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Topic 1: Course Overview

· The concept of social psychology was introduced, and also the notion of "construal".  Construal is relevant to almost all of social psychology, and it is defined as the way in which people "perceive, comprehend, and interpret the social world"
· The topics explored within construal included:
· The way that systematic biases can affect the way we construe things
· The underlying reasons for these biases
· Real-life examples of what construal could affect
 

Topic 2: Schemas, Heuristics, Context

· Here we continued on from Topic 1 by looking at some of the major theoretical constructs in social psychology: schemas, heuristics, and context
· Schemas are conceptual mental structures which people use to organize their knowledge about the social world
· We discussed two functions of schemas
· We also discussed a simple example of a schema
· Heuristics: these are mental shortcuts that we use in order to efficiently deal with the excessive amount of information around us
· We talked about general strategies of heuristics
· We talked about one major category of heuristics ("judgment heuristics", i.e. heuristics used for making judgments about things) and gave 3 examples of heuristics in this category
· We talked about when heuristics are used
· We also talked about biases, which are underlying cognitive tendencies that drive our heuristics: there are 3 main kinds of biases which we discussed
· Social context: this is, in a way, the opposite of heuristics because it is the study of how the manner in which information is presented to us (or the circumstances surrounding the presentation) can affect our interpretation of the information (as opposed to heuristics, where WE are choosing to interpret the information in a certain manner)
· There are 4 factors in social context that can affect us: reference points, priming, framing, and quantity/order of information
· We also looked at an extended example of how pharmaceutical companies take advantage of heuristics and social context to make their advertising messages effective
 

Topic 3: Impression Formation, Attribution, Social Comparison

· This was also a "grab-bag" lecture as the topics included the social psychology of health and disease, and impression formation
· In studying the social psychology of health and disease, we were basically examining an application of social psychology principles discussed in the past two lectures:
· The various ways that the definition of health and disease are CONSTRUED
· The role that CONSTRUAL has to play in differentiating between the concepts of disease and illness
· A SCHEMA for illness: when people think about illness, they see it as being composed of particular factors
· CONSTRUING illness: the difference between the lay public and health care providers, and also the role of labels
· Not related to previous principles, but: Leventhal's self-regulatory model of illness behavior, which is essentially a rough model used to characterize the way that people deal with illness
· Then we looked at impression formation, which is basically the process of forming an impression of someone else.  Here we discussed the various things that go into impression formation:
· The role of non-verbal cues, and ESPECIALLY facial expressions in forming an impression
· Implicit personality theory, which is (in a way) a heuristic we use to come to several conclusions (i.e. an overall IMPRESSION) about a person which are only based on one actual observed characteristic
· Positive and negative biases, which are (again) heuristic-type deals where we take in some information then we form an impression based on it
· Attributions, which again are heuristics that we use to come to conclusions about the CAUSE of someone's behavior (a big part of an impression)
· This study included attributional principles -- the underlying mechanistic things that affect the attributions we make
· And also 3 models of attribution, i.e. ways in which we arrive at a conclusion of the cause behind someone's behavior
 

Topic 4: Self-concept, Dissonance, and Optimistic Bias

· In this lecture we returned to discussing a varied and disparate collection of social psychology concepts.  They were self-concept, cognitive dissonance, and optimistic bias
· Self-concept is our impression of ourselves -- what we know about who we are…and we studied the following (major) elements of this:
· The functions of a self-concept
· The ways of gaining and maintaining a self-concept: how do each of them work, when would we do which method, etc.
· The definition and fallacies of self-esteem, which (in a way) is a "valued" version of self-concept: we look at what we know about ourselves and we judge it as good or bad
· In studying dissonance (a state where one or more cognitive elements [i.e. attitude, belief, value] are in conflict with each other), we looked at:
· How dissonance comes about
· Ways to reduce dissonance
· Lastly, we looked at optimistic bias, which is the idea that we think about certain things in our world through an optimistic lens:
· We talked about the kinds of things we can be optimistically biased about
· Optimistic biases applied: who gets them, what the results are
· The conditions under which optimistic biases are likely to occur
· The conditions when optimistic biases will be the greatest
· The hypothesized reasons WHY optimistic biases occur at all
 

