoare trying
to cope with major life events, such as illness, and it is an adaptive,
though arguably self-illusory, coping mechanism (Feldman 1995).
For example, amother who hasababyin neonatalintensive care, as
aresult of a pre-term delivery and hypoglycaemia, may lessen her
anxiety by consoling herself thatsheisnotas badly offas the mother
whose childisbeing ventilated because of pneumoniaanda collapsed
lung.

Self-handicapping
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Self-bandicapping is a defence mechanism that involves attributing
failure to some external cause (Jones and Pittman 1982). Like most
defence mechanisms, its purpose is to negate threats to the selfand
boost self-esteem. However, self-handicapping can become a
maladaptive response, when the triggering fear of failure is
reinforced by the self-handicapping tactic. For example,a man may
getdrunk prior toan exam asa strategy that conveniently allows him
toblame failure on the resulting hangover. Whilst thisunconsciously
motivated strategy may well suffice as a ‘one-off way of saving face,
itwould become maladaptive and self-destructive ifhe subsequently
came to rely on alcohol whenever he was faced with a potentially
evaluative social situation that carried the risk of failure.
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Sadder but wiser? Self-focused attention and illusory self-
perceptions

The finalissue we will deal within this firstsection concerns the effects
of self-focused attention on self-esteem. In brief, you mightimagine
thatbyregularly focusing on your thoughts, feelingsand motivesyou
would learn more about yourself and eventually end up a happier
person. However, you could be wrong. There is a strong body of
evidence that shows thatself-focused attention frequently results in
a lowering of self-esteem (Duval and Wicklund 1972; Farber 1989;
Gibbons 1990; Ingram 1990).

What can we make of this? Well, one way of viewing the evidence
is to take the perspective that we defend our self-image by gently
distorting reality (the illusory self-perception view) and ignoring
unpalatable facts about ourselves thatare revealed only by close self-
scrutiny. We might also support this theoretically by using Rogers’
(1951)ideal-actual-selfmodel and hypothesising that focusing on the
selfleads toan awareness of discrepancies between what we think we
are and whatwe actually are.

Indeed, Duval and Wicklund (1972) found experimental evidence
to support just such a hypothesis, and a further piece of intriguing
research, carried out by Alloy and Abramson in 1979, lent further
weightto theargument. Thelatter investigators found thatclinically
depressed people were much more accurate in their self-appraisals
than non-depressed people, leading to the suggestion that they were
depressed because they knew more about themselves.

Many people, psychologists included, object to the idea that
knowing yourself better should make you unhappier. Furthermore,
the proposition fliesin the face of the rationale behind interventions,
such as psychotherapy, that are designed to make the individual
happier through enhanced self-awareness. So, without being too
controversial, let us extract one key point: it seems that focusing on
the self can sometimes lead to a lowering of self-esteem. Now take
this point and relate it to your own experiences. Ask yourself how
frequently you focus on yourself and whether you are most likely to
do sowhen something adverse occurs (like personal criticism from a
close friend). Finally, askyourselfwhetheryou think thatevents, such
assurgery or mentalillness, mightlead patients to focus more closely
on certainaspects of self, and reflecton whateffect thismightfeasibly
have.
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Summary

So far we have learnt that the self-system is a complex psychological
phenomenon that provides a window through which individuals view
themselves and the world around them. The system plays a central role
in determining how we perceive ourselves and others. If we are high in
self-esteem, we tend to perceive others positively; if we are low in self-
esteem, we tend to feel bad aboutourselvesand have difficulty withinter-
personal relationships.

We are notbornwith a conceptofself. Itevolves gradually over time
and is heavily influenced by the reactions of significant others as we
compare and contrast our personal attributes, beliefs and behaviours.
These self-evaluative processes, orsocial cognitions, canlead toavariety
ofemotional statessuchasself-consciousness, embarrassment, guiltand
shame, and these all share the common characteristic that they involve
uncomfortable feelings of self-awareness that result from actual or
anticipatory negative evaluation. Thereareindividual differencesin the
extenttowhichwe continue torelyonothers’ feedbackfor ourself-worth,
but there are very few individuals who are totally uncaring about what
others think of them.

Routine clinical tasks can subject the individual to various forms of
public self-exposure that would normally be socially unacceptable, and
thesearelikely toevokeself-consciousnessand embarrassment. Negative
andjudgemental staffattitudes may heighten, or cause, a sense of shame
in vulnerable patients, and guilt is likely to occur when the patient (or
nurse)believesthathisorheractionshaveresultedinharmtoa third party.

When the self is threatened, we seek to defend our self-image by
employing defensive strategies orillusory self-perceptions thatbend or
distortrealityinvarying degrees. These strategiesare commonplaceand
generally adaptive and are particularly likely to be observed in clinical
practice,where theyareused toreduce feelings ofanxietyand vulnerability
thatarise from physical or psychological threats to the individual’s well-
being.

MINI SELF-TEST
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1 Briefly outline the main components of the self-system.
2 Describe what is meant by a self-schema.
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3 List the phenomena that are likely to cause a drop in self-esteem.

4 Briefly outline social comparison theory and explain why we
prefer to make comparisons with similar others.

5 Briefly explain how we come to acquire our internal self-
standards.

6 Why is the development of a secure emotional base important
for the development of healthy social relationships2

7 Describe the features of public self-consciousness.

8 Briefly compare and contrast each of the self-evaluative
emotions.

9 Briefly explain the principal benefits derived from the use of
strategies such as downward social comparison and self-
handicapping.

10 What is the difference between illusory self-perceptions and
denial, and when does their use become maladaptive?

Susan

Susan is eighteen months into her nursing course. She is very keen
to dowell, but her studies are being compromised by her partner’s
constant bickering when she comes home from work. He appears
resentful of her work and her studying at home and she feels both
guilty and resentful. Explain what might be happening to their
relationship with reference to conceptssuch asself-schemas, role expectations
andmultiple selves.

Omar

Omaris2¥2yearsold and attends nursery full-time while his parents
are at work. When he is collected in the evening, he typically
responds by avoiding eye contactwith themandignoringall attempts
to communicate. When they arrive home, he often flings a temper
tantrum and occasionally bites and scratches anyone who attempts
to console him. How might we explain Omar’s behaviour with reference
to attachment theory and children’s reactions to separation?

Sarah
Sarahrecently gavebirth toababyboywhowasborn prematurelyatthirty-
three weeks by emergency caesarean section. He has been nursed in

REFLECTIVE SCENARIOS
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neonatalintensive care for the pastten days due to physical complications.
Although she is greatly concerned for his well-being, she cannot
understand why she feels so distant from him. Discuss the factors thatmight
impede bondingwith ber child.

Matthew
Matthew isa 13-year-old boy with Downs Syndrome who has recently
started at the local comprehensive after completing an extra year at
primaryschool. Heis generally regarded as enthusiasticand reasonably
bright, although hisIQliessome waybelowaverage. Physicallyheis quite
fit, buthe hasnystagmus and suffers from asthma, whichis controlled by
theuse of inhalers. Although Matthew had few problems at his primary
school, he was decidedly ‘put out’ athaving to stay behind fora year and
hasbeenunabletore-establish therelationships thathehad with hisformer
friends. His teacheris concerned thatheisnotgelling with the class, and
his parents are worried because he no longer wants to walk home from
school and prefers, uncharacteristically, to stay in his room during the
evening.

Discuss the possible causes of Matthew’s bebaviour with reference to social
comparisontheory, self-esteerm andthe self-evaluative emotions.

Panna
Pannaisinhermid-fifiesand wasrecentlyadmitted to the Regional Burns
and PlasticSurgery Unitwithsevere burnstoherface, chestandabdomen.
Although the medical staff are confident that she will survive, they
anticipate that she will have problems adjusting to the prospect of
correctivesurgeryand permanentscarring.

Usingyour knowledge of concepts such asideal-actualself, stability of the self-
system, social comparison theory and self-consciousness, discuss what effect the
event is likely to have on her:

Robert

Robert is a 28-year-old man who has recently been promoted to the
post of nurse-manager. Although he was initially pleased about his
promotion, he harboured some doubts about his ability to do the job.
Of late he has become very anxious when asked to speak in public or
give presentations to his colleagues. In fact, on one daylastweek, he felt
so bad thathe phoned insick.

Discuss Robert’s behaviour with reference to social anxiety.
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Liv and Karsten
Liv and Karsten have been happily married for more than forty years.
However, Karsten hasrecentlyundergoneasuccession of treatments for
cancer of the bowel thathave been unsuccessful and he isnow receiving
palliative careathome. Although Karsten’s prognosisis extremely poor,
they both behave as though everything is more or less normal. This
concerns the visiting district nurse who fears that Liv is going to come
down withahard bump when Karsten eventually passes away.
Discussthe extent towhich the districtnurse’sfears arejustifiedwith reference
toillusoryself-perceptions and denial.

Suggested reading

Bee,H.(1997). The Developing Child. 8thed. New York: HarperCollins. Thisisa
comprehensivebook thatshould be ofinteresttoany nurse working with children.
Bee’sstyleisauthoritative butstraightforward, and she never getsbogged down
inirrelevant detail.

Buss, A.H. (1980). Se/f-consciousnessand Social Anxiety. New York: W.H. Freeman
and Co.

Althoughalittle dated, thisis probablystill the bestintroductory text foranyone

wanting to learn aboutthe social evaluative emotions.

Feldman, R.S. (1995). Social Psychology. Chapters 4 and 5. The self: perceiving
and understanding ourselves and well-being and health psychology.
Englewood Cliffs, NJ: Prentice Hall.

"This text provides a straightforward and well-written overview of how the self

affectsbehaviourand health, viewed from social psychology. Italso covers other

potentially relevant theories and concepts thatare beyond the scope of this text.

Lansdown, R.,Rumsey, N., Bradbury, E., Carr, T.and Partridge, ]. (1997). Visibly

Different: Coping with disfigurement. Oxford: Butterworth Heinemann.
Thisisawell-written book about disfigurementaimed at both an academicand
a public audience. It contains up-to-date research and contributions from
individuals who are themselves disfigured.

Taylor, S.E. (1983). Adjustment to threatening events: A theory of cognitive
adaptation. American Psychologist 38,1161-1173.

This lucid paper provides an overview of the importance of mastery and

controlinadverse situations and itillustrates how illusory self-perception

can protect the integrity of the self-system.
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Part two

Reactions to change,
challenging events
and loss

e Stress, appraisal and coping

e Anxiety in clinical practice

e Anger and aggression in clinical practice
® Depression in clinical practice

® Dying, bereavement and loss
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Chapter 5

Stress, appraisal
and coping

Learning outcomes
By the end of this chapter you should be able to:

* Describe the concepts of stress and threat appraisal.

* Describe the major factors that have been shown to mediate
reactions to challenging or threatening events.

* Outline how an acute health crisis may develop.
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The nature of stress

Therecanbefewpeoplein thewesternworldwhohavenotheard of stress,
orwhohave notoccasionally described their day toa colleague or friend
as‘stressful’. Furthermore, stress cannotbe dismissed asanirrelevantand
minorside-effectof modernlife, because, aswewill learnin Part Four of
this text, it has been linked to the onset of major disease and an overall
increaseinmorbidityand mortality invulnerable patients. Our firsttask,
however, isto examine the basicnature of stress, so thatwe havea platform
for discussion.

Stressis often conceptualised as comprising two basic dimensions: a
stressor; such as the onset of illness or the threat posed to self-esteem by
redundancy or exam failure, and a stress response, such as the feelings of
tensionand anxiety thatmaybe experienced and the ofteninvisible strain
thatisplaced on thebody’ssystemswhen the stressresponseis prolonged
(Sarrafino 1994) (basic details of the physiological stress or ‘alarm’
response are given in Part four). Inaddition, a third dimension emerges
from the mransactional view, which depicts stress as a process involving an
interaction between the challenging event, the subsequent threat
perceptionand the copingresponsesavailable to theindividual (Cox 1978;
Lazarusand Folkman 1984). Viewed from this perspective, challenging
eventsresultinstressonlywhen thereisadiscrepancy between the dermands
of the situation and the resources available to the individual. This is an
important point. Significant events, such as hospitalisation, may result
ininitial anxiety for mostpatients, butif the patientviews the reasons for
admission asseriousand beyond his or her control, stressis highly likely
toresult.

Life events

Duringthe 1970s, psychologistswerekeen toestablishwhattypesof event
might cause stress. This was accomplished by asking large, normative
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populationsto rate the stressfulness of common events (Rahe and Arthur

1978). Notsurprisingly, thisresearch showed thatpeoplerated the death
ofaspouse or child as the moststressful, commonly occurring life event,
followed by events such as severe illness, redundancy, divorce, etc.
However, subsequent research questioned the value of such scales, on
the basis that they provided little information about the response that
could be expected at the level of the individual (Sarrafino 1994). We can
relate this back to the transactional model, because life events resultin
stress only when individuals believe that the demands or challenges
inherentin the situation will exceed theirability to cope. In short, notall
events are perceived as threatening. Redundancy or divorce, for example,
mightcomeasablessingin disguise. Similarly, events thatwould berated
aslowinstress by the majority of people would be rated as highly stressful
byasmall, butsignificant, minorityofindividuals. Forexample, Christmas
might be rated as highly stressful by someone who feels that the festive
seasononlyservestoremind themoftheirisolation from therestofsociety;
likewise a change in eating habitswould be rated as stressful by someone
suffering fromanorexianervosa.

Threat appraisal

Underpinning the transactionalmodelisthe assumption that, when faced
withachallenging event, people try toascertainwhether the eventposes
a threat to their physical or psychological well-being and then make a
judgement about how serious the threat may be (Cohen and Lazarus
1983). Thiscognitiveassessmentistermed the primary (orinitial) appraisal,
and if the eventis perceived as threatening, a secondary appraisalis made,
wherein the individual tries to assess whether or not they will be able to
deal with the challenge successfully. In carrying out this appraisal,
individuals may consider:

Whether they have successfully dealtwith similar events before.
Whatresources they may draw on to help them deal with the event.
How confident they feel about the likelihood of a successful
outcome.

If the individual concludes that the event can be dealt with successfully,
the threatisdiminished and attentionis diverted to other tasks. However,
ifindividuals conclude that they have no adequate way of dealing with
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thethreat, theystartto experiencefeelingsofanxietyasthestressresponse
isevoked.

Causes of stress

Whilstlife eventscales are nota wholly reliable indicator of stress at the
level of the individual, it is possible to identify a number of general, or
non-situation specific, factors thatare very likely to evoke stress in most
people. Forexample, research by investigatorssuch as Seligman (1975),
Janisand Mann (1979) and Schlenker and Leary (1982) has shown that
stressis typically caused by:

"Threatsto ourself-conceptorself-image and physical health.
Situationsinvolving conflictand ambiguity.

Forced choices thathave only unfavourable outcomes.

Novel events thatlead the individual to believe that the situational
demandswill outstrip theirability to cope.

Sometimesthese factorsinteract. Forexample, conflictmayarisewhen
a patient has to make a forced choice between premature death and a
disfiguring operation thatthreatenshisor herbodyimage. Additionally,
the novel nature of the situation may cause the patientto question his or
herability todeal with the possible consequencesofeither course ofaction.

Dealing with stress

A number of factors mediate, or modify, the individual’s response to
threateningor challenging events. Theseinclude thelevels ofsocialsupport
available to the individual and theindividual’s personal coping mechanisms.
These two factors often interact, determining how well the individual
copeswithan event.

Social support

Social supportmediates the stressresponse and the long-term damage
thatstress can cause. For example, social support has been shown to

54



STRESS, APPRAISAL AND COPING

be important in protecting the individual from major illnesses such
as heart disease, and in reducing morbidity and mortality post
bereavement(Berkman 1995).

According to Cohen and Wills (1985), there are two basic ways in
whichsocial supportmay mediate the effects of stress. First, highlevels
of social supportmay preventstress fromoccurring (the so-called direct
effect model), because individuals with high levels of support are less
likely to perceive challenging events as threatening. Second, social
supportmay provide a cushion or buffer that protects the individuals
from the most stressful aspects of challenging events (the so-called
buffering bypothesis). So a well-supported individual that has been
diagnosed as having, say, Parkinson’s disease, is likely to experience
less stress than an individual who lacks such support.

Social supportmay be offered inavariety of wayswhich caninclude:

Emotional support.

Self-esteem support

"Tangible or instrumental support.
Network support.

Emotional and self-esteem support may be offered by the nurse
during periods when the patient feels particularly low. Those
experiencing depression, for example, often feel a sense of
worthlessness that can be counteracted by someone spending time
listening and talking to them. Similarly, the nurse can offer tangible
supportin the formof practical advice and information thatmay help
torelieve stress by providing the patient with a means to deal with it.
Whilst this type of support may normally be offered by friends and
relatives, itis the quality of supportrather than thessize of the individual’s
network thatis the critical factor in helping vulnerable individuals to
meettheir own needs (Schaefereza/. 1981).

Personal coping mechanisms

"The extentto which individuals deal successfully orunsuccessfully with
challengingsituationsisalso determined by their personal coping styleand
theirprior experience or expectations (Brewin 1988). Coping stylemaybe
loosely defined ashabitual behaviour thatisa function of theindividual’s
personality traitsor characteristics. For example, Type Aindividuals often

55



REACTIONS TO CHANGE

view relatively neutral situations as competitive and threatening, and
typically react to them with some hostility. Furthermore, the Type A’s
habitual behaviour may evoke feelings of competitiveness and guarded
behaviourinhisorherassociates, whichin turnserve tofuel the Type A’s
expectations,leading to continued hostile behaviour,and soon. (See Part
Four for details of Type A-B behaviour.)

Thiscycleofeventsisnotinevitable,and thenurse can help toalleviate
the situation by being aware of, and checking, any feelings of hostility
and competitiveness thatare evoked by the patient’s behaviour.

Personal control
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Perhaps the single most important factor mediating reactions to
potentially stressful events is the extent to which individuals believe
that they have control over events. Research has shown, for example,
that individuals high in se/f-efficacy have positive beliefs about their
ability to adapt to new situations and to make things happen, have a
greater sense of control or mastery over situations than those low in
self-efficacyand tend to beless affected by stress (Bandura 1977; 1986).
Similarly, individuals who possess the trait of hardinesshave a sense of
control over their lives, together with a sense of commitment and
purpose thatenables them to view change as a positive challenge rather
thana threat (Kobasa 1979).

It has been suggested by social learning theorists that the beliefin
one’s ability to master difficultsituations is a trait-like characteristic
thatis formed during childhood (Bandura 1977; 1986). For example,
individuals high in self-efficacy tend to have a high self-esteem and
report memories of a happy childhood with caring and encouraging
parents (Bee 1997). Whilst this finding fits well with the model of self-
development outlined in Part One, it should be noted that children
who display the trait of resilience (a characteristic very similar to
hardiness) sometimes come from dysfunctional backgrounds where
positive reinforcement and appropriate role models are not in
evidence (Garmezy 1983; Hartrup 1983). This observation has led
some researchers to argue that traits like self-efficacy, hardiness and
resilience are, at least in part, a function of inherited personality
characteristics (perhaps linked to the basic temperaments that we
discussed in Part one).
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Finally,itisworthnoting thatthe illusory self-perceptionsreferred to
earlier, suchasdenial, self-serving biasand downward social comparison,
also serve to boost the individual’s sense of personal control in addition
toself-esteem.

Losing control: learned helplessness

According to learned helplessness theory, individuals lapse into a state
of helplessness or depression as a result of situations where repeated
efforts to exert control prove futile (Seligman 1975). However, there
is more to it than this. Although it may seem rather paradoxical, itis
often the patient’s perception of control thatis critical in determining a
sense of helplessness, and not the gravity of the situation per se. For
example, asnoted earlier, cancer patientsand their relatives sometimes
possessanillusion of control thathelpsward off feelings of helplessness
evenwhen thesituationis dire (Taylor 1983). Conversely, itis possible
for individuals to have a great deal of potential control over events,
whilstbelieving that they have (and are exerting) almostnone.

In the context of clinical practice, a loss of control may be
experienced whenimportantinformation aboutoutcomesis withheld
from the patient, because the threat of the unknown is often greater
than the threat posed by reality (Hyland and Donaldson 1989).
However, you also need to be aware that patients sometimes achieve
asense of control by ignoring or diluting reality, and in such cases it
may be preferable to withholdinformation or to be especially sensitive
and tentative about whatis communicated.

Althoughitcansometimes be difficultto decide when to withhold
orprovide information aboutnegative outcomes, the patient’sverbal
and non-verbal cues usually provide the necessary clues. However,
such decisions do need to be taken carefully and are always aided by a
good knowledge of the patientand a good relationship.

Adjustment to acute health crises
According to crisistheory (Caplan 1964), individuals faced with major

threats to the self typically react by attempting to employ tried and
tested coping mechanisms. If these work, the threatis diminished and
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Major threat to the self

YES

Tried and fested coping
mechanisms

'

work 2

'

NO

Crisis resolved

YES

Employs novel coping
mechanisms

Crisis resolved

work 2

'

NO

State of disequilibrium
or crisis

Yy

Adaptive tasks

|

Crisis resolved

FIGURE 5.1 A model of adaptation to acute health crises
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theindividual returns to a state of equilibrium. If, however, the use of
tried and tested coping mechanisms fails, the individual responds by
inventing new (and sometimes more desperate) ways of trying to deal
with the event. As before, the threat is diminished if these novel
mechanismsprove effective. If they fail, however, the individual enters
astate of disequilibrium or ¢risis, typified by very high levels of anxiety,
and resulting feelings of helplessness and despair (Benjamin 1978).
Caplan’s model, which is shown schematically in Figure 5.1, is
extremely useful and can be applied to explain acute stress reactions
inany field of clinical practice. However, you should note that, unlike
thelearned helplessnessmodel, Caplan’smodelisbased on the premise
thatcrisesare naturally self-limiting, because the individual eventually
adapts to the threat. Moos (1982) has taken this aspect of the model
farther, suggesting that patients experiencing an acute health crisis
are typically faced with a number of adaptive tasks that they must
accomplish if the crisis is to be resolved (see Figure 5.2). It seems
reasonable to assume, therefore, thatan individual will experience a
sense of chronic helplessness and depression only if they are unable
to complete these tasks successfully. It is relatively easy to envisage
examples of the general and illness-related tasks suggested by Moos.
For example, an inability to deal with pain might fuel the patient’s

lliness-related tasks
1 Dealing with pain, incapacitation and other symptoms

2 Dealing with the hospital environment and special treatment
procedures

3 De\éeloping and maintaining adequate relationships with health care
sta

General tasks
Preserving a reasonable emotional balance
Preserving a safisfactory self-image
Preserving a relationship with family and friends

~N O

Preparing for an uncertain future.

FIGURE 5.2 Adaptive tasks associated with acute health crises, after Moos
(1982)
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anxietyandlead to the developmentof chronicand maladaptive pain
behaviours (see Part Four). Similarly, the effects of trauma, surgery
ora psychiatric diagnosis may render the individual unable to attain
or preserve a satisfactory self-image, leading to a loss of self-esteem
and feelings of depression.

Summary
The experience of stress is determined by:

®  Thenatureor perceived severity of the challenging event.

*  Theindividual’sappraisal of whatitwill mean for them and how
likely they are to deal with itsuccessfully.

e Mediating factorssuchassocial support, personal coping styleand
expectations.

A state of crisis may be evoked when:

*  Anindividual perceivesan eventas threatening.

*  Triedand tested coping responses and novel responses fail to
diminish the perceived threat.

®  Theresultingresponseis one of very high anxiety and feelings of
helplessness.
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Chapter 6

Anxiety in
clinical practice

Learning outcomes
By the end of this chapter you should be able to:

* Describe how classical conditioning may lead to the
development of phobias and aversive reactions.

* Describe the causes and consequences of anxiety in hospitals.

* Outline the basic features of post-traumatic stress disorder.
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The nature of anxiety

Anxiety is a common reaction that arises when individuals believe
that their physical or psychological well-being is threatened, and in
this respect anxiety is an integral part of the normal stress response.
However, stress and anxiety are treated as unique constructs, because
of the existence of specific anxiety disorders that are not regarded
as part of the normal reaction to stress. These disorders include
phobias and post traumatic stress disorder. A knowledge of these
disorders and their aetiology is important because they are relatively
common, and invasive clinical procedures may serve to trigger them.

Phobias
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A phobia may be defined as an irvational fear thatis out of proportion
to the actual threat posed to the individual. Itis typically characterised
by avoidance of the eliciting stimulus and is often accompanied by
feelings of panic (Mowrer 1947). For example, individuals who are
claustrophobic may actively avoid lifts and other enclosed spaces
that lead them to feel anxious and panicky.

Many phobias, such as arachnophobia (a fear of spiders), result
in high levels of anxiety only when the eliciting stimulus is in close
proximity, and since the offending stimulus can often be easily
avoided, they tend not to be overly disruptive. However, certain
phobias may be triggered by stimuli or events that are difficult to
avoid without causing marked inhibition of normal social activities.
For example, individuals who suffer from agoraphobia (from the Greek
word meaning fear of market places) typically become very anxious
and panicky when they find themselves in public settings, such as
supermarkets and buses. This fear eventually leads afflicted
individuals to cocoon themselves in a place of safety, which often
results in them being unable to leave their homes without
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experiencing intense anxiety. It is this disruptive element combined
with the accompanying anxiety that often prompts individuals to
seek professional help (Marks 1987).

Specific phobias

Specific phobias form the single most common class of phobia, and, as the
namesuggests, the phobicresponseiselicited by specificstimuli, such as
spiders, wasps, heights, thesightofblood, etc. Thisclassof phobiais quite
common. Forexample, Agras (1969) found thatapproximately seventy-
seven in every 1,000 individuals reported a phobia related to a specific
event or object. However, only two to three individuals in every 1,000
reported thatthe phobia was severe and disabling.

Whilstthere are numerous theories thatseek to explain how phobias
develop, the most widely accepted is based upon learning or bebavioural
theory. According to this school of thought, a phobia develops when a
previously neutral stimulus is paired closely in time with an event that
results in some considerable trauma involving anxiety, pain, or nausea
(Rosenhanand Seligman 1995).

Inordertounderstand this, wemightimagineascenariowhereayoung
toddlerexperiencesasharp, burning painimmediatelyafterseeingawasp
on his arm. According to learning theory, this event would resultin the
toddlerlearning to associate the wasp with pain, because the two events
(thesightoftheinsectand the feeling of pain) were paired closely in time.
Although we mightwellimagine thatsuch eventswould always resultin
thedevelopmentofaphobiaifthe eventwassufficiently traumatic, thisis
notalwaysthe case. Indeed, exactlywhyoneindividualmay develop only
mildanxiety followinga traumatic oraversive event, whilstanothermay
developaphobia,issomething ofapuzzle. However, studies have shown
thatchildren are ata higher risk of developing specific types of phobia if
one of their parentsis also a sufferer (Cromer 1996). Ithas been argued
thatthissuggestsageneticlink, but,aswewill seelater, therearealternative
explanations.

An occasional, butimportant, feature of phobia acquisition involves
the generalisation of the fear to other similar stimuli (Marks 1987). For
example, a toddler’s fear of wasps may generalise to a fear of all insects
thatlookorsound somethinglike wasps. Thisdoesnotoccurinall cases,
butwhereitdoes,itincreases the potential for inhibition of normal social
activities.
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Experimental proof of thismodel of phobia acquisition was offered
by Watsonand Rayner (1928). Theyinducedaphobiainan 1 1-month-
oldboy, ‘little Albert’, by repeatedly pairing the presentation ofa white
rat(towhich the child initially showed only curiosity) withaloud and
disturbing noise. Afteranumber of pairings, the mere sight of the rat
evoked feelings of fear in the child, and this response eventually
generalised to other classes of rodent (and allegedly to fur coats and
toys). Although highly unethical, the case study does offer support
for the position that phobic reactions can be induced by pairing a
previously neutral stimulus with a traumatic or aversive event.

Classical conditioning and phobia acquisition

Classical conditioning theory is based on the premise that learning
occurswhenaneutral stimulusis paired with a biologically significant
event that may be either pleasantor aversive. In order to understand
what this actually means, and how it relates to phobia acquisition, we
will briefly examine some of the theory’s basic tenets.

Basic classical conditioning theory
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Whilst it is a normal reflexive action for hungry dogs to salivate
when they smell food, Pavlov (1927) discovered that dogs in his
laboratory would salivate in anticipation of being fed, following the
presentation of certain non-biological cues in the dogs’
environment. He experimented further and developed a theory to
account for this phenomenon, which may be explained using
classical conditioning shorthand (see Figure 6.1). During Stage 1, the
dogsrespond to the smell of meatby salivating. The meatis termed
the unconditioned stimulus (UCS), meaning thatitis a naturally
occurring stimulus, and the response, salivation, is termed the
unconditioned response (UCR), because it also occurs naturally.
During Stage 2, a conditioned stimulus (CS), such as a bell,
repeatedly precedes the UCS, and during this acquisition phase the
animals learn to associate the two events with each other. During
Stage 3, learning is complete, and presentation of the CS alone
resultsin a conditioned or learned response (CR).
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Stage 1

UCS (meat)..................... UCR
{salivation)

Stage 2

CS(belllUCS. . ... acquisition phase . ... Xtrials

Stage 3

CS CR
(salivation)

FIGURE 6.1 Learning by classical conditioning

Originally, learning theorists argued that learning took place
during the acquisition phase simply because the CS and UCS were
repeatedly paired closely in time. This was revised, however,
following evidence thatsuggested thatlearning occurs because the
presence of the CS allows the animal to predict the event thatisabout
to occur (Rescorla 1967). That is, the animal learns that the
occurrence of the significant eventis contingent upon the presence
of the conditioned stimulus. This has led to the hypothesis that the
CSactsasasignal thatan important event (pleasant or unpleasant)
isabout to occur. More specifically, the CS may actas either a danger
signalor asafetysignal, depending upon the circumstances (Seligman
1975).

The apparent importance of danger signals was illustrated in an
experiment conducted by Weiss (1972). In his experiment, ratsin the
‘warning condition’ were given electric shocks preceded by a ten
second warning tone. Rats in the ‘no warning condition’ were given
identical and simultaneous shocks, but were given no prior warning
of when the shock would occur. Weiss found that the rats in the no
warning condition quickly developed extensive ulceration, whilstrats
in the warning condition were relatively unharmed. This finding
suggested to Weiss that the absence of a danger signal made it
impossible for the ratsin thenowarning condition to knowwhen their
environmentwas safe, and the resultantstate of chronic high arousal
led to severe physiological damage.
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Atkinson ez al. (1993) state that the presence of danger signals is
importantin clinical settingstoo. Forexample, theyargue thatifadoctor
administering an injection tells a young child thatitwill hurtalittle, the
syringe becomes a danger signal that signals anxiety, and this continues
until the agent is administered and the needle is put away. Let us ask,
though, whatwould happenifthe doctor tells the child that the injection
will not hurt and it subsequently does? Although we cannot be sure, it
seemslikely thatthe doctorwould become the dangersignal, whichwould
resultinanxiety whenever the child visited the doctor.

In extreme cases, it is possible that such an event could lead to the
development of a phobia, and this position is broadly supported by
anecdotal research. For example, Tuma and Masser (1985) found that
phobia acquisition was made more likely by unpredictable events, and
Scottand Glum (1984) found that phobia development in patients was
madelesslikelywhen patientswere provided with priorinformationabout
treatmentprocedures.

Itisworthnoting thatwhilstobjectssuch assyringesmayactas danger
signals, the presence of certain objectsor people canactasreassuring safety
signals. For example, children generally associate their parents with
comfort and reassurance, and their presence during aversive clinical
procedures generally helps to convey a feeling of safety to the child.

Phobia extinction
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Accordingtoclassical conditioning theory, whena CSnolonger heralds
asignificantpleasantoraversive event, thelearning basedupon the original
CS-UCS contingency is extinguished over time. Say, for example, the
ratsin Weiss’s warning condition had been subsequently exposed to the
warningtonewithnoresultingshock, theywould have eventuallylearned
toignore the tone, because itoffered nouseful information. Similarly; if
anindividual hasdevelopedafear ofgoingtothe dentistthathasresulted
from repeated pairings of injections of local anaesthetic (CS) with the
dentist(UCS), thelearned fear response would gradually extinguish over
time if the dentist developed a new pain-killing technique that did not
involveadministeringinjections. Thiswould occur because the presence
ofthe CSnolongersignalled or predicted pain.

Imagine, however, thatanindividual had developed aphobiaof dentists
so intense that he never kept any appointments. Would we expect the
phobia to extinguish over time? The answer to this is no. The phobia
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would remain in place because the original CS-UCS contingency link
would remain in his memory. Put another way, the avoidance helps to
maintain the phobia, as the expectation thatvisits to the dentist resultin
painfulinjectionsisnever challenged.

Finally,itisimportant to note thatindividuals typically know that
their phobiasareirrational, butare unable to correct them by logical
thinking or persuasion. Thissuggests thatlearning by association takes
place in some phylogentically primitive part of the brain. In fact,
successful treatments for phobias typically involve challenging the
phobia by direct experience rather than reason, by employing
therapeutic techniques such as flooding and systematic desensitisation. If
youare interested in learning more about these treatments, I would
encourage you to refer to the texts by Davidson and Neale (1994) and
Rosenhan and Seligman (1995) cited in the References (p. 209).

Classical conditioning and adverse
reactions in clinical practice

Whilst traumatic events do not necessarily lead to phobia acquisition,
they can lead to classically conditioned responses that can be equally
aversiveand undesirable. (Itshould be noted thatclassically conditioned
reactions, such as taste aversion or anticipatory nausea are not classified
as phobic reactions, because they may occur in the absence of the high
levelsofanxiety thatareassociated with phobias.) Indeed, given thatmany
clinical procedures are invasive and potentially traumatic, it is possible
thatindividual patdents mightcome toassociate previously neutral stimuli
in the clinical environment with traumatic procedures involving pain,
nausea, etc. In fact, there is some evidence that this can occur in clinical
practice. For example, Melamed and Siegel (1985) found that children
undergoing treatment for cancer may develop aversive responses, such
asvomiting, onmere exposure to hospital settings. Thismightplausibly
occurasfollows: firstthe chemotherapyagent(UCS)and nausea (UCR)
become associated with the smell of the hospital (CS),and over time this
association results in conditioned nausea (CR) on mere exposure to the
hospital. Thereissome evidence tosupportthishypothesis. Forexample,
Coons et al. (1990) state that nausea can come to be associated with the
venipuncture procedureused toadminister chemotherapyagents, so that
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anticipatory nausea occurs at the mere sight of the needle or cannula. It
appearsthatchildrenare particularlylikely to developaversive reactions
and that these often involve nausea as the unconditioned response.
Douglas and Byron (1996), for example, report that severe eating
difficultiesin childrenare oftenassociated witha prior history of frequent
vomiting, gagging or tube feeding, which leads toafearand avoidance of
solid foods.

Although classical conditioning reactions typically occur only after
repeated CS-UCS pairings, thereisevidence thatconditioned reactions
may occur following a single traumatic or biologically salient pairing.
Forexample, Davidsonand Foa (1993)found thatclassically conditioned
tasteaversionindogs can occur afteraone-offingestion of inedible food
thathasresulted invomiting. Presumably, the significance of thiseventis
registered immediately, because it would be potentially hazardous to
ingest the same type of food for a second time. As this suggests that
biologically significant or traumatic events can result in classical
conditioning on the basis of a single episode, it is feasible that patients
may develop adverse reactions rapidly when the response involves
biologically salientstimuli, such as pain or nausea.

Whilst the limited evidence available suggests that making patients
aware of the likelihood ofadverse outcomes may offer some protection,
the very nature of traumatic events means that they cannot always be
anticipated. Itis, therefore, important that the nurse should be aware of
the potential for aversive reactions in vulnerable patients, of whom the
mostsusceptible are probably young children.

Alternative models
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"Theclassical conditioningmodelisnotwithoutitscritics,because only a
small proportion of adverse reactions or phobias can be traced to the
occurrence of traumatic events (Lazarus 1971). Furthermore, as
mentioned earlier, classical conditioning theory cannot satisfactorily
explainwhya traumaticeventmaylead to the developmentofaphobiain
oneindividual and only mild anxiety inanother.

These and other problems have led to alternative explanations
being sought for the development of phobias and aversive reactions.
Ithas been shown, for example, that direct experience of an aversive
event is not necessary for the development of a phobia. Instead,
learning may occur by simple observation, which is termed vicarious
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reinforcement (Bandura 1986). For example, a child may developa fear
of spiderssimply by observing his mother’s own terrified response to
spiders, and Melamed and Siegel (1985) argue that phobicreactions
in childrenundergoing treatmentfor cancer may be acquired through
observation of their parents’ anxious responses. If this model of
acquisitionis correct, itis possible that phobicreactions could develop
in children as young as 10 months of age, asithas been shown thatat
around thisstage childrenreliably begin to show signs of distress when
theirmother’s facial expression reflects anxiety (Dickstein and Parke
1988).

Summary so far

Researchintolearning theoryand phobia acquisitionis complexand
isriddled with theoretical issues that have notyet been satisfactorily
resolved. However, the most important points to glean from the
discussionso farare thattraumatic events may cause adverse reactions,
ofwhich the patienthaslittle or no control, and that the likelihood of
such reactions occurring may be reduced by preparing the patient,
wherever possible, for aversive or traumatic clinical procedures or
events.

Post traumatic stress disorder

Post traumaticstress disorder (or PTSD)isasevereand protracted stress
reaction thatis triggered by catastrophic or traumatic events. It can
have a lasting effect on individuals, leaving them with a deep-seated
fear and a feeling thatanother catastrophe is waiting justaround the
corner.

PTSD hasbeen described as a broad collection of symptoms that
together form a complex syndrome (see Figure 6.2). For example,
PTSD shares a number of the features inherent in phobias, such as
the feelings of panic and anxiety that occur when an individual is
exposed to triggering cues (Marks 1987). Yet it is also characterised
by persistently high levels of arousal, and by emotions, such asanger,
depressionand self-blame, thatare atypical of phobicreactions (Joseph
etal. 1997). Because PTSD is such a complex disorder, a number of
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theoretical frameworks have been applied to try and explain howitis
caused and how the reaction is maintained. For example, ithas been
suggested that PT'SD may be caused by a sudden and overwhelming
loss of control evokinglearned helplessness, and classical conditioning
hasbeenused to explain whyinternal and external stimuli can trigger
symptoms long after the event has occurred. Perhaps the most
intriguing explanation, however, stems from ideas proposed by
Horowitz(1975)and Joseph ez al. (1997).
Accordingtothelatterauthors, peopleliveina ‘bubble of perceived
invulnerability’ (Joseph et al. 1997, p. 1), believing that they are
immune to events such as floods, criminal assault, fires, etc. (youmay
recognise the links here with illusory self-perceptions). In the case of
PT'SD, this bubble is violently punctured by an event thatis beyond
the limits of normal human experience. Horowitz (1975) argues that
this results in a profound sense of disequilibrium, as the individual’s
schematicview of theworldisshattered. In turn, thisleadstoanintense
sense of vulnerability and a flooding of attention and memory with
intrusive thoughts, images and emotions. If the event is sufficiently
traumatic, the individual may be unable to process these emotions,
andisthusforced persistently to ‘relive’ the incident, because the event
cannotbe removed from the forefront of conscious awareness.
Using this framework, we may ascertain thatazny traumatic event
has the potential to evoke P'T'SD, ifitis severe enough to shatter the
individual’s sense of invulnerability. This is an important point,

*  Person is axposad to a traumatic event involving horror, fear and
helplessness.

e Event is constantly recurring by way of images, thoughts,
perceptions, nightmares, repetitive play in children, flashbacks and
intense distress on exposure to triggering cues.

*  Evidence of avoidance of stimuli and places associated with the
event.

*  Emotional b|ur\ting and/or intense emotions, such as anger, anxiety,
guilt and shame.

®  Persistent symptoms of arousal, such as insomnia, irritability,
impaired concentration and exaggerated startle response.

FIGURE 6.2 Core features of PTSD, adapted from DSM IV (1994)
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because we tend to think of PT'SD asbeing linked only to large-scale
disasters thatoccurinfrequently. However, Joseph ez al. (1997) point
out that relatively common, and sometimes highly personal, events
can trigger P'T'SD, such as road traffic accidents, childhood sexual
abuse and adult rape. In addition, there is evidence of its occurrence
inmedicalsettings. For example, Goldbeck-Wood (1996) reports that
PTSD in mothers may result from traumatic childbirth, and Alter ez
al. (1996) found evidence of PTSD in a sample of cancer patients at
up to three years from the time of the original diagnosis. Similarly,
Pelcovitzetal. (1996) found thatmothers of children with cancer were
at a significantly increased risk of PT'SD compared to women in a
control group, and Butler ez 4/. (1996) found evidence of PTSD in
childrenreceiving treatment for cancer.

Aswithmoststress-related reactions, PT'SD ismediated by social
support and by personal coping mechanisms, such as the trait of
hardiness. Furthermore, Rosenhan and Seligman (1995) state that
predisposing genetic factors, the individual’s prior state of mental
health and prior experiences, can all render the individual more, or
less, vulnerable to the effects of highly stressful events.

Finally, you should note that although traumatic events such as
emergency surgery are, by their very nature, difficult to predict and
avoid, many medical interventions are planned inadvance. So, given
that one of the precipitating factors in PTSD is uncontrollability, it
makes sense to prepare patients for potentially aversive outcomes
wherever possible.

Anxiety and stress in hospitals

Although we do not have an accurate estimate of how many
hospitalised patients come to be severely traumatised, I would hazard
a guess that the numbers are fairly low. This is not to underestimate
the aversive nature of many types of illness and treatments, or to
suggestthatwe should notbe concerned aboutthe potential for PT'SD,
butitis an acknowledgement that, in many cases, trauma is neither
totally overwhelming nor unexpected. This said, it is important to
remember thatanxiety isa common response to hospitalisation, and
thatevenadmission for routine investigations can evokerelatively high
levels ofanxietyin patients (Johnston and Wallace 1990). Given this,
itisobviously importantto recognise signs of stress in patients and to
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FIGURE 6.3 The Yerkes-Dodson Law

beaware of the typesof event thatindividualsare likely to find anxiety-
provoking. According to Pitts (1991), the following categories of event
are particularly likely to elicitanxiety and stress:

* Beinginanovelsituation thatinvolvesareversal orloss of normal
socialroles.

* Lossof control and depersonalisation.

* Theprospectofsurgery, includinglosing control, notregaining
consciousness, being cutand feeling pain during the procedure and
post-operatively.

* Separation from familyand friends.

* Lackofnormal ‘distracting’ activities.

* Inadequatelevels of communication.

Anxiety can have a marked effect on our ability to process, store and
recall information. In small doses, anxiety actually improves the
individual’s cognitive performance, but at high levels overall
performance is significantly impaired. This apparent paradox was
explained by Yerkesand Dodson (1908), who formulated alaw showing
thattherelationship between cognitive abilityand levels ofautonomic
arousal follows a typical inverted U shape (see Figure 6.3).

Itis easy to conceptualise this law in action. Imagine having to sit
animportant assessment minutes after you have just woken up, with
no caffeine to boost your system, or try and recall an event (like an
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important interview or date) where your actions have been clumsy
and uncoordinated despite your best efforts. Now imagine yourself
as, say, an elderly patientbeing admitted for diagnostic tests on a busy
ward witha hassled nurse giving you rushed instructions. Put this way,
the end resultis rather obvious. Unfortunately, when confusion and
‘lossofmemory’ areseeninelderly patients, itisall too often attributed
to old age. In fact, as we will learn shortly, research does not support
the stereotype thatelderly peopleareall cognitively challenged (Birren
and Schaie 1990), though thereis evidence that their cognitive ability
ismore likely to be affected by anxiety than that of, say, middle-aged
adults (Woods and Britton 1985).

Whatever the differences caused by age, it is important to
remember that hospitals are generally perceived as unfamiliar and
stressful environments, which can evoke anxiety, and associated
confusion, in all age groups.

Summary

Whilsttransientanxietyisanormal response to novel or challenging
situations, traumatic events can trigger a range of adverse reactions,
whichinclude phobias, anticipatory nausea and post traumaticstress
disorder.

Itisdifficultto gauge the extentor frequency of occurrence of such
events in clinical practice, because relatively little research has been
carried out. However, the limited evidence available suggests thatsuch
reactions may be mediated by providing the patient with prior
information about potentially aversive outcomes, such as pain and
nausea. A failure to do so may place the patient in an unpredictable
situation that lacks obvious danger or safety signals. The stress that
this causesislikely to have a deleterious effecton the patient’s physical
and psychological health which, animal experiments suggest, could
be seriousin extreme circumstances.
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Anger and
aggression in
clinical practice

Learning outcomes
By the end of this chapter you should be able to:
Describe the nature of anger and aggression.

®  Describe the basic causes of emotional aggression.
e Outline how aggression may be avoided in clinical practice.



Anger and aggression in clinical practice

Aggression towards nurses and other health professionals is relatively
commonplace, with mostincidents occurring in the areas of psychiatry,
learning disabilities, accident and emergency and elderly care (Wykes
1994). Althoughaggressionisstereotypicallyassociated withyoungmales
and excessive alcohol, the likelihood of aggression is increased in a//
population groups asa consequence of factors associated withillness. In
ordertounderstand the reasons for this, we will examine the basic causes
ofangerand aggression, before exploring what can be done to minimise
them.

The nature of anger and aggression

Berkowitz (1993) states that anger is an unpleasant feeling that results
frominternal, physiological states, whilstaggressionisabehavioural act
thathastwobasicforms: bostileaggression, whichisequated withadeliberate
and premeditated attemptto hurtsomeone physically or psychologically,
and emnotional aggression, which is associated with an impulsive act that
resultsfrom highandaversivelevels of physiological arousal. According
toBerkowitz, mostactsofaggression fallinto thelatter category, occurring
spontaneously when the normal threshold foraggressionislowered asa
resultof considerable pressure and frustration. Indeed, according to the
Frustration-Aggression hypothesis (Dollard ez a/. 1939), aggression is
often linked to frustration caused by the blocking of personal goals and it
represents a desire to regain a sense of control (May 1972). Given this
context,itisrelatively easy tounderstand howillnessand hospitalisation
can lead to emotional aggression, compounded by factors such as pain,
long waiting periods, separation from loved ones, noise, loss of privacy
andreversal of normalsocial roles (Letemendia 1985; Wright 1985).
Berkowitzargues thatfrustrationinitiallyleads toattempts toavoid
the stressor and to the development of alternative goals. However,

75



REACTIONS TO CHANGE

whenrepeated attempts atovercoming blocks eventually prove futile,
frustration builds to such a level that emotional aggression is almost
inevitable. Weiner (1986) states this is most likely to happen when
the causal event is viewed as intentional, avoidable and malevolent.
Viewed from this attributional perspective, it is easy to understand
why a football player, tackled from behind every time he approaches
the goal, eventually eruptsintoa display of overtaggression, and why,
by the same token, a patient waiting for a long time in casualty is less
likely to be aggressive towards staff if she perceives that they are
struggling to deal with the aftermath of a major incident. However,
Weiner’s attributional frameworkis less likely to be applicable when
the patient’s thoughtprocessesare clouded by factors such asintense
pain, alcohol, medication or psychoticillness.

Itisimportantto note that, according to Miller (1941) and Davitz
(1952), theultimate aim of aggressionisnotalways to hurt the victim.
For example, aggression may have the goal of

1 restoringanegative self-conceptand changing one’ssocial status
(aswhen a gang member inflicts injury on an innocent victim to
gain ‘prestige’);

2 attainingasense of power and control (as when a senior member
of staff suffering from low self-esteem ‘puts down’ a junior
colleague in order to geta temporary ego boost); and

3 removingastressor thatisblocking one’s goals (as may occurwhen
a dementing patient lashes out because he is embarrassed ator
frightened of beingundressed by ‘strangers’).

* High levels of internal, physiological arousal associated with anxiety
and stress

* Frustration due to blocked goals, particularly if the event is perceived
as intentional, avoidable and malevolent

* A sense of powerlessness and loss of control

* Pain, alcohol, medication and psychotic illnesses that lower the normal
aggression threshold

* Low self-esteem

FIGURE 7.1 Factors that make emotional aggression more likely
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Inshort,illness and hospitalisation often provide the conditions that
foster emotional aggression. Some of the factors that make it more
likelyarelisted in Figure 7.1.

Avoiding or preventing emotional aggression

Inview of the fact that mostacts of aggression result from emotional
stress, we need to explore how we can reduce the stressors associated
with hospitalisation and illness. Wright (1985) argues that illness
reminds us of our vulnerability and personal inadequacies, and the
sense of powerlessness that this may evoke can lead to primitive,
instinctual urges to escape or regain control through aggression.
Consequently, aggression can sometimes be avoided by the
implementation of nursing practices that seek to reduce feelings of
helplessness. This may be achieved at a basic level by providing the
patient with information or activities that foster a sense of control.
"Thisbasicruleapplies to everyone. If, for example, you have ever been
left waiting for a bus or train to arrive with no available information,
you will know thatitis the lack of information, rather than the delay
perse, that creates the sense of powerlessness and frustration.

Of course, itis notalways possible to prevent these feelings when
illness strikes, so there are good arguments for permitting some
expression ofanger, perhaps through justbeing anavailable ‘listening
vent’. Unfortunately, this basic need is sometimes overlooked in
clinical practice. Skynner and Cleese (1983) suggest that the need to
avoid anger may stem from childhood experiences where many
families view it (and sometimes other powerful emotions too) as
negativeand undesirable. Alternative outlets forangerand aggression
cansometimes be achieved by what Freud (1901) termed sublimation
orthe channelling of sociallyunacceptable behaviourinto appropriate
activities. For example, hospitalised patients may benefit from physical
exercise and other forms of activity, where they are fit enough to do
so.

In general terms, we may state that giving patients permission to
venttheir frustrationis desirable, provided thatit does notadversely
affect others. Furthermore, Letemendia (1985) argues that it is
important that the nurse does not respond to aggression with
corresponding anger. This may be achieved by stepping back and
viewing the patient’s position objectively rather than subjectively, and
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by focusing on the conditions that underpin the patient’s behaviour
rather than the behaviouritself. Patients whose cognitionsare clouded
by pain, medication or psychoticillness need a special approach that
seeks toavoid compoundinginternal levels of arousal, by providing a
calm milieu, free from excessive noise and other stimuli that might
overload theindividual. In short, thereisa greatdeal the nurse can do
toalleviate aggressionin clinical practice.

Summary
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Angermay be broadly defined as an unpleasantstate of physiological
arousal, and aggression as a behavioural act that results in some sort
ofemotional release. Unlike hostile aggression, emotional aggression
istypicallyimpulsive, and anyinjuryinflicted on a third party is often
secondary to primary goals, suchasaneed to regain a sense of control,
a need to remove a stressor or a need to boost a low self-esteem.
Aggressionisalso made more likely if events blocking personal goals
are perceived as being intentional, avoidable and malevolent.
Furthermore, factorssuchas pain, alcoholand medication may reduce
the normal threshold thatinhibitsaggressive acts.

Itis possible to reduce or avoid aggression in clinical practice by
utilising strategies thatenhance self-esteem and provide the individual
with a sense of control. In addition, it is important to provide
appropriate outlets for anger wherever possible. Patients who are
confused or psychotic generally benefitfrom being nursed ina quiet,
calm environmentthatavoids exacerbating the high levels of internal
arousal that often accompany these states.



Chapter 8

Depression in
clinical practice

Learning outcomes

By the end of this chapter you should be able to:

* Describe the basic causes and consequences of depression.

* Recognise the basic features of depression.
* Indicate how basic aspects of nursing care can benefit the
individual with depression.
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Causes and consequences of depression
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There can be few adults thathave notheard of depression and even fewer
thathavenotexperienced imeswhen theyhavefeltlowinmood. Yet, despite
itscommonalty, depressionisaphenomenon thatdefiessimple definition.
Thisislargely becauseitspansacontinuum thatranges fromanormal and
transient response to events involving personal disappointmentand loss,
through toanabnormalmooddisorder thatmaylackan obviouscauseand
which may require prolonged psychological or medical intervention
(Davidsonand Neale 1994). Similarly, the symptomsofdepression canvary
markedly, and range from a mild and transient state of ‘the blues’ to a
persistentand disabling condition thatpervadesallaspectsof theindividual’s
emotional, cognitive and behavioural functioning. This latter form is
normally labelled c/inical depression, and itis estimated thatapproximately
twelveinevery 100 peoplewill experienceatleastone episode of depression
during their life time thatis serious enough towarrant thislabel and some
form of professional help (Cromer 1996).

Depression may be reactive, or psychological, in origin, arising in
response to some life event or loss, or it may be endogenous, or internal, in
origin, arising asa by-product of some underlying metabolic disturbance
ordiseaseprocess. Thisdistinctionissometimesblurredin clinical practice.
Forexample,accordingtothebiological, ormedical,model, the depression
often presentin the early stages of Alzheimer’s disease isa consequence of
alteredbrain chemistry caused by the disease processitself, whilstaccording
tothe psychological model, the depressionisa function of the individual’s
awareness of his or her inability to function normally and a sense that
somethingisdreadfullywrong (Lancaster 1984).

Ofcourse, itis feasible that depression may resultas an interaction of
both psychological and physiological processes, and itis, therefore, wise
tobear thisinmindwhendealingwithany depressed patientwhoisknown
to have some underlying organic condition.

Although depression is undoubtedly most prevalent in psychiatric
populations, there hasbeen a tendency to underestimate its occurrence
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in general medical settings. The Royal College of Physicians and
Psychiatrists (1995), for example, has estimated that depression occurs
inapproximately 12—16 per centof medical patients, withamuch higher
rate (25-35 per cent) in severe acute and disabling chronic illnesses
involving, for example, cancer, heart disease, rheumatoid arthritis and
cerebralhaemorrhage orstrokes. These worrying figures prompted the
college torecommend thaturgentaction be taken to ensure thatdoctors
and nurses are given the skills to detect and treat depression more
effectively.

Recognising and dealing with depression

Detecting depressionin clinical practice canbea tricky business, notleast
because it is sometimes difficult to know when to regard an episode of
depression asnormal and expected and when to treatitasabnormal and
severe. Whilstthis problem doesnotapply somuchin the field of mental
health, where depressionisoftensevereand easily detected, itdoesapply
togeneral medicaland communitysettings, where episodesof depression
are often milder and where thereisa prior expectation thatmany patients
receiving secondary or tertiary treatments for illness will be upset and
lowfor periodsoftime. Inboth cases, the questionisnotsomuchwhether
the patient needs some form of support, as what needs to be offered and
bywhom.

Ingeneral terms, milderepisodesof depression oftenresultinresponse
to actual or anticipated loss. Furthermore, the processes triggered are
often self-limiting and require little more than time for adjustmentand
thepresence ofanavailable, sympatheticlistenertospeed things towards
anatural conclusion. Thereare exceptionsto thisrule, however,and they
generally apply to events where individuals have extreme difficulty
adjusting to change or loss. Recently bereaved individuals, for example,
can become very depressed, and there is no consensus of opinion as to
whethersuch episodeswarrantformalinterventions, suchascounselling
oranti-depressant medication, or whether the event should be allowed
torunitsownnatural course. Indeed, aswewilllearn shortly, itis possible
toimagine many different types of scenario where patients experience,
oranticipate,somesortoflossthatresultsin depressionaspartand parcel
of theadjustmentprocess.

Inborderline cases, specificdiagnosticcriteriacan help the psychiatrist
or psychologist to decide whether or not an individual’s depression is
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sufficiently severe as to warrant expert help. Figure 8.1 shows one such
set of criteria adapted from DSM IV (1994). As a rule, a diagnosis of
depressionismadeonlyifseveral core symptomsare presentforaperiod
of fourteen days or longer, though most clinicians supplement formal
diagnostic criteria with their knowledge of the patient and his or her
circumstances.

As anurse, it is unlikely that you will be asked formally to diagnose
depression, butasyou have a great deal of contact with patients, you are
able to playaninvaluablerole in detecting the basicsigns and symptoms
invulnerable individuals, with a view to offering immediate support or
toreferring the patienton toanappropriateagency. To do thiseffectively,
youneed good observation skills, a good relationship with your patient
orclient,andaknowledge of the coresymptomsof depression. Ininstances
whereyouareunsure whethera patientneeds experthelp, itmay help to
table thefollowing questionsand discussyour conclusionswith your team
oraknowledgeable colleague:

* Whatspecificsymptoms have I observed (e.g. low mood, apathy,
insomnia, etc.)?

¢ Arethesymptomsaresponse toanidentifiable event, involving loss
orchange?

* Dothepatient’ssymptomsappearabnormallyseverein consideration
oftheevent?

* Howmany days have the symptomsbeen present?

* Sad depressed mood

* Negative self-concept and low self-esteem

* Poor levels of concentration and difficulty thinking
¢ Feelings of guilt, worthlessness and anger

* Loss of interest in normal activities

* Loss of sleep, disturbed sleep or excessive sleep

* Poor appetite/weight loss or weight gain (or failure to make expected
weight gains in children)

* lethargy or agitation
* Recurrent i’hnughfs about death and suicide

FIGURE 8.1 The core features of depression, adapted from DSM IV (1994)
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Theories of depression
Learned helplessness theory

According to learned helplessness theory, individuals exposed to
uncontrollable events initially react against the stressor by expressing
anger, buton realising that their efforts are futile, eventually lapse into a
state of apathy that is marked by a loss of motivation, feelings of
helplessness and an overall decline in cognitive functioning (Seligman
1975). These features closely mimic the core characteristics of clinical
depression.

The original learned helplessness theory provided a powerful, yet
simple, explanation of depression, and itwas easy to envisage why events
associated with depression, suchasillnessand bereavement, could evoke
learned helplessness. However, the theory was subsequently modified
to deal with a number of theoretical anomalies, which included the
realisation that the individual’s perception of control was often more
importantthan theactuallevelsof controlavailable inany givensituation
(asyoumay recall from our discussions of cancer patients and coping in
Part One). Furthermore, subsequent research showed that, as a rule,
individualsdevelop depressiononlyiftheyattribute someuntoward event
to internal, global and stable factors (Abramson et al. 1978). This is not as
complicatedasitmightsound. Imagine, for example, asituationwherea
young student nurse fails an important exam. In seeking to understand
theevent, she may firstattribute the failure tointernal factorsand chastise
herselfforalackofability oraweakwill. Second, she mayattribute failure
toglobal factors, inferring thateverything she doesislacking. Third, she
mayattribute failure tostable factors, viewing the failure asone ofaseries
of pastand future failures. In short, if the student blames herself for the
failure, viewsitasasymptomofagenerallack ofabilityand perceivesitas
a consistent problem thatislikely to be encountered every time she has
to passanassessment, sheisata high risk of experiencing depression.

Interestingly, there is some evidence that females are more likely
toattribute failure tointernal factors than males, whilstmalesare more
likely than their female counterparts to make an external attribution
and blame others or other things (Deaux 1984). Ithasbeen suggested
that these differences are due to the passive role that young females
are expected to adopt in a male-dominated world, and this may go
some way to explaining why women are ata higherrisk of developing
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depression than males. In younger populations, the validity of this
stereotype is questionable (certainly, many of the female students I
come across are very forceful in their assertions that thisis definitely
not the role adopted by 1990s woman!). However, the stereotype may
bevalid for those mostatrisk of developing depression, namely those
whoareaged 50 plus (Davidson and Neale 1994).

Afinalrevision tolearned helplessness theoryisbased on evidence
that some individuals consistently view themselves, and life, in a
negative way. This trait-like, pessimistic outlookis associated with a
sense ofhopelessnessand anincreasedrisk of depression (Metalsky et
al. 1987) that, as we will see next, has much in common with the belief
that depression is caused by a negative cognitive set, or ‘faulty
thinking’.

The faulty thinking view of depression

Whereas ‘normal’individuals seek toboost their self-esteemvia positive
illusory self-perceptions, such as the self-serving bias (see Part One),
Beck (1976;1987) hasargued thatdepressed individuals tend to:

* Magnify their failures and minimise their successes.
* Opver-generalise the effects of failure.
* Focusselectively on certain (negative) events.

Infact, themostimportantaspectof Beck’s theoryisits premise thatan
individual’s thinking can cause depression. Thisviewisradically different
from the stance that the individual is a passive being that becomes
depressed as a consequence of uncontrollable stressors or biological
events. Furthermore, Beck’s thinking led to the creation of cognitive
therapies for depression, wherein individuals are alerted to cognitive
distortions in their patterns of thinking and are challenged to correct

them.

A model of depression

Figure 8.2 showsasimplified model of depression that may helpyou
to integrate the presented concepts and theories into a
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FIGURE 8.2 A model of the causes of depression

straightforward framework. According to the model, there are four
basic causes of depression: life events, severance of attachments,
faulty thinking and biological events.

Life events

Major life events, such as bereavement, illness or redundancy, can
cause depression when the individual no longer possesses a sense of
control or mastery over events, and when there is an absence of social
support and/or a loss of social status (Brown and Harris 1978). Such

events can cause the individual to feel vulnerable and to react with

initial anxiety or anger (as in the flight-fright response), before

deploying coping mechanisms such as denial or projection (see Part

One) in an effort to reduce the severity of the threat. If such

attempts at coping fail, the individual may come to experience a

sense of helplessness or hopelessness thateventually leads toa state

of depression (Caplan 1964; Seligman 1975).
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Severance of attachments

According to Bowlby (1980), the death of someone or something close
to us leads to the severance of a cherished emotional bond or attachment
thatevokesa profound sense ofloss. This canalso be understood with
reference to Cooley’s (1902) proposal that people close tous gradually
become integrated into our self-concept over time, so that their loss
is represented internally as the loss of an important part of the self,
which results in a strong sense of emptiness, hopelessness and
depression.

Faulty thinking

Someindividuals have anegative self-image and a pessimistic outlook
whichleads them to distortrealityinline with their expectations. The
resultant faulty thinking perpetuates their negative self-image and
renders them prone to major depressive episodes (Beck 1976).

Research has offered some support for Beck’s hypothesis. For
example, depressed people typically attribute successes to external
factorsand failures tointernal factors (Rosenhan and Seligman 1995).
As noted earlier, this is a reverse of the self-serving bias, wherein
individuals typically attribute success to internal factors and failures
to external factors. We can sum this up by stating that depression
appears to be associated with negative biases in information-
processing, whilstmental healthappears to be associated with positive
biasesininformation-processing.

Biological events
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Itisimportant to note that whilst depression may result from faulty,
ornegative, thinking, as Beck suggests, itis quite feasible thatadverse
life events couldlead to depression, and any resultantnegative thinking
mightbe construed asentirelyrealisticand appropriate. Furthermore,
itisconceivable thatfaulty thinking mayresultfrominternal biological
factors, suchascancer, old age, metabolic disturbance and intra-cranial
events, which may alter the subtle balance of neurotransmitters such
as serotonin in the brain, thus precipitating depression (Bunney ez 4/.
1970).
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Focus on clinical practice: the myth of
ageing and inevitable decline

Regardless of age, the ability to cope successfully with life’s trials and
tribulations is dependent upon our resourcefulness, our beliefs about our
ability to deal with whatever life throws at us, and our physical status,
which sefs limits on what we can or cannot hope to achieve. In short, the
effective coper is likely to be intelligent and resourceful, high in self-esteem
and physically fit. It is, therefore, unfortunate that in our society elderly
people are often portrayed as lacking in these characteristics and are,
instead, stereotypically labelled as inflexible, lacking in intelligence and
physically frail. Yet research suggests that this damning picture is something
of a myth perpetrated by misconceptions about the general effects of ageing
on infelligence, personality and physical well-being.

In the following section we will focus on these issues and show that
the elderly are generally as well placed to cope with adverse events
as any other group in society (barring the effects of socio-economic
factors that are beyond the scope of this handbook).

Cognitive ability and age

During the 1970s, researchers using standardised intelligence or IQ fests
found evidence that appeared to show that cognitive ability declined
irrevocablywith age (Woods 1996). Thefindingsfitted the negative stereotypes
of elderly people prevalent in western sociefies and were further supported
by research indicating that the speed of neural transmissions in the central
nervous system slowed with age (Botwinick 1977). This led to the assumption
thatthe found cognitive deficits were dueto aniinevitable slowing of the brain’s
ability to process information (Birren and Schaie 1985). However, whilst this
view appeared to have ecological validity, a different picture begantoemerge
when researchers probed more deeply into the relationship between ageing
and cognitive decline.

First, it emerged that at least some of the decline in intelligence
found with increasing age was attributable to cohort effects or
generational differences in levels of education and prior exposure
to IQ tests (Woods 1996). Second, researchers began to question,
more generally, the assumption that intellectual ability was fixed
at birth and irrevocably tied to the speed at which the brain could
process information. Sternberg (1985), for example, argued that
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the intelligence tests on which such conclusions were based were
inadequate measures of general intelligence, because they
measured only intellectual, or academic, ability of the type taught
in school, and took little account of factors such as the ability to
profit and learn from experience and the ability to adapt
successfully to a changing world. In line with this train of thought,
it was argued that there was no reason why intelligence should
not increase with age, as a function of continued learning and
experience (Woods 1996). This position was further supported
by developmental studies of children which showed that raw or
innate intellectual ability could be boosted by the acquisition of
learning strategies (Bee 1997).

The view that intelligence is not fixed at birth or defined
exclusively by intellectual ability and speed of processing is
broadly supported by Cattel’s theory of intelligence, which posits
that intelligence is composed of not one, but two, basic
components, which are termed: fluid intelligence and crystallised
intelligence (Horn and Cattel 1966). According to this theory,
fluid intelligence is the fixed, inherited component of intelligence
that determines the upper limits of the individual’s ability to deal
successfully with problems (particularly novel ones). This
component is linked to the speed at which the brain processes
information, and research has shown that it does decline with
age (Hamilton 1996). Crystallised intelligence, on the other hand,
represents the accumulation, or crystallisation, of learning through
personal experience and the development of learning strategies
that increase the individual’s problem-solving abilities. Importantly,
this component of intelligence appears to increase with age,
provided that the individual remains stimulated and motivated to
learn (Horn and Donaldson 1976). Indeed, Kimmel (1990) states
that elderly people are as capable of learning new tricks (such as
a second language) as their younger counterparts, but it takes
them longer to do so (presumably because the information is
processed more slowly).

In summing this up, a number of important inferences can be
drawn. First, there is no a priori reason to believe that the elderly’s
ability to cope with challenging events should, on balance, be
any worse than that of their younger counterparts, because they
are likely to have an extensive range of coping responses in their
repertoire, owing to their breadth of life experience. However,
they are likely to deal with novel situations more slowly than their
younger counterparts, and this should be borne in mind when,
for example, admitting elderly people to hospital for the first time
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or when requiring them to master complicated self-care techniques
at home.

Personality and age

| suggested earlier that the elderly’s traits are typically painted in a negative
light, and we may add that implicit in such perceptions is the assumption
that they have not always been that way and the culprit is old age.
However, contrary to popular belief, research has shown that personality
remains relatively stable with increasing age and that the only reliable
changes o occur are a shift towards an external locus of control (Lachman
1986) and a general shift towards conservatism and rigidity (Kermis
1984).

Let us ask what this might actually mean. Well, first, it is easy to
envisage why a series of negative life events, such as the loss of
one’s spouse or experiencing a serious illness, might lead to a shift
towards an external locus of control in the elderly person, who may
come to believe that he or she has little direct control over their life.
However, this can also happen to adults of all ages, so it is not an
effect of ageing per se. Second, we might well define the shift towards
rigidity as a general reluctance to break old habits and try new and
innovative ways of dealing with events. However, we would have to
concede that what may appear to be mere stubbornness could equally
be viewed as simple preference for employing tried and tested coping
mechanisms, which, by definition, are |ike|y to be effective in the
situations for which they are chosen. Nevertheless, it is conceivable
that such rigidity might occasionally lead to a reluctance to try out
new ways of dealing with problems, which in the worst case scenario
could result in adherence to strategies that are inappropriate and
detrimental to the self or others. This said, it is useful to view
adherence to tried and tested coping responses as a mechanism by
which the elderly may retain a sense of control and familiarity, and
we should always take this into account when making judgements
about the appropriateness of the individual’s behaviour.

Ageing and coping

Self-efficacy, or the individual’s beliefs about his or her ability to deal
successfully with problems, may be heavily influenced by others’
expectations. Rosenthal and Jacobsen (1968), for example, showed thata
group of school children’s overall academic performance was significantly
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enhanced after teachers had been inaccurately informed that they were
‘high achievers’. Applying the reverse logic, researchers such as Hayslip
and Panek (1993) have been quick to point out that ageist stereotypes may
result in correspondingly negative self-expectations in elderly people.

Kimmel (1990) suggests that elderly people often combat these
effects by relying on an inherent sense of self-worth or self-esteem.
However, it is not difficult to envisage how certain life events, such
as a loss of status following retirement or a negative change in body
image or personal abilities, may lower self-esteem, particularly when
combined with the cumulative effects of negative stereotyping.
Imagine, for example, an elderly man with cancer that necessitates
surgical resection of the bowel and the permanent use of a colostomy
bag. If, in learning to use the bag, he is inadvertently made to feel
stupid and old by impatient care staff, his sense of self-worth and
self-efficacy is likely to be severely impaired, leading to possible
anger and depression.

Of course, difficulty in learning new self-care techniques is not
confined to elderly patients, but there is a greater likelihood that
decrements in this population will be attributed to internal
characteristics (for instance, that of being old and cognitively
impaired, etc.) than in a younger population, where external factors
such as confusion caused by medication or anaesthesia are more
likely to be considered. To an extent this is understandable. As we
have learnt, elderly people do take longer to learn novel tasks, but
there is another element at work too: Davies (1996) points out that
nurses are most likely to have contact with elderly people who are
ill, so there may be a tendency to overestimate the occurrence of
negative events in old age.

Despite the latter author’s appropriate caution, it does seem likely
that the elderly’s shift towards an external locus of control is, at least
in part, a response to the cumulative effects of negative events and @
feeling that life is beginning to take control of the self, rather than
the reverse way round.

Kahana and Kahana (1982) argue that psychological well-being
in old age is a function of the extent to which the elderly person’s
environment matches his or her personal needs. For example, a loss
of perceived control is less likely to occur following the onset of
disability if an individual with low dependency needs is subsequently
placed in an environment designed to maximise his or her potential.
By the same token, placing an individual with high dependency needs
in an environment meant for autonomous individuals is only likely to
remind the individual of what they are unable to do.
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Ageing and physical decline

The majority of elderly people do not suffer from physical disorders that
have a substantial effect on their ability fo live their lives normally (Bromley
1988). However, they are more likely fo be subject fo a range of physical
disorders that can impair cognitive processes and the ability to cope. Schaie
(1990), for example, showed that even mild cardiovascular disease can
impair overall cognitive ability, and it is known that conditions affecting the
body’s metabolism, such as diabetes, dehydration and consfipation, can
result in altered states of consciousness and confusion (Lancaster 1984).

Whilst confusional states can occur in any population, the elderly are
particularly susceptible to causal imbalances in metabolism. For this
reason, any marked and rapid alteration in cognitive ability should
always be viewed as suggestive of some acute dysfunctional state that
will impair the individual’s ability to cope.

Summary

Thereis noconvincingevidence thatcognitive ability deteriorates as afunction
of age. Nor is there any substance in the belief that adverse changes in
persondlity are irrevocably part and parcel of the ageing process. Rather,
changesin cognitive ability and persondality are largely afunction of situational
factors, such as physical illness, and stressful events, such as bereavement.

This may be summarisedby vulnerabilityrather than inevitability. Theelderly
are vulnerable because of the effects of negative stereotyping; they are
vulnerable to the cumulative effects of stressful events and they are vulnerable
to a range of physical conditions that may alter the body’s metabolism. A
decline in the elderly’s ability to cope should not, therefore, be regarded as
an inevitable function of age.

Summary

Depressionisarelatively common condition thatspans a continuum
of disturbance ranging from episodes that are mild and transient to
those thatare severe, recurrentand resistant to treatment. There are
two basic categories of depression: reactive and endogenous.
Accordingto the reactive view, depressionisaresponse toadverse life
events thatmayinstil asense ofloss orlearned helplessness. According
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to the endogenousview, however, the phenomenon of depression may
be explained as a by-product of metabolic disturbance or imbalance.

Depression in hospital- and community-based populations often
goesundetected and untreated, and in part thismay be because nurses
and other health professionals expect patients and their relatives to
be emotionallyupsetfollowing adverse events. Detecting depression
requires good observation skills and a knowledge of the core
symptoms, which include apathy, loss of libido, impaired cognitive
functioning, feelings of guilt and low self-worth and repeated ideas
of deathand suicide. Normally, the presence of several of these features
would be necessary for a formal diagnosis of depression.

"There are four basic categories of theory that seek to explain the
onset and maintenance of depression, and these include the faulty
thinking model, the life events model, attachment theory and the
biological model.



Chapter 9

Dying, bereavement
and loss

Learning outcomes
By the end of this chapter you should be able to:

* Describe the four basic emotions associated with anticipated and
actual loss.

* Outlinethe basic stages associated with the Kubler-Ross and Parkes
models.

e Describe the pros and cons of stage models in clinical practice.
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Dying, bereavement and loss: basic concepts

Itissimple enough to define bereavementasareaction occurring in
response to the loss of someone or something close tous. However,
inorder tounderstand the nature of bereavementand the emotions
and behavioursassociated withit, itisimportantto askwhyloss often
affects people in such a devastating way. In answering this, we will
startby examining the emotions most commonly experienced when

asignificantlossis anticipated or hasactually occurred.

Emotional reactions to anticipated or actual loss

The anticipated loss of someone or something close to us, the loss
of a body part or a loss of status are all threats to the self that can
resultin a sense of acute vulnerability. Such threats typically evoke
a range of emotions, which include fesr and anger (see Table 9.1).
These emotionsare considered to be primaryin evolutionary terms,
because when faced with a physical threat, fear motivated primitive
man to run away and angerincited an aggressive response designed

toward off the threat (Berkowitz 1993).

Fear can arise for a variety of reasons, but it typically occurs in
response to novel or previously unencountered events that threaten
individuals in physical terms or which hold the perceived potential for
outstripping their ability to cope. This fear of the unknown is often
reflectedin the concerns of dying patients, whoreportthatthe prospect
of losing control can cause greater anxiety than the thought of dying per
se. Forexample, patients often fear being unable to control basic bodily
functions such as elimination, or fear losing control of their mental
faculties, orexperiencinguncontrollable pain (Carr 1982). Hence, fear
isoftenanticipatoryinnatureandisarguablymaladaptive, because, unlike
primitive man faced witha physical threat, a dying patientcannotavoid

the stressor by simply running away from it
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TABLE 9.1 The four basic emotions associated with reactions to anticipated
and actual loss

Emotion Cause Rasponse
Fear A sense of vulnercability ~ Motivation to avoid
the stressor

Anger A sense of frustration and  Motivation to blame
a belief that others are to o hurt others
blame

Guilt A belief that one’s actions  Self-blame
have resulted in harm to
another

Sadness Severance of attachment  Intense grief and
and loss of an important  feelings of empliness
part of the self

(though theymay, of course, employ defence mechanismssuch as denial
instead).

Anger,ontheotherhand, canbeapositive force, asitcan provide dying
patientswith the drive to overcome difficulties. Of course, anger canalso
be maladaptive and destructive, especially when vented as aggression
towardsmembersoffamilyorstaff. Althoughnotcondonable, such hostile
reactions are understandable when one considers that anger and
aggression are emotional responses that generally stem from intense
personalfrustrationand the blocking of personal goals (Berkowitz 1993).
"There may be another element involved, however, because as Weiner
(1986)pointsout,angerand aggression often stem fromasense ofinjustice
and a belief that others are to blame. In fact, the tendency to apportion
blame when misfortune strikes is common and appears to reflect a
fundamental human need to find an explanation foruntoward events.

"Io explain why this notion has clinical utility, we will borrow from
Lerner’s belief in ajust world theory. Lerner (1975) proposes that people
hold abeliefin ajustworld, where the ‘good guys’ are rewarded and the
‘bad guys’ always get their just deserts. So when terminal illness,
bereavement or some other catastrophic event strikes, the individual is
driven to explain why the world has not operated in a just and fair way.
Imagine, for example, a mother that has just lost a small child as a
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consequence of leukaemia. According to her belief system, such things
don’t simply ‘happen’, so she seeks a reason for her loss by attributing
blame either to herself (‘itwas my fault...if only I'd soughthelp earlier’)
ortoothers(‘itwasthedoctor’sfault...hemisdiagnosed the symptoms’).
Either way, she is likely to feel considerable anger towards herself or
towards the caresstaff.

Although this might sound like an undesirable and maladaptive
response, we should consider what might happen if she was unable to
attribute blame for her child’s death to some internal or external source.
Inanswer to this, itseems likely thatshe would be forced toabandon her
beliefin ajust world and pressed to adopta new belief, which was based
onthepremise thattheworldisadangerousplace whereuntoward events
occur at random and without reason. Hardly a comforting thought for
someonestruggling to come to termswith a majorloss (incidentally, you
may recall that this was exactly the type of belief thrust violently upon
PTSDvictims). Inshort, attributing blame internally or externally helps
to maintain a psychological equilibrium by providing an explanation
(whichmay ormaynotbeillusory) thatisnotatoddswith theindividual’s
view of theworld.

Whereas fear and anger are, arguably, the most powerful emotions
associated withanticipatedloss, ateeling of overwhelmingsadnessisthe most
pervasiveemotional response toactualloss(Parkes 1972). Theacutesadness
or griefassociated withloss or bereavementmaybe explained using aself-
system frameworksimilarto thatoutlinedin Part One. According to this
framework, things of value to us are incorporated into our self-system
over time, until the person, animal, ideal or object becomes an integral
‘part’ of us (Cooley 1902). When that thingislost, the individual’s sense
of selfis violated and a vacuum is left that cannotimmediately be filled.
Bowlby (1969) explains this reaction in terms of the severance of an
emotional attachment that has been important to the individual. Of
course, we cannot see such processes happening directly, but bereaved
people oftenreporta deep sense of emptinessand a sense of loss that has
analmostphysical quality (Parkesand Weiss 1983).

"The final emotion commonly associated with bereavement is guilt.
According to Buss (1980), guilttypically occurswhen individualsbelieve
thattheiractions have resulted in harm tosomeone else. Indeed, itisnot
uncommon for bereaved persons to feel that they should have acted
sooner, beenmoreattentive oravoided saying something thatleavesthem
with a feeling of regret and a sense of self-blame (Parkes 1986). These
attributions are normal and generally subside with the passage of time.
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However, intense and protracted feelings of guilt often indicate the
presence ofan abnormal griefreaction thatmaywarrantprofessional help
(Carr1982).

Models of death and dying

There are two principal stage models that deal with the human reactions
to loss and bereavement. The Kubler-Ross model (1969) details a
stereotypical pattern of response that occurs when the individual
anticipates death or the loss of a body part or some important body
function,and Parkes (1986) highlightsthe typical bereavementreaction
thatoccursinresponse to the actual loss of someone close.

Despite the differencesin focus, thereis considerable overlapineach
model’sdescriptionsof the responses thatoccurtoanticipated and actual
loss.

The Kubler-Ross model

According to the Kubler-Ross model, an individual faced with the
prospectofimminentdeath, or the loss of some important function,
typically proceeds through five recognisable stages (see Table 9.2).

TABLE 9.2 The Kubler-Ross model of death and dying

Stage Characteristics

T Denial Cushions the impact of reality

2 Anger Results from sense of injustice and frustration

3 Bargaining Attempts to negate or reduce the threat posed 1o the self

by negotiation

4 Depression The finality of death or loss is acknowledged and sense
of helplessness or hopelessness is evoked

5 Acceptance Decth is accepted and the individual is at peace with the
inevitable
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The firststage involves denial, which ariseswhen the individual finds
itdifficulttoacceptthe reality of the situation. Hence, denial may be
seen as a protective mechanism that grants the individual time to
assimilate the full meaning of the event. The second stage involves
anger, which stems from a feeling of injustice and frustration, as the
significance of the event sinks home. During the third stage, the
individual tries to strike a bargain (for example with medical staff or
God) in an attempt to stave off the threat of death. Ata cognitive or
practical level, bargaining may resultin the patient’s decision to co-
operate fully with treatment regimes in the hope that this may buy
precious time. However, at an emotional level, it may result in
regressive, child-like reactions, which are best dealt with by offering
reassurance and emotional support.

During the fourth stage, the individual experiences depression, asit
becomes clear to the patient that his or her efforts to change the
situation are futile. The presence of depression may be taken to
indicate that the individual has acknowledged the inevitability of
death.

According to the model, the fifth and final stage is marked by an
acceptance of the inevitable. The feelings of depression are eased and
theindividualisnolonger terrified of dying. He or sheisable toreview
their life and draw their personal affairs to a close in discussion with
theirloved ones.

Parkes’ model of bereavement

98

Parkes (1986) suggests that bereaved individuals progress through
four stages: numbness, pining, disorganisation and despair and
recovery. Stage one is marked by a numbness or denialthatmay last for
minutes, hours or days and occasionally weeks. Asin the Kubler-Ross
model, the individual has difficulty in accepting the reality of death
and may appear dazed and unresponsive, or stoical and calm,
proceeding as though nothing had happened (Carr 1981).

As the reality of the situation begins to hit home, the individual
enters the second stage, which is characterised by pining or yearning
for the deceased. The bereaved individual may instinctively search the
house or neighbourhood to check that their loved one is not simply
lost somewhere or hurt. This preoccupation with the deceased can
also give rise to very real illusions, or false perceptions, that can be
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disturbing. For example, creaking floorboards may be interpreted as
the deceased moving around the house. The smell of someone’s
perfume maylead toavisual searchinacrowd, orashadowinacorner
may take the shape of his or her personage. Such events suggest that
the attentional processes are flooded with thoughts and emotions
about the deceased, perhaps in much the same way as can happen to
individuals suffering from post traumatic stress disorder.

During this second stage, the bereaved person often has a strong
need to talkwith people who knew the deceased and may wantto spend
agreatdeal of time going over the circumstances surrounding his or
her death. This process, which other people sometimes find
uncomfortable and disconcerting, issometimesreferred to as 7eality
testing’anditappears to help theindividual accept the finality of death.
Indeed,ithasbeenargued that the period of mourning, characterised
by rituals such as the funeral and the wake, are traditions that have
developed to helpmeetthisneed (Parkesand Weiss 1983). By the same
token, it is often particularly hard for the bereaved person to
comprehend the reality of death when there is no corpse or concrete
evidence of death,asmay occur, for example, when someone is missing
and presumed dead, atsea or in combat (Wright 1986).

"The third phase, which may last for several months, is marked by
intense and acute feelings of despair and depression. As in the Kubler-
Rossmodel, the reality of death is now accepted and the individual is
forced to grapple with the fullimplications of theloss. Thisrealisation
catapults the individual into a turmoil of emotional, cognitive and
behavioural disorganisation thatis characterised by very high levels
of arousal, acute despair and often anger (Parkes 1986). During this
stage emotional and cognitive restructuring must take place. Janis
(1958) referred to thisas worrywork, asitinvolves making sense of the
death, coming to terms with future roles and compartmentalising the
strong emotions that beset the individual. Only when this
restructuring hasbeen successfully achieved can the individual move
forward.

Sometimes individuals get ‘stuck’ in this phase. This may, for
example, occur when a bereaved mother is unable to make sense of
the death of her child or is unable to reconcile her part in it. Such
prolonged griefreactions, or chronicsorrow, are often marked by intense
feelings ofanger, in response to a sense of injustice and frustration, or
feelings of guilt, in response to feelings of personal responsibility and
abelief thatthe death could have been avoided (Weiss 1993).
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TABLE 9.3 A model of bereavement adapted from Parkes (1986) and Carr

(1981)
Stage Characieristics
Numbness or denial A state of shock caused by the implications of
death. A defence mechanism that cushions the self
from reality
Yearning or pining Searching behaviour and seeking confirmation of

death or ‘redlity testing’

Despair or depression  Grappling with the finality of death. Emotional,
cognitive and behavioural disorganisation and
restructuring of the self

Recovery Diminished preoccupation with the deceased.
Begins to look forward and plan for the future

During the fourth and final stage, which is one of recovery and
reorganisation, the individual finds that they begin to become less
preoccupied with thoughts of the deceased. The individual’s task is
now to build a new self-identity and to move forward (Parkes 1972)
(though Carr (1982) notes that elderly individuals may lack the
motivation to do this). This stage often commences ataround nine to
twelve monthsand reflects the fact that the individual is beginning to
work successfully though the loss. During this period, certain stimuli
(suchashearinga ‘favourite’ piece of music or being aware of changes
intheseasons) mayretrigger memories, which canrekindle the feelings
of intense grief present in stage three. Gradually, however, these
episodes becomeless frequentand the individual begins to plan ahead,
whichisasign thatrecoveryiswellunderway. Thestagesjustdiscussed
aresummarisedinTable 9.3.

The pros and cons of stage models
Stage models provide a useful framework that can be used to make sense
ofthebewildering emotionaland behavioural reactions thataccompany

dyingand bereavement. They can help the nurse to stand back and view
anger as a response to threat or the need to apportion blame, and they

100



DYING, BEREAVEMENT AND LOSS

providearough guide to the processes involved in coming to terms with
actual or anticipated loss. Their main drawback is that they may be
accepted as rigid frameworks, with the accompanying expectation that
the patientshould progress through theminan orderly, sequential manner.
Infact,individuals typically oscillate between stages. Anindividual in the
recoverystage ofbereavementmaybe catapulted back to the despairstage
bysome external, triggering cue. Alternatively, anger maybe persistently
used by a dying patient as a means of maintaining a sense of control, the
loss of which mightotherwise lead to depression and despair.

The Kubler-Ross model, in particular, can conjure up an over-
simplified model of dying, where the patientreceivesaninitial diagnosis
thatleads to a linear progression through the stages, which culminates
neatlyinacceptance. Yet, inreality, terminalillness often evokesaseriesof
crises, whichmaybe precipitated by events, such assurgery, having to give
upwork, lossofcontinence, beingunable tomaintainasexual relationship,
loss of mobility, aninability to digestfood, etc. So the emotional turmoil
created by the original diagnosisisoften only one ofaseries of events that
involve a pattern of crisis, adaptation, a plateau of relative calm, another
crisis, adaptation and so on.

On a broader level, when thinking about patients with non-
terminal, but serious or debilitating disease, we should be wary of
theassumption thatindividuals typically reach a stage ofacceptance,
whenitis probably more realistic to expect adaptation to loss in many
instances (Russell 1993). Furthermore, as Shontz (1982) points out,
adaptationisnotnecessarily equated with adopting the disabled role
expected by society. For example, a teenager paralysed from the waist
down in a road traffic accident may reject any notion of being
crippled or different in any way and may subsequently engage in
strenuous and demanding sporting activities to prove hisor her case.
Given this perspective, we should also think carefully about what
we expectin terms of ‘acceptance’ in chronically and terminallyill
patients.

"Turning to one finalissue, Wortman and Silva (1989) have challenged
thewidelyheld notion thatindividualsmustexperienceaperiod ofintense
despair and depression if they are to avoid a delayed grief reaction and
misery further down theroad. Infact, theseauthors’ trawl of the literature
revealed wide-ranging variations in the extent to which individuals
experiencedacute griefand despairand onlylimited evidence connecting
an absence of grief with later depression. So again we need to exercise
cautioninexpecting ‘typical’ reactions.

101



REACTIONS TO CHANGE

Summingall of thisup, we can assume only thatreactions toactual or
anticipated lossare complexandsubjecttoindividual differences. These
differences mean that we should view stage models of death, dying and
bereavement as potentially useful clinical tools, whilst avoiding the
expectation that every patient will conform to a given stereotype.
Furthermore, we also need to consider that the events associated with
deathand dying often evokeaseries of crises thatmay eachinvolve denial,
anger, bargaining, etc. In fact, armed with thisknowledge, itis probably
better to try and avoid gauging which ‘stage’ the patienthasentered and
to focus instead on the context in which reactions occur and to ask the
question ‘Whyisthe patientreacting in this way?’

Summary
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Individualsinitially react to challenging events by appraising the extent
of the physical or psychological threat that they face and then assessing
whetherornottheyhave theresourcesavailable to cope. These resources
include social support, the individual’s characteristic traits and habitual
methods of dealing with challenging events. The effectiveness of such
resourceswillbe tempered by the individual’s expectancies, whichcanbe
positive or negative, depending upon pastexperiences.

Occasionally, stressful events result in the development of phobic
reactions, which are particularly likely to occur when the stressor is
traumaticand theindividualisvulnerable. When threats to the selfcannot
be avoided, the individual may seek to reduce the impactof the event by
employing denial. Anger, and thensadness, eventually replaces denial as
the primary emotion as reality is gradually absorbed. Guilt may also be
experienced if the individual believes that his or her actions or failure to
takeactionresultedinavoidable harmto theirloved one. These emotions
are normal and are usually transient. However, the existence of such
intense feelings over a protracted period is often an indication that
professional help maybe required.

Kubler-Ross and Parkes describe a series of stages that patients may
work through when loss is anticipated or has actually occurred. Taken
together, the descriptionsshow howindividuals may move fromaninitial
state of denial, disbelief and disorganisation, through to a state of
acceptance or adaptation that may be viewed as a rebuilding of the self
anda constructive move forward.
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MINI SELF-TEST

Describe the basic processes involved in primary and secondary
appraisal.

Explain why factors such as social support, self-esteem support
and instrumental support may help the individual to deal with
tressful events.

What conditions are likely to evoke a state of learned helplessness?
Describe the defining features of a phobia.

Briefly explain how conditioned responses, such as anticipatory
nausea, may be avoided using basic nursing interventions.
Describe the main features of post traumatic stress disorder.
Explain why aggression is more likely to occur in stressful
situations.

Outline the four principal causes of depression.

Describe the four main emotional responses associated with loss
reactions.

In what ways are stage models potentially misleading?

REFLECTIVE SCENARIOS

Annalisa

Annalisais42 yearsofage and twenty weeks pregnant. A testhasshown
thatherbabyhas Down’s Syndromeand she and her husband are both
feelingvery stressed.

Explore their reaction with reference to threat appraisal and discuss the

broad, psycho-social factors that may mediate their response.

Sanjay

Sanjay is a self-employed construction worker, who has been unable
to find work for several months. He is married with two children and
has a large financial commitment on his house. He has tried to find
alternative forms of work without success and has taken to drinking
excessively during the day. This has only added to the financial
pressures he faces, and hisactions have palpably raised the stresslevels
of every family member.

Usingthe crisismodel detailed in Part two, explainwhatmay happen if Sanjay
isunable to find a satisfactory solution to his problems.
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Tom

Tomisa3 yearold whose weightliesaround the tenth centile, despite
both his parents’ weight and height being above the norm. He was
born with a severe cleft palate, which necessitated tube-feeding for
the firstnine months oflife. The deformity has since been surgically
corrected so thathe isable to chew and swallow solids, but he vomits
whenever heis presented with any kind of food with lumpsin it.
Explain the possible reasons for bis bebaviour using a classical conditioning
framework.

Sarah

You may recall from Part One that Sarah gave birth to a premature
boy by emergency caesarean section. The events surrounding this
were traumatic. She had gone to the maternityunitforaroutine check-
up and ended up being rushed to theatre at top speed with little
explanation or time for preparation. Sixweeks have now elapsed since
her discharge from the maternity unit and her son is doing well.
However, Sarah’smood isunstable. Her sleep is often punctuated by
nightmares, she feels anxious and depressed and is unable to stop
fantasising negatively about what may have happened to her son in
the operating theatre.

Explain the possible reasons for Sarab’s condition with reference to stress
appraisal and post traumatic stress disorder.

Bill

Bill is a 23-year-old male with learning difficulties and a history of
violent behaviour towards care staff. He has recently been admitted
to an acute psychiatric ward following detention by the police. The
staff at the unit do not particularly want him there. They feel heisa
social services case and twicein three daysheis prepared for discharge,
whichiscancelled each time.

Given these circumstances, discuss the psychological factors that increase the
risk of another violent assault on amember of staff.

Sanphy

Sanphy is a second year student nurse who has just been verbally
ravaged by Rebecca, a middle-aged woman who is being treated for
inoperable cancer of the liver. You witnessed the event and feel you
need to talk to Sanphy about the reasons for Rebecca’s outburst.
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Explain how youmight do thiswith specialreference to the Kubler-Rossmodel
andyour knowledge of the causes of anger and aggression.

Eunice

Eunice is a 64-year-old woman who has recently suffered a cerebral
stroke, resulting in marked aphasia and some loss of mobility. Her
daughter is concerned about her and tells you that Eunice has been
quite weepy following the stroke and does not seem like her normal
self.

Explainwhat youmight do to explore whether or not Eunice is depressed.

Diane

Dianerecentlylosther daughterand husbandinahorrific caraccident
involving a drunken driver. The experience was harrowing: she was
called to formally identify their bodies and endured a public hearing
where the coroner read explicit details of their injuries and mode of
death. Diane has been unable to move their belongings since the
tragedyand frequently experiencesintense feelings of guiltand hatred.
With reference to Parkes’ model of bereavement, discuss the extent to which
herreaction lies within normal boundaries.

Suggested reading

Johnston, M. and Wallace, L. (1990). Stress and Medical Procedures. Oxford:
Oxford University Press.

This book provides useful information about the factors contributing to

patientstress in medicine, surgery, obstetrics and paediatric care.

Joseph, S., Williams, R. and Yule, W. (1997). Understanding Post-Traumatic
Stress: A psychosocial perspective. Chichester: John Wiley and Sons.

This recent tex tis well written and provides a comprehensive overview
of PTSD.

Marks, LM. (1997). Living With Fear: Understanding and coping with anxiety.
Maidenhead: McGraw Hill.

"This reprint of the 1978 version provides a wide-ranging and informative

account of the nature of anxiety and anxiety disorders, together with a lucid

account of behavioural treatments for phobias and aversive reactions.

Parkes, C.M. (1986). Bereavement: Studies of grief in adult life. 6th ed.
London: Tavistock.
Thisis the latest version of this classic text on bereavement.
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Woods, T. (Ed.) (1996). Handbook of Clinical Psychology of Ageing.
Beckenham: Crook-Helm.

This book provides a comprehensive overview of current psychological

research into psycho-social issues and ageing.
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Chapter 10

Health protective
behaviour

Learning outcomes

By the end of this chapter you should be able to:

* Outline the main psychological factors associated with the
detection of signs and symptoms of illness.

* Outlinethe health belief model and the theory of reasoned action.
e Describe how stress may affect decision-making.
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This section deals with two main topics, the first of which
provides an overview of the factors that have been shown to
influence help-seeking behaviour, or people’s decisions to seek
professional help for signs and symptoms of illness. This is an
issue of considerable importance, because failure to seek help at
an early stage can lead to an unnecessary worsening of the patient’s
condition and, in some cases, premature death.

The second topic deals with the phenomenon of non-compliance
with nursing and medical advice, which, it has been estimated,
may be responsible for as many as one in five admissions to
hospital (Ley 1982).

In the following discussion, the term health protective behaviour
will be used to refer to the concepts of help-seeking behaviour
and compliance and non-compliance.

Help-seeking behaviour
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The early detection of symptoms haslong been recognised asa key
factor in the fight against disease and has figured prominently in
health education campaigns designed to help people to recognise
somatic changes that might signal the onset of conditions, such as
cancer and meningitis. Such campaigns are often directed at
vulnerable target groups, based upon characteristics such as age,
gender, ethnicity, social class, genetic risk and behavioural habits,
and are designed to foster attentive or vigilant bebaviour that will
promptearly help-seeking behaviour.

Symptom detection, however, isarelatively complex process. The
early symptoms of disease may be benign or may overlap with more
common, and less serious, conditions. Added to this, the individual
brings his or her own experiences, expectations and beliefs to the
fore, which can resultin widely differing interpretations of similar
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somatic cues. Also, emotional states, such as fear and anxiety, can
give rise to selective inattention or denial of presenting symptoms.
Inshort,individual differences play animportantrolein the process
of symptom detection, and before a decision is made to seek
professional advice for suspected illness the individual must:

* Beattentive to the presence of internal, somatic stimuli.
¢ Interpretthe stimulias potential symptoms of illness.

Given that these interdependent factors underpin symptom
detection, we will now explore each in alittle more detail.

Detection of symptoms

In the hustle and bustle of modern life, people are bombarded with
awiderange of stimuli, and innocuous symptoms of illness may easily
goundetected. However, our attention is mostlikely to be drawn to
symptoms thatinvolve pain or discomfort, or which affect our ability
to function normally, or which stand out because they are perceived
to be unusual or #bnormal in some way. Similarly, individuals who
believe thatthey are atanincreased risk, or are vulnerable to certain
forms of physical or psychological illness, are likely to be particularly
vigilant, or ‘on the look out’, for associated signs and symptoms
(Beckerand Rosenstock 1984).

Symptom detection, however, isalso affected by emotional states,
which may resultin a decrease o7 increase in the likelihood ofhelp-
seeking behaviour. For example, anxiety can lead to selective
inattention or denial of symptoms, but can also lead to a state of
bypervigilance, where the individual becomes overly sensitive to
internal feedback from the body’s systems, leading to the
misinterpretation of normal physiological responses as signs of
illness or dysfunction (Steptoe and Mathews 1984). In extreme cases,
this may take the form of hypochondriasis, where the individual is
constantly focused on internal, somatic stimuli and is consumed by
concern about some underlying pathology. When this concern is
centred on a single condition, it is labelled an i/lness phobia (Marks
1997).

In summing this up, we can state that symptom detection is
dependentupon the:
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¢ Strength of the underlying symptoms, including features such as
pain, discomfort, unusualness and embarrassment.

* Degreeof competing stimuliin the individual’s environment.

* Individual’semotionalstate.

¢ Individual’ssense of vulnerability.

Perception of symptoms
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Our perception of symptoms and what they might mean is largely
dependent upon our prior levels of knowledge and experience.
Furthermore, research hasshown thatwe have ‘common sense’ models
of illness that contain beliefs about the causes and consequences of
symptoms and which subsequently guide our decisions to seek (or not
to seek) professional help from a medical practitioner or a nurse (Lau
and Hartman 1983; Meyer ez a/. 1985). For the sake of continuity, we
will refer to these models as il/ness schemas thatinfluence the detection
and perception of symptoms. For example, you would probably have
little troublelisting the common symptoms of influenza, together with
an estimate ofhow longyouwould expectthe symptoms tolast; should
the symptomsbecome unusual or particularly severe, orifthey persisted
beyond your expectations, the chances are you would be motivated to
seekprofessional help.

Theseillnessschemasappear to be quite effective, as the proportion
of people seeking medical help for symptoms of common illness is
generally very low, varying between 7 per cent and 26 per cent (Pitts
1991). Research hasalso shown thatwhen people are concerned about
unusual,abnormal or persistentsymptoms, they typically discuss them
witha confidant, suchasafriend, spouse, colleague, priest, etc., before
seeking professional help(Zola1973).Indeed, Scramblerand Scrambler
(1984) found thateleven ‘lay consultations’ took place for every medical
consultation. This/zy-referralsystemhasbeen highlighted asimportant
by a number of researchers, because medical help is typically sought
onlyaftera confidant has advised that, in their view, the symptoms are
unusual and warrant further investigation (Zola 1973). Of course, the
system may fail when symptoms warranting urgent help are
misinterpreted as benign through ignorance or lack of knowledge.

Individualsarealsoreluctantto confidein otherswhen thelocation
and nature of the symptoms cause embarrassment (such as may occur
with rectal or vaginal problems) or when the symptoms may be
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attributed to some condition that carries a social stigma (such as may
occurwithsexually transmitted disease). Inshort, the presence of certain
symptoms may actually inhibit help-seeking behaviour (Becker and
Rosenstock 1984).

Thisbarrieralsoappears to operate when mental health problems
areinvolved. For example, unpublished researchundertaken by myself
and a colleague investigating first-time contacts with a Community
Mental Health Service in South Devon, revealed that clients with
mental health problems typically waited several months before
approaching their general practitioner (GP) for referral. When asked
whether theyhad confided in someone prior toapproaching their GP,
theyrevealed that theyhad founditdifficultto confide in other people,
because they believed that otherslacked knowledge of mental health
problemsand were concerned aboutbeing perceived asinsane (Russell
and Towler 1990). Thus, the lay-referral system had apparently failed,
because norms for signs and symptoms of conditions, such as
depression, anxiety and psychosis, were lacking or totally absent.
Indeed, the investigation revealed thatit was often a resulting crisis
that eventually led individuals to seek professional help, and these
findings have been echoed by Clausen and Radke Yarrow (1995)
investigating hospitalisation for individuals with schizophrenia.

Cultural influences may also affect the individual’s perception of
illness, and in some societiesillness may be perceived asa consequence
of supernatural forces, such as witchcraft, rather than by a viral or
bacterial agentfor which theyhave no concept. For example,asudden
event such as paralysis might logically be blamed on some invading
evil spirit by people that have no awareness of causal factors such as
poliomyelitis orintracranial bleeding.

Age is a further factor that has an important influence on the
individual’s perception of illness. For example, elderly people may
simply misattribute signs and symptoms of disease to ‘old age’ and
accordingly fail to seek help (Janz and Becker 1984). Similarly, a
pregnant working mother may attribute symptoms such as frequent
headaches and swollen ankles to stress, rather than perceiving them
asa possible symptom of problems with her pregnancy.

At the opposite end of the spectrum, the young child’s illness
schema is much less sophisticated than that of an adult, and they
generally perceive the causesand consequences ofillnessin relatively
simple terms. Pre-school children, for example, tend toviewall forms
ofillnessas contagious. Thus, they may believe thatheartdisease can

113



PROMOTING AND MAINTAINING HEALTH

be ‘caught’ by standing next to someone. If you think about this, itis
quite a logical belief, as most of the common illnesses the youngster
will have experienced will be ofa contagiousnature (i.e. colds, measles,
chicken-pox, headlice, etc.). Similarly, young children sometimes view
illnessas punishmentfor having been naughty, and theyare generally
unable to perceive the causes of major illnesses as mutifactorial until
they near their teens (Bibbace and Walsh 1980). (The exceptions to
this rule may occur in children who have direct, personal experience
of a major illness, such as diabetes, haemophilia, etc. In such
circumstances, theirillness schemas can be very sophisticated.)

Finally, gender can also play a significantrole in the perception of
illnessandislinked to our expectations about the relative probability
of contracting some disease orillness. For example, people know that
certainillnessestend tobe (orare) gender-specific,and therefore males
and females are likely to be differentially vigilant in detecting signs
and symptoms of illness related to gender-specific conditions. If, for
example, you are a 50-year-old male and a heavy smoker, you are
unlikely to be concerned about breast cancer and are more likely to
be vigilantly aware of the symptoms of heart or lung disease.

In summarising what we have learnt so far, we can state that
perception ofillness (and help-seeking behaviour) isinfluenced by:

Personal knowledge and experience.
Thelay-referral system.

Stigmaand embarrassment.
Culturalinfluences.

Age.

Gender.

Models of health behaviour
The health belief model
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During the past twenty years, a number of theoretical models have
been constructed to explainindividual differencesin health protective
behaviour. Of these models, the first (and still the most widely referred
to)is the bealth beliefmodel(HBM), which was devised in the late 1960s
by Rosenstock and subsequently modified by co-researchersJanzand
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Beckerin 1984. The model is uncomplicated and its intuitive appeal
hasled to its common application in two importantareas of primary
health care, where emphasisis placed upon:

* Encouraging people toseek early professional help forsignsand
symptoms ofillness.

* Improvinguptake on preventative health programmes such as
immunisation and screening for disease.

According to the model, health protective behaviours, such as the
decision toseek professional help, are influenced by arelatively small
number of factors (see Figure 10.1). For example, the likelihood of
taking preventative actionisincreased when the individual hasasense
of percervedvulnerability. This may occur when he or she believes that
their symptoms are indicative of something severe or when thereisa
familyhistory thatrenders them susceptible to certain conditions. Any
perception of vulnerability is further mediated by variables such as
age, sex and the individual’s prior beliefs. So, a male in his early
twenties, with a strong history of family heart disease, may be lulled
into a false sense of security, because he knows that heart disease
typically affects middle-aged males.

The model also predicts that the likelihood of engaging in health
protective behaviourisinfluenced by the perceived costs versus benefits
oftakingaparticular course ofaction (Beckerand Rosenstock 1984).

PERCEIVED VULNERABILITY

Perception of severity and | UKELHOOD OF TAKING
g ACTION

susceptibility

MODIFYING VARIABLES COSTS VS BENEFITS /

Age, sex, gender, race, prior CUES TO ACTION AND

knowledge, and beliefs, INACTION

personality differences.

FIGURE 10.1 The health belief model
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Imagine, for example, that you are a parent considering whether to
have your 15-month-old child immunised against measles, mumps
and

rubella (MMR). In making the decision, you might weigh up the
potential benefits (i.e. reduced risk of severe infection with secondary
complications, less time away from school, etc.) against the potential
costs (i.e. subjecting your child to pain, the possibility of side effects
and subsequent complications, etc.). Similarly, someone deciding
whether or not to have major surgery and radiotherapy for advanced
cancer may decide that the probability of a cure is low, whilst the
likelihood of pain and discomfortresulting from treatmentis high.

Finally, the model suggests that certain stimuli may function as cues
to action, increasing the likelihood of engaging in protective
behaviours, whilstothers may function as barriersto action, decreasing
thelikelihood. These cues commonly include:

Cuestoactionthatincrease the likelihood of health protective behaviour

Health promotion campaigns.

Lay-referral system.

Pain and personal discomfort.

Pressure to take action emanating from third parties, such as the
individual’s spouse, friends, employer, etc.

Cues to inaction that decrease the likelihood of health protective
behaviour

Innocuous symptoms.

Denial/avoidance ofanxiety.

Negative health promotion campaigns.

Personal orsocial crises (such as divorce and bereavement).
Stigma inherentin seeking help for certain conditions.

Itshould be noted that, although media campaigns may successfully
promote health protective behaviours, they may alsoinduce avoidance
of theissue they seek to address (Sarrafino 1994). This is most likely
tooccur when the campaigningisnegative (i.e. induces fear) orwhen
individualsbelieve thatthey would be unable to change their behaviour
(suchaswith an addiction to nicotine or alcohol)
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Problems with the HBM

The HBM provides the health professional with a good model with
which to understand health protective behaviours. Like all models,
however, itdoesnotallow 100 per cent prediction of behaviour (Janz
and Becker 1984).

The reasons for this are quite straightforward. First, the modelis
mostlikely to tellus something about the probable health behaviours
ofageneraltargetgroup, or population of people. For example, we might
correctly predict that those most likely to engage in testicular self-
examination for cancer would be males who perceived themselves to
be vulnerable (i.e. had a family history) and who were in the highest
risk age group (typically 20-30). However, the model would be less
useful when making predictions about behaviour at the leve/ of the
individual, because of the effectof modifying variables, suchas personal
beliefs, traits, prior experiences and idiosyncratic or habitual
behaviour. For example, a male might hold the superstitious belief
that focusing on testicular cancer makes it more likely to happen, or
hemighthavea fatalistic personality trait(Reed ez4/. 1994) whichleads
him to believe that he has little or no personal control over disease
processes or outcomes. Furthermore, a history ofadverse experiences
can result in anxiety, denial and avoidance of professional help. For
example, Antonovosky and Hartman (1974) found thatsome women
stopped carrying out breastself-examination after anumber of fa/se-
positivesled to periods of high anxiety.

These issues aside, Janz and Becker (1984) argue that the HBM
does allow reasonably accurate prediction of a wide range of health
protective behaviours, and, despite the tabled limitations, it does
provide a framework for understanding the individual patient’s
behaviour.

Other ‘models’ include protection motivation theory and the health
action process, theinterested readeris encouraged to refer to texts such
as Sarrafino (1994) and Bennetand Murphy (1997).

The theory of reasoned action
According to the theory of reasoned action (I'RA), the individual’s stated

intention to perform a certain act is an important factor in predicting
behaviour (Ajzen and Fishbein 1980). Whilst this may not sound like a
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particularly earth-shattering find, the authorsargue thataknowledge of
someone’s intentions provides more accurate information than that
afforded by knowing what someone’s attitude is towards a certain thing
or course ofaction.

Inorder tounderstand why thisshould be, weneed to examine briefly
the nature of attitudes. In fact, an attitude is quite a complex
phenomenon thatcomprises an affective component (the way we feel about
things), a cognitive component (our beliefs and expectations) and a
bebavioural component (how these feelingsand cognitionsare translated
into actual behaviour) (Atkinson ez #/. 1993). In consideration of this,
the point to note is that there is often a less than perfect correlation
between the affective and cognitive componentsand actual behaviour.
Imagine, for example, that a young student nurse is approached by a
health psychologistwhois carrying outan investigation into attitudes
towards bone-marrow donation. The student is asked a series of
questions such as, ‘Do you think that bone-marrow transplant
proceduresshould be fully funded by the NHS?, and “‘Wouldyoubein
favour ofestablishinganational register of potential donors?’ Nodoubt
the student would reply yes to both questions and, in doing so, would
have expressed a positive attitude towards bone-marrow transplants.
However, we might be less confident that the student would actually
offer him or herselfas a donor if subsequently asked to do so. In short,
attitudes are often a poor predictor of behaviour, because they
sometimes sample what people feel they ought to do,

The TRA attempts to make some allowance for this difficulty by
sampling the individual’s personal attitudes, stated intentions and the
normativeattitudesheld by others, such as family, friends, neighbours, etc.
(see Figure 10.2). In doing so, the TRA makes some allowance for so-
called social facilitation effects, or the extent to which an individual’s
behaviour is likely to be influenced by others’ attitudes and behaviours.
Itis quite easy to conceptualise this in practice. Say, for example, thata
community-based midwifeisinterested in promoting breast-feedingin
a first-time mother-to-be and spends quite a bit of time providing her
with positive information. Persuaded, the woman tells the midwife that
sheintendstobreastfeed, because she believesitwill be beneficial to her
baby. However, although ever hopeful, the midwifeisless convinced that
this positive attitude will actually be translated into behaviour, because
sheknowsthatmostof the local mothers bottle-feed and hold quite
negative attitudes towards breast-feeding. Accordingly, evenifthe
mother-to-be’s stated intention is more than a mere social
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FIGURE 10.2 The theory of reasoned action

facilitation effect, the pressures thatwill be brought to bear on her will
be considerable. (In consideration of this point, youmightlike to think
abouthow many barriers are presented to women who want to breast
feedinasociety, neighbourhood or family thatisnon-supportive.) The
underlying message here is thatitisimportant to target communities,
aswellastheindividual, when promoting health protective behaviours.

Problems with the TRA

One of the criticisms levelled at the TRA is that it takes no account of
the extent to which individuals believe that they can execute a desired
behaviour. For example, we might have reason to believe that an
individual high in self-efficacy would be more likely to carry out an
intention to engage in health protective behaviour than an individual
lowinself-efficacyandlackingin self-confidence. For thisreason, Ajzen
(1985) modified the TRA by adding the component perceived control,
and renaming the theory: the #heory of reasoned action and planned
behaviour.

Making health decisions under conditions
of stress

Acriticism thatissometimes targeted atthe HBM, TRA andlike models

isthattheyadoptthe premise thathealth protective behaviouris guided
by rational decision-making, which creates an illusion of scientific
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precision (Steptoe and Mathews 1984; Leventhal et 4/. 1997). There s,
however, a considerable body of research that indicates that this basic
premiseis fallible. For example, you may recall that the Yerkes-Dodson
Law predicts thathigh levels of anxiety affect our ability to think clearly.
Soitisnotdifficult toimagine thata couple’sjudgement would be more
subjecttotheeffectsof stressand anxiety when having to decide whether
ornottoterminatea20-week-old foetus, because ofa potentially serious
abnormality, than when deciding whether or not to have their firstchild
immunised. Some investigators have argued that high levels of anxiety
can cloud judgement and impede rational decision-making under
conditionsofstress, because theindividual’sstate of mindis fundamentally
altered.

"These different states of mind have been characterised by the terms
botand cold cognitions (Janisand Mann 1979; Zaborowskiand Oleszkiewicz
1988). Cold cognitions are associated with logical decision-making
processes that are essentially neutral in emotional or affective terms,
whereas hot cognitions are associated with decision-making processes
thatareladenwithaffect, suchashighlevels ofanxiety orlowself-esteem
and depression. Infact, ifwerelate thisto ourknowledge of the self-system,
wemightargue thathotcognitionsare essentially those thatoccurwhen
someaspector componentofthe selfis threatened.

According toJanisand Mann’s conflict theory(1979), individuals faced
with a life-threatening crisis often think irrationally and their ability to
make the bestpossible decisioniscompromised. Indeed, theauthorsargue
thatrational decision-making can take place ondy when the individual a)
believes that there are alternative courses of action available, b) has
sufficient information to make an informed choice and c) believes that
thereisadequate timeavailable toactupononeofthealternatives. Without
the presence of these three conditions, the individual is likely to adopt
one of the following courses of action:

e Panicandacceptthe firstavailable solution.

* Denythe gravity ofeventsand behave as though nothinguntoward
hashappened.

* Divertattention to other thingsand/or shiftresponsibility for the
eventonto others.

These reactions, which represent panic, denial and avoidance
respectively, may also be linked to a perceived loss of control, which
maywell bealleviated by providing the patient with informationabout
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possible alternatives. So, as well as providing information about the
probable outcomes of surgery—the risks, possible complications,
pain, side effects, etc.—we mightalso seek to provide the patient with
information aboutnatural death, the likely time-span, the likelihood
of pain and available pain relief, possible hospice or home care, etc.

Finally, circumstances may occasionally arise (such as in terminal
illness) where individuals simply donotwantto discuss their condition
or consider further the options that might be available to them. In
suchinstances, itisimportantto respectthe patient’s decision, unless
youhave strong grounds to believe thathisor heractionsare founded
onalackofinformation or misconception.

Focus on clinical practice: quality of life

Quality of life (QOL) is an important concept that has proved difficult to
define, because it has many meanings. At a general level, the ferm
conjures an image of how happy or satisfied the individual is with his
or her lot. However, Draper (1997) states that its meaning may vary
depending on whether it is used as an objective measure to evaluate
and generate social policy and make decisions about how to allocate
scarce resources, or whether it is used as a subjective measure to evaluate
the effects of nursing practice or medical treatments at the level of the
individual. For most nurses, it is the latter aspect of QOL that is
particularly salient.

In order to understand the meaning of QOL, Draper (1997)
suggests that we need to step back and reflect upon a) what it
means to be human and b) under what conditions humans typically
thrive. In consideration of this, he argues that when evaluating
QOL we should turn our attention to basic concepts such as dignity,
autonomy, choice, privacy and self-development, and to this we
may add relief from pain and discomfort, hopelessness and self-
condemnation (Johal 1995).

According to Eiser (1994) and Johal (1995), there has been a
tendency in medical practice to view extension of life as sufficient
grounds for the implementation of aggressive medical interventions
without sufficient consideration of the effects on the individual’s
overall QOL. Such concerns, however, extend beyond the realms
of nursing in general medical settings and into wider fields of
nursing practice, such as child nursing, learning disabilities and
mental health (Wright 1994; Smith 1995; Collier 1997).
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QOL and learning disabilities

During the 1960s and 1970s, health professionals became increasingly
concerned about the effects of institutionalisation on patients living in
large institutions. Following the work of investigators such as Goffman
(1961) and Szasz (1975), institutionalisation became synonymous with
depersonalisation, loss of dignity, purpose and meaning, and the
discouragement of meaningful social (and sexual) relationships. In
addition, work by researchers such as Seligman (1975) and Brown
and Harris (1978) led to a growing awareness of the psychological
damage that social isolation and an enduring sense of loss of control
could inflict upon the individual. Such well-founded concerns led to the
development of the concept of normalisation (Wolfensberger 1972)
and the belief that young adults with learning disabilities would benefit
from living independently, either as individuals or in small group homes.
This idea was extended beyond those living in institutions, fo young
people with learning disabilities living at home with their parents or
adopted family (Reiter and Bendov 1996). This practice, it was argued,
would integrate individuals with learning disabilities into society and
reverse the social marginalisation that had occurred in the past (Smith
1995).

Rather ironically, one of the key normalisation concepts, choice,
was not always offered to the individuals concerned (Reiter and
Bendov 1996). Rather, it was taken for granted (with little supporting
research) that community-living would proffer more advantages
than disadvantages for individuals with learning disabilities.
According to Smith (1995), many studies have shown that
community care has failed to achieve key objectives, such as social
integration at the level of the community and the facilitation of
meaningful, close social relationships with others. Smith (1993),
for example, found that many community-based participants rated
staff, or rarely seen relatives, as their closest friends, whilst Firth
and Rapley (1990) found that, despite the implementation of
community-based programmes, few people in the community
actually chose to spend time with the ‘devalued’. Furthermore,
Masters and Smith (1987) point out that, in line with relative
deprivation theory, the negative effects of low socio-economic status
may actually have been enhanced by an increased awareness of
the contrast between those that have (quality of life) and those who
do not.

Whilst these findings paint a rather bleak picture, they do need
to be weighed against the many, and often profound, disadvantages
that institutionalised care can entail. However, the primary lesson
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we should learn from this is to avoid the assumption that health
professionals always know what is best for individuals.

Improving QOL

In considering QOL, we run up against a problem that we have
encountered before: the individual’s perception of reality does not always
match that of the health professionals (Bowling 1991). For example,
an environment can be objectively assessed as clean, safe and
aesthetically pleasant, but it is the extent to which the individual is
satisfied with it that is the critical factor (Schalock et at. 1990). This is
the nub of the matter and it should impinge on all nursing decisions
that have potentially major ramifications for individuals’ lives. If an
individual is happy in a relatively impoverished environment, who has
the right to suggest that another would be better2 Conversely, if an
individual’s environment impedes his or her personal dignity, autonomy,
privacy and self-development, should health professionals not have a
duty to improve that environment where possible?

Such issues are particularly salient when an expert has access
to information or resources that could improve QOL for the
individual whose ability to make an informed and rational choice
is impaired due to cognitive impairment, illness, chronic
institutionalisation or social anxiety. However, there are no easy
solutions to such problems. As a nurse, your job should always be
to act as the patient/client’s advocate and to try and ensure that
decisions are taken in the interest of improving the individual’s
QOL, regardless of whether the event involves a controversial
treatment for cancer or a decision about whether to opt for
community or institutionalised care.

Summary

Encouraging individuals to be vigilant about potential signs and
symptomsofillnessisanimportantelementof primary or preventative
health care. In general, the likelihood of symptom detection is
increased when symptoms involve discomfort, pain and
embarrassment, though others factorssuch as competing stimuliand
theindividual’s emotional state also play animportantmediating role.
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Even when symptoms are detected, however, the decision to seek
professional help will depend upon the individual’s perception or
appraisal of the symptoms’ meaning. This process of appraisal may
beaffected by cultural factors, individual factors, such as personal levels
ofknowledge, genderand age, and the extent to which the symptoms
evoke fear and anxiety.

Anumber of theoretical models have been constructed to explain
and predict the extent to which individuals will engage in health
protective behavioursunderavariety of circumstances. Of these, two
of the most commonly referred-to models include the health belief
model and the theory of reasoned action. According to the former
model, factors such as perceived vulnerability and susceptibility and
costs versus benefits play an importantrole in determining whether
the individual will engage in health protective behaviours such as
screening and immunisation. The latter model places emphasis on
therole of others in determining in which behaviours the individual
will eventually engage.

Finally,a general criticism of ‘social cognition’ models, such as the
HBMandthe TRA, isthatthey take little account of the role of factors
such as stress and anxiety in decision-making processes. Itis argued
that these can lead to panic, denial and avoidance, which ultimately
impair rational decision-making.



Chapter 11

Compliance and
non-compliance
with medical
advice

Learning outcomes

By the end of this chapter you should be able to:
Describe the basic causes of non-compliance.
Describe how compliance may be achieved.

Outline why the health professional should always take account
of the patient’s perspective.
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Extent of the problem

Up until the 1970s, health practitioners had generally assumed that
patients dutifully carried out their instructions, and little or no thought
was given to the real extent of comzpliance with medical or health advice
(Meichenbaum and Turk 1986). However, several pieces of research
generated during thisperiodshattered thisillusion, by revealing thatnon-
compliance was, in fact,commonplace.

It was found, for example, that compliance for treatment regimes
involving behavioural change was as low as 15 per cent, whilst non-
compliancewithmedicationregimeswasashighas35 percent(DiMatteo
and DiNichola 1982; Steptoe and Mathews 1984; Meichenbaum and
Turk 1986; Pitts 1991). Inaddition to these worryingstatistics, Ley (1982)
estimated that as many as one in five hospital admissions might result
fromnon-compliance with healthadvice.

Inthe following discussion, wewillseek toidentify the principal causes
ofnon-complianceand to examine how compliance can bestbe achieved.
(Someauthors prefer the termadberence, becauseitisless suggestive ofa
commandandimpliesmoreofaninteractional processbetween the health
professionaland patient.)

Understanding non-compliance
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"Two specific trends, or patterns, in non-compliance emerge from the
literature. The first is that non-compliance increases in line with the
complexity of treatment regimes. For example, Stone (1979) found that
patientnon-complianceratesfortheadministration ofaregimeinvolving
one drug was typically around 15 per cent, rising to 25 per cent for two
drugs and 35 per cent for three or more drugs. The second pattern to
emerge from the literatureis thatcompliance invariably declines over time
and is particularly notable with chronic conditions, such as diabetes
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mellitus. Watts (1979), forexample, found thatnon-compliance with Type
1, insulin dependent diabetes is typically around 50 per cent, and
Meichenbaumand Turk (1986) reportthattheincidence of dosage error
in insulin self-administration during the first five years is about 30 per
cent, rising to 80 per centforindividualswho have had diabetes for twenty
yearsormore.

Inmore general terms, however, non-complianceishighestwhen the
condition is chronic, but non-life threatening and when the treatment is
prophylacticandrequireschangesin lifestyle andpersonal habits. Inaddition, a
number of specific factors, or classes of variable, have been shown
significantly to influence compliance; these include attributional bias,
healthbeliefs, treatmentvariables, the patient-practitioner relationship
and organisational variables.

Attributional bias

Research hasrevealed thathealth professionals often blame the patient,
rather than themselves, for patientnon-compliance. For example, Davis
(1968) found that medical practitioners typically attributed non-
compliance tonegative personality traits, such as the patientbeing weak-
willed,lazy orunintelligent, and Stone (1979) found thatonly 25 per cent
ofgeneral physiciansbelieved thattheymightpersonally haveasignificant
effecton compliance.

"This tendency to blame the patient, rather than the self, may be a
reflection of a deeper and more fundamental aspect of the way in which
we processsocialinformation. Forexample, according to the fundamental
attributionbias, we typically attribute other people’sbehaviour tointernal,
personvariables, rather than to external, situationalvariables(Rossetal. 1977).
For instance, a nurse may unthinkingly attribute a doctor’s brusque
instructions toarrogance and conceit, rather than to the effects of working
a72hourshift.

Although suchattributional biasesare generally viewed asautomatic
and pre-conscious, itisclear that, by blaming the otherperson, the health
professional absolves him or her self from personal responsibility and is
also freed from a potentially time-consuming exploration of the
situational factors that may have contributed to the patient’s behaviour.
In fact, researchers have found little evidence to support the notion of a
‘non-compliantpersonality’ (Seltzer and Hoffman 1980) and itappears
thatother factors, suchas theindividual’s prior knowledge ofillness, have
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a far greater effect on compliance than either personality or levels of
intelligence (DiMatteo and DiNichola 1982; Meichenbaum and Turk
1986).

Health beliefs
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Patientsoften hold theories or beliefs about the causes and consequences
ofillness, which canvaryintheirlevelsofaccuracy(Zola1981). Sometimes
these beliefs are based upon a poor understanding of the body’s systems
and sometimes they are based upon cultural myths. Furthermore, even
when the practitionerand patientappear toshare the same terminology,
thereisarisk thatthedifferentlayand medical meaningsattached toterms
will result in both parties talking (in blissful ignorance) about quite
different things! For this reason alone, it is particularly important that
thepatient’shealth beliefsare fully explored.

When dealing with patients, itis wise to adopt the position that they
typically enter treatment with some knowledge of the nature of their
problem, together with expectations about treatment and outcomes. In
order to explore these beliefs, itis essential that patientsare afforded the
opportunity to express what they believe to be the cause(s) of their
symptoms, how they feel these should be treated, and what effects they
think treatment may have on their lives and on those around them. By
exploringthesebeliefs, youareafforded the opportunity tochallenge any
misperceptions thatmay otherwise affect compliance with heath advice
post-consultation.

Meichenbaum and Turk (1986, p. 47) provide good examples of the
type of beliefs thatcan undermine compliance:

Youneed to give your body arest from medicine once inawhile or
otherwise your body becomes too dependentuponitorimmune
toit.

Iresentbeing controlled by drugs.

Godwill take care of myillness.

I'do too many preventative things to be susceptible to illness.

My depressionis biological, thereisnothing I can do.

How will Iknow ifI still need them if T keep taking the pills?

When exploring health beliefs, it is important to remember that
patientsand carers often have usefulideas thatmayaid their recovery.
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"This is particularly likely when dealing with individuals who have
indepth knowledge relating to somelong-standing condition. Itisalso
important that the effects that the treatment may have on the
individual, and on those close to or dependent upon them, are fully
explored. In fact, we canrelate this point back to the HBM, by stating
thatthe patientis unlikely to comply with a treatmentregimeifhe or
she perceives that the costs are likely to outweigh the benefits (Janz
and Becker 1984).

In general, research has shown that perceived vulnerability is
positively correlated with compliance (Beckerand Rosenstock 1984).
However, asnoted earlier, anxiety about possible outcomes maylead
to denial or avoidance of the condition and subsequent non-
compliance when the patient feels vulnerable and threatened
(Antonovosky and Hartman 1974). Such non-compliance may be
regarded aslogical and rational viewed from the patient’s perspective,
because it relieves them from anxiety. However, the corresponding
actions may be viewed as illogical and irrational by the health
practitioner, who may regard denial asa dubiousshort-term ‘head in
the sand’ solution. These conflicting points of view demonstrate the
need to consider the patient’s perspective when proposing treatment.

Rotter’s locus of control theory (1966) has been used by health
researcherstoinvestigate the hypothesis thatindividuals’beliefsabout
their ability to control events significantly affect compliance.
According to the original theory, individuals high in an internal locus
of control (LOC) believe that they have the ability to control events
around them, whilstindividualshighin an externallocus of controlbelieve
thattheyhavelittle personal influence over life events. Applying this
rationale, researchersattempted to show thatthose highin an internal
LOC would be more likely to comply with medical advice, because
they believed that their actions would result directly in benefits to
health, whilst those high in an external LOC would be less likely to
comply with health advice, because they were fatalistic. Although
subsequent research did find support for this hypothesis, in that
individuals highinaninternal LOC tended tobe more active in their
own treatment, evidence also emerged that they were justas likely to
modify treatmentregimes, because they wanted to feel in control. De
Vellis et al. (1980), for example, found that high internal LOC
individuals being treated for epilepsy were more likely to reduce, or
stop, their anti-convulsant medication in order to explore what the
outcome would be.
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"Thelatterrepresentsa case ofrationalnon-compliance, which typically
occurs when the patient wishes to regain a sense of control or mastery
orwhenthedisadvantages posed by side effectsare deemed to outweigh
the advantages of treatment. Rosenhan and Seligman (1995), for
example, note that individuals suffering from other mental health
disorders, such asschizophrenia, sometimesstop taking medication to
see if the active symptoms have subsided or gone away, and similarly
Kaplan et al. (1993) report that male patients showed a reluctance to
continue the use of hypotensive drugs because of side effects such as
sexualimpotence.

Recognising this need for control is important, and treatment
regimesshould alwaysbe tailored towards helping individuals to attain
this goal (perhaps with the exception of acutely ill patients who have a
short-termneed to relinquish control to powerful others).

Treatment variables
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We learnt earlier that non-compliance is frequently associated with
complex treatment regimes, which are sometimes necessitated by
chronicconditions. Ithasbeensuggested thatsuch regimes canlead to
a state of information overload, which may result in a failure to grasp
instructions and cause the patient to subsequently modify, delay or
simply avoid implementing the requirements of the regime (Ley and
Spelman 1967; DiMatteo and DilNichola 1982). In order to minimise
the likelihood of this occurring, it is important that you are able to
provide patients with information that is specifically tailored to their
needsand abilities, and itmay be desirable to provide the information
instages, ifthe patientis excessivelyanxious, distracted and unreceptive.

Individuals are particularly reluctant to engage in regimes that
require the cessation of habitual behaviours that are pleasurable or
positively reinforcing (Steptoe and Mathews 1984). Patients may, for
example, be unwilling to give up smoking if they believe thatithelps to
‘steady their nerves’ or keeps their weight down. In such cases, you
should first identify any ‘target behaviours’ that the patient may find
difficulttorelinquishand thennegotiate a partial, or gradual, reduction
in them, ifa total cessation is deemed unlikely. In consideration of this
point, it is worth remembering that it is easier to replace some
pleasurableactivity, like smoking or drinking, if the patient can find some
positively reinforcing alternative.
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Under certain conditions, illness can resultin over-compliance and
adherence to the sick role (Parsons 1951). Thisis particularly likely to
occurwhenindividualshave experienced some chronic condition that
results in them being highly dependent upon others for their basic
needs over a period of months or years. For example, an individual
hospitalised with chronic pain, or depression, may slip into a
submissive role thatinvolves a diminution of personal responsibility
and the acceptance of a more passive role.

Patients are often reluctantly forced into the sick role, because of
untoward events; however, aftera time they learn thatitcan afford them
secondary gains that are intrinsically reinforcing (Fordyce 1976). The
institutionalisedmentalhealth orlearning disabilities patient, for example,
may benefit through not having to think about cooking or cleaning, or
having towork or take responsibility for themselves or others. Thisrole
may appear particularly attractive to people who, for whatever reason,
have come to doubt their ability to function adequately in their day to
day lives. Non-compliance may presenta means of being able to ensure
thatsuchbenefitsarenotremoved. Thisisaparticularly difficultproblem
to overcome and it is sometimes managed by instituting a behavioural
treatmentprogramme (suchasmaybe employedin chronic pain clinics)
thatpositively reinforces ‘well behaviours’ (such as taking responsibility
for identified tasks) with praise and encouragement. (Note that
institutionalisation and learned helplessness are similar but unique
psychological constructs. The institutionalised patient’s passive and
compliantbehaviouris positively reinforced by the staffand by the rules
and structure of the institution. Learned helplessness, however, is a
condition thatis caused byapersonal, perceivedloss of control thatisnot
necessarily reinforced by members of staff.)

Patient-practitioner relationship

Practitioners fromall health disciplines have an importantrole to play
in helping the individual to achieve and maintain optimal compliance.
This can be facilitated by providing patients with clear, honest
explanationsand advice and by being sensitive to theirindividual needs
(Pitts 1991). Itis also important to avoid technical jargon that may be
meaningless to the patient. For example, I recall that a conversation
witha group of patientsin an acute psychiatricward revealed that they
were baffled and somewhat bemused by the term primary nurse. On
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admission, they had all been allocated to one, butnobody had thoughtit
necessary to explain what the role of the primary nurse was. Although
they laughed about thisin retrospect, one patientadmitted thatshe had
suffered in silence for a whole weekend, because she had mistakenly
believed thatshe wasallowed to talk only to her primarynurse.

In a similar vein, we should avoid using ambiguous instructions and
jargon. The following examplesadapted from Zola (1981, pp. 247-248)
show how confusion can arise when the patient tries to carry out their
general practitioner’sinstructionsathome:

*GP: Take the drug four times a day.

Patient:  Does this mean I should take it every six hours? Do
I need to wake up in the middle of the night and
what if T forget to take a dose, should I double the
next dosage?

*GP: Keep your leg elevated most of the day.

Patient:  How high is elevated? How long is most of the day?
What should I do when I’'m asleep?

*GP: Come back if there are any complications.

Patient:  What is a complication and how will I know what
symptoms are related to the disease and what to
the treatment?

Although the latter examples are inserted to provide a little light relief,
theyshouldalertyou to theneed toavoid similarlymeaninglessrhetoric
when practising asahealth professional.

Communication and compliance
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There is evidence that non-compliance is often caused by poor
communication, and theissuesinvolved have been highlighted succinctly
by DiMatteo and DiNichola (1982) who found that:

* Patientstypically forget the bulk of information supplied to them.

¢ Thediagnosisisoftenretained, whilstinstructionsand advice
areforgotten.

* Themoreinformation thatisgiven, the moreisforgotten.

¢ Information provided at the startand finish of consultation is
more likely to be remembered than thatincluded in the middle.
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(Theso-called primacy-recency effect).

¢ Individual differencesinintelligence havelittle effectonrecall of
instructions, whilst prior knowledge ofillness does.

* High states ofarousal (as caused by anxiety) have an adverse effect
onrecall.

Itfollows, therefore, thatyou should always seek to give information
and advice in a clear and concise manner and ensure that important
instructions are given at the startofa consultation and repeated towards
theend. Additionally, the patient’semotional state should be considered
and efforts should be made to avoid overloading the patient with
informationwhen he orsheisinastate ofhigh anxiety.

Organisational variables

Geersten et al. (1973) found that patient compliance decreased as
waiting times for consultationincreased. For example, 67 per centof
patients waiting between thirty minutes and one hour were
subsequently found to be compliant, whilst the figure dropped to only
31 per cent for those waiting in excess of one hour. Similarly, there is
evidence thatthe use ofindividualised appointment timesin outpatient
clinicsresultsin better compliance than block-booking appointment
systems (Pitts 1991).

The improvements in compliance found with more personalised
systems is probably due to an increase in trust and confidence in the
practitioner and enhanced feelings of self-worth. Applying this
rationale, itseemslikely thatindividualised care systems, such as those
employing a primary or key nurse, will result in greater levels of
compliance than that obtained through systems relying heavily on
task-orientated care. Inaddition, the increased nurse-patient contact
is likely to facilitate a greater awareness of the patient’s perspective
and beliefs about treatment outcomes, which may help to promote
compliance.

Finally, there is evidence that increased supervision of patients
nursed at home can also lead to increased compliance, particularly
when the condition is chronic. Garrity and Garrity (1985) speculate
thatthis maybe due toincreased social supportand personal concern
about the patient’s condition, a greater awareness of the patient’s
problemsand enhancementofthe patient’s problem-solving skills.
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Summary
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"The decision to seek professional help for physical and psychological
problemsisdependentupon theindividual being aware thatsomethingis
amiss. Thisis mostlikely to happen when symptoms are unusual, painful
or cause distress and discomfort. When symptoms are detected, it is
common to approach a colleague or friend to ask for their advice, and itis
often prompts via this ‘lay-referral system’ that lead the patient to seek
professional help.

Individualsmayavoidseckinghelpfromlayorprofessional sourceswhen
theircondition carriesasocial stigmaand/orisperceived tobeembarrassing
orshameful. Similarly, individuals may avoid seeking help when doing so
evokesanxietyand thebeliefthattreatmentwillinvolve coststhatoutweigh
thepotential benefits.

TheHBMand the TRAareoftenemployed topredicthealth protective
behaviours, suchashelp-seekingbehaviour forsignsand symptomsofillness
and participationinscreeningandvaccination programmes. According to
the HBM, individuals are most likely to engage in health protective
behaviourwhen theyfeel personallyvulnerableandbelieve thatthe benefits
oftakingactionoutweighthecosts. The TRA suggeststhatstatedintentions
are better predictors of behaviour than attitudes or beliefs, and focuses on
the importance of others’ opinions and attitudes in respect of health
behaviours.

Both the HBM and the TRA assume that decision-making is always
logicalandrational. However, thereisevidence thatdecision-makingunder
conditions of stress may become irrational and maladaptive when the
individuallacksappropriateinformationaboutalternative coursesofaction
orholds the belief that they lack time to enactasafe alternative. It follows,
therefore, thatincircumstancessuchasacute health crises, themodels may
havelimitedvaluein predicting theindividual’sbehaviour.

Non-compliancewithhealthadviceisregardedasa potentially serious
problem, which adversely affects the health of individuals and places
unnecessary pressure on healthresources. Non-complianceismostlikely
tooccurwhentreatmentregimesare prophylactic,complexand protracted,
and when the patient’s condition is non-life-threatening but chronic and
difficultto treatsuccessfully.

Health practitionerssometimesblame the patientfornon-compliance.
However, theevidencesuggests thatnon-complianceisduetoabroadrange
offactors,ofwhich personalityisonlyone. The tendencytoattribute blame
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to the patient may be due to the fundamental attribution bias, which isan
unconscious bias in information-processing that leads the observer to
attribute blame to internal, person variables rather than to external,
situational variables.

Patientsgenerallyenterorexittreatmentwith beliefsaboutthe possible
causes of symptoms and/or the outcomes of certain illness-related
conditions. Thesehealthbeliefsshould alwaysbe fullyexploredinorderto
identify misconceptions and to maximise future compliance with health
advice. However, directly challenging such beliefscan be counterproductive
whentheindividualisunwilling, orunable, torelinquish them. Undersuch
circumstances, compromise is often the best course ofaction.

Compliance is likely to be facilitated if the patient’s treatment regime
allows him or her to maintain a sense of personal control. However, non-
compliance may sometimes be viewed as rational, given thatitallows the
patient a means of achieving perceived control. It should not, therefore,
necessarilybe frowned upon.

Communication is similarly important, and technical and ambiguous
jargon should always be avoided and replaced with clear, concise
instructions. Youshould seek to avoid information overload and be aware
ofthepatient’semotional statewhenattempting toimpartimportantadvice
or instructions. Information provided at the beginning and end of a
consultationismore likely to be retained than thatgiven in the middle.

You should be aware of the phenomenon labelled the ‘sick role’, and
should avoid unintentionally reinforcing it by making the patient overly
dependentuponyouand othermembersofstaff. ‘Well behaviours’ canbe
positively reinforced using simple praise and encouragement.

User-friendly systemsappear to encourage compliance as they help to
buildup confidenceand trustin the health professional. Suchrelationships
should form the basis ofall successtul interventions.

MINI SELF-TEST

Describe the four factors that affect symptom detection.

Outline the importance of the lay-referral system in help-seeking
behaviour.

Describe the six factors that are likely to affect the individual’s
perception of illness.

Outline the main factors contained in the Health Belief Model.
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5 Explain why aknowledge of the patient's attitudes alone is often
insufficient to allow accurate predictions of behaviour.

6 Describe the three factors that defermine rational decision-making

under condifions of stress.
7 Brieflylistthe factors thatlead to non-compliance.
8  Brieflylistthe factors thatfacilitate optimal compliance.
REFLECTIVE SCENARIOS

Megan
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Meganisa39-year-oldsuccesstul barristerwhoismarried withtwochildren.
Sheis expecting her third child and is thirty-two weeks pregnant. During
the pastcouple of weeks she has puton quite alotof extraweight, hasbeen
experiencingheadaches,swollenanklesand handsandshe feelsconstantly
tired.

Discussthe extenttowhichshemuay attributethesesymptomsto berageandjoborto
possible symptons of some underlying physical disorderwith reference to symptom
detectionandperception.

Jorgen

Jorgenisa25-year-oldmanwhohaslearning disabilities. Hehasbeenliving
insheltered accommodation for the past five years, where basic domestic
servicesare provided by staff. Hesaysheishappy there, buthis day consists
oflittle more than watching TV and smoking heavily. Asa consequence,
he has become quite obese and is lethargic and non-cooperative. His key
worker thinksthathewouldbenefitfromamore challengingenvironment
and there is a place available soon in a small house where residents share
responsibilitiesfor cooking, shoppingand cleaning. Hiskeyworkerbelieves
heis capable of this, but Jorgen flatly refuses to consider moving.
Discussthissituationwith reference to basic issues in QOL assessment.

Naomi

Naomiis 19years old and hassmoked around twenty to thirty cigarettesa
day since the age of 14. Following a visit to her general practitioner for
bronchitis, sheistold thatherlifewill be shortened by ten to fifteenyearsif
she doesnotquitsoon.

Discuss the factors that may influence whether or not she decides to quit or reduce
theamountshesmokeswithreferencetothe Health Belief Modelandthe Theoryof
Reasoned Action.
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Mary

Maryisa45-year-old femalewith breastcancer. Her consultanthasadvised
her to have a radical mastectomy, followed by a course of radiotherapy. As
anafterthought, however, he adds thatshe could opt for aless disfiguring
‘lumpectomy’, butwithareduced chance oflong-term survival.

With referenceto ‘making bealth decisionsunder conditions of stress’, discusswhat
conditionswill benecessaryif she s tomake an informed, vational choice.

Steven

Steven suffers from chronicschizophrenia, whichis controlled by the use
ofdepotinjections(slowrelease majortranquillisersadministered by regular
injection). Hehasbeencompletelywell foreighteenmonthsnowandwants
tostop themedication. Hiskey workeradviseshim thatitisthemedication
that keeps him symptom free, but Steven refuses to have his injection
nonetheless.

Discuss the extent towhich bis actionsrepresent vational non-compliance ora lack
of insight.

Suggested reading

Banyard, P.(1996). Applying Psychology to Health. Coventry: Banyard Stoughton.
This is a health psychology text for health professionals that contains many
informative chapters linking behaviour and health.

Bennet, P. and Murphy, S. (1997). Psychology and Health Promotion. Buckingham:
Open University Press.

"This is an informative text that provides an overview of the psychological factors

thatinfluence health behaviours.

Meichenbaum, D. and Turk, D.C. (1986). Facilitating Treatment Adberence. New
York: Plenum Press.

Thislucid textprovidesan excellentaccountofthe factors thatimpede and facilitate

compliance.

Stockwell, F. (1984). The Unpopular Patient. Beckenham: Crook-Helm Ltd.
Thesubjectofnurse-patientrelationshipsislargely beyond the scope of my text,
though itis importantin terms of compliance. Stockwell’s text, although alittle
dated, highlights basicissues and is still worth reading.
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Chapter 12

Psycho-physiological
reactions to acute and
chronic stress

Learning outcomes
By the end of this chapter you should be able to:
Outline the general adaptation syndrome.

®  Describe how stress may affect the body’s immune
response.
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"Thereisnowaconsiderable body ofevidence showing thatpsychological
factors can exerta direct effect on the body’s physiological systems. In
thissection, wewill focuson threespecifictopicsthatare of directrelevance
tonursing practice. The firstexamines the effects thatstress canhave on
the body and the immune system. The second explores the role that
personality type may play in the aetiology of major diseases, such as
coronary heartdisease and cancer, and the third focuses on the role that
psychological factorsplayin mediating the experience of pain, with special
reference tomodels of pain.

The general adaptation syndrome
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Seyle(1979)wasoneofthefirstinvestigatorstoidentifyacommon pattern
of physiological response to acute and chronic stress, which he termed
the generaladaptationsyndrome, or GAS for short. According tothemodel,
exposure tostressactivates the sympatheticnervoussystem (SNS), which
resultsin subsequent progression through three stages of physiological
response:

Stage 1. Alarm reaction

During the initial a/arm stage, the release of the neurotransmitters
epinephrineand norepinephrineresultsinanincreaseinblood pressureand
heartrateasthebodyis prepared for extraordinarylevels ofactivity. Such
high levels of arousal cannotbe maintained, however, and if the stressor
isstill present, the stress response movesinto the second stage.

Stage 2. Resistance

During this second stage, resistance, the high levels of arousal that
characterised the initial response are reduced to lower levels that,
nonetheless, still lie above the norm, and corticosteroids, or ‘stress
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hormones’, are released as the body attempts to resist or combat the
stressor. Whilst the individual may no longer be aware that they are
stressed, thebody’sreservestoresoffatand carbohydratesareslowly being
depleted, and damage caused to the body’s systems results in the
emergence of diseases of adaptation, such as hypertension, eczema and
diabetes.

Stage 3. Exhaustion

Duringthe final stage, exhaustion, thebody’sreservesare finally spentand
the damage to the cardiovascular or immune system results in some
condition, such as stroke, myocardial infarction, cancer or bacterial
infection.

GAS and emotional specificity

Although Seyle believed thatthe GAS reaction wasnon-specific(i.e. that
itwould be elicited equally by physical and psychological stressors), there
isevidence thatepinephrine, norepinephrineand corticosteroidsare most
likely to be released when a strong emotionalreactionis evoked (Sarrafino
1994). Such reactions are likely to be evoked by stressful events, such as
bereavement, whichmay partiallyexplain the typical increase inmorbidity
and mortality found during the first six to twelve months post-
bereavement (Carr 1982). By the same token, acute physical and
psychological health crises are also likely to evoke strong emotional
reactionsinindividuals, which maywellimpederecoveryifthesequelae
resultin chronicstress.

An evolutionary perspective

Exactlywhy thebody’sresponse tostressshould have the potential toreap
such negative consequences has been the subject of some debate, leading
to the suggestion that the stress response is 7aladaptive viewed from the
perspectiveofmodernman (Rosenhanand Seligman 1995). Tounderstand
why this may be, we need to adopt an evolutionary perspective. Imagine,
forexample, thatas caveman, or cavewoman, youcome to face toface with
someprehistoricnasty. Yourheartpoundsasthealarmresponseistriggered,
and with heroic exertion you find the resources to fight or flee your foe.
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Shortly afterwards, homeostasis returns, you putsome more sticks on the
fireandsettledown forarestfulnight’ssleep. However,nowimagineyourself
asa 1990s stressed-out office worker facing probable redundancy or asa
hospitalised patientawaitingsurgery foradvanced cancer. Youcannoteasily
fightor flee your foe, because the enemy is an internal feeling of personal
inadequacy or thefear ofaninvisible physiological process thatyoucan’not
directlyseeor control. Furthermore, unlike the primitiveanimalsinwhich
thestressresponse hasitsevolutionaryroots, youarenotlockedinthe here
and now. You have the ability to fantasise and reflect on what may happen,
andwhen these premonitionsare negative, youare filled withanticipatory
anxiety thatfeedsan ongoing cycle of stress.

Whilst this may sound a touch melodramatic, it should serve to
illustrate why the body’s stress response can work against us. Of course,
peopledolearnto copewith adverse events by minimising the perceived
risk or threats to the self through the use of mental defence mechanisms
orillusoryself-perceptions. Yetsuchmechanismsarenotalwayssuccesstul
and, as we will now learn, there is a considerable body of evidence that
pointstoastrong link between chronicstressandill health.

Stress and immunocompetence

The immune system

144

Theimmunesystemhastwo primary functions:ithastorecognise foreign
substances, or antigens, present on surface membranes and structures of
thingslikevirusesand bacteria,anditmustdisable themand remove them
from the body. The system can be splitinto two parts: anon-specificand
aspecificresponse. Thenon-specificimmuneresponse prevents the entry of
antigens via the skin or mucous membranes and prevents the spread of
infection. Thespecificimmune response targets specificantigens thathave
gained access to the body in the following way:

A group of specific defence cells termed B ells, T cellsand NK (natural
killer) cells, circulate in the blood stream ofhealthy individualsand destroy
antigens by the following means:

1 When a foreign antigen is encountered for the first time, B cells
produceantibodies thatare specifictoit. Theseantibodies disable
the antigen by locking on to structures on its surface.
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2 Tcellsalso targetspecificantigensand destroy them by multiplying
innumberandlysing (breaking down) the foreign cell membrane.
They may also remove the antigen, engulfing itby phagocytosis.

3 The immune system retains memory cells for previously
encountered antigensand can quickly reproduceaspecificresponse
todestroy them.

4 NK cells also remove foreign antibodies, but are thought to be
particularlyimportantin detecting and destroying tumours.

Assessing immunocompetence

"Thebody’s inmmunocompetence, orits ability to deal with antigens, can
be easily assessed in a variety of ways, which include counting the
number and type of T cells presentin the blood (sometimes referred
to as white blood cells), or assessing skin reactions to the deliberate
injection ofantigens (the greater the reaction, the better theimmune
response). When the body’simmune response is compromised, there
may be insufficient numbers of immune cells in the blood stream to
deal with invaders, or the body may be unable to reproduce specific
antibodies rapidly to deal with previously encountered pathogens.

Evidence supporting a link between stress and impaired
immunocompetence

Kiecolt-Glaser ez al. (1984) found that medical students had lowered
NK cell activity on the day of their finals compared to a matched
control group. Inaddition, they found a positive correlation between
thereported stressfulness of the eventand lowered NK activity. Irwin
etal. (1987) found thatbereavementwas associated with areduction
inNKactivityandalower T cell count. Similarly, Bartrop et al. (1977)
foundalowered T cell countin bereaved spousesata six-week follow
up post-bereavement. McKinnon ez a/. (1989) found lower levels of
B,NKand T cell activity in Three Mile Island residents, following
the much publicised radiation leak in their locality, as compared to
a matched control group. Fawzy et al. (1993) found that cancer
sufferers who were offered psychological interventions, such as
problem-solving and relaxation techniques, had lower rates of
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mortalityatsixmonth and sixyear follow ups, compared to controls
whowerenotoffered the interventions.

Kiecolt-Glaser and Glaser (1995) state that exactly how stress
mechanisms result in an impaired immune system is not fully
understood, thoughitissuggested thattherelease of stress hormones
suppresses the efficiency of the thymus gland, which directsimmune
activity. There is, however, also evidence that a loss of emotional
support can suppress the immune system by means not yet fully
understood. For example, Berkman (1995) reports thatindividuals
caring for a partner with Alzheimer’s disease showed evidence of
continued impaired immunocompetence even when their partners
were placedinto temporary residential care, suggesting thatitis the
loss of emotional support inherent in caring for a partner with
dementia that causes the damage and not the stress of caring per se.
If her assumptions are correct, health professionals have a further
pressing reason for examining how vulnerable individuals, such as
carers, may be adequately supported when they lack the emotional
support that their partner was once able to offer.

Third factor variables
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Although the evidence seemsimpressive, itshould be treated with a
measure of caution, because the effects could be due to the presence
of third factor variables that were not controlled for in the latter
studies. For example, although bereavement is associated with
impaired immunocompetence, itisalso associated with anincrease
in alcohol consumption (Rosenhan and Seligman 1995), and it is
known that heavy to moderate alcohol consumption can lower T
cell toxicity or the cell’s destructive effectiveness (Gatchel ez a/. 1989).
Similarly, inattention to diet, inactivity, or increased smoking are
all behavioural responses thatare associated with stressful life events
and impairmentofthe body’simmune response (Kiecolt-Glaserand
Glaser 1995).

In fact, Kiecolt-Glaser and Glaser (1995) suggest that we can
predict that stress will affect immunocompetence with surety only
when the individual’simmune systemis#/ready compromised, as may
occur, for example, inindividuals with Acquired Immune Deficiency
Syndrome (AIDS) or in the elderly. In support of this hypothesis,
they point out that immunocompetence declines as a function of
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age, and thatthe elderly are particularly likely to die of opportunist
infectious diseases, such as pneumonia and influenza. Similarly, they
pointoutthatolderadults are morelikely to showimpaired immune
functionsin association with depression than younger adults.

A model of impaired immune functioning

"Taking what we have learnt so far, we can build a simple model that
demonstrates how stressful life events may conceivably lead to the
developmentof disease (see Table 12.1). According to the model, a
major life event, such as bereavement, threatens the individual’s
psychological and physical well-being. This leads to feelings of
vulnerability and perceived helplessness, which may eventually result
in depression. These emotional responses, or states, trigger the
release of stress hormones that compromise the body’s immune
response, with the result that the body is subsequently unable to
mount an effective response to exposure to pathogens or mutating
cells. The net result of this chain of events is the development of
disease.

TABLE 12.1 A model of stress-impaired immunocompetence and disease

Stage Characteristics

] Stressful event

2 Perceived helplessness

3 Depression

4 Release of siress hormones

5 Impaired immunocompetence

4 Exposure to a pathegen or mutating cell goes
Unchecked

7 Resulfing disease.
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Focus on clinical practice: stress and
self-awareness

Causes of stress

Stress has been described as endemic in western societies, and a wide
range of causes have been identified that include challenging life events,
self-doubt and negative self-appraisal, overwork, excessive emotional
demands, time pressure, exams, parenthood, disturbed sleep, new work
environment, difficulty in balancing roles, and relationship problems,
to name but a few. No doubt many of you reading this text will recognise
at least some of these pressures in your own lives. However, as we have
already learnt, it is often not events themselves that cause stress and
anxiety, but rather the way in which we perceive them and deal with
them (Lazarus and Folkman 1984). Unfortunately, stress can be insidious,
building gradually, so that individuals are unaware that they are suffering
from it. Consequently, the first step in effective personal stress
management is fo recognise the basic signs and symptoms that can
inform us when we are subjected (or are subjecting ourselves) to
excessive physical and emotional stress.

Detecting signs of stress

The physiological stress response is broadly composed of a short-term
response, mediated by the action of the sympathetic nervous system
(i.e. the release of epinephrine and norepinephrine), and a long-term
response, mediated by the endocrine system (i.e. the release of
corticosteroids). The short-term physical response may be recognised
by symptoms such as an increase in heart rate, insomnia, chest pain,
nausea, diarrhoea and stomach ache, and the long-term physical
responses by a diverse range of symptoms that include feeling generally
rundown, weight gain or loss, susceptibility to bacterial and viral
infections, loss of libido, muscle pain, menstrual irregularity, bowel
irritability, reduction in mobility and heart disease (Davidson and Neale
1982; Bennet and Murphy 1997).

The psychological stress response broadly encompasses our
emotions, cognitions and behaviour, and may be recognised by
the presence of symptoms such as impatience and increased
irritability, frequent feelings of anger and aggressive outbursts,
being easily upset by minor changes, rumination, being unable to
‘switch off’, excessive use of drugs (such as alcohol) to wind down,
poor decision-making, blaming others, cynicism, job dissatisfaction,
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avoidance behaviour and low feelings of self-worth (Marks
1987).

Checking thoughts, actions and feelings

Simmons and Daw (1994) suggest that effective stress
management is underpinned by self-awareness of the types of
event that trigger stress and of our thoughts, feelings and
subsequent actions.

Triggers

Once you have become adept at detecting physical and
psychological cues that indicate the existence of stress, the first
step is to learn what type of events function as triggers or
antecedents. This may be achieved by making mental (or written)
notes about the type of events that result in stress during the
course of a normal day and comparing them over a period of
time.

Thoughts

The next step involves making a note of the thoughts that occur
during such events. Do you, for example, talk yourself down
with thoughts such as, ‘I know | am going to make a mess of
this’, or do you ruminate incessantly after the event, repeatedly
telling yourself how foolish you were for not having handled the
event more adeptly, or do you shift responsibility to a third party,
in effect blaming others for the way you feel2

Feelings

It is also helpful to make a note of your feelings during the event.
Do you, for example, react to the situation with feelings of
anxiety, irritation, anger, sadness or a sense of hopelessness?

Actions

Finally, make a note of how you react to the situation. Do you,
for example, get verbally or physically aggressive or do you
avoid the situation by making excuses and hiding out of the
way? Do you drink, eat or smoke more in response to the event2
Do you try to ignore the event by pretending it is not happening
or by diverting your attention elsewhere?
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Coping positively with stressors

Irrational responses

As | am sure you are well aware, stressors are part and parcel
of everyday life and it is impossible to avoid stress completely.
However, the negative effects of stressors may be greatly
increased when underpinned by irrational beliefs or faulty
thinking (Ellis 1962; Beck and Emery 1985). In such cases,
professional help may be sought to help the individual identify
negative thoughts and to replace them with more positive ones.
This is largely done through self-instruction and self-statement
training (Meichenbaum 1977), though in some cases longer-
term psycho-therapy or assertiveness training may be indicated
if the root-cause of the problem is a chronically low self-esteem.
This aside, all of us engage in faulty thinking from time to time.
A student may, for example, feel a complete failure on the basis
of a single assessment failure, whilst one poor placement report
(particularly when it comes early in the course) may lead the
student to conclude that he or she will never make a good nurse.
The trick is to recognise negative self-statements or thoughts,
put things in context and think of the positive aspects of self that
we all possess.

Rational responses

Sometimes feelings such as anxiety and a sense of powerlessness
may be viewed as wholly rational responses to stressful and
seemingly uncontrollable situations. However, it is often possible
to adopt a problem-solving approach to dealing with such
stressors. Such techniques involve redefining the stressor and
breaking the problem down into its constituent parts (Simmons
and Daw 1994). These can then be prioritised and dealt with as
a series of short- and long-term objectives or goals. For example,
extreme emotional stress, or burnout, of staff working in an
emotionally demanding environment, such as palliative care,
may be dealt with by first identifying the primary stressors and
then deve|oping short-term procedures to deal with them. At a
team level, this might include encouraging the use of stress
recognition and management techniques and by working towards
longer-term objectives, such as regular individual supervision
and appraisal, staff rotation, examining nursing procedures and
team relationships, etc.
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Stress and the patient

Techniques for dealing with stress, such as problem-solving and self-
statement training, are useful for patients too, particularly when they
are suffering from depression in response fo some event that results in
low self-esteem. Sp|ih‘ing one |orge prob|em into smaller parts usuc:”y
makes it easier to deal with, and short-term, attainable goals can be
set, which help to boost self-confidence. However, the bottom line is
that, when dealing with patients, it is important that you are alert o the
signs and symptoms of stress in yourself. If you cannot care for yourself
properly, the quality of your work and your relationship with patients
and other members of staff is very likely to suffer.
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Chapter 13

Personality
type and

disease

Learning outcomes
By the end of this chapter you should be able to:

* Describe the basic thinking that links personality to disease.

* List the main features of Type A behaviour and other implicated
personality types.

* Outline why it is difficult to determine whether individual
differences in personality actually cause disease.

* Describe how you mightdeal with individual differences in clinical
practice.
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Personality and disease

The belief that physique, personality and disease are interlinked has
animpressive history dating back to the Ancient Greeks, who believed,
for example, that the melancholic, or depressive, personality was
associated with an excess of black bile. In a similar vein, the works of
Shakespeare also reflected the belief that body type was linked to
personality. For example, Caesar is heard to comment on Cassius,
‘Yond Cassius has a lean and hungry look; he thinks too much: such
men are dangerous’ (Fulius Caesar act 1, scene 2). More recently,
Sheldon (1954) equated the slightly plump, or endomorphic, body
shape witharelaxed and sociable temperament, and Alexander (1950)
proposed that specific types of psychodynamic conflict could result in
certain types of disease in individuals who were genetically
predisposed, arguing, for example, that genetically vulnerable
individualswould develop pepticulcersifthey frequently experienced
conflictbetween autonomy and dependency needs.

Whilstresearch has failed to offer convincing evidence in support
ofthelatter ‘theories’, Grace and Graham’s (1952) proposal thatspecific
thought patterns might precipitate certain types of illness is reflected
inmuch of the recent thinking on the relationship between mind and
body. They suggested, for example, that being in a constant state of
preparedness to deal with threats couldlead to chronic hypertension.
This line of thought bears much resemblance to current hypotheses
about the relationship between stress and heart disease, as we will
discovernext.

Type A personality or behaviour and coronary heart disease
The current surge of interestin the relationship between personality

and disease can be traced back to research carried out by two
cardiologists, Friedman and Rosenman, during the 1960s and 1970s.
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They were interested in the idea that certain personality traits might
cause, or increase, the risk of coronary heart disease (CHD), and they
wenton to develop a theory that proposed thatindividuals displaying
Type A behaviourweremorelikely to develop CHD than those displaying
Type Bbebaviour.

According to the theory, Type A behaviour is composed of the
following three components of behavioural response thatare habitually
expressed across a wide range of situations. Given this, the Type A
constructismuch more akin toa personality trait than asimple pattern
ofbehaviour, thoughitisless frequently referred to asa trait.

Competitiveness and achievement-oriented behaviour

"Type Asarestrongly motivated toreach goals thatare difficult to attain.
They are highly competitive and are rarely satisfied with their
achievements.

Time urgency and impatience

"Type Asfeelunder constant pressure to getthingsdoneand are typically
driven by the beliefthat thereisinsufficient time to achieve theiraims.
Theytend totalkand actquicklyand theirimpatience canlead toerrors,
which causes them further pressure.

Hostility and aggressiveness

Althoughnotphysicallyaggressive, Type Asareinclined tobeimpatient
andirritable and to display a hostile attitude towards others who block
their goals. Their social interactions often create conflict, which can
resultin correspondingly competitive or aggressive behaviourin those
around them. Inaddition, Type Asare concerned aboutlosing control
(Glass 1977) and this fear drives them to try and achieve more in order
toattainasense of relief.

Type B behaviour
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Asyou may have already guessed, Type B people display the opposite
personality traits (i.e. they tend to be less competitive, less aggressive,
more patient, etc.)and haveamuch lower risk ofheart disease than Type
As. Echoing a comment made earlier in this text, however, itis worth
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noting thatinvestigatorshave been relatively uninterested in exploring
whetherspecificcharacteristics of the Type B personalitymightactually
help preventheartdisease.

Evidence supporting the link between Type A behaviour and
coronary heart disease

"The hypothesis that Type A behaviour is a significant risk factor for
coronaryheartdisease (CHD)hasbeen contested, because several large
and well-conducted studies have resulted in conflicting evidence.
Friedmanand Rosenman (1960), for example, conducted an eight-year
longitudinalstudy of 3,400 healthy, middle-class males,and determined
that Type Aswere twice as likely to develop CHD as'Type Bs; a further
large study carried out by Haynes ez a/. (1980) found a similar risk for
middle-class males and females. However, other large studies (e.g.
Cohenand Reed 1984 and Mathews and Haynes 1986) failed to show
that Type A behaviour was a significant risk factor for CHD, and a
twenty-two-year follow up of the males employed in Friedman and
Rosenman’s original study found that an increased risk of CHD was
associated with smoking, raised systolic blood pressure and serum
cholesterol, butzot with Type A behaviour.

Despite these problems, mostresearchersin the fieldagree thatthere
is such a considerable body of evidence supporting the Type A-CHD
link thatsormethingis causing the excessrisk found in somany large and
well-conducted studies. For this reason, researchers have recently
turned theirattentions towards the individual components of the Type
A construct, and the component that has been singled out is hostility
and aggression, or HO for short. Literature reviews carried outby Smith
(1992) and Whiteman ez al. (1997) have found evidence of a consistent
link between HO and increased risk of CHD, and this link is further
supported by the finding that habitually hostile individuals reactmore
intensely to social stressors, perceive them more frequently as threats
and create stressful situations by their very behaviour (Williams and
Barefoot 1988). In short, the stress generated by the HO individual’s
perceptionsand responsesislikely to fuel the chronichypertensionand
long-term wear and tear on coronary arteries that precipitate CHD.

Despite thisevidence, notallauthoritiesare convinced that HO is
an important causal variable. Conduit (1992), for instance, suggests
that situational variables, such as bereavement, are much more
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powerful predictors of CHD than personality variables, and argues
that clinicians should concentrate on these instead. However, like
many issues in psychology, the real debate is much more complex.
Scheier and Bridges (1995), for example, point out that personality
traits may only be expressed in certain (i.e. stressful) situations. So
HOmightbeevidentonlyin the aftermath ofsome major, debilitating
condition, such as CHD.

Given the circular nature of this problem, it is best to view CHD
(and other major diseases for that matter) aszzulti-factorial, or caused
by an interaction of multiple factors, which would include not only
personalityand copingstyle, butalso gender, age, lifestyle and genetic
vulnerability.

Other personality variables linked to disease

Pessimism and fatalism

The terms pessimzism and fatalism refer to the habitual tendency to
expect the worst possible outcome when things go wrong. Research
has shown that this personality characteristic is associated with an
increase in morbidity and mortality in patients suffering from serious
illness. Reed ez al. (1994), for example, found thatsurvival time in male
patients with AIDS was negatively correlated with fatalism, and that
havinga positive attitude increased life expectancy. Similarly, Shultz
et al. (1994) examined cancer patients receiving palliative radiation
treatment and found a positive correlation between pessimism and
deathinyounger patientsaged 30-39. Inaddition, Scheierand Carver
(1985) found evidence thatpessimismwassignificantly correlated with
perioperative myocardial infarction.

Emotional suppression or Type C behaviour
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Emotional suppression refers to the habitual tendency tosuppress one’s
emotionsrather than giving ventto them. This trait, or characteristic,
issometimeslabelled Type Cbebaviourand hasbeenlinked toanumber
of negative health outcomes. For instance, Greer and Morris (1975)
found that women with breast cancer demonstrated higher levels of
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suppressed anger than those with benign tumours, and Grosarth-
Maticek er 4. (1982a) found that emotional suppression was a
significant predictor of cancer in two large prospective studies of
women who were followed longitudinally.

Determining causality

Oneoftheproblemsinherentininterpreting the relationship between
personality and the onsetof disease is thatof determining the direction
of causality. For example, in Greerand Morris’s (1975) study of women
with breast cancer, it is impossible to know whether the suppressed
anger caused the breastcancer or whether the cancerled to emotional
suppression as a subsequent coping response.

"This ‘whatcomesfirst, the chicken or the egg?’ dilemmais common
in health research. However, it can be partially resolved by the use of
prospectivestudies, where baseline measures of personality are taken in
healthy individuals before any evidence of disease is detected. Using
this methodology, it is possible to make some assumptions about
whether or not the presence, or absence, of certain personality traits
has influenced the likelihood of contracting a given disease. For
example,as Grosarth-Maticekeza/.’s(1982) studies were prospective,
we could be reasonably confident that the emotional suppression
preceded the cancer. However, as the research was correlational in
nature, it would zot be able to assert that the emotional suppression
caused the cancer. At best, it would be possible to assert only that it
probably madeitmore likely. Whilst thismightappeartobe an overly
cautious approach, you might like to consider just how many
unknown, third factor variables might have contributed to the onset
of breast cancer in the women taking partin the latter author’s study.

Owing to the multi-factorial nature of many major diseases,
researchershaveadoptedarange of sophisticated7ulti-variatestatistical
techniques that provide an accurate picture of the relative importance
of multiplevariables, or factors (such as personality, age, gender, social
class, behaviour, genetic factors, etc.), in predicting disease outcomes.
Unfortunately, interpreting the results of such analysesis complexand
requires an expert knowledge of research methods and statistics.
However, it is generally possible to gain a good understanding of
research outcomes by reading the verbal reports in the discussion section
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of a research article. In general, though, whatever the investigator’s
claims, itis worth noting that no single factor, personality included, is
likely to be responsible for the onset or outcome of any given disease.

Dealing with individual differences in
personality

Despite the flourishing research investigating the links between
personality and disease, very little work has been directed towards
helping the health professional to deal with traits thatarelikely to exert
anegative effecton theindividual’shealth. Accordingly, youshould note
thatthe following suggestionsare onlyindirectly supported by research.

Hostility and aggression
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If HO really is a stable personality trait, habitually expressed by
certain patients across a wide range of situations, then there is,
arguably, little that can be done in the context of relatively short
nursing interventions. However, if we apply Scheier and Bridges’
(1995) argument that HO may be a trait that is expressed in
response to transient, stressful events, then we have more towork
on. We learnt, for example, earlier in this text that hostility and
aggression often arise because of a sense of frustration, which may
be caused when the individual’s goals are blocked, and we learnt
that anger was often characteristic of the reactive phase that
precludes learned helplessness. In short, anger, aggression and
hostility are normally a function of frustration in response to
blocked goalsand a fear oflosing control. Given these factors, itis
possible to examine whether specific nursing interventions might
be compounding the frustration caused by the patient’s condition.
Forexample, interventions thatexacerbate feelings of dependency,
or which are preceded by a lack of information and a sense of
helplessness, are likely to increase or evoke a hostile response. Of
course, you should, at all costs, avoid the temptation simply to
ascribe hostile or difficult behaviour to personality traits, whilst
avoiding consideration of the patient’s circumstances.
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Fatalism and pessimism

A sense of fatalism and pessimism may be counteracted by trying to
promote asense of se/f-efficacyin the patient. Thismay be achieved by
encouraging the patient to play an active role in planning their own
care, and by setting agreed goals that are realistically within the
patient’s grasp. Success is likely to spawn a sense of personal control
over events, which may help the patient to feel less fatalistic about
short-and long-term outcomes.

Emotional suppression

Although research suggests that chronic or habitual suppression of
emotions, suchasanger, may be bad for our health, Keinen ez 4/. (1992)
caution us from drawing rash conclusions from the available research.
Theypointout thatwe knowverylittle about the relationship between
the suppression of emotion and variables, such as frequency and
intensity. Inan exploratory study, they found thatindividuals with the
bestself-reported health experienced angerinfrequently, butwere able
to express it freely when they did. By contrast, those with the worst
self-reported health experienced frequentanger, butoften feltunable
to expressit.

Itis possible toread lots of things into this. For example, we could
hypothesise that experiencing emotions, such as anger, may not be
bad for us per se, because their occasional expression may lead to
desirable changesin others’ behaviour. By the reverse token, we might
speculate thatemotional suppression stifles potential change, so that
the things that are frustrating us go unchallenged. The point is,
however, that we don’t actually know whether these hypotheses are
correct. Furthermore, in a clinical context, the absence of emotion
in, say, cardiac patients or individuals with mental health problems,
may be due to other factors, such as denial or depression or even,
simply, alaid-back personality.

Given this, thebottom line mustbe thateachindividual’s case needs
tobeassessed onits own merits, with a full exploration of the relevant
circumstances and needs and a sensitive awareness of the patient’s
emotional status.
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Summary
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The belief that there is a causal link between personality and disease
hasalong history dating back to the Ancient Greeks. More recently,
however, researchers have begun to explore the relationship between
anumber of specific personality variablesand the increased likelihood
of disease. Ofthese variables, the mostextensivelyresearched hasbeen
"Type Abehaviouranditslinks with coronary heartdisease. However,
inconsistencies in the data emerging from several large and well-
conducted studies have led researchers to focus on a particular sub-
component of the Type A construct, namely hostility. In addition to
this there is evidence that other personality variables, such as
pessimism and fatalism and Type C behaviour, or emotional
suppression, increase susceptibility to major diseases such as cancer
and increase morbidity and mortality in patients who already have a
seriousillness.

The correlational nature of this research precludes definite
conclusionsabouta causallinkage between these personality variables
and disease. Indeed, although a causal link 7zay well exist, the role of
personality in the aetiology and maintenance of disease needs to be
viewed againsta backdrop of many other causal variables, such as diet,
genetic links, gender, poverty and differences in lifestyle, such as
smoking and alcohol use. In short, most, if notall, major diseases are
multi-factorial in origin, and personality is but one of many potential
variables.

Therearenohardand fastrules for handling individual differences
in personality in clinical practice, and, as a consequence, individual
cases need to be assessed in relation to the patient’s particular
circumstances. However, in general terms, efforts should be made to
avoid nursing actions that increase the likelihood of frustration and
anger or which restrict the patient’s opportunities for emotional
expression.



Chapter 14

Psychological
perspectives
on pain

Learning outcomes

By the end of this chapter you should be able to:
e Describe the nature and function of pain.

e Describe the gate theory of pain.

e Summarise the psychological factors that have been
shown to affect individual perception of pain.
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The nature and function of pain
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Painisanaversivesensoryand emotional experience thatisusually, though
notnecessarily, associated with physical damage to the body’s tissues. It
may be experienced as a dull ache, sharp and stabbing, throbbing and
itching or as a burning sensation. Whilst pain is a normal and common
phenomenon occurring throughoutlife, Karoly (1985) points out thatit
isthe mostpervasive symptom found in medical practice and is the most
common reason why individuals seek medical advice.

There are two main types of pain: organic, which results from tissue
damage, and psychogenic, which is experienced in the absence of any
detectable physical damage and which isassumed to be psychologicalin
origin. Thedistinction between the physical and psychological causes of
painisoftenblurred (Hornand Munaf6 1997). For example, high levels
of anxiety or sheer boredom can increase the individual’s experience of
pain, and psychological disorders such as depression can occasionally
resultin theexperience of moderate tosevere pain thatappearstobe wholly
psychological in origin. From a nursing perspective, the rule of thumb
should always be that ‘pain is what the patientsaysitis’, and certainly, as
Bakal (1979) suggests, psychogenic pain should not be automatically
dismissed asimaginary simply because no obvious physical aetiology can
be found.

Painisoften further sub-divided into acuteand chronic. The formeris,
by definition, short lasting and subsides as the underlying condition
improves. For example, pain resulting from surgical trauma to the
surrounding tissues normally decreases as the damaged area heals over
time. Chronicpain, however, may persistover many monthsoryearsand
isassociated withintermittentand recurrentconditions suchas migraine
headachesand neuralgia (a painful inflammation of nerve endings), and
with progressive conditions such as rheumatoid arthritis and cancer
(Chapman and Bronica 1985). Furthermore, chronic pain (as may be
caused by spinal problems) often variesinitsintensity, and sufferers may
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experience relatively pain-free periods interspersed with enduring
episodes of severe pain.

Overalonger period of time, the experience of chronic pain can lead
toasense of helplessness or hopelessness and depression, as the patient
realises that medical intervention is unable to provide a cure (Boston et
al.1990; Andersonetal. 1995). Thenature of the painandits debilitating
effects can cause the individual to focus further on their condition and
the incumbent pain. For example, necessitated restrictions in levels of
activity and alcohol intake may lead patients to feel that their social life
has been severely curtailed, and the resultant feelings of depression,
irritability oraggressive behaviour may causeall but the closest family to
withdraw fromsocialinteractionswith them. Hence, over time, chronic
pain can come todominate individuals’livesand they may come toadopt
thesickrole (Fordyce and Steger 1979).

Psychogenic

Accordingto Sarrafino (1994), thereare three basic types of psychogenic
pain:

Neuralgiais characterised by astabbing painalong the course of the nerve
(i.e. down one side of the face in facial neuralgia). With this condition,
theassociated painis often intermittentand idiosyncratic, in that gentle
stimulationwithacotton thread mayevokeit, whilstprickingwithaneedle
maynot.

Causal neuralgia is characterised by a severe burning pain that occurs at
the site of an old wound, sometimes many years after ithas healed. The
frequency and intensity of the pain may actually increase over time and
may encompass other parts of the body.

Phantom limbis often characterised bymoderate tointense pain occurring
atthe site of an amputated limb or some other body part. Patients may;,
for example, report that they can feel or even move the toes on their
amputated foot and they may also experience pain, even when the
correspondingnerveshavebeendestroyed. Inabout 5-10percentofcases,
the painassociated with phantomlimb getsworse over time (Bakal 1979).

Itisimportanttonote that, whilstthese three types of psychogenic pain
allhave physicalantecedents, purelypsychologicaleventsmaybe sufficientto

pain
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evoke physical pain in the absence of any obvious physical cause. For
example, Carr (1982, p. 232) notes that the intense grief present in
bereavement can cause “feelings of tightness in the throat, choking with
shortness of breath and intense subjective distress described as tension or
psychological pain”.

Models of pain
Specificity and pattern theories of pain

Duringthe 1950s, researchinto thenatureand causesof painwasdominated
by two mechanistic models thatlargely excluded psychological factors as
precipitants or contributors to the experience of pain.

According tospecificitytheory, the brain hasaspecificsensorysystem that
is dedicated to detecting and interpreting pain. Signals sent from pain
receptorsatvarious locations in the body are sent to particular regions of
the brain where they are processed and recognised as pain. However,
according topatterntheorythereisnoseparate painsystemand thereceptors
that respond to pain also detect changes in pressure, heat and cold. The
theory proposes that these different stimuli yield readily distinguishable
patterns thatare subsequently interpreted by the brain as touch, pain, etc.

Melzackand Wall (1982) state thatneither theory adequately explains
thenatureofpain. Forexample, supportersofspecificity theoryhave failed
to identify specific pain receptors that do not share sensory information,
and nospecificregion of the brain has been shown to processinformation
about pain. Similarly, pattern theory cannotaccount for conditions such
as neuralgia, where pain can seemingly be evoked by gentle pressure. In
addition, neither theory canaccountfor therole of psychological factorsin
painperception, norexplainwhy, forexample, negativemoodstatesincrease
theexperience of pain,norwhyhypnosisdecreasesit(Hilgardand Hilgard
1983).

The gate theory of pain
In response to the weaknesses inherent in mechanistic models of pain,

Melzackand Wall(1965;1982)developed the gatetheoryofpain,inanattempt
toexplain how physiological and psychological factors may actdirectly to
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FIGURE 14.1 Schematic diagram of the gate theory of pain

influence the experience of pain. According to the basic theory, a gating
mechanism (which may be likened toa synaptic cleft
whereneuralimpulsesareeitherinhibited or enhanced)located within the
substantingelatinosa(abundle ofnervesthatrunalong thelength of thespinal
cord)receivessignalsfrom peripheralnervesitesviapainfibresthathave the
effectofopeningorshutting the gateinvarying degrees. Impulses thatget
through the gate are sent to T or transmission cells, which pass ascending
messages to the brain, where they are experienced as pain. Importantly,
however, T cellsalsoreceive descending messages from the brain, which can
alsohave the effectof inhibiting or enhancing activity at the gate.

Figure 14.11illustrates the theoryschematically, the operation of which
may be encapsulated by focusing on the interaction between three basic
components, asfollows:

1. The amount of activity in the small pain fibres

Small diameter (A delta and C) fibres respond to noxious stimulation at
peripheral painreceptor sites. Activity in these small fibreshas the effect
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of opening the gate. The more noxious the stimuli, the more active the
fibresand the greater thelikelihood of transmission to the T'cellsand on
to the brain where the stimulusis experienced as pain.

2. The amount of activity in the large peripheral pain fibres

Large diameter (A beta) fibres respond to benign stimulation, such as
mildirritation, tickling or scratchingatperipheral sites. Activity in these
fibres has the effect of closing the gate. So, for example, massaging an
inflamed ortenderareawouldactivate thelarge fibresand have the effect
ofreducing the experience of pain.

3. Descending messages from the brain

Descendingmessages from the brainare sentto the gate, which mayhave
the effect of either inhibiting or activating the gating mechanism. Aswe
willlearnshortly, both physiological and psychological factorsinfluence
painvia this pathway.

Factors affecting pain perception

Endogenous opioids
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Duringthe 1800s, the powerful narcoticand analgesicsubstancezorphine
wasidentifiedastheactiveingredientof opium, anoriental drug thathad
been used as a painkiller for hundreds of years. Subsequent research by
Hughesezal. (1975)revealed the presence of natural or endogenous opioids
in the body that occur in response to sustained shock or trauma. These
substances appear to originate in areas of the mid-brain and in the
peripheralnervoussystem. Furthermore, Hornand Munaf6 (1997)state
thattherelease of endogenous opioids in the mid-brain hasbeen shown
to suppress T cell activity, providing evidence of descending pain
inhibition as predicted by the gate theory.

This opioid system can act synergistically with other analgesic
mechanisms. Forexample, simultaneousstimulation ofboth A deltaand
Abetafibresinhibits Cfibreactivity (resulting from dull throbbing pain),
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and Hornand Munaf6 state thatacupuncture hasbeen shown toproduce
its analgesic effect by both stimulation of A delta and beta fibres and the
release ofendogenous opioids.

Neural plasticity and pain memory

There is evidence that damage to tissue can result in hyperalgesia, or
hypersensitivity to pain, and even resistance to the analgesic effects
of powerful painkillers, such as morphine (Woolf 1983; Dubner and
Ruda 1992). Why this should occur is unclear. However, Horn and
Munaf6 (1997) suggest thatitmay be precipitated by structural changes
in painneuronesand/or disequilibrium in the normal regulatory balance
maintained by the large and small pain fibres (it is easy to envisage
how this might occur as a result of tissue destruction). Such
mechanisms may also offer a physiological explanation for
pathological pain, such as neuralgia and phantom limb, which can
occur long after tissue damage is sustained.

Hornand Munaf6 (1997) also note thatphantom limb islesslikely
to occur when pain is inadequately controlled prior to surgical
amputation. They suggest that this should lead us to view pain as an
active system that may involve memory-like structures or processes,
rather than a passive stimulus-response mechanism. Itis certainlyan
issue thatwarrants further clinical research.

Anxiety and depression

Pain perception can be negatively influenced by 7z200d state, and itis
known thatanxietyand depression generally exacerbate the experience
of pain. Anxiety tends toincrease pain only when the anxiety or fearis
pain-specific(Dougheretal. 1987). For example, anticipatory anxiety
may develop in response to repetitive, painful procedures, such as
debridementand cleansing of tissue damaged by burning, and Horn
and Munaf6 (1997) draw attention to the possibility that classically
conditioned fear reactions mightbe triggered by such procedures.
Self-focused attention has been shown to increase the subjective
experience of moodstates (Scheier 1976),and aspeople with depression
often ruminate frequently, this may be one of the mechanisms through
which depression alters pain perception. The effects of attentional
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TABLE 14.1 Physical and psychological factors influencing pain perception

Excitatory factors Inhibitory factors

Trauma to fissue Analgesia and counter-stimulation
(i.e. massage and acupuncture)

Anxiety and depression, perceived  Positive coping mechanisms,
loss of control perceived control

Self-focused attention and negative  Diversive activities, externally focused
causal attributions aftention

Inappropriate activity Relaxation, rest, appropriate exercise

processes on pain perception are apparent to us all. You may recall, for
example, experiencing a significant worsening of toothache, earache or
stomach ache as a child or adult as you lay in bed at night with little
alternative stimuli to occupy attentional processes. Inaddition, however,
"Turkand Fernandez (1991)note thatdepressed peoplearealsomorelikely
to attribute a megative meaning to their pain (i.e. believe thatitis due to
someunderlying fatal condition or some form of punishmentforwrong
doing,etc.).

Asyoumighthave anticipated, painis also exacerbated by a perceived
lossofcomtrol,and Carr (1982) notes thatthe pain experienced by terminally
ill cancer patientsmay be relieved through appropriate support, practical
help and good communication, all of which are generally regarded as
enhancing feelingsof control.

"Table 14.1 provides a broad overview of types of physical and
psychological factors thatare likely to influence pain perception.

Interpretation of pain and personal
expectations

Painisaprotective mechanism thatalertsus to possible oractual physical

damage to the body’s systems. Thus, under normal circumstances, pain
isinterpreted negatively. However, Beecher (1956) showed thatsoldiers
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wounded in combat rated their pain as less severe and required less
medication than their civilian counterparts with similarly matched
wounds. [twas suggested that this was due toa positive interpretation of
theinjuries, owing to the fact thatbad wounds oftenled to soldiers being
relieved ofdutyand returned home. Similarly, thereisevidence thatpain
maybe exacerbated through classical conditioning whenitis paired with
atraumaticevent(Sarrafino 1994).

Asaconsequence, when the patientis faced with a similar event, fora
secondor third time, he or shemay expectto experience pain. By thereverse
token, however, expectationscanalsoreduce pain. Forexample, placebos
(suchassugar pillsadministered in place of analgesics) have been shown
toreduce reported levels of pain (Melzack and Wall 1982). Placebosare
assumed towork because the patienthaslearntthatanalgesicsrelieve pain,
though interestingly enough, there is evidence that they can actually
trigger the release of natural endogenous opiates in the body (Fields and
Levine 1984; Banduraezal. 1987).

Asmentioned earlier, these substancesare naturally produced opiate-
likesubstances, whicharereleased by the bodyin response tomajor trauma
or sustained physical exertion. In fact, the reason why man-made
analgesics such as morphine work is because they occupy naturally
occurringreceptorsiteslocatedin the brainand peripheriesof the central
nervoussystem (Hornand Munaf6 1997). However, endogenous opioids
lack the negative side effects of respiratory depression and dependence
associated with their synthetic counterparts.

Psychological treatments for chronic pain

Whenthe patientexperiences chronicpain, hisorherworld may ‘shrink’,
asnormalsocialactivitiesareinhibited and the pain, andits causes, comes
todominate the patient’sexistence. Undersuch circumstances, the patient
may adopt the sick role, which involves inhibition of normal social
behaviour and the adoption of abnormal, pain bebaviours, which may
include physical inactivity, heavy reliance on analgesics and decreased
autonomy. Accordingto Fordyce (1976), pain behaviour maybe positively
reinforced by others’ responses and by institutional factors. Flor et 4.
(1987), for example, showed that patients’ pain behaviour tended to
increasewhen theirspouseswereattentive tothe pain,and Gill ez /. (1988)
demonstrated that children suffering from chronic skin disorders were
observed to scratch more when their parents were attentive to the

169



PSYCHO-PHYSIOLOGY

scratching. In addition, pain behaviours may be reinforced by internal
factors. For example, inactivity may be linked to a fear (and sometimes
also the erroneousbelief) thatexercise will exacerbate pain.

During the past decade, clinicians and researchers have sought to
provide ways of treating pain by focusing on two principal types of
intervention: the firstconcentrating onrelieving the muscle tension that
exacerbates pain, and the second focusing on individuals’ beliefs and
perceptions and the pain behaviours that are often incumbent. (Other
methods, including biofeedback and hypnosis, are beyond the scope of
this text, but see Home and Munafé [1997] for a discussion of these
treatments.)

Relaxation therapy

Pain canbesuccessfullyrelieved by the use of progressiverelaxationmethods
such as the Jacobsen technique (Jacobsen 1983). This approach involves
systematically tensingandrelaxing groupsofmuscles,andworksbyrelieving
tension in the whole body or at targeted sites. The rationale behind
relaxation trainingisquitesimple. Pain can be generated bymuscle tension
alone (as, for example, in neck ache or headaches), and therefore relief of
muscle tension is also likely to reduce pain caused by specific chronic
conditions that affect the skeletomuscular system (Home and Munaf6
1997).Inaddition, wenowknow thatcounter-stimulation, suchasmassage,
stimulateslarge, A beta fibre activity, which inhibits pain transmission.
Itis important to note that certain conditions, such as arthritis, do not
lend themselves to progressive tensioning, and so for such conditions
relaxation of musclesand alternativemethods, suchasthe aurogenicmnethod
(Luthe and Schultz 1969), which focuses on the relationship between
general tensionandbreathing, maybe moreappropriate. Finally, itisworth
noting thatallmethodsofrelaxation tend toboostthe individual’ssense of
control over the pain, which hasboth physical and psychological benefits.

Behavioural-cognitive therapy
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Fordyce (1976)argued thatpatients with chronic pain sometimesacquire
maladaptive pain behaviours thatare reinforced by secondary gains, such as
anincreaseinothers’attentionsandadiminution of personal responsibility.
Inaccordance, behavioural treatmentsare oftenaimedatreshapingbebavious;
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byreplacing painbehaviourswithsociallyinteractive ‘wellbehaviours’ that
arereinforced by praise, attentionand general encouragement.

Morerecently, thisapproachhasbeencombined withanincreased focus
ontheself-perceptions, healthbeliefsand faulty thinking thatoftenunderpin
chronic pain behaviours. Turk and Fernandez (1991), for example, have
suggested that treatment for cancer pain might include reshaping of
maladaptive behaviours by examination and alteration of negative self-
statements and erroneous beliefs. In addition, patients may be encouraged to
exploretheirfeelingsofhelplessness,whichareoftenattributed to the belief
thattheirpainisuncontrollable. Thesebeliefsare challenged (for example,
byproviding patientswithinformationabout the gate control theory)and
the patient is encouraged to think more positively, in conjunction with
combined behavioural targets setby the therapist.

Choosing the right intervention

A number of evaluation programmes have attempted to establish which
treatmentapproachismosteffective,and theresultshave beeninconclusive.
Ithas been argued, for example, that relaxation therapy is the most cost-
effective form ofpainrelief, butsome doubthasbeen castonitslong-term
viabilityasameans of changing chronicpain behaviours (Sarrafino 1994).

Asanurse, youareunlikelytohave the time todevelop,orputintoaction,
cognitive-behavioural therapies (unlessyouworkinaspecialist pain clinic
orsomesimilar environment), butyouwill be able touse some of the basic
techniques, such as positive reinforcement and the setting of achievable
goals, tohelpdiscourage theadoptionofthesickroleinhospitalised patients.
Relaxation techniques, however, are simple tolearn and simple touse and
may beofconsiderable benefitinrelieving both painand anxietyinclinical
settings, such as palliative or post-surgical care, and they can be taught to
psychiatricpatientswhoare excessively anxious.

In addition to the above treatments, you can help to relieve pain by
providing the patient with a sense of control. This can be facilitated by
supplying the patient with appropriate information about pain and pain
relief methods, and by allowing the patient to control the administration
ofhis or her own analgesics where it is appropriate do so. Finally, simple
diversion activities can also help to relieve pain. For example, play may be
used todistractchildren’sattentionaway frompain. Inshort, thereismuch
thatcan be done toalleviate pain through basicnursing interventions.
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Summary

Research into stress, immunology and pain has shown that
psychological factors can exerta significant influence over the body’s
physical systems. Chronic stress can lead to general wear and tear in
the cardiac system, impaired immunocompetence and pathological
disease states or even death from exhaustion in extreme cases.

Despite theavailable evidence, itisdifficult to determine the extent
of the role thatsstress plays in inducing pathological states in humans.
Third factorvariables, suchasage, gender, genetic factors, lifestyle and
personality, also playarolein theaetiology of disease, and in some cases
itisnotclear whether stressisaresultof disease or the cause ofit.

Personality variables, such as Type A behaviour, pessimism and
fatalismand Type Cbehaviour, have beenshown to have anegative effect
onmorbidityand mortality,and these can bestbe handled by examining
the situational variables that contribute to such behaviours.

Pain appears to be directly affected by a number of psychological
factors that include personal control, mood states, self-focused
attention, personal expectations and positive reinforcement. It is
hypothesised that these factors influence pain perception by sending
inhibitory or excitatory signals to a gating mechanism located in the
substantia gelatinosa within the spinal cord.

Providing the patient with information, supportand practical help
appears to lessen pain perception, possibly by increasing the patient’s
perception of control and by lessening or preventing anxiety and
depression.

MINI SELF-TEST

o O A WON
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Describe the three phases of the general adaptation syndrome.
Describe how stress may impairimmunocompetence and lead to disease.
Briefly outline the three components that comprise Type A behaviour.
Describe what is meant by a third factor variable.

Briefly describe organic and psychogenic pain.

Outline the failings of the specificity and pattern theories of pain.



PERSPECTIVES ON PAIN

7 From memory attempt to draw a diagram of the gate theory of pain.
Outline the factors that open and shut the gating mechanism.
Describe the main psychological factors that influence pain perception.
10 Outline how pain can be alleviated in clinical practice.
REFLECTIVE SCENARIOS
Rosa

Rosahasbeensuffering fromlow-grade symptomsoffluand eczema for
about twelve months. Things have notbeen going well atwork and she
recently splitupwith her partner.

Briefly explainthe possible reasonsfor bersymptomswithreferencetothe general
adaptationsyndrome.

Elisabeth

Elisabeth is an 80-year-old woman of Polish descent. She came to the
United Kingdomasarefugee during the Second World Warandsettled
after marrying an English man, Bill. He now hasadvanced Alzheimer’s
disease and s cared forinaspecial psychiatricunitlocated 20 miles from
herhome. Sheis findingitincreasingly difficulttovisithim and is highly
distressed by the deterioration in his condition. Furthermore, she feels
isolated andlonelyasall of her friends have now passed away.
Discusstherisk of Elisabeth developing major diseasewith referencetostressand
immunocompetence andsocialsupport.

Alice

Alice is a 32-year-old woman whose mother died of breast cancer. She
hasrecentlyreadanarticleinamagazine thatstated thatsuppressinganger
can significantly heighten the risk of cancer. She is very anxious and
describesherselfasbeing unable to express any emotion openly.

Discuss bow youmight respondto Alicewith reference to emotional suppression.

Mark

Markisahard-working stockbrokerwhohasrecentlybeen diagnosedas
having hypertension. An interview with his doctor reveals that he hasa
familyhistory ofheartdisease. Inaddition, he smokesand drinksheavily
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and admits to feeling under intense pressure to maximise profits day in
day outand to getting bad tempered and irritable when under pressure.
Discusswhether Markis at increasedrisk of developing coronary heart disease at
some point in the future with reference to Type A behaviour.

Said

Saidhasrheumatoidarthritisand haslearned thatthe pain he experiences
isoften worse when heislowin mood or worried.

Explain this phenomenon with reference to the gate theory of pain and concepts
such asself-focused attention andmood.

Lena

Lena is awaiting surgery for cancer of the throat. She is openly anxious
aboutbeing disfigured and about the effectitmayhave on her marriage.
She also expresses concern about not being able to cope with the pain
following heroperation.

Discuss how Lena’s anxiety about disfigurement and her fear of rejection may
contribute to the pain thatshe islikely to experience post-operatively.

Hanna

Hanna is a 50-year-old woman who suffers from intermittent facial
neuralgia thatcausesherconsiderable distressand pain. She tellsyou that
shesometimes gets the impression thather doctor thinksher problemis
largely psychologicalin origin.

Usingyour knowledge of pain theory andconceptssuch asneuralplasticity, pain-
memoryandanxiety, describe how youmight provide Hannawith anexplanation
for ber condition.

Tom

"Tomisan 8-year-oldwhosuffersfromhaemophilia. Hehasbeenreceiving
orthopaedic treatment for a ligament problem, which has necessitated
theuseofcalliperstosupportbothlegs. Tom frequently experiencespain,
and thestaffhave become concerned thatheisbecoming over-relianton
powerful analgesics, such as pethidine hydrochloride.

Discuss bowyoumight concervably seek toreduce hisreliance on painkillers, with
referencetoconceptssuch aspainbebaviours, positivereinforcement andreshaping
bebaviour:
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Suggested reading

Horn, S. and Munaf6, M. (1997). Pain: Theory research and intervention.
Buckingham: Open University Press.

Thisbook providesarichand authoritative source of information aboutpain,

its causes, mechanisms and treatments. It may be particularly useful for

students carrying outadvanced project work on pain.

Sarrafino, E.P.(1994). Health Psychology: Biopsychosocialinteractions. New York:
John Wiley and Sons.

Thisinformative text provides an excellent overview of the topic of stress set

ina health context.

Simmons, M. and Daw, P. (1994). Stress, Anxiety and Depression: A practical
workbook. Bicester: Winslow Press.

As the title suggests, this is very much a practical, down-to-earth text that

providesinteresting reading and isaimed atshowing how stress, anxiety and

depression can be effectively managed.
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Chapter 15

Building and
applying a
psychological
framework in
clinical practice

Learning outcomes
By the end of this chapter you should be able to:

Describe what a hypothesis is.
Understand how hypothesis formulation can be used to guide
nursing actions.

®  Describe how functional analysis can be used to generate a
hypothesis.
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Applying psychological knowledge in clinical
practice

We have now reached the final section of this book and will turn
our attention to how psychological knowledge may be used in
clinical practice. The aim is to demonstrate how your knowledge
base can be used to form and test hypotheses that may be used to
guide your actions in clinical situations. In doing so, we will also
briefly explore how knowledge is translated into a meaningful,
conceptual framework.

It is important to note that we will be concerned only with
psychological problemsand needsin thissection, although many, if
notall, of theideasand concepts discussed could be applied equally
to theidentification and assessmentof physical and social problems.

Assessment and hypothesis formulation

180

Accurate identification of the individual’s problems and needs is
critical to the process of effective nursing care, asitdetermines both
the relevance and quality of the nursing actions that follow. (This
canbe directly equated with our use of the concepts of understanding
and reflection in the first chapter.) Identification of problems and
needsis often straightforward and relies on verbal reports obtained
directly from the patient or client. From time to time, however,
instances occur where sufficient information cannot be obtained
fromverbal reportsalone, and the nurse mustuse clinical judgement
to combine information from other sources, such as observation and
case history, with his or her knowledge base and experience to piece
togetherapicture of the problemsinherentin thessituation. In effect,
the nurse reaches an assumption or conclusion about what may be
happening and this inferential processis called hypothesis formulation.
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Formingahypothesisby extrapolating from information available
in the situation can benefit the individual concerned. The health
professional’s expert level of knowledge and experience can lead to
insightsinto the patient’sworld thatfacilitate an understanding of what
ishappening ora prediction of whatzzay happen atsome future point
in time, given the individual’s emotional state and particular
circumstances.

Although the term ‘hypothesis’ sounds rather complex and
technical, it may be defined simply as ‘a supposition used as a basis
from which to draw conclusions’ (Collins English Dictionary).
Furthermore, you may be surprised to learn that nurses frequently
generate and apply hypotheses, though few would actually use this
term to describe this type of clinical judgement. An experienced nurse,
for example, admitting an elderly patient who is mentally confused,
may observe the dryness of his skin, gain information from his wife
thatsuggests the change in his condition wasrapid withno preceding
evidence of infection or trauma, and so draw the conclusion that the
patient has a toxic confusional state, caused by dehydration. Having
made thisjudgement, she would probably seek medical confirmation
of her hypothesis, rehydrate the patient and wait to observe a
consequentimprovementin his condition.

"This is not an exacting experimental process as a scientist would
know it, simply because the validity of the nurse’s hypothesis cannot
be rigorously tested within the constraints of the human and clinical
context. When dealing with the individual, the nurse hasnoaccess to
a control group and she cannot attempt to disconfirm her hypothesis
by waiting to see if the patient’s mental state deteriorates further
without rehydration. Nevertheless, the hypothesis is more than a
simple guess or hunch. Itisan assumption or conclusion based on the
accumulation of knowledge and experience, and the nurse seeks to
verify the hypothesis by instigating appropriate nursing actions
designed to change and improve the patient’s condition. If these
actions fail to result in improvement, the nurse will generate a new
hypothesis, leading to a new course of action and so on, until a valid
hypothesis finally results inimprovementin the patient’s condition.

One very important function of hypothesis generation is to 7aise
awareness of potential problems. So even if no formal nursing action is
taken at an early stage, the resulting anticipation or awareness of issues
leads to a heightened sensitivity to cues that might indicate the
developmentoftheanticipated problemor problems. Thisisan essential
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element of reflective practice, which draws on the nurse’s knowledge,
experience, observationskillsand problem-solving skills.

"The generation ofahypothesissometimesinvolves multi-disciplinary
inputs, whichmaybebroughttogetherincase conferencesasthe following
case study shows. This study, based in a psychiatric setting, provides an
illustration of why hypothesis formulationis necessary when a patientis
unwilling or simplyunable to provide information about the nature and
cause of their problems. The name of the individual concerned hasbeen
changed forreasons of confidentiality.

Carol

Carol had suffered from an obsessive-compulsive (OC) disorder, which
hadnecessitated several admissions to anacute psychiatrichospital over
aperiod ofyears. She often experienced highlevels ofanxiety which, asis
often the case with OCdisorders, could onlyberelieved by performinga
ritualisticact. Inher case, thisled toanirresistible urge to cleanse herself;
as a consequence, when she got really anxious, she would shower up to
two to three times an hour and continually wash her clothes, so being
unabletoleave thevicinity of the bathroom. On pastoccasions, admission
tohospitalhad alwaysresultedinamarked declineinritualisticbehaviour,
and she would return home within a few weeks (the ritualisticbehaviour
wasstill present, butatacceptablelevels thatdid notinterfere grossly with
her daily life). On this particular occasion, however, her behaviour had
spiralled outof control, and aftermanyweekson theacute unit there was
stillnosign ofanimprovement.

Givenher pasthistoryand the divergence from the normal pattern of
short admission and discharge, a case conference was called to try and
ascertain what was causing or contributing to her current behaviour. In
effect, the team assembled to formulate a hypothesis that mightlead to
aneffective course ofaction.

As Carol did not feel able to discuss details of her situation, the team
exploredhercasehistoryin detail,inanefforttofind cluesaboutthe causes
of her behaviour. The team worked initially on the widely accepted
hypothesis that OC acts serve to relieve anxiety, and as the frequency of
the acts had significantly increased, the team deduced that something
musthave been causing her intense anxiety. At this point, one of the key
workers, who had known Carol overa period of years, told the team that
Carol hadalwayshadarockyand fractiousrelationshipwith herhusband,
whohad greatdifficulty dealingwith her obsessive behaviour. Sheadded
thatshesuspected Carolnolongerloved herhusbandandsecretlylonged
togetoutoftherelationship, butthatshe could notcontemplate divorce
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orseparation, because ofherstrictreligiousbackgroundandsense of duty.
It was thus hypothesised further that their relationship had reached a
critical point and that Carol’s behaviour was a way of (unconsciously)
saying thatshe couldnolonger cope. Itwasalsonoted that, in one of very
few discourses, Carol had indicated that she might consider going to a
half-wayhouseorhostelrather thangohome. Thisled toafurthershaping
oftheoriginal hypothesison the basisthatherillnessand behaviour might
beawayofeffectively endingher marriage withoutexperiencing feelings
of excessive guilt(thereisamoral and legal argumentthatyou cannotbe
held responsible foryouractionsifyouare mentally disturbed).

"The team were reluctant to sanction this option, because it was felt
that she could become permanently institutionalised in long-term
psychiatric care. However, the alternatives were to allow her to remain
ontheacuteadmissionsunit, whichwasnotdesirable orviablein thelonger
term, or to send her home again. In consideration of this latter option,
the team noted thatif their hypothesis was right and Carol’s behaviour
was a way of avoiding an intolerable marital situation, then sending her
homemightresultinacatastrophicsequence ofevents. Asaconsequence,
the team agreed to investigate whether a suitable placement could be
found for herinahostel or home with supervision.

Although thelatter example drawsona case study based in psychiatric
practice, itcouldjustaseasily haveinvolved hypothesis formulation when
the question centered on whether a child should be returned toa parent
withadrugsproblemoritcouldhaveinvolvedadiscussion ensuing during
ahandover about whether a patient should be told he had cancer, given
thathiswife did notwanthim toknow. Indeed, as the scenarioillustrates,
the use of hypothesis formulation as an ‘educated guess’ is particularly
useful when the patientor clientlacksinsightinto their condition,asmay
occur, for example, when the individual is a young child, a confused,
severely depressed or deluded patient or when the patient is simply
unwilling, for whatever reason, to discuss their situation.

Testing a hypothesis

An important element in the process of constructing a working
bypothesis is the inclusion of some form of check that the nursing
actions thatflow fromitresultin animprovementor resolution of
aparticular problem or problems. This is called hypothesis testing,
and in Carol’s case the team expected and, indeed, found a
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reductionin the frequency of showering activity after she was told
that she would soon be transferred to a hostel or home, which
served to confirm the hypothesis that her behaviour was an
unconscious way of seeking an exit from her marriage that would
avoid overwhelming feelings of guilt.

Sometimes a formal baseline of behaviour may be established
in order to assess whether or not a hypothesis is valid. In Carol’s
case, this information was readily available in the nursing notes,
so an average or approximation of her showering behaviour (i.e.
how many showers per day) was used to establish a baseline, against
which subsequent behaviour was compared. However, in many
instances it is more practical and desirable to test a hypothesis
informally. Say, for example, thatin working with a burns patient
your hypothesis is ‘she has a low self-esteem’ and you decide ‘T’ll
make sure I give her regular attention and try to boost her
confidence levels when I can’. Given the situation, it would be
impractical, and arguably unhelpful, to make a formal assessment
ofherlevel of self-esteem, and it would be better simply to observe
whether or not her mood lifted over a period of time. Of course,
you could not be sure that any improvement in mood was due to
your actions, but this would be relatively unimportant. In fact,
formal baselines of assessmentare more typically used when some
form of ‘expert intervention’ or formal programme of care is
instituted by the likes of a psychologist or psychiatrist, though
nurses may still be actively involved in this process. For example,
you might be asked to monitor and formally record changes in
eating behaviour in a young child being treated for a choking
phobia, oryoumightbe asked to record the frequency of aggressive
incidents in a teenager with severe learning disabilities and
behavioural problems.

Using a functional analysis to generate a working hypothesis

Functional analysis is a useful and relatively straightforward
technique that can be used to assess the causes and consequences
of behaviour, which may, in turn, be used to help generate a working
hypothesis or hypotheses. This technique, sometimes referred to
as the ABC of behaviour, comprises three basic stages of analysis
(Herbert 1996):
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B the behaviour(s)

First, details of the target bebaviour are noted. The details depend on
the clinical context, but typically involve documenting what the
behaviour is, how often it occurs, where and when it occurs and how
intense it is. For example, a health visitor following up a mother’s
anxietyaboutarecurrence of bed-wettingin her 4-year-old son might
wanttoascertainwhen the problemsstarted, howmuchurine wasbeing
passed and how many times a nightitoccurred and when.

A the antecedent(s)

Next, details of events or stimuli preceding the target behaviour are
noted and retained or eliminated as possible causes or contributing
factors. So the health visitor might, for example, ask what he drank
prior to going to bed, whether there was any change in his usual
routine, whether there was anything of particular note happening at
home, or whether there were any symptoms that mightindicate the
presence of aurinary tractinfection.

C the consequences

Finally, the health visitor would seek information about the possible
consequences of the target behaviour, on the basis, for example, that
the parent’s response might actually serve to reinforce the behaviour
ormakeitmorelikelytorecur. (Thisapproachisbased on Thorndike’s
law of effect [1898], which states that behaviour is modified by its
consequences. At its most simple, behaviour that has positive
consequences is likely to repeated, whilst that which has negative
consequenceisnot).

Using the information gleaned from this technique, the health
visitor would startto piece together a picture of whatwas happening,
leading to the generation ofa hypothesisand subsequentsuggestions
for action to resolve the problem. She might, for example, discover
that the child was wetting the bed once a night, two or three times a
week, and that there was no evidence of infection or obvious change
in his personal routine (like drinking more than usual prior to going
to bed). She might then look for other possible antecedents and
discover that the boy was worried about starting school and had
frequentwakings during the night that were 7ot accompanied by bed
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wetting. She might, therefore, hypothesise that the cause of bed-
wetting was linked toanxiety aboutstarting school and she might then
ask the parents how they reacted when he wet the bed. She might
discover that they were fairly calm and relaxed aboutitand that they
were doing nothing thatwould inadvertently reinforce hisbehaviour.
Asa consequence, she mightsimply suggest to the parents that, with
patience, the problem would decline and encourage them to talk to
theirsonaboutschoolingand to offer reassurance where appropriate.

Using a knowledge base to generate hypotheses
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Nurses frequently use their knowledge and experience to formulate
hypotheses. A nurse in charge of a casualty unit, for example, may
discharge a patient with the instructions ‘contact us if there are any
further problemsorifyouexperiencex,yand z’, only toreceivea phone
callafewhourslater describing some of the symptomsand beingasked
‘do you think it’s serious and should I come back?’ Similarly, a
community-based midwife may have to decide whether a mother’s
symptoms warranturgent hospitalisation or not, and a health visitor
may be asked whether a child’s continued ‘colic’ mightactually be a
symptom of a viral infection or some other underlying pathology. In
each case, the nurse draws on his or her knowledge base, experience
andamodicum of common sense to formulate a hypothesisand decide
onanappropriate course of action.

Benner (1984) argues that, given sufficientexperience, nursesreach
conclusions about the appropriate course of action in clinical
situationssoreadily thatthe whole processis characterised byadegree
ofautomaticity or asimple, intuitive, ‘knowing’ whathas to be done.
(Though Benner notes that thisautomaticityis quickly lost when the
situation is novel, unusual or particularly complex.) Conway et a/.
(1998) suggest that such knowing behaviour is underpinned by, or is
characteristic of, the development of a conceptual or schematic
framework that organises information in a meaningful way, so as to
allow ready access to relevant facts, memories and experiences in a
given context (in much the same way thata library indexing system
allows you access to thousands of books that would otherwise be
unobtainable without some form of organising system). When
knowledge is consolidated in this way, the individual is able to make
rapid decisions that have an intuitive feel. By the reverse token,
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however, the novice student must gradually build a conceptual
framework from raw knowledge and ‘hands-on’ experience by
following rules, recalling events and incidents and by applying facts
to the situation in a deterministic and mechanical way. Dreyfus and
Dreyfus (1996)liken this to the processinvolved inlearning to drive a
car. At first your actions are mechanical and you have to think
consciously through each step—checking the mirror, using the clutch,
selecting a gear, pulling away from the kerb, etc.—and the whole
process soaks up reserves of attentional capacity. After a while,
however, the task is less consuming, and as you get more proficient
you are able to think ahead, anticipate what other drivers are up to
and simultaneously hold a conversation with a friend, because you
simply know what to do.

So how does this relate to you as a student? Well first of all, when
you start learning to apply psychology in clinical settings, you will
not have access to a fully developed conceptual framework and you
willnotsimply ‘knowwhattodo’. Instead, when faced witha problem,
you are likely to find yourself consciously sifting and sorting though
bits of information to form a hypothesis. (This is no bad thing and
something thateven experts ought to do more often!) Second, given
that facts do not exist in a vacuum, but hang together in a way that
makes conceptual sense, youare likely to retain only the information
thatyou perceive asbeing important, whilstdiscarding thatwhich you
regardasbeingredundant. Furthermore, whatyouretain asimportant
islikely to be drawn from three principal sources:

* Information or facts thatfitwith your personal experience (i.e. that
linkinto an existing conceptual schema or schemas).

¢ Information supplied by the lecturer, colleagues or friends that
impressesyouwithitssalience or apparentusefulness.

* Information thatis validated at some later pointin time through
your own personal experiences in and out of clinical practice.

As you progress through your career, the importance of direct
personal experienceislikely towield a progressively strongerinfluence
onlearning processesand on whatinformationisretained or discarded.
An important part of this process will involve generating hypotheses
based onyourknowledge base and retainingideas, conceptsand theories
that seem to work. Of course, faced with so much to learn you may be
tempted to discard some material quite early in your course. This
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inclinationisnatural enough and may, attimes, feel like anecessary self-
preservationstrategy. However, youneed toaskyourself‘howdoTknow
what to retain or discard?’ The answer to thisis, of course, thatyou do
not, which is why teachers and clinicians are so keen on ensuring that
students acquire a broad knowledge base during their programme of
training!

Insummary, the linkage between theoryand practice and the ability
to apply psychological knowledge in a meaningful wayis a function of
reflective practice, whichinvolves testing the validity of nursingactions
through the generation and testing of hypotheses.

Using a model to generate hypotheses

Given thatpsychologyissuchacomplexsubject,itcanbeuseful toadopt
amodel or framework as a means of generating hypotheses about the
patient’s situation. The choice of model may vary depending on the
contextofthe situation. In the following example, we willadopt Moos’
(1982) adaptive tasks asamodel for generating ideas.

Jenny is a 10-year-old girl who has been admitted to the regional
renal unit, following the development of chronic nephritis and renal
failure,asaresultofanimmunologicreaction toinfection elsewherein
the body. The planis to establish a semi-permanent A-V shunt (artery
to vein shunt) that will permit hemodialysis, which she will have to
undergo several timesaweekuntil asuitable transplantdonoris found.
A minor surgical procedure is required to create the A-V shunt from
existing tissue, and it will need to withstand the fairly high levels of
pressure necessary to facilitate the exitand return flow of blood from

the body to the dialysis machine.

Problem-needs identification and hypothesis formulation
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On Jenny’s admission to the unit, Gill is appointed as key-worker to
work with her and she tries to strike up a rapport. Jenny, however, is
quite morose and reticent, which Gill feelsisunderstandable given that
she is physically unwell and has found herselfin an alien environment
with theimminentprospectof major changesoccurringin herlife. Amy,
a third year student nurse, expresses a particular interestin Jenny and
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asks Gill if she can work closely with her. In particular, she is keen to
explore how Jenny s coping emotionally with the situation.

Given thatJennyisreluctantto talkabouthowshe feels, Amy decides
to use Moos’ adaptive tasks (see p. 59) as a model or framework to
generateideasabout the concerns and anxieties that Jenny mighthave
and to try and generate testable, working hypotheses that can be used
to guide her care.

Amy uses the model in the following way, considering each of the
model’s pointsin turn and applying her knowledge base and common
sense to decide whichmaybe relevantin Jenny’s case:

Points 1 and 2. Dealing with pain, incapacitation and other
symptoms and dealing with the hospital environment and
special treatment procedures

Amy thinks that Jenny may well be worried about possible pain and
discomfortresulting from the procedure to establish the A-V shuntand
about the forthcoming dialysis. She also feels that Jenny may harbour
other fears, such as anxiety about the consequences of the dialysis
procedure failing. Amy considers these pointsand combinesitwith her
knowledge of the relationship between psychological factors and pain
to formulate the hypothesis that anxiety about the A-V and dialysis
procedures is likely to exacerbate any pain and discomfort that Jenny
may experience. Amy realises that she cannot directly test this
hypothesis, butshe decides thather first plan ofaction should be to try
and discover whether Jenny doesindeed harbour such fearsand toallay
themwhere possible by providing information about pain control and
by being alert to any anxieties expressed about forthcoming clinical
procedures.

Point 3. Developing and maintaining adequate relationships
with health care staff

Amy thinks that Jenny may find it difficult to establish relationships
with members of staff and other patients, not least because she is the
only child currently being treated on the unit. At first, Amy is unsure
how to deal with this, but thensherecalls thatrolemodelling canhave a
positive effecton behaviour. She thinksaboutinvolvingaspecific female
patient,whoshe knowsisrobustand optimisticin herattitude to dialysis
andlifein general. Amy forms the hypothesis thataswellasserving asa
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potential friend in a strange environment, the patient mightalso serve
asapositive role model thatwill help Jenny to deal with the prospect of
dialysis. Amy decides to test this by trying to facilitate a relationship
between the two and observing the outcome.

Points 4 and 5. Preserving a reasonable emotional balance and
preserving a satisfactory self-image

Amy considers this point and recalls that events that threaten major,
negative change canresultinacrisisor disequilibriumin the self-system.
Amy speculates that from Jenny’s perspective, the prospect of having
an A-V shunt and being linked to a machine for several hours a week
could lead to negative changes in body image thatmightbe difficult to
reconcile. She therefore forms the hypothesis that Jenny will have
emotional difficultyadapting to hernewself-image. She decides to test
this by encouraging Jenny to talk about how she feels and to observe
her non-verbal behaviour for evidence of anxiety. Amy knows thatshe
will have to tread carefully, however. She remembers that individuals
sometimes use defence mechanisms, such as denial, to protect
themselves when they feel threatened. She also recalls that denial can
be adaptive and she does notwant to push Jenny into talking about her
condition if sheisnotready todoso.

Point 6. Preserving a relationship with family and friends

Amy has learnt that social supportis an important factor in mediating
the individual’s response to threatening or challenging events. She
knows thatJenny’smostimportantsource of social supportisher family.
However, she has been informed that the family tends to be
overprotectiveand sherecalls thatlearned helplessness can occuriftoo
much is done for individuals in a vulnerable position. She adopts the
hypothesis that Jenny’s sense of self-efficacy will be boosted by
encouraging herto take control ofher care programme. Amyisnotsure
howto testthisand realises thatshe needs to thinkmore carefullyabout
the sortof procedures that Jenny mightsafely be encouraged to do for
herself. So she decides to discuss this further with Gill, but for the time
beingmakesaspecialnotein the care plan thatalthough the team should
seek toinvolve the familyin Jenny’s treatment, care should be taken to
minimise the likelihood of Jenny feeling overwhelmed and out of
control.
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Point 7. Preparing for an uncertain future

Amy knows that uncertainty due to factors such as lack of information
abouteventsthatthreaten the selfisamajorand almostuniversal source
ofstress,andshealsorecalls thatanindividual’sappraisal of whatan event
will mean for them is mediated by the extent to which they believe they
candeal withitsuccessfully. She thinksagainaboutrole modellingandit
reaffirms her belief that finding a positive role model would be a good
thing in terms of showing Amy thatitis possible to live with dialysis and
have a reasonable quality of life. However, she returns to the issue of
uncertaintyand feelsthatthe coreissueistodowith thereduction of stress
through the provision of appropriate information. On the basis of this,
Amy forms the hypothesis that providing Jenny with information will
make the futurelessuncertainand henceless frightening. She decidesto
testthisbybeingreceptive toany questions, doubts oranxieties thatJenny
may have and by gradually providing her with information about the
proceduresand outcomes. Amy notes thatshe will closely monitor what
effectthishas.

A note to end

I chose to adopt Moos’ model for this scenario, because I felt it was the
mostappropriatein the circumstances. I could, however, have chosenan
alternative framework or model or I might have elected to constructa
care plan without redress to a model at all. In fact, there is no right or
wrongway ofapplying psychological care. Therearenodefinitive truths
and only general rules to guide you. In the end, what you choose to do
and how you do it will be determined by your personal knowledge and
experience and the extent to which you actively engage in reflective

thought.

Summary

Accurateassessmentofneedsand problemsisan essential prerequisite
to high-quality nursing care. An important assessment tool is the
formulation of a working hypothesis that can be tested through the
effectiveness of nursing actions. A hypothesis may be used to explain

191



APPLYING PSYCHOLOGICAL KNOWLEDGE

anindividual’semotional state or behaviour in an ongoing situation,
or it may be used to anticipate or predict events that might feasibly
occur given certain circumstances. If the actions that flow from a
hypothesis prove to be ineffective in improving the individual’s
condition, anew hypothesisis generated and the nursing actions that
flow from it are again monitored and evaluated. This sequence of
events may be repeated until a successful hypothesis results in an
improvementin the individual’s emotional state or behaviour.

Functional analysisisa technique thatmaybeused to help generate
aworking hypothesis, by providing the nurse with information about
the target behaviour(s), its antecedents and its consequences. Such
information can be invaluable in building up a picture of what is
happening when individuals are unable or unwilling to provide
information themselves.

Psychological models can also be used to generate hypotheses in
given clinical situations, and the selection of an appropriate model
restson the judgementof the individual practitioner. The model may
beusedasaframework foridentifying particular problems thatmight
feasiblyarise, and the formulation of subsequenthypotheses can prove
invaluable, as they encourage the nurse to test the effectiveness of the
nursing actions that flow from them.

Overtime, yourability to generate hypotheses willimprove asyour
knowledge base growsand asyour experience informsyouwhattends
to work and what does not. However, it is important to remember
thatno twoindividuals or situations are ever the same, and your need
to generate ideas and to test solutions tailored to the individual will
beas greatin twenty years’ time asitis now.

MINI SELF-TEST
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j—

Briefly outline what is meant by formulating a hypothesis.

2 Why is it sometimes necessary to draw inferences from information
available in the situation?

3 How can a functional analysis be used to generate a working
hypothesis2

4 Describe what is meant by the statement that novice students must
actively construct knowledge.

5 Why do you think a model may be useful for generating

hypotheses?
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Suggested reading

Benner, P. (1984). From Novice to Expert: Excellence and power in clinical
practice. Menlo Park: Addison-Wesley.

Thisis Benner’s original text, and although many of herideas have been

subjectto criticism, itiswell worth reading.

Benner, P.A., Tanner, C.A. and Chelsa, C.A. (1996). Expertise in Nursing
Practice: Caring, dinical judgenent and ethics. New York: Springer Publishing
Co.

"This up-to-date text elaborates on many of the issues raised in Benner’s
original text.

The following textsare fairly specialised, but provide auseful starting
pointforunderstanding how memoriesare constructed and applied.

Baddely, A.D. (1982). Your Memory: A user’s guide. New York:
Macmillan Press.

Neisser, U. (Ed.) (1982). Memory Observed: Remembering in natural
contexts. San Francisco: Freeman Publishing Co.

Tulving, E. (1983). The Elements of Episodic Memory. New York:
Oxford University Press.
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Glossary of
psychological

and medical terms

Abnormal griefAnatypical griefreaction thatmay involve an absent
or prolonged reaction often including chronic feelings of guilt,
sadness and anxiety.

Acceptance The final stage in the Kubler-Ross Model of death and
dying. It should not be confused with adaptation, wherein the
individual may adjust to events rather than accept them.

Acute A term used to describe an event, such as illness or pain, that
hasarapid onsetand is transient rather than ongoing.

Aetiology The cause of some disease or condition.

Affect A prevailing or enduring mood state such as depression or
joviality.

AIDS Shortfor Acquired Immune Deficiency Syndrome. A disorder
that results in an impaired immune response and death from
secondary infections or cancers.

Alzheimer’s (disease) The leading cause of dementia in elderly
people. Normal brain functions are interrupted by the build up of
protein-like substancesin the brain causing severe disorientation
and memory loss.

Anger A strong emotion that is evoked when goals are blocked,
occurringespeciallyiftheactisviewed asintentional and avoidable.

Anorexia nervosa An eating disorder characterised by perceptual
disturbance, marked weightloss and fear of gaining weight.

Antecedent A term meaning that which goes before. For example,
chronicstress may be an antecedent of heartdisease.

Antibody A term used to describe a type of immune cell that is
produced in response to a specificantigen.
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Anticipated loss An emotional and cognitive reaction to the threat of
loss ofabody part, status, someone close or of life itself.

Antigen A term used to describe foreign bodies or pathogens such as
bacteria and viruses.

Appendectomy Surgical removal of the appendix.

Attachment An emotional bond between two people.

Attitude An individual’s like or dislike of objects, peoples, groups, etc.
Often taken to comprise an affective and behavioural componentand
theindividual’sbeliefsand values.

Attribution The process by which we attribute or apportion blame for
events tointernal or external sources.

Autism A psychological disorder involving aloofness and flataffect. May
beassociated with dysfunctionin centres of the brain thatcontrol social
behaviour. Typically first diagnosed from the age of 3.

Autonomic nervous system The division of the peripheral nervous
system into the sympathetic and parasympathetic systems. Genetic
differences in ANS activity are assumed to influence individual
differencesinbehaviour.

B cell A type of immune response cell that produces specific antibodies
that disable pathogens by locking onto their surface and preventing
them fromreplicating.

Bargaining Often seen as a reaction to anticipated loss, the individual
attempts to stave off the loss by striking bargains with powerful others,
such as doctorsin charge of their care.

Barriers toaction A termused to describe anything thatmight prevent
an individual seeking help, for example financial barriers, stigmas,
personal fear, etc.

Beliefinajustworld A beliefthat the worldisan ordered and fair place,
where good and evil reap their just rewards.

Bereavement A term used to describe the characteristic response
exhibited by individuals who have lost someone close.

Bulimia A class of eating disorder thatinvolvesa pattern of binge eating
and self-induced vomiting. Itis sometimes associated with anorexia.

Burnout A chronic stress disorder that is characterised by anger,
irritation, impatience, insomnia and depression. Itis often found in
health workers and is associated with the emotional strain of caring
for others over time.

Caesarean section Surgical removal of the neonate through the
abdominal wall.

Cannula A small round instrumentused for insertion into the body.
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Causal neuralgia A type of neuralgia occurringatthe site ofan old wound
thatmayincrease with intensity over time.

Centile A unit of measurementused to assess parameters such as height
and weight. For example, a 5-year-old male whose height lay around
the 70th centile would have 70 children smaller and 30 taller than him.

Chemotherapy Theuse of small quantities of toxicagents to fight diseases
suchas cancer.

Cholesterol A fatorlipid thatcirculatesin the blood stream. Itcanattach
to the walls of the arteries narrowing the lumen, which may resultin
circulatory problemsand heart disease.

Chronic A term used to describe an ongoing event or condition, such as
illness or pain.

Chronic sorrow A term used to describe unresolved grief that may last
for manyyears or indefinitelyin some cases.

Classical conditioning A theory of learning that holds that novel
behaviours occur as a function of repeated stimulus-response
associations.

Clinical depression Severe to moderate depression that substantially
interferes with the individual’s daily life. Sometimes referred to as
pathological depression.

Cognitive self-awareness A complex cognitive function thatallows the
individual to be an object of his or her own knowledge and to plan and
reflect on the causes and consequences of one’s own and other’s
behaviour.

Cold cognitions Cognitions that are rational, neutral and non-self-
evaluative.

Compartmentalisation A term used to describe the process wherein
strong emotions are successfully processed or dealt with following a
major event, suchasbereavement.

Compliance A termused when a patientfollows health advice. The term
adherence is preferred by some authors, because it implies less of a
patient-practitioner powerimbalance.

Conflicttheory Amodel thatoutlinesa characteristcpattern of responses
tourgentthreatsto theindividual’swell-being.

Confounding A term used to describe the case where an investigator
cannot draw conclusions about the relationship between the
independentand dependentvariablesinastudy, because of theinfluence
of third factor variables.

Controlled study An experimental study where the investigator has
attempted to control, or accountfor, the effects of third factor variables.
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Correlation A mathematical term used to indicate that two or more
variablesare interlinked. A positive correlation indicates thatas one
variable increases the other does too, whilst a negative correlation
indicates thatas one variable increases the other declines.

Cortisol One of the ‘stress hormones’ produced by the adrenal glands.
It is an anti-inflammatory steroid that increases blood glucose and
causes water retention.

Costs versus benefits A term borrowed from the study of economics.
Used todescribe ormeasure anindividual’s beliefsabout the advantages
and disadvantagesinvolvedinseekinghelp or complying with treatment.

Cues to action A term used to describe anything that makes health
protective behaviour morelikely, for example health campaigns, user-
friendly consultation hours, etc.

Debridement A painful clinical procedure, whereby dead or necrotic
tissue is removed to allow new growth. Itis often necessaryin order to
promote healing following severe to moderate burns.

Denial A conscious or unconscious denial of reality. Much like illusory
self-perceptions, exceptthatdenialismore often viewed asamaladaptive
defencemechanism.

Dependentvariable A term used to describe avariable thatis changedin
some way by an independent variable or variables in an experimental
study. The dependentvariableisoftenaresponse.

Depersonalisation A feeling thatoneislittle more thananinconsequendal
number or cog in a large system or machine. It can also refer to a
psychiatric condition where the individual feelsunreal.

Diabetes mellitus Also referred to as insulin-dependent diabetes. It is
caused by a deficiency ininsulin synthesis.

Dialysis Treatmentofthe body’s waste products following kidney failure.
Peritoneal dialysis is more commonly used in children awaiting
transplantation. Hemodialysisisused in conjunction withan A-V shunt,
when peritoneal dialysisis contraindicated or when dialysisis expected
tobelong term.

Diseases ofadaptation A group of diseases thatare believed toresultfrom
exposure to chronicstress, such as hypertension and ulcers.

Downward social comparison A mental defence mechanism wherein
the individual compares his or her situation with someone worse off as
ameansofbolstering self-esteem.

DSMIV Diagnosticand Statistical Manual, version four. One of a series
of classification tools that are used to help clinicians make psychiatric
diagnoses.
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Ecological validity The extent to which a scientific construct has
‘real world’ value.

Embarrassment An aversive, but transient, response characterised
by blushing, a downward gaze and feelings of awkwardness that
occur in response to some minor violation of social standards.

Emotional suppression A term sometimes used to describe a
habitual tendency to suppress emotions such as anger. The
emotions may be internalised, rather than expressed openly.

Endocrine Glands of internal secretion, such as the pancreas or
thyroid glands.

Endogenous depression Meaning to arise from within, itisused to
describe depression caused by internal, biological events.

Epilepsy A disorder caused by random firing of neurones. There are
two primary types: petit mal, which can cause brief lapses of
consciousness, and grand mal, which results in major convulsions
that can be life-threatening if they occur in rapid succession.

Epinephrine A ‘stresshormone’ secreted by the adrenal medulla. It
raises heart rate and blood pressure and is also known as
‘adrenaline’.

External (situational) variables Anything external to the individual
that can be used to explain his or her behaviour.

Factor A psychological term often used interchangeably with the term
‘variable’. It refers to a thing, dimension or component of some
psychological construct. For example, reading skill and problem-
solving ability are important factorsin the construct ‘intelligence’.

Faulty thinking A term used in clinical psychology to describe the
negative thinking often seen in individuals who are depressed.
Sometimesreferred toasa ‘depressive set’.

Fear of negative evaluation An intense anticipatory anxiety based
onthebeliefthatone’sbehaviour or characterislikely to be judged
negatively by others.

Flight-fight response An instinctive response to threats that
activates the sympathetic autonomic nervoussystemin preparation
for extraordinary levels of physical activity.

Flooding A treatment for specific phobias that involves immediate
and marked exposure of the individual to a feared stimulus, as
opposed to a gradual exposure.

Fundamental attribution error A law that states that individuals
tend to attribute error in others’ behaviour to internal (person)
variables.
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Gate theory of pain A theory that explains how psychological and
physiological factors may influence pain perception. Underpinning
the theoryisahypothesised gating mechanism, which mediates pain
perception.

Generalised anxiety disorder An enduring state of generalised anxiety
thatisnotlinked to specific situational causes.

Global A term used to describe a phenomenon that is pervasive and
notlocalised to specificaspects of self. For example, a global loss of
self-esteem typically results from a belief that every aspect of self is
worthless.

Grief An intense and unique emotional reaction that accompanies
bereavement.

Guilt A private emotion that occurs when an individual believes that
his or her actions have harmed another and when he or she feels
personally responsible and believes that the act could have been
avoided.

Haemophilia A disorder, rare in females, that is caused by a lack of
Factor VIII, which helps the blood to clot. It is genetically
transmitted and results in painful internal bleeding that causes
chronic damage to joints and/or potentially fatal blood loss. Isnow
effectively managed by self-administration of Factor VIII.

Hardiness A personality traitor disposition much like self-efficacy that
is characterised by a sense of personal control and commitment.

Health protective behaviour Any behaviour carried out by an
individual for the purpose of maintaining health.

Help-seeking behaviour A term used to describe actions thatlead the
individual to seek (early) help for signs and symptoms of disease.

HO Shortforhostilityand aggression. A personality traitassociated with
"Type A behaviour and coronary heart disease.

Hotcognitions Thoughtprocesses thatarise asa function ofa personal
crisiswhere the selfis threatened.

Hypertension Raised blood pressure. Essential hypertension refers to
symptoms of unknown aetiology. May be treated by the use of
hypotensive drugs.

Ideal and actual self A psychological construct based on the premise
thatindividuals have an ideal self (linked to personal self-standards)
thatis sometimes contrasted with the actual self, i.e. as witnessed by
ouractual behaviour.

Illness schema An internal model or representation of the cause and
course of (typically common)illness.
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Illusory self-perceptions A term used to describe a phenomenon
wherein individuals hold exaggerated and unrealistic beliefs about
theirabilities, appearance, importance, etc.

Immunocompetence A termused to describe the general effectiveness
of the immune system.

Independent variable A term used to describe a variable in an
experimental study that has a measurable effect on a dependent
variable. For example, in Friedman and Rosenman’s study, Type A
behaviour was the independent variable and coronary heart disease
wasthe dependentvariable.

Information overload A state that occurs when the individual is
overwhelmed by incoming stimuli. It may occur when an anxious
patientis overloaded with too much information at one time.

Institutionalisation A state thatoccurs when an individual is positively
reinforced for being dependentupon the institution where he or she
works or is a patient. The effectis insidious and is common in long-
stay settings. [t may affect both patients and staff.

Insulin A hormone secreted by the pancreas thatregulates blood sugar
or blood glucose. May be administered by injection for control of
insulin-dependentdiabetes.

Intellectualisation A mental defence mechanism that involves
distancing oneself from patients emotionally and personally by
viewing their condition asan intellectual problem.

Internal (self) standards The beliefs, values and attitudes that
individualsacquire through experience. Theyare assumed to provide
internal benchmarks thatregulate the individual’s behaviour.

Internal (person) variables A term used to describe any aspect of the
self,suchasanindividual’s traits, thatcan be used to explain behaviour.

Inter-personal A term meaning something shared between two or more
individuals.

Intra-personal A term meaning within the individual, for example the
private feeling of shame.

Large pain fibres A delta fibres that carry information about benign
stimulation, such as itching. They have the hypothesised effect of
closing the pain gate.

Law of effect Thorndike’s theory or law which states that behaviour is
modified by its consequences.

Lay-referral system The firstsource of information normallyused when
anindividualis concerned aboutunusual symptoms. May be a friend,
spouse, relative, work colleague, etc.
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Learned helplessness A state that occurs when individuals perceive
that they have no control over events.

Lesions A breakdown of tissue caused by disease, surgery or trauma.

Lifetime prevalence An estimate of the likelihood of a given disease
ordisorder occurring within an individual’slifetime.

Locus of control An important part of an individual’s belief system
that determines whether he or she believes that they have a great
deal of personal control over events (internal locus of control) or
thatlifeisaseries of uncontrollable, external events (external locus
of control).

Longitudinal study A research methodology thatinvolves following
subjects or participants over a period of time, usually months oryears.
Itis oftenused to chart developmental change.

Lumpectomy A surgical procedure for removing tumours from the
breast. Itis the leastinvasive procedure and involves removing the
lump through a small incision in the areola of the nipple or under
the flap of the breast.

Mental defence mechanisms Coping responses that lessen threats
to the individual’s self-concept. They are generally regarded as
automatic or unconsciousin that the individualis often unaware that
theyare being used.

Meylinisation The process wherein fatty sheathsarelaid around fibres
connecting neurones. Withouttheirinsulating properties, neurones
cannot function properly.

Misattribution A term used when symptoms of illness are wrongly
attributed to some other cause, such as age.

Morbidity A term used to describe a patient’s physical prognosis or
outlook following majorillness or surgery.

Morphine A powerful, syntheticnarcoticand analgesic, which occupies
thereceptorsites of naturally occurring opioids. Itsside effectsinclude
respiratory depression and dependency.

Mortality A term used to describe the risk of death following, for
example, majorillness or surgery.

Mourning Culturally determined rituals that follow the death of an
individual, for example the funeral, wearing mourning clothes, etc.

Multi-factorial A term often used in connection with diseases such as
cancer thathave multiple, rather than single, causes.

Multi-variate statistics A term used to describe statistical techniques
that can be used to explore complex interactions between a large
number of variables simultaneously.
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Myocardial infarction An acute, life-threatening condition caused by
sudden blocking of one or more of the coronary arteries resulting in
tissue necrosis.

Natural killer cells A group of immune response cells that recognise
tumours and lyse (break down) their cellmembrane.

Nephritis Inflammation of the kidney.

Neuralgia An intermittentand idiosyncratic form of chronic pain.

Neural pathways Termused to describe the functional connections that
linkneurones and differentregions of the brain.

Norepinephrine A ‘stress hormone’ secreted by the adrenal medulla.
It raises heart rate and blood pressure and is also known by its
proprietary name ‘noradrenaline’. Its effects are similar to those of
epinephrine.

Normative population A group, or population, of people usedinastudy
in order to ascertain the normal (i.e. non-clinical or pathological)
response to certain events or conditions.

Novel events A termused to describe events previously notexperienced.
They are often viewed as threatening because of the unknown
challenges they may bring.

Nystagmus Rapid involuntary twitching of the eyeball.

Objective A measure or view that has been rationally or scientifically
defined. Itisassumed to be devoid of emotive content thatmightcause
undue bias.

Oncology A term referring to the study and treatmentof cancer.

Organic Meaning physical or biological in nature or origin.

Organisational variables A termused to describe organisational systems
thatincrease compliance with health advice, such as primarynursing.

Painbehaviours Learned behaviours thatinclude grimacing, attention-
seekingandlimping. Others’ responses may positively reinforce such
behaviours.

Parkinson’s disease A chronic, degenerative disorder caused by alack
of dopaminein the brain controlling motor functions. Onset typically
occurs later in life and it eventually affects cognitive as well as motor
functioning.

Pattern theory of pain A pain theory that states that a single class of
sensory receptors respond equally to pain, heatand touch stimuli.
Perceived control The individual’s perception of how much control

theyhave over certain events.

Perceived vulnerability A measure of how vulnerable or susceptible
anindividual feels with regard to a specific disease or condition.

203



GLOSSARY

Perception A termused to describe how the individual views or perceives
theworld. Theassumptionisthatno twoindividuals perceive the world
in exactly the same way.

Perioperative A term used to describe the period of time occurring
immediately or shortly after surgery.

Personal copingstyle Anindividual’sunique way(s) of dealing with stress.

Pessimism and fatalism A personality disposition associated with
increased morbidity and mortality in patients with seriousillness.

Phantom limb A phenomenon where the patentexperiencessensations
suchasitchingand (oftenintense) painatthesite of theamputated limb.

Phobia Anintense, irrational fear of some object, person or thing.

Phylogenetic A termmeaning ‘acrossspecies’. Forexample, the brainstem
is a phylogenetically ancient part of the brain found in all species of
mammal.

Poliomyelitis A contagious viral disease thatattacks the central nervous
system causing temporary or permanent paralysis and weakness.

Positive reinforcement Anything or anyone that makes the recurrence
ofabehaviour or behaviours more likely.

Post traumatic stress disorder A chronic stress response that is
characterised by emotional disturbance, intrusive thoughtsand feelings
of guilt.

Pre-conscious A term referring to thoughts, feelings and motives that
are buried in the sub-conscious. They are regarded as having an
automatic effecton behaviour, meaning that the individual isunaware
of their operation. However, unlike unconscious thoughts and feelings,
theyareaccessible to the individual through personal reflection.

Primacy-recency effect A psychological termused todescribe the finding
that people tend to remember the beginning and end of a chunk of
information best, whilst tending to forget that which is placed in the
middle.

Primary appraisal An initial judgement about whether or not a novel
eventposesa threattowell-being.

Private self-consciousness A psychological construct based on the
premise that individuals high in PVSC are more introspective, i.e.
aware of their thoughts, physical feelings and emotions.

Prospective study A study where baseline measurements of the
experimental variables are taken at the start of a study.

Psychodynamic conflict A term used to describe conflict that arises
when deep-seated desires conflict with that which is socially or
personallyacceptable.
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Psychogenic A biological event, such as pain, thatoccursin the absence
ofan obvious physical cause. Absence of a cause should notbe used to
infer that the symptoms do notexist.

Psychological constructA constructisan abstractconceptthatcannot
be shown directly to exist. Examples are love, the self-concept and
physical conceptslike anti-matter. Their existenceisinferred through
othermeans, such as their effect on behaviour or other forms of matter.

Psychological event A term used to describe any event that has
significant psychological consequences for the individual.

Psychosis A state where the individual loses contact with reality. It is
characterised by a state of disorganisation, with auditory and (rarely)
visual hallucinations, aninability to organise one’s thoughts coherently
and marked affective disturbance.

Public self-consciousness A psychological construct based on the
premise that individuals high in PUBSC are overly concerned with
their publicimage and others’ reactions towards them.

Radical mastectomy A surgical procedure involving total removal of
breasttissue and often the associated lymphatic tissue (i.e. the axillary
nodesunder the arm).

Reactive depression Depression thatoccursasareaction to events that
typically involve loss. Also known as exogenous depression.

Recovery The final stage of Parkes’ bereavement model.

Resilience A personality trait much like self-efficacy and hardiness, but
itisassumed to have a strong biological basis.

Retrospective study An experimental study where the investigators try
to ascertain the effect of an independent variable(s) on a dependent
variable after the eventhas occurred.

Rumination A habitual tendency to engage in negative thinking (quite
oftenregardingtheself). Itiscommonlya feature of clinical depression.

Schizophrenia A disorder thatis characterised by acute episodeswherein
theindividual becomes psychotic, has difficulty thinkinglogicallyand
rationallyand which is often accompanied by auditoryhallucinations.
A second type, ‘negative schizophrenia’, is less florid and is typified
by loss of motivation and cognitive ability, and emotional flatness.
Contrary to popular belief, itis nota ‘splitmind’ syndrome.

Secondary appraisal A judgement occurring after a primary threat
appraisal, that gauges whether or not the threat can be successfully
dealtwith.

Secondary gains A term used to describe a form of reinforcement that
is derived from a state or condition that is normally regarded as
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aversive. Such gains may make the patient unwilling to get well and
resume anormal life.

Self-concept The individual’s sense of personal identity thatincludes
bodyimage, their beliefs, attitudes and values.

Self-consciousness An aversive experience that occurs in public
situations as a consequence of fear of negative evaluation. It is
characterised by feelings of anxiety, shyness and embarrassment.

Self-efficacy A personality trait or disposition thatis characterised
byabeliefin one’sability to cope effectively with life events.

Self-esteem The affective component of the self. It is a feeling of
self-worth that can be positive or negative.

Self-focused attention A termused to describe attentional processes
fixed on some public or private aspect of the self.

Self-handicapping A mental defence mechanism wherein the
individual creates conditions where failure is inevitable. In doing
so0, the conditions, rather than the self, can be blamed for the failure.

Self-monitoring A psychological construct thatassumes individual
differencesin the extent to which people monitor and adjust their
publicimage or behaviour.

Self-schema A psychological construct that contains information
about aspects of self derived from past experience. Self-schemas
are believed to affect the way in which we interpret and perceive
information relevantto the self.

Self-serving bias An unconscious or automatic defence mechanism
thatleadsindividuals to attribute successes to internal factors and
failures to external factors.

Sensory self-awareness A form of self-awareness that is limited to
the sensory domain.

Shame A private, enduring and aversive experience that occurs as a
consequence of some serious transgression of personal or cultural
moral codes.

Sick role A state that occurs when a patient adopts the role of the
invalid or patient and stops trying to achieve autonomy.

Significant others A term often used to describe people that are
particularly influential in shaping behaviour, for example the
parents, siblingsand peersin the child’s case.

Small diameter pain fibres A deltaand Cfibres thatrespond to sharp,
localised pain and dull, diffuse pain respectively. Messages from
these fibres are hypothesised to open the pain gate.
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Social anxiety A class of anxiety evoked by the belief that the publicimage
one wishes to presentis likely to fail.

Sociallearning theory Aninfluential theory thatposits thatsignificant
others shape personality and behaviour during early childhood.

Social phobias A class of phobia thatis characterised by a fear of public
activities, such as eating, public speaking, etc.

Social referencing A form of learning wherein the infant observes the
mother’s non-verbal language as a means of ascertaining the safety,
or otherwise, of the situation.

Somatic From the Greek word ‘soma’ meaning body. Itis used to refer
to the human body or the main part of individual cells.

Specificity theory of pain A pain theory stating that the brain has a
specific centre dedicated to pain perception.

Stage models ofloss Models ofloss thatdescribe stereotypical patterns
of response thatoccurin relation to death and dying.

Stress A psychological construct that comprises a stressor, such as an
aversive life eventand stress response, which hasa physical, emotional
and behavioural component.

Subjective A measure or view thatis personal and which isnot deemed
tohavebeenrationally or scientifically defined. Itisassumed thatany
emotive content might cause undue bias.

Subjective attitude A term used to describe attitudes held by others,
particularly those who may influence a patient’s health behaviour.
Sometimesreferred to as ‘normative attitudes’.

Surgical resection Surgical removal ofany partof the body or diseased
tissue.

Systematic desensitisation A therapy for phobias that pairs a neutral
stimulus with the aversive stimulus or stimuli responsible for the
phobic reaction. Works on the premise that one cannot be relaxed
and anxious simultaneously.

T cell An immune response cell that destroys the pathogen by
phagocytosis (consuming the cell). The termis also used to describe
the transmission cells hypothesised in the gate theory of pain.

Third factorvariables A termused to describe any variable, other than
theindependentvariable(s), thatmightaffect the dependentvariable
inan experimental study.

Trait A unit of personality that represents an enduring and stable
characteristic ofan individual’s behaviour.

Type Abehaviour Anidentifiable pattern of habitual behaviour thatis
believed to increase the risk of coronary heart disease.
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Variable Something that varies in relation to something else. For
example, sleep is a variable that is typically affected by the variable
caffeine.

Venipuncture Puncture ofavein with aneedle or cannula.

Vicarious reinforcementA type oflearning thatoccurs following mere
observation of someone or something performing a particular
behaviour.

208



References

Abramson, LY., Seligman, M.E. and Teasdale, E.J. (1978). Learned
helplessnessin humans: Critique and reformulation. fournalof Abnormal
Psychology. 87,49-74.

Agras, S. (1969). The epidemiology of common fears and phobias.
Comprebensive Psychiatry. 10, 151-156.

Ainsworth, M.D.S.(1982). Attachment: Retrospectand prospect. In Parkes,
C.M. and Stevenson-Hinde, L. (Eds). The Place of Attachment in Human
Bebaviour: London: Tavistock.

Ainsworth, M.D.S., Blehar M.C.and Wall, S. (1978). Patterns of Attachment:
A Psychological Study of the strange situation. Hillsdale NJ: Erlbaum.

Ajzen,1.(1985). Frominterventionstoaction: A theory of planned behaviour.
InKuhl,J.and Beckman, J. (Eds). Action Control. New York: Springer.

Ajzen,1.and Fishbein, M. (1980). Understanding Attitudes and Predicting Social
Bebaviour: Englewood Cliffs, NJ: Prentice Hall.

Alexander, F. (1950). Psychosomatic Medicine. New York: Norton.

Alloy, L.B.and Abramson, L.Y. (1979). Judgementcontingencyin depressed
and non-depressed students: Sadder but wiser? Fournal of Experimental
Psychology: General. 108,441-485.

Alter, C.L., Pelcovitz, P, Axelrod, B.and Goldenberg, B.(1996).Identification
of posttraumatic stress disorder in cancer survivors. Psychosomatics. 37,2:
137-143.

Anderson, K.O., Dowds, B.N., Pelletz, R.E., Edwards, W.T. and Peeters-
Asdourian, C. (1995). Development and initial validation of a scale to
measure self-efficacy beliefs in patients with chronic pain. Pain. 63, 77—
84.

Antonovosky, A. and Hartman, H. (1974). Delay in detection of cancer: A
review. Health Education Monographs. 2,98-125.

Argyle, M. (1983). The Psychology of Interpersonal Bebaviour. London: Pelican.

Asendorpf, J. (1990). The expression of shyness and embarrassment. In
Crozier, RW. (Ed). Shyness and Embarrassment: Perspectives from social

psychology. Cambridge: Cambridge University Press.

Atkinson, R.L., Atkinson, R.C., Smith, E.E.and Bem, D.J.(1993). Introduction
to Psychology. 11th ed. Fort Worth: Harcourt, Brace Jovanovich.

209



REFERENCES

Bakal, D.A. (1979). Psychology and Medicine: Psychological dimensions of health
and illness. New York: Springer.

Bandura, A.(1977). Self-efficacy: Towardsaunifying theory ofbehavioural change.
Psychological Review. 84,191-215.

Bandura, A. (1986). Social Foundations of Thought and Action: A social cognitive model.
Englewood Cliffs, NJ: Prentice Hall.

Bandura,A.,O’Leary,A., Taylor, C.B., Ganthies, J.and Gossard, G.(1987). Perceived
self-efficacy and pain control: opioid and non-opioid mechanisms. Fournal of
Personality and Social Psychology. 53,563-571.

Bartrop, R.W,, Luckhurst, E.and Lazarus, L. (1977). Depressed lymphocyte function
after bereavement. Lancet. 1,834-836.

Bates, E., O’ Connol, B. and Shore, C. (1987). Language and communication in
infancy. In Osefsky, J.D. (Ed). Handbook of Infant Development. 2nd ed. New York:
Wiley Interscience.

Beck, A T.(1976). Cognitive Therapyand Emotional Disorders. New York: International
Universities Press.

Beck,A.T:(1987). Cognitivemodels of depression. fournalof Cognitive Psychotherapy:
An International Quarterly. 1,5-37.

Beck, A.T. and Emery, G.E. (1985). Anxiety Disorders and Phobias: A cognitive
perspective. New York: Basic Books.

Becker, M.H. and Rosenstock, .M. (1984). Compliance with medical advice. In
Steptoe, A. and Mathews, A. (Eds). Health Care and Human Bebaviour: London:
AcademicPress.

Bee, H. (1997). The Developing Child. 8th ed. New York: HarperCollins.

Beecher, H.K. (1956). Relationship of significance of wound to pain experienced.
Fournal of American Medical Association. 161, 1609-1613.

Bem, D J. (1972). Self-perception theory. In Berkowitz, L. (Ed). Advances in
Experimental Psychology (Vol. 6). New York: Academic Press.

Benjamin, P. (1978). Psychological problems following recovery from acute life-
threatening illness. American fournal of Orthopsychiatry. 48,284-290.

Benner, P. (1984). From novice to expert: Excellence and power in clinical practice. Menlo
Park: Addison-Wesley.

Benner, PA., Tanner, C.A., and Chelsa, C.A. (1987). Expertise in Nursing Practice.
New York: Springer Publishing Co.

Bennet, P. and Murphy. S. (1997). Psychology and Health Promotion. Buckingham:
Open University Press.

Berkman, L.F.(1995). Therole of social relations in health promotion. Psychosomatic
Medicine. 57,245-254.

Berkowitz, A.(1993). Aggression: Itscauses, consequencesandcontrol. New York: McGraw
Hill.

Bernstein, LL. (1978). Learned taste aversion in children receiving chemotherapy.
Science. 200, 1302-1303.

Bibbace, R.and Walsh, M.E. (1980). Developmentofchildren’sconcepts ofillness.
Puediatrics. 66,912-917.

Bilton, T., Bonnett, K., Jones, P. ez al. (1987). Introductory Sociology. 2nd ed.
Basingstoke: Macmillan Press.

Birren, J.E. and Schaie, K.-W. (1985). Handbook of Ageing. 2nd ed. San Diego:
AcademicPress.

210



REFERENCES

Birren,].E.and Schaie, K.-W.(1990). Handbook of Ageing. 3rded. San Diego: Academic
Press.

Bloom, F.E., Lazerson, A.and Hoftader, L. (1985). Brain, Mind and Bebaviour. New
York: Freeman.

Boston, K., Pearce, I.B. and Richardson, P.H. (1990). The pain cognitions
questionnaire. fournal of Psychosomatic Research. 34,103-109.

Botwinick, J. (1977). Aging and Human Bebaviour: New York: Springer.

Bowlby, J. (1969). Attachment and Loss. Vol 1. Attachment. New York: Basic Books.

Bowlby, J. (1975). Attachment and Loss. Vol 2. Separation, anxiety and anger. New
York: Basic Books.

Bowlby, J. (1980). Attachment and Loss. Vol 3. Loss, sadness and depression. New York:
Basic Books.

Bowling, A. (1991). Measuring Health. A Review of Quality of Life Measurement Scales.
Buckingham: Open University Press.

Bradbury, E, (1993). Psychological approaches to children with disfigurement.
ACCP Review and Newsletter: 15,vol. 1.

Brewin. C.R. (1988). Cognitive Foundations of Clinical Psychology. Hove: Erlbaum.

Broadbent, D.E. (1958). Perception and Communication. London: Pergamon.

Bromley, D.B. (1988). Human Ageing. Harmondsworth: Penguin.

Brown, G.W. (1982). Early social loss and depression. In Parkes, C.M. and
Stevenson-Hinde, L. (Eds). The Place of Attachment in Human Bebaviour:
London: Tavistock.

Brown, G.W. and Harris, T.O. (1978). Social Origins of Depression. London;
Tavistock.

Bunney, W.E., Goodwin, EK.and Murphy, D.L. (1970) The switch process from
depression to mania: Relationship to drugs that alter brain amines. Lancet. 1,
1022.

Buss, A. (1980). Self-consciousness and Social Anxiety. New York: W.H.Freeman;
Cambridge: Cambridge University Press.

Buss, A. and Plomin, R. (1984). Temperament: Early developing personality traits.
Hillsdale, NJ: Erlbaum.

Butler, R.W,, Rizzi, L.P. and Handwerger, B.A. (1996). Cancer in children and
post-traumaticstress disorder. fournalof Paediatric Psychology. 21 (4),499-504.

Cannon, W.B. (1927). As cited in Atkinson, R.L., Atkinson, R.C., Smith, E. E.
andBem, D.J. (1993). Introduction to Psychology. 11thed. Fort Worth: Harcourt,
BraceJovanovich.

Caplan, G. (1964). Principles of Preventative Psychiatry. New York: Basic Books.

Carr, A.'T. (1981). Dying and bereavement. In Griffiths, D. (Ed). Psychology and
Medicine. London: British Psychological Society/Macmillan.

Carr, A.'T. (1982). Dying and bereavement. Chapter 17. In Hall, J. (Ed). Psychology
for Nursesand Health Visitors. London: British Psychological Society/Macmillan
Press.

Castalfranchi, C.and Poggi, I. (1990). Blushing as a discourse: was Darwin wrong?
In Crozier, R W.(Ed). Shynessand Embarvassment: Perspectivesfiromsocial psychology.
Cambridge: Cambridge University Press.

Chapman,C.R. and Bronica, ].J. (1985). Chronic Pain. Kalamazoo, MI: Upjohn.

Chapman, S.L. and Brena, S.F. (1985). Pain and society. Annals of Behavioural
Medicine.7 (3),21-24.

211



REFERENCES

Cheek,].M.and Buss, A.H. (1981) Shynessand sociability. 7ournalof Personality and
Social Psychology. 41 (2),330-339.

Cheek, J. and Melchoir, L.A. (1990). Shyness, self-esteem and self-consciousness.
In Leitenberg, L.A. (Ed). Handbook of Evaluation Anxiety. New York: Plenum
Press.

Clausen,].and Radke Yarrow, M. (1985). Theimpactof mentalillness on the family.
Fournal of Social Issues. 11, 1-10.

Cohen, F. and Lazarus, R.S. (1983). Coping and adaptation in health and illness. In
Mechanic, D.(Ed). Handbook of Health Care andthe Health Professions. New York:
Free Press.

Cohen,].B.and Reed, D. (1984). The type A behaviour and coronary heart disease
risk amongst Japanese men in Hawaii. fournal of Bebavioural Medicine. 8, 343—
352.

Cohen, S. and Wills, T.A. (1985). Stress, social support and the buffering
hypothesis. Psychological Bulletin. 98,310-357.

Cohn, D.A. (1990). Child-mother attachment of six-year-olds and social
competence atschool. Child Development. 61,151-162.

Collier, J. (1997). Developing a generic quality of life measure. Health Psychology
Update. BPS Special Group in Health Psychology. Issue 28, June.

Conduit, E.H. (1992). If A-B does not predict heart disease why bother with it?
British fournal of Medical Psychology. 65 (3),289-296.

Conway, M.A., Gardiner,].M., Anderson, S.J.and Cohen, N. (in press). Memory
awareness and learning. Fournal of Exprimental Psychology.

Cooley, C.H. (1902). As cited in Staub, E. (1980). Personality: Basic concepts and
current research. Engelwood Cliffs, NJ: Prentice Hall.

Coons, H.L., Leventhal, H., Nerenz, D.R. (1990). Anticipatory nausea and
emotional distress in patients receiving Cisplastic-based chemotherapy.
Oncology Forum.

Coopersmith, S. (1967). The Antecedents of Self-esteem. San Francisco: Freeman.

Cox, ].and Holden, J. (1994). Perinatal Psychiatry: Use and misuse of the Edinburgh
Post Natal Depression Scale. Royal College of Psychiatrists. London: Gaskell.

Cox, T. (1978). Stress. Baltimore: University Park Press.

Cromer, R.J. (1996). Fundamentals of Abnormal Psychology. New York: W.H.
Freeman.

Crozier, R.W.(1982). Explanations of social shyness. Current Psychological Reviews.
2,47-60.

Davidson, G.C. and Neale, J.M. (1982). Abnormal Psychology. 3rd ed. New York:
John Wiley.

Davidson, G.C. and Neale, .M. (1994). Abnormal Psychology. 6th ed. New York:
John Wiley.

Davidson, J.R.T. and Foa, E.B.F. (1993). Post Partum Psychosis: Beyond DSM IV,
Washington: Psychiatric Press.

Davies, A.D.M. (1996).In Woods, T. (Ed). Handbook of Clinical Psychology of Ageing.
Chichester: John Wiley.

Davis, M.S.(1966). Variationsin patient compliance with doctor’sadvice. American
Fournal of Public Health. 58,274-288.

Davis, M.S.(1968). Variationsin patients’ compliance with doctors’ advice. American
Fournal of Public Health 58,274-288.

212



REFERENCES

Davitz. J.R. (1952). The effect of precision training on postfrustration behaviour.
Fournal of Abnormal and Social Psychology. 47,309-315.

Deaux, K. (1984). From individual differences to social categories: An analysis of a
decade’sresearch on gender. Amzerican Psychologist. 39 (2), 105-115.

Devellis, R.E, Devellis, B.M., Wallston, B.S. and Wallston, K.A. (1980). Epilepsy
and learned helplessness. Basic and Applied Social Psychology. 1,243-253.

Diagnosticand Statistical Manualof Mental Disorders. (DSMIV). (1994). Washington:
American Psychiatric Association.

Dickstein, S.and Park, R.D.(1988). Social referencing ininfancy. Child Development.
59,506-511.

DiMatteo, M.D. and DiNichola, D.D. (1982). Achieving Patient Compliance: The
psychology of the medical practitioner’s role. New York: Pergamon Press.

Dolgin, M.J.,Katz, E.R., McGinty, K. and Seigel, S.E. (1986). Anticipatory nausea
andvomitingin paediatriccancer patients. Unpublished manuscript. Ascited in
Johnston, M.and Wallace, L. (1990). (Eds). Stressand Medical Procedures. Oxford:
Oxford University Press.

Dollard, J., Doob, L., Miller, N.E., ez 4. (1939). Frustration and Aggression. New
Haven: Yale University Press.

Dougher, M.J., Gouldstein, D. and Leight, K.A. (1987). Induced anxiety and pain.
Fournal of Anxiety Disorders. 1,259-264.

Douglas, J.E. and Byron, M. (1996). Interview data on severe eating difficulties in
young children. Archives of Diseases in Childhood. 75,304-308.

Draper, P.(1997). Nursing Perspectives on Quality of Life. London: Routledge.

Dreytus, H.L. and Dreyfus, S.E. (1996). The relationship of theory and practice in
the acquisition of skill. In Benner, PA., Tanner, C.A. and Chelsa, C.A. (1996).
Expertise in Nursing Practice: Caring, clinical judgement and ethics. New York:
Springer.

Dubner, R.and Ruda, M.A. (1992). Activity dependentneuronal plasticity following
tissue injury and inflammation. Tiends in Neurosciences. 15,96-103.

Duval, S. and Wicklund, R. (1972). A Theory of Objective Self-awareness. New York:
Academic Press.

Edelman, R J. (1981). Embarrassment: The state of research. Curvent Psychological
Reviews. 1,125-138.

Eiser, C.(1994). Whatdo children mean by quality oflife? Health Psychology Update.
BPS Special Group in Health Psychology. Issue 16, June.

Ellis, A. (1962). Reason and Emotion in Psychotherapy. New York: Lyle-Stuart.

Ellis, A. (1977). The basic clinical theory of rationale-emotive therapy. In Ellis, A.
and Grieger, R. (Eds). Handbook of Rational Emotive Therapy. New York: Springer.

Emde, R.N. (1985). In Tuma, A.H. and Maser, ].D. (Eds). Anxiety and Anxiety
Disorders. Hillsdale, NJ: Erlbaum.

Erikson, E.H. (1950). Childhood and Society. New York: Norton.

Fallon, A. (1990). In Cash, T.F. and Pruzinsky, T. (Eds). Body Image: Development
deviance and change. New York: Guilford Press.

Farber, B.A. (1989). Psychological mindedness: Can there be too much of a good
thing? Psychotherapy 26 (2),210-217.

Fawzy, F1., Fawzy, N.W.and Hyun, C.S. (1993). Malignant melanoma: Effects of
an early structured intervention, coping and affective state on recurrence and
survival 6 years later. Archives of General Psychiatry. 50, 681-689.

213



REFERENCES

Feldman, R.S. (1995). Social Psychology. Englewood Cliffs, NJ: Prentice Hall.

Fellner, C.H. and Marshall, J.R. (1970). Kidney donors. In Macauley, J. and
Berkowitz, L. (Eds). Altruismand Helping Bebaviour: New York: Academic Press.

Fenigstein, A. (1979). Self-consciousness, self-attention and social interaction.
Fournal of Personality and Social Psychology. 37,75-86.

Fenigstein, A., Scheier, ML.F. and Buss, A.H. (1975). Public and private self-
consciousness: Assessment and theory. Journal of Consulting and Clinical
Psychology. 43 (4),522-527.

Festinger. L. (1954). A theory of social comparative processes. Human Relations. 7
(3), 117-140.

Field, T (1989). Maternal depression effects on infantinteraction and attachment
behaviour. In Ciccehti, D. (Ed). The Emergence of a Discipline. Vol 1. Hillsdale,
NJ:Erlbaum.

Field, T., Healy, B., Goldstein, S. and Guthertz, M. (1990). Behaviour-state
matchingand synchronyin mother-infantinteractions ofnondepressed versus
depressed dyads. Developmental Psychology. 26,7-14.

Fields,H.L.and Levine,].D.(1984). Placebo in analgesia: A role for endorphins?
Trends in Neuroscience. 7,271-273.

Firth, H. and Rapley. M. (1990). From Acquaintance to Friendship: Issues for people
with learning disabilities. Kidderminster: BMH Publications.

Fisher, S. (1973) Body Consciousness. London: Open Forum.

Fiske, S.T. and Taylor, S.E. (1984). Social Cognition. New York: London House.

Flor, H., Kerns, R.D. and Turk, D.C. (1987). The role of spouse reinforcement,
perceived painandactivitylevels of chronic pain patients. fournalof Psychosomatic
Research. 31,251-259.

Folks, D.G., Freeman, A.M., Sokol, R.S. and Thurstin, A.H. (1988). Denial:
Prediction of outcome following coronary bypass surgery. International fournal
of Psychiatry in Medicine. 18 (1), 55-66.

Fordyce, W.E. (1976). Behavioural Methods in Chronic Pain and Illness. St Louis:
Mosby.

Fordyce, W.E.and Steger, ].C. (1979). Behavioural managementof chronic pain.
In Pomerleau, O.F. and Brady. J.P. (Eds). Bebavioural Medicine: Theory and
practice. Baltimore: Williams and Wilkins.

Fraiberg, S.(1975). The developmentofhumanattachmentsininfants blind from
birth. Mervil-Palmer Quarterly. 21,315-334.

Friedman, M. and Rosenman, R.H. (1960). Western Collaborative Group Study.
As cited in Kaplan, R.M., Sallis, J.F. and Patterson, T.L. (1993). Health and
Human Bebaviour. New York: McGraw-Hill.

Friedman, M. and Rosenman, R.H. (1974). Type A Behaviour and Your Heart. New
York: Knopf.

Freud, S. (1901/1960). Psychopathology of Everyday Life. (Standard ed.) (Vol. 6).
London: Hogarth Press.

Garfinkel, P.E. and Garner, M.G. (1982). Anorexia Nervosa: A multi-dimensional
perspective. Montreal: Bruner/Mazel Publishers.

Garrity, T. and Garrity, M. (1985). Cited in Pitts, M. and Phillips, K. (Eds) 7he
Psychology of Health. London: Routledge.

Garmezy, N. (1983). Stressors in childhood. In Garmezy, N. and Rutter, M. (Eds).
Stress, Coping and Development in Children. New York: McGraw-Hill.

214



REFERENCES

Gatchel, R J.,Baum, A.and Krantz, D.S. (1989). An Introduction to Health Psychology.
London: McGraw-Hill.

Geersten, H.R., Gray, R.M. and Ward, ].R. Patient non-compliance within the
contextofseeking medical care for arthritis. fournalof Chronic Diseases. 26,689—
698.

Gergen, K.J. (1971). The Concept of Self. New York: Holt, Reinhart and Winston.

Gibbons, EX. (1990). The impact of focus of attention and affect on social
behaviour. In Crozier, R W. (Ed). Shyness and Embarrassment: Perspectivesfrom
social psychology. Cambridge: Cambridge University Press.

Gill, K.M., Keefe, EJ., Sampson, H.A., McCaskil, C.C. et 4l. (1988). Direct
observation of scratching behaviour in children with atopic dermatitis.
Behaviour Therapy. 19,213-227.

Goffman, E.(1959). The Presentation of Selfin Fveryday Life. New York: Doubleday-
Anchor Books.

Goftman, E. (1961). Asylums: Essays on the social situations of mental patients. New
York: Doubleday-Anchor Books.

Glass,D.C.(1977). Behaviour Patterns, Stress and Coronary Heart Disease. Hillsdale,
NJ: Elrbaum.

Goldbeck-Wood, S. (1996). PT'SD and childbirth. British Medical Fournal. 313,
7060-7074.

Grace, W]. and Graham, D.T. (1952). The relationship of specific attitudes and
emotions to certain bodily diseases. Psychosomatic Medicine. 29,52-71.

Greer, S. and Morris, T. (1975). Psychological attributes of women who develop
breast cancer: A controlled study. fournal of Psychosomatic Research. 19, 147—
153.

Grosarth-Maticek, R., Kanariz, D.T., Schmidt, P. ez a/. (1982a). Psychosomatic
processes in the development of cancerogenesis. Psychotherapy Psychosomatics.
38,284-302.

Grosarth-Maticek, R., Seigrist, J.and Vetter, H. (1982b). Interpersonal repression
asa predictor of cancer. Social Science and Medicine. 16,493-498.

Guyton, A.C. (1985). Anatonzy and Physiology. Philadelphia: Saunders.

Hamilton, S. (1996). In Woods, T. (Ed). Handbook of Clinical Psychology of Ageing.
Chichester: John Wiley.

Harré, R. (1990). In Crozier, R W. (Ed). Shyness and Embarrassment: Perspectives
from social psychology. Cambridge: Cambridge University Press.

Harter, S.(1983). Developmental perspectives on the self-system. In P.H. Mussen
(Ed.). Handbook of Child Psychology. 4th ed. New York: John Wiley.

Harter, S. (1985). Competence as a dimension of self-evaluation: Towards a
comprehensive model of self-worth. In Leahy, R.L. (Ed). The development of the
Self- Orlando, FL: Academic Press.

Harter, S. (1988a). The determinations and mediations of global self-worth in
children. In Eisenberg, N. (Ed). Contemporary Topicsin Developmental Psychology.
New York: Wiley-Interscience.

Harter, S.(1988b). Developmental processesin the construction of the self. In Yankey,
T.D. and Johnson, ].E. (Eds). Integrative Processes and Socialism: Early to middle
childhood. New York: John Wiley.

Hastrup, K. (1995).In Cohen, A.P. and Rapport, N. (Eds). Questions of Consciousness.
Routledge: London.

215



REFERENCES

Hastrup, S. (1993). Peer relations. In Mussen, P.H. (Ed) Handbook of Child
Psychology. 4th ed. New York: John Wiley.

Haynes, S., Feinleib, M. and Kannel (1980). The relationship of psychosocial
factors to coronary heart disease in the Framingham Study. I1I: Eight year
incidence of CHD. Amzerican Fournal of Epidemiology. 107,37-58.

Hayslip, B. and Panek, P.E. (1993). Adult Development and Ageing. New York:
HarperCollins.

Herbert, M. (1996). ABC of Bebavioural Methods. Leicester: BPS Books.

Higgins, E.'T. (1990) as cited in Crozier, R.-W. (Ed). Shyness and Embarrassment:
Perspectives from social psychology. Cambridge: Cambridge University Press.

Hilgard, E.R. and Hilgard, J.R. (1983). Hypnosis and the Relief of Pain. (rev. ed.)
Los Altos, CA: Kaufmann.

Hobson, R.P.(1993). Autism and the Development of the Mind. Hove: Erlbaum.

Horn, ].L. and Cattel, R.B. (1966). Refinement and test of the theory of fluid
and crystallised general intelligence. fournalof Educational Psychology. 57,253~
270.

Horn, J.L.. and Donaldson, G. (1976). On the myth of intellectual decline in
adulthood. American Psychologist. 31,701-709.

Horn, S. and Munafé, M. (1997). Pain: Theory research and intervention.
Buckingham: Open University Press.

Horowitz, M. (1975). Intensive and repetitive thoughtsafter experimental stress.
Archives of General Psychiatry. 32,1457-1463.

Howard, R.-W.(1987). Concepts and Schemata: Anintroduction. Cassell Education.

Hughes, J., Smith, T.-W. and Kosterlitz, H.W. (1975). Identification of two
related pentapeptides from the brain with opioid activity. Journal of
Gerontology. 40,268-274.

Hyland, M. and Donaldson, M. (1989). Psychological Care in Nursing Practice.
London: Scatari Press.

Ingram, R.E.(1970). Attentional specificity in depressive and generalised anxiety
states. Cognitive Therapy and Research. 14 (1).25-31.

Irwin, M., Daniels, M., Bloom, E. ez 4l. (1987). Life events, depression symptoms
and immune function. American Fournal of Psychiatry. 144,437-431.

Jacobsen, E. (1983). Progressive Relaxation. Urbana, IL: University of Chicago
Press.

James, A.(1995).In Cohen, A.P.and Rapport, N. (Eds). Questionsof Consciousness.
Routledge: London.

Janis, L.L. (1958). Psychological Stress: Psychoanalytic and behavioural studies of
surgical patients. London: Chapman.

Janis, L.L.and Mann, L. (1979). Decision Making. New York: Free Press.

Janz, N.K. and Becker, M.H. (1984). The health belief model: A decade later.
Health Education Quarterly. 11 (1), 1-47.

Johal, S. (1995). Quality of life: an evaluation alternative for genetic services.
Health Psychology Update. BPS Special Group in Health Psychology. Issue 20,
June.

Johnston, M. and Wallace, L. (1990). Stress and Medical Procedures. Oxford: Oxford
University Press.

Jones, E.E.and Pittman, T'S. (1982). Towardsa theory of strategicself-presentation.
In Suls, J. (Ed.). Psychological Perspectives on the Self- Hillsdale, NJ: Erlbaum.

216



REFERENCES

Joseph, S., Williams, R. and Yule, W. (1997). Understanding Post Traumatic Stress
Disorder: A psychosocialperspectiveon PTSD andtreatment. Chichester: John Wiley.

Kagan, C. (1987). Teaching interpersonal skills. In Muller, D. (Ed). Teaching
Psychological Skills to Nurses. Leicester: British Psychological Society.

Kagan,].(1982). The emergence of theself. fournalof Child Psychiatryand Psychology.
23,363-381.

Kahana, E.and Kahana, B.(1982). Environmental continuity, futurityandadaptation
of the aged. In Rowles, G. and Ohta, K. (Eds). Ageing and Milieu. New York:
AcademicPress.

Kahneman, D. and Tversky, A. (1982). On the study of statistical intuitions. In
Kahneman, D.,Slovic, P.and Tversky, A. 7udgementsunder Uncertainty: Heuristics
and biases. Cambridge: Cambridge University Press.

Kaplan, R.M., Sallis, J.E. and Patterson, T.L. (1993). Health and Human Bebavious:
New York: McGraw-Hill.

Karoly, P.(1985). Measurement Strategies in Health Psychology. New York: Wiley.

Keinen, G., Ben-Zur, H. and Carel, R.S. (1992). Looking for ‘FIDO’: Evaluating
research on expressed anger in the pathogenesis of coronary heart disease.
Psychology and Health. 7, 83-98.

Kelly, M.P. and May, D. (1982). Good and bad patients: A review of the literature
and theoretical critique. Journal of Advanced Nursing. 7,147-156.

Kendell-Tackett, K.A. and Kaufman-Kantor, G. (1993). Postpartum Depression: A
comprebensive approach for nurses. London: Sage.

Kermis, M. (1984). Psychology of Human Ageing: Theory research and practice. Barton:
Allyn and Bacon.

Kiecolt-Glaser, J.K.and Glaser, R.G. (1995). Psychoneuroimmunologyand health
consequences: Data and shared mechanisms. Psychosornatic Medicine. 57, 269—
274.

Kiecolt-Glaser, ] K., Garner, W.and Speicher, C.E. (1984). Psychosocial modifiers
of social stress in medical students. Psychosomatic Medicine. 46, 7-14.

Kimmel, D.C. (1990). Aduithood and Ageing. New York: HarperCollins.

Kobasa, S.C. (1979). Stressful life events, personality and health: An inquiry into
hardiness. 7ournal of Personality and Social Psychology. 37, 1-11.

Kraft, T. (1993). A case of chemotherapy phobia: An integrative approach.
Contemporary-Hypnosis. 10 (2),105-111.

Kubler-Ross, E. (1969). On Death and Dying. London: Tavistock.

Lachman, MLE. (1968). Locus of contol in ageing research. Psychology and Aging. 1,
34-40.

Lancaster, J.L. (1984). Aduit Psychiatric Nursing. New York: Medical Examination
Publishing Co.

Lau, R.R. and Hartman, K.A. (1983). Common sense representations of illness.
Health Psychology. 2,167-185.

Lazarus, A.A. (1971). Behaviour Therapy and Beyond. New York: McGraw-Hill.

Lazarus, R.S. (1983). The costs and benefits of denial. In Brenitz, S. (Ed.). Inn the
Denial of Stress. New York: International Press.

Lazarus, R.S. and Folkman, S. (1984). Stress, Appraisal and Coping. New York:
Springer.

Lecky, P. (1969). As cited in Staub, E. (1980). Personality: Basic concepts and current
research. Englewood Cliffs, NJ: Prentice Hall.

217



REFERENCES

Lerner, M.J. (1975). The justice motive in social behaviour. Fournal of Social Issues.
31,3:1-19.

Letemendia, M. (1985). An age old problem. Nursing Times. April, 24,30-32.

Leventhal, H., Benyamini, Y. and Brownlea, S. e /. (1997). In Petrie, K.J. and
Weinman, J.A. (Eds). Perception of Health and Illness. London: Harvard.

Levine, J., Warrenburg, S., Kerns, R., Delaney, R. ezal. (1987). Therole of denial in
recovery from CHD . Psychosomatic Medicine. 49 (2), 109-117.

Lewinsohn, .M. and Mischel, W. (1980). Social competence and depression: The
role of illusory self-perceptions. Fournalof Abnormal Psychology, 89 (2),203-212.

Lewis, M. and Brooks-Gunn, J. (1979). Social Cognition and Acquisition of Self- New
York: Plenum.

Ley, P.(1982). Satisfaction, compliance and communication. British Journalof Social
and Clinical Psychology. 21,241-254.

Ley, P.and Spelman, M.S.(1967). Communicationsinan out-patientsetting. British
Fournal of Social and Clinical Psychology. 4,114-116.

Luthe, W. and Schultz, J.H. (1969). Autogenic Therapy. New York: Grune and
Stratton.

McCrae, R.R. and Costa, PJ. Jr (1987). Validation of the five-factor model of
personality across instruments and observers. Fournal of Personality and Social
Psychology, 52, 81-90.

McKinnon, W,, Weisse, C.S. and Reynolds, C.P. (1989). Chronic stress, leukocyte
sub-populationsand humoral response tolatentviruses. Health Psychology. 8,389—
402.

Main, M. and Weston, D.R. (1982) Avoidance of the attachment figure in infancy.
InParkes, C.M.and Stevenson-Hinde, L. (Eds). The Placeof Attachment in Human
Bebaviour: London: Tavistock.

Marcia, J.E. (1980). Identity in adolescence. In Adelson, J. (Ed). Handbook of
Adolescent Psychology. New York: John Wiley.

Mark, J., Williams, G., Fraser, W., Watts, A. and Mathew, A. (1997). Cognitive
Psychology and Emotional Disorders. 2nd ed. Chichester: John Wiley.

Marks, .M. (1987). Fears, Phobias and Rituals. New York: Oxford University Press.

Marks, .M. (1997). Living with Fear: Understanding and coping with anxiety.
Maidenhead: McGraw Hill.

Markus, H.and Nurius, A. (1986). Possible selves. American Psychologist. 41 (9), 954—
969.

Markus, H.and Sentis, K. (1982). Thesselfin social information processing. In Suls,
J.(EA). Psychological Perspectives on the Self- Vol. 1. Hillsdale, NJ: Erlbaum.

Martin, G. and Pear, J. (1996). Behaviour Modification: What it is and how to do it. 5th
ed. New Jersey: Prentice Hall.

Maslow, A.H. (1970). Motivation and Personality 2nd ed.). New York: Harper and
Row.

Masters, J.C. and Smith, W.P. (1987). Social Comparison, Social Justice and Relative
Deprivation. Hillsdale, NJ: Erlbaum.

Mathews, K.A. and Haynes, S.G. (1986). Type A behaviour pattern and coronary
diseaserisk: Updateand critical evaluation. Amzerican Fournalof Epidentiology. 123,
923-960.

May, R. (1972). Power and Innocence: A search for the sources of violence. New York:
Norton.

218



REFERENCES

Mead, G.H. (1934). As cited in Staub, E. (1980). Personality: Basic concepts and
current research. Englewood Cliffs, NJ: Prentice Hall.

Mead, N., Bower, P. and Gask, L. (1997). Emotional problems in primary care:
Whatis the potential forincreasing the role of the nurse? Fournalof Advanced
Nursing. 26 879-890.

Meichenbuam, D. (1977) Cognitive Behaviour Modification. New York: Plenum.

Meichenbaum, D.and Turk, D.C. (1986). Facilitating Treatment Adherence. New
York: Plenum.

Melamed, B.G.and Siegel, L.J. (1985). Children’s reactions to medical stressors.
In'Tumas, A.H.and Maser, ].D. (Eds). Anxiety and Anxiety Disorders. Hillsdale,
NJ:Erlbaum.

Melzack,R.and Wall, P.D. (1965). Pain mechanisms: A new theory. Science. 150,
971-979.

Melzack, R.and Wall, P.D. (1982). The Challenge of Pain. New York: Basic Books.

Metalsky, G.I., Halberstadt, L.J. and Abramson, 1.Y. (1987). Vulnerability and
invulnerability to depressive mood reactions. Journalof Personality and Social
Psychology. 52,386-393.

Meyer, D., Leventhal, H. and Guttman, M. (1985). Common sense models of
illness. Health Psychology. 2,117-132.

Miller, N.E.(1941). The frustration-aggression hypothesis. Psychological Review.
48,337-340.

Mischel, W. (1973). Towards a cognitive social learning re-conceptualisation
of personality. Psychological Review. 80,272-283.

Montemayor, R. and Eisen, M. (1977). The development of self-conceptions
from childhood to adolescence. Developmental Psychology. 13,314-319.

Moos, R. (1982). Coping with acute health crises. In Millon, T., Green, C. and
Meagher, R. (Eds). (1982). Handbook of Clinical Health Psychology. New York:
Plenum.

Mowrer, O.H. (1947). On the dual nature of learning—a reinterpretation of
conditioningand problem solving. Harvard Educational Review. 17,102-148.

Nichols, K.A. (1985). Psychological care for nurses, paramedical and medical
staff: Essential developments for general hospitals. British Journal of Medical
Psychology. 58,241-248.

Niven, N. (1989). Health Psychology: An introduction for nurses and bealth
professionals. Edinburgh: Churchill Livingstone.

Nowakowski, R.S. (1987). Basic concepts of CNS development. Child
Development. 58, 568-595.

Parkes, C.M. (1972). Bereavement: Studies of griefin adult life. London: Tavistock.

Parkes, C.M. (1986). 3rd ed. Bereavement: Studies of grief in adult life. London:
Tavistock.

Parkes, C.M.and Weiss, R.S. (1983). Recovery from Bereavement. New York: Basic
Books.

Parsons, T. (1951). The Social System. Glencoe, IL: Free Press.

Pavlov,1.D.(1927). Conditioned Responses. New York: Oxford University Press.

Pelcovitz, C., Goldenberg, B. and Caplan, S. (1996). Post traumatic stress
disorder in mothers of paediatric cancer survivors. Psychosomatics. 37 (2),116—
126.

Piaget, J. (1954). The Construction of Reality in the Child. New York: Basic Books.

219



REFERENCES

Pitts, M. (1991). The experience of treatment. In Pitts, M. and Phillips, K. (Eds)
The Psychology of Health. London: Routledge.

Rahe, R.H. and Arthur, R.J. (1978). Life changes and illness studies. Fournal of
Human Stress. 4,3-15.

Redd, W.H. and Andrykowski, M.A. (1982). Behavioural interventionin cancer
treatment: Controlling aversive reactions to cancer therapy. fournal of
Consulting and Clinical Psychology. 43, 595-600.

Reed, G.M., Kemeny, M.E., Taylor, S.E. ez al. (1994). Realistic acceptance as a
predictor of decreased survival time in gay men with AIDS. Health Psychology.
13,299-307.

Reiter, S. and Bendov, D. (1996). The self-concept and quality of life of two
groups of learning disabled adults living at home and in groups. The British
Fournal of Developmental Disabilities. 43 (2), 7-135.

Rescorla, R.A.(1967). Pavlovian conditioning and its proper control procedures.
Psychological Review. 74, 71-80.

Rogers, C. (1951). Client Centred Therapy. Boston: Houghton Mifflin.

Rosenhan. D.L. and Seligman, E.P. (1995). Abnormal Psychology, 5th Ed. New
York: W.H.Norton.

Rosenthal, R. and Jacobson, L. (1968). Pygmalion in the Classroom: Teacher
expectation and pupil’s intellectual development. New York: Holt, Reinhartand
Winston.

Ross, L., Amabile, T.M. and Steinmetz, J.L. (1977). Social roles, social control
and biases in social perception. Journal of Personality and Social Psychology. 35,
485-494.

Rotter, J.B. (1966). Generalised expectancies for the internal versus external
control of reinforcement theory. Psychological Monographs. 90 (1), 1-28.

Royal College of Physicians and Psychiatrists (1995). The Psychological Care of
Medical Patients: Recognition of need and service provision. Report by Royal
College of Physicians and Psychiatrists, UK.

Ruble, D.N. (1987). The acquisition of self-knowledge: A self-socialisation
perspective. In Eisenberg, N. (ed.). Contemporary Topics in Developmental
Psychology. New York: Wiley-Interscience.

Russell, G.C. (1993). The role of denial in clinical practice. fournal of Advanced
Nursing, 18, 938-940.

Russell, G.C. (1996). An Investigation into the Nature of Self-consciousness.
Unpublished master’s thesis. University of Plymouth.

Russell, G.C. and Towler, M. (1990). An Investigation into Factors Causing Delay in
Help-seeking with a Community Mental Health Team. Unpublished research.
University of Plymouth.

Salter, M. (1988). Altered Body Image: The nurse’srole. Chichester: John Wiley.

Sarrafino, E.P.(1994). Health Psychology: Biopsychosocialinteractions. New York: John
Wiley.

Schaefer, C., Coyne, J.C. and Lazarus, R.S. (1981). The health related functions
of social support. Journal of Bebavioural Medicine. 4,381-486.

Schaie, K.W. (1990). In Birren, J.E. and Schaie, K.W. (Eds). Handbook of the
Psychology of Ageing. San Diego: Academic Press.

Schalock, R.L.,Keith, K.D.and Hoffman, K. (1990). Quality of Life Standardization
Manual, Hastings, NE: Mid-Nebraska Mental Retardation Services, Inc.

220



REFERENCES

Scheier, MLE. (1976). Self-awareness, self-consciousness and angry aggression.
Fournal of Personality. 44, 627-644.

Scheier, MLE. and Bridges, M.W. (1995). Person variables and health: Personality
dispositions and acute psychological states as shared determinants of disease.
Psychosomatic Medicine. 57,255-268.

Scheier, ML.F. and Carver, C.S. (1985). Optimism, coping and health: Assessment
andimplicationsof generalised outcome expectancies. Health Psychology. 4,219—
247.

Schlenker, B.R. and Leary, M.R. (1982). Social anxiety and self-presentation: A
conceptualisation and model. Psychological Bulletin. 92 (3), 641-669.

Schwartz, B. (1984). Psychology of Learning and Bebaviour. 2nd Ed. New York:
Norton.

Scott, L.E. and Glum, G.H. (1984). Coping style and brief treatments for post-
surgical pain. Pain. 20,279-291.

Scrambler, G. and Scrambler, A. (1984). The illness iceberg and aspects of
consulting behaviour. In Fitzpatrick, R.and Hinton, J. (Eds). The Experience of
Illness. London: Tavistock.

Seligman, M.E.P. (1971). Phobias and preparedness. Behaviour Therapy. 2,307—
320.

Seligman, M.E.P. (1975). Helplessness: On depression. San Francisco: Freeman.

Seltzer, A. and Hoffman, B.F. (1980). Drug compliance of the psychiatric patient.
Canadian Family Physician. 26,267-280.

Seyle, H. (1979). The Stressof Life. (Rev. Ed.). New York: Van Nostrand Reinhold.

Sheldon, W.H. (1954). Atlas of Man: A guide for somatotyping the adult male of all
ages. New York: Harper and Row.

Shontz, E.G.(1982). Coping withacute health crises. In Millon, T., Green, C.and
Meagher, R. (Eds). Handbook of Clinical Health Psychology. New York: Plenum.

Shultz, R., Bookwala,J., Knapp, J. ezal. (1994). Pessimism and mortality inyoung
and old cancer patients. As cited in Scheier, ML.F. and Carver, M.W. (1995).
Person variables and health. Psychosomatic Medicine. 57,255-268.

Silverman, I. (1964). Self-esteem and differential response to success and failure.
Fournal of Abnormal and Social Psychology. 69, 115-119.

Simmons, M. and Daw, P.(1994). Stress, Ancxiety and Depression: A practicalworkbook.
Bicester: Winslow Press.

Simmons, R.G., Blyth, D.A. and McKinney, K.L. (1983). The social and
psychological effects of puberty on white females. In Brooks-Gunn, J. and
Petersen, A.C. (Eds). Girls and Puberty: Biological and psychosocial perspectives.
New York: Plenum.

Simmons, R.G., Klein, S.D. and Thornton, K. (1973). The family member’s
decision to be akidney transplantdonor. fournalof Comparative Family Studies.
4,88-115.

Skynner, R. and Cleese, J. (1983). Families and How to Survive Them. London:
Methuen.

Smith, A. (1995). Measuring quality of life for people with learning disabilides: Isit
important, can it be done and who should do it? Health Psychology Update. BPS
Special Group in Health Psychology. Issue 19, March.

Smith, D.A. (1993). Stability of Two Quality of Life Measures and Influence of Results in
Adultswith Learning Disabilities. Unpublished MSc thesis. University of Leeds.

221



REFERENCES

Smith, TW. (1992). Hostility and health: Current status of a psychosomatic
hypothesis. Health Psychology. 11,139-150.

Snyder, M. (1974). Theself-monitoring of expressive behaviour. 7ournalof Personality
and Social Psychology. 30, 526-537.

Sroufe, L.A. (1989). Pathways to adaptation and maladaptation:
Psychopathology as developmental deviation. In Ciccehti, D. (Ed). The
Emergence of a Discipline. Vol 1. Hillsdale, NJ: Erlbaum.

Sroufe, L.A. and Fleeson, J. (1986). Attachment and the construction of
relationships. In Hartup, W.W. and Rubin, Z. (Eds). Relationships and
Development. Hillsdale, NJ: Erlbaum.

Staub, E. (1980). Personality: Basic concepts and currentresearch. Engelwood Cliffs,
NJ: Prentice Hall.

Steptoe, A.and Mathews, A. (1984). Health Care and Human Bebaviour. London:
Academic Press.

Sternberg, R.J. (1985). Beyond IQ: A triarchic theory of human intelligence.
Bebavioural and Brain Sciences. 7,269-287.

Stockwell, F. (1984). The Unpopular Patient. Beckenham: Crook-Helm.

Stone, G.C. (1979). Patient compliance and the role of the expert. Fournal of
Social Issues. 35,34-59.

Sullivan, H.S. (1953). The Interpersonal Theory of Psychiatry. New York: Horton.

Sulls, J. and Mullen, B. (1982). From the cradle to the grave: Comparison and
self-evaluation across the lifespan. In Sulls, J. (Ed). Psychological Perspectives
onthe Self. Vol. 1. Hillsdale, NJ: Erlbaum.

Szasz, T. (1975). The Age of Madness: History of involuntary mental bospitalisation.
London: Routledge and Kegan Paul.

Taylor, S.E. (1983). Adjustment to threatening events: A theory of cognitive
adaptation. American Psychologist, 38,1161-1173.

Taylor, S.E. and Brown, J.D. (1988). Illusion and well-being: A social
psychological perspective on mental health. Psychological Bulletin. 103 (2),
193-210.

Thorndike (1898). Animalintelligence: An experimental study of the associative
processesinanimals. Psychological Review (Monograph supplement). 8 (1) 16.

Trower, P, Gilbert, P.and Sherling, G. (1990). Social anxiety, evolution and self-
presentation. In Leitenbreg, H. (Ed). Handbook of Social and Evaluation
Anxiety. New York: Plenum.

Tuma, A.H.and Maser, ].D. (1985). Anxiety and Anxiety Disorders. Hillsdale, N]J:
Erlbaum.

Turk,D.C.and Fernandez, E. (1991). Pain: a cognitive-behavioural perspective.
In Watson, M. (Ed). Cancer Patient Care: Psychosocial treatment methods.
Cambridge: BPS Books.

Waterman, A.S. (1995). Identity in the context of adolescent psychology. New
Directions in Child Development. 30, 5-24,

Watson, D. and Friend, R. (1969). Measurement of social evaluative anxiety.
Fournal of Consulting and Clinical Psychology. 33 (4),448-457.

Watson, J.B. and Rayner, R. (1928). Conditioned emotional reactions. Fournal of
Experimental Psychology. 3, 1-14.

Watts, EN. (1979). Behavioural aspects of management of diabetes mellitis.
Bebavioural Research and Therapy. 18,171-189.

222



REFERENCES

Weiner, B. (1986). An Attribution Theory of Motivation and Emotion. New York:
Springer Verlag.

Weiss, R.S.(1972).Influence of psychological variables onstress-induced psychology.
In Porter, R. and Knight, J. (Eds). Physiology, Emotion and Psychosomatic lllness,
New York: American Elsevier.

Weiss, R.S. (1993). Lossand recovery. In Stroebe, M.S., Stroebe, W.and Hansson,
R.O.(Eds).A Handbook of Bereavement. Cambridge: Cambridge University Press.

Whiteman, M.C., Fowkes, R.G.R., Deary, 1.]. and Lee, A.J. (1997). Hostility,
cigarette smoking and alcohol consumption. Social Science and Medicine. 44 (8),
1089-1096.

Wilkinson, S.R.(1988). The Child’s World of Tilness: The development of health andillness
bebaviour. Cambridge: Cambridge University Press.

Williams, R.B.and Barefoot,].C. (1988). Coronary prone behaviour. The emerging
role of the hostility complex. In Houston, C.K. and Snyder, C.R. (Eds). Type A
Bebaviour Pattern, Research, Theory and Intervention. New York: Wiley.

Wills, T.A. (1982). Downward social comparison: Principles in social
psychology. Psychological Bulletin. 90,245-271.

Woltensberger, W. (1972). The Principle of Normalisation in Human Services.
Toronto: National Institute of Mental Retardation.

Woods, R.T. and Britton, P.G. (1985). Clinical Psychology with the Elderly.
Beckenham: Crook-Helm.

Woods, T. (1996). (Ed). Handbook of Clinical Psychology of Ageing. Chichester:
John Wiley.

Woolf, C.J. (1983). Evidence for a central component of post-injury
hypersensitivity. Nature. 306, 686-688.

Wortman, C.B.and Silver, R.C. (1989). The myths of coping with loss. Fournal
of Consulting and Clinical Psychology. 57 (3), 349-357.

Wright, B. (1985). Hostility in accidentand emergency departments. Nursing
Mirror: 161 (14),42-43.

Wright, B. (1986). Caring in Crisis: A handbook of intervention skills for nurses.
Edinburgh: Churchill Livingstone.

Wright, S.J. (1994). Health-related quality of life: A critical review of the
concept and its measurement. In Dauwalder, J.P. (Ed). Psychology and
Promotion of Health. Seattle: Hogrefe and Huber.

Wykes, T. (1994). Violence and Health Care Professionals. London: Chapman
Hall.

Yerkes, R.M. and Dodson, J.D. (1908). The relative strength of stimulus to
rapidity of habitformation. Journal of Comparative Neurology and Psychology.
57 (3),349-357.

Zaborowski, Z. and Oleszkiewicz, Z. (1988). For a wider study of the context
of self-consciousness. Polish Psychological Bulletin. 19 (1), 65-75.

Zola,K.I.(1973). Pathways to the doctor—from person to patient. Socia/ Science
and Medicine. 7,677-689.

Zola, K.I. (1981). Structural constraints on the doctor-patient relationship.
In Eisenberg, L. and Kleinman, M. (Eds). The Relevance of Social Science for
Medicine. New York: D.Reidel.

Zuckerman, M. (1979). Attribution of success and failure revisited. Journal of
Personality. 47,245-283.

223






Index

ABC of behaviour 184-6

abnormal griefreaction 97

acceptance 97,98, 101, 195

action: barriersto 112-13, 116, 196; cues
to 116,198

acupuncture 166

acute health crises 57-9

acute pain 162, 195

adaptation 101; diseases of 143, 199

adaptive tasks 188, 189

adolescence 19-20

affect 195

age/ageing: and cognitive ability 87-8, 91,
and coping 89-91; and
immunocompetence 146-7; and
perception of illness 113-14; and
personality 89, 91; and physical decline
91

aggression 18, 74-8,95,154,155-6,158;
emotional 75, 76-8; hostile 75

agoraphobia 62

agreeableness 15

AIDS (Acquired Immune Deficiency
Syndrome) 146, 195

Alzheimer’s disease 80

anger 5, 158; nature of 75-7; as reaction to
loss 94,95,97,98,99, 102; as reaction
to separation 25-6

anorexia nervosa 196

antecedents 196

antibodies 196

antigens 144, 196

anxiety 4, 5, 61-73; generalised anxiety
disorder 200; and pain 167; social 35—
6,38,207

appendectomy 196

attachment/attachment theory 22-7, 86,
96,196

attitudes: nature of 118-19, 134, 196;
normative 118, 119; subjective 208

attribution of blame 96—7; and patient
non-compliance 127, 134

attributional bias 127, 134

autism 29, 196

autogenic method 170

autonomic nervous system 196

averse reactions 67-9; and classical
conditioning 67-8

avoidance behaviour 26, 62,120

Bcells 144, 196

bargaining 97,98, 196

barriers toaction 112-13, 116, 196

behaviour: and belief systems 13-14; and
intention 117-19, 134; and personality
traits 14-16

behavioural theory 63

behavioural-cognitive therapy 1701

225




INDEX

beliefin a justworld 95-6, 196

belief systems 12, 13-14, 15; health 128—
30, 134-5

bereavement 94-102, 196

biofeedback 170

biological model of depression 86

blame, attribution 0of 96-7; and patient
non-compliance 127, 134

bodyimage 11-12,13

bonding: emotional 234, see also
attachment

bulimia 197

burnout 150, 197

Caesarean section 197

cannulas 197

causal neuralgia 163, 197

centiles 197

chemotherapy 67,197

children/childhood experiences 5;and
developmentofself21-32;and
perception of illness 113-14; and self
esteem 18

cholesterol 197

chronic conditions and compliance with
medical advice 126-7

chronic pain 162-3, 169-71

chronicsorrow 99, 197

classical conditioning 197; and averse
reactions in clinical practice 67-8; and
phobia acquisition 64-6; and post
traumatic stress disorder (PTSD) 69

clinical depression 80, 83,197

cognitive ability and age 87-8, 91

cognitive bias 14

cognitive development 28-9

cognitive self-awareness 22,27-31, 32,
197

cognitive therapy 84

cognitive-behavioural therapies 170-1

cold cognitions 120, 197

communication 130, 131-3, 135

comparison, social 29-30,42, 199

compartmentalisation 99,197

competitiveness 154

compliance and non-compliance with

health advice 125-35, 198

226

conditioning see classical conditioning

conflict theory 120, 198

confounding 198

conscientiousness 15

control see personal control

controlled study 198

coping, and age 89-91

coping mechanisms 55-6, 57, 58, 59

coping style 55-6,204

coronary heartdisease 1534, 155-6, 160

correlation 198

corticosteroids (stress hormones) 142,
143,147,148

cortisol 198

costs versus benefits 115-16, 129, 198

crisis theory 57-9

cuestoaction 116, 198

culture: and illness perception 113; and
perception of the world 6

death and dying 94-102; models of 97—
102

debridement 198

decision-making and stress 119-21, 124,
134

defence mechanisms 39-42, 44, 202

denial 39,41-2,110-11, 116, 120, 129,
198; and death and dying 97, 98, 100,
102

dependentvariables 198

depersonalisation 198

depression4, 5, 13,79-92,97, 98,99, 100;
biological model of 86; clinical 80, 83,
197; endogenous 80, 91,92, 199; faulty
thinking view of 84; and pain 167-8;
reactive 80, 91-2, 206; theories of 83—4

depressive set 200

desensitisation, systematic 67,208

despair 99, 100, 101

despair phase of separation 24,26

detachment phase of separation 25,26

diabetes mellitus 1267, 198

dialysis 199

diseases of adaptation 143,199

downward social comparison 42,199

DSM1IV 199



ecological validity 199

effect,law of 185,202

embarrassment 36,38,44, 112, 134,199

emotional base, developmentofin
childhood 22-7

emotional specificity, and general
adaptation syndrome 143

emotional suppression (Type C
behaviour) 156-7, 159,160, 172,199

emotions, dealing with other people’s 4-6

endocrine glands 199

endogenous depression 80,91, 92,199

endogenous opioids 166, 169

epilepsy 199

epinephrine 142, 143,148, 199

expectations and pain 168-9

external (situational) variables 199

extroversion 15

factor, asaterm 199

false-positives 117

fatalism 156,159, 160, 172,204

faulty thinking 150, 199-200

faulty thinking model of depression 84, 86

fear 94-5; of negative evaluation 200

flooding 67,200

frustration 75-6, 158

frustration-aggression hypothesis 75

functional analysis and hypothesis
formulation 1846, 192

fundamental attribution error 200

gate theory of pain 164-6, 172,200

gender and perception of illness 114

general adaptation syndrome (GAS) 142—
4

generalised anxiety disorder 200

global, asa term 200

grief5,101,200; abnormal griefreaction
97,195

guilt37-8,95,96-7,99,102

haemophilia 200

hardiness 56,200

health action process 117

health advice, compliance and non-
compliance with 125-35,198

INDEX

health belief model (HBM) 114-17, 124,
134

health beliefs 128-30, 134-5

health promotion campaigns 116

health protective behaviour 109-24, 134,
200

heart disease 153—4, 155-6, 160

help-seeking behaviour 110-14, 1234,
201

hostility and aggression (HO) 154, 155-6,
158,160,201

hot cognitions 120,201

hypertension 201

hypervigilance 111

hypnosis 170

hypochondriasis 111

hypothesis formulation 179-92

hypothesis testing 1834

illness: detection of symptoms of 110-12,
123,133—4; perception of symptoms of
112-14, 123-4

illness phobia 111

illness schemas 112,201

illusions 98-9

illusory self-perceptions 39,40-1,42, 43,
44,57,201

immunocompetence 201; and stress 144—
7

impatience 154

independent variables 201

information overload 130, 135,201

institutionalisation 122, 131,201

insulin 201

intellectualisation 201

intelligence: and age 87-8; crystallised 88;
fluid 88

intention and behaviour 117-19, 134

inter-personal, asa term 202

inter-personal skills 7

internal (person) variables 202

internal (self) standards 201-2

intra-personal, asa term 202

intuition 8

Jacobsen technique 170

227



INDEX

knowledge, organisation and
interpretation of 6-7, 8

Kubler-Ross model of death and dying
97-8,101

law of effect 185, 202

lay-referral system 112,116, 134,202

learned helplessness 26, 57, 69, 83-4,131,
158,202

learning disabilities and quality of life
122-3

learning theory 63, 64-5, 68, 69

lesions 202

life events 19; and depression 85; and the
self-system 17, 19, 20; and stress 523

life stages and the self-system 17, 19-20

lifetime prevalence 202

locus of control theory 129,202

longitudinal studies 155,202

loss: anticipated or actual 93-102, 196;
and depression 81, 86; stage models of
97-102

lumpectomy 202

mastectomy, radical 206

medical advice, compliance and non-
compliance with 125-35,198

mental defence mechanisms 39-42, 44,
202

meylinisation 202-3

misattribution 203

morbidity 156, 160,172,203

morphine 166,169,203

mortality 156, 160,172,203

motor skills 22

mourning 99,203

multi-factorial, asa term 203

multi-variate statistics 157,203

multiple selves 16

myocardial infarction 42,203

nausea, anticipatory 67,73

nephritis 203

neural pathways 203

neural plasticity 167

neuralgia 162,163,167,203; causal 163,
197

228

neuroticism 15

NK (natural killer) cells 144, 145,203
norepinephrine 142, 143,148,203
normalisation 122

normative population 203

novel events 203

numbness 98, 100

nystagmus 203

objective measures or views 203—4
oncology 204

openness 15

opioid system 166, 169
organic,asaterm 204

organic pain 162

organisational variables 133,204

pain 161-72; acute 162; chronic 162-3,
169-71; and expectations 168-9; gate
theory of 1646, 172, 200;
interpretation of 168-71; nature and
function of 162-4; organic 162;
pattern theory of 164, 204; perception
of 166-8, 172; psychogenic 162, 163—
4; specificity theory of 164, 207;
treatment of 169-71

pain behaviours 169, 170-1,204

pain fibres: large diameter 166, 202; small
diameter 165,207

painmemory 167

panic 62,120

Parkes’ model of bereavement 98-100

Parkinson’s disease 204

patient-practitioner relationship 131-2

pattern theory of pain 164,204

perception 67, 8, 13-14, 204

perioperative, as a term 204

personal control 56-7; and locus of
control theory 129,202;loss of 57,
168; and pain 168, 171; perceived 204;
sense of 129-30, 171, see alsolearned
helplessness

personality: and age 89, 91; changesin 19;
and disease 152-60, 172; ‘non-
compliant’ 127

personality traits 12, 13, 14-16, 208

pessimism 156, 159,160, 172,204



phagocytosis 145

phantom limb 163,167,204

phobias 62-7,68-9, 73, 204; extinction of
66-7; generalisation of 63—4; illness
111;social 62,207; specific 63—4

phylogenetic, as a term 204

physical decline and age 91

pining 98, 100

placebos 169

poliomyelitis 204

post traumatic stress disorder (PT'SD)
69-71,73,205

positive reinforcement 205

pre-conscious biases 41

pre-conscious thoughts 205

primacy-recency effect 132,205

primary appraisal 53,205

private self-consciousness (PVSC) 31,32,
205

projection 39

prospective studies 157,205

protection motivation theory 117

protest phase of separation 24, 26

psychodynamic conflict 153,205

psychogenic events 205

psychogenic pain 162, 163-4

psychological constructs 205

psychological events 205

psychosis 205

public self-consciousness (PUBSC) 31,
32,205-6

quality of life 121-3; and learning
disabilities 1223

radical mastectomy 206

reactive depression 206

reality testing 99

reasoned action, theory of (TRA) 117-19,
124,134

recovery stage of bereavement 99-100,
101,206

reflective practice 7, 8, 181, 188

relationships, patient-practitioner 131-2

relative deprivation theory 122

relaxation therapy 170, 171

reshaping behaviour 170-1

INDEX

resilience 56,206
retrospective studies 206
role expectations 16

role modelling 189-90, 191
rumination 206

sadness 5,95,96, 102

schizophrenia 206

secondary appraisal 53,206

secondary gains 131,206

self: development of in childhood 21-30,
31-2;ideal and actual 17-18,43,201;
protecting the 38-43, 44

self-awareness 3-9; cognitive 22,27-31,
32,197;individuals’ differences in 30—
1;sensory 27,207; and stress 148-51

self-concept 11, 206, see also self-system

self-consciousness 345, 38, 44, 206;
public and private 31,32,205-6

self-efficacy 56,159,206

self-esteem 12,13, 17-19, 20, 206; and
aggression 76, 78; and self-focused
attention 43

self-evaluative emotions 34-8, 44

self-focused attention 43, 167-8, 206

self-handicapping 42,207

self-monitoring 207

self-other comparisons 29-30, 42

self-schemas 16, 20, 207

self-serving bias 42,207

self-system 10-20; stability of 19-20

sensory awareness 27,207

separation, children’sreactions to 24-7

shame 36-7, 38,44, 207

sickrole 130-1, 135,163, 169,207

significant others 207

social anxiety 35-6, 38,207

social cognition 28-9, 32

social comparison, downward 42,199

social comparison theory 29-30

social facilitation effects 118

social group and self-development 22, 29—
30

social learning theory 56, 63, 64-5, 68, 69,
207

social referencing 207

socialrole 16

229



INDEX

social support: buffering hypothesis 55;
directeffectmodel 55; as mediator of
stress 54-5

somatic, asa term 207

sorrow, chronic 99, 197

specificity theory of pain 164,207

statistics, multi-variate 157,203

stigma 112-13,116, 134

stress 52-60,62,71-2,73,208; and
aggression 77-8; causes of 54; and
health decisions 119-21, 124, 134; and
immunocompetence 144-7; psycho-
physiological reactions to 141-51,
172; and self-awareness 148-51;
transactional view of 52, 53, see also
post traumatic stress disorder (PT'SD)

stress hormones (corticosteroids) 142,
143,147,148

subjective measures or views 208

sublimation 39,77

substantia gelatinosa 165,172

surgical resection 208

symptoms: detection of 110-12,123,
133-4; perception of 112-14,123-4

systematic desensitisation 67,208

T cells 144, 145,165,208

third factor variables 146-7, 172,208

threatappraisal 53—4; primary 53,205;
secondary 53,206

traits, personality 12,13, 14-16, 208

230

transactional view of stress 52, 53

treatment regimes, complexity of 126

treatment variables 1301

Type A behaviour 172, 208; and coronary
heartdisease 153-4,155-6, 160 Type
B behaviour 154-5 Type C behaviour
(emotional suppression) 156-7,159,
160,172,199

understanding 6-7, 8
user-friendly systems 133, 135

variables 208; external (situational) 199,
independent 201; internal (person)
202; organisational 133, 204; third
factor 146-7,172,208; treatment 130—
1

venipuncture 67, 208

vicarious reinforcement 68, 208

vulnerability, perceived 111, 115,129,
204

well behaviours 131, 135
white blood cells see T cells
worry work 99

yearning 98, 100
Yerkes-Dodson Law 72,120



	Book Cover
	Title
	Contents
	List of illustrations
	Preface
	Acknowledgements
	How to use this book
	UNDERSTANDING OURSELVES AND OTHERS
	Self-awareness and reflective practice
	The self-system
	The development of the self in childhood
	Evaluating and protecting the self
	REACTIONS TO CHANGE, CHALLENGING EVENTS AND LOSS
	Stress, appraisal and coping
	Anxiety in clinical practice
	Anger and aggression in clinical practice
	Depression in clinical practice
	Dying, bereavement and loss
	PROMOTING AND MAINTAINING HEALTH
	Health protective behaviour
	Compliance and non-compliance with medical advice
	PSYCHO-PHYSIOLOGY: THE RELATIONSHIP BETWEEN MIND AND BODY
	Psycho-physiological reactions to acute and chronic stress
	Personality type and disease
	Psychological perspectives on pain
	APPLYING PSYCHOLOGICAL KNOWLEDGE IN CLINICAL PRACTICE
	Building and applying a psychological framework in clinical practice
	Glossary
	References
	Index