Topic 5: Values and Attitude Formation

· Again here we studied basic (i.e. non-applied) social psychology concepts, but this time they were not disparate: attitudes and values are intertwined closely: for example, at the beginning of class we used the debate on the Canadian health care system to demonstrate how values drive attitudes
· First we talked about values, which are stable, global, and abstract principles of what is important to a person, organization, country, etc.
· We discussed the two types of values: instrumental and terminal
· Also value pluralism and the ways to correct it
· The types of values which NATIONS can be defined as
· Then we talked about attitudes, which are based on values: a learned, enduring, and affective evaluation of an object, person, entity, or idea that exerts a direct impact on social behavior
· We discussed the functional relationships between values, attitudes, and beliefs
· We discussed the 4 models of attitudes
· We talked about the functions which an attitude can have
 

Topic 6: Value Expectancy Models of Behavior

· This lecture was very well-themed, as all the material related to value expectancy models of behavior: that is, what are the different theories that explain behavior based on our expectations of the behavior's outcome, and the VALUE we assign to those expectations?
· So we talked about the Health Belief Model:
· Its history
· Its key concepts and their relative importances
· A flow chart showing how the concepts were related
· Some of the practical things we could do in applying the HBM in a real-life intervention
· Also we talked about the Theory of Reasoned Action:
· Its history
· Its key concepts and their relative importances
· A flow chart showing how the concepts were related
· Lastly, we talked about the Theory of Planned Behavior:
· We discussed how it was an extension of the TRA, and so we discussed how it extended the TRA
· We also discussed the advantages of the TRA and TPB vs. each other and also vs. other models
 

Topic 7: SCT - Importance of Expectations and Efficacy

· This lecture was also very thematical, with all discussions focusing on Bandura's Social Cognitive Theory.
· We talked about its history
· And also delved into some of its major elements, including:
· Reciprocal triadic determinism
· Environment vs. situation
· Expectations vs. expectancies
· And lastly, other things crucial to the SCT were briefly discussed
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Topic 1: Overview

 

Defining Social Psychology

· Give and reflect on the definition of social psychology.
· Gordon Allport says that it is "an attempt to understand and explain how the thoughts, feelings and behaviors of individuals are influenced by the actual, imagined or implied presence of others"
· Thus we see that the notion of influence is the central construct of social psychology -- how are we influenced?
· Sometimes the influence is EXPLICIT: advertisers, telemarketers, (intentional) peer pressure
· Other times, influence can be conveyed unintentionally and passively
· i.e. Merely someone's presence
· Or an unfamiliar environment causing people to want to sit on the edges of the classroom
· Another important thing to study is what happens in our heads when influences come into conflict with each other -- who will win, and under what circumstances?  Understanding this can help us design good interventions...
· What is construal?  Explain how it is relevant to social psychology.
· Construal is the way in which people perceive, comprehend, and interpret the social world
· As people do this, they are subject to a series of biases and errors that occur -- and if we know what these are, we can predict what people will do, all other things being equal
· It is important to social psychology because people's perceptions are what they THINK is going on around them, and thus it is these things which will affect their behavior (reality is irrelevant)
· What is an example of one of the biases/errors which were discussed in the previous question?  Define and explain it.
· The error in question here is the FUNDAMENTAL ATTRIBUTION ERROR: the tendency to overestimate the extent to which people’s behavior is due to internal dispositional factors and to underestimate the role of situational factors
· What this means is that often people think that someone's behavior is more reflective of THAT PERSON rather than THAT PERSON'S ENVIRONMENT
· In effect, we are oversimplifying a complex situation and trying to place blame on a single component of a given situation
· It should be noted that people are prone to make the FAE because it gives them a feeling of false security -- we don't want to think that we are vulnerable to our environments because this is something we can't easily control
· i.e. We want to think that stuff like the Jonestown Massacre could never happen to us because we are "better"
 

Famous Experiments in Social Psychology

· What are two famous experiments which demonstrate key principles of social psychology?
· Ross and Samuel experiment: the cooperative/Wall Street game
· Asch's experiment: the differently sized lines
· Discuss the Ross and Samuel experiment, and explain the results and their implications.
· Idea of the experiment:
· The idea of the experiment was that they had a group of people come in who were classified by their peers as either competitive or cooperative in nature
· Then they had these people play a game where they could choose to be either competitive or cooperative…however, they varied the NAME of the game: either "community game" or "Wall Street game"
· They measured the competitiveness or cooperativeness of the people depending on what the game was and what their peers thought their personality was like
· Results:
· There was BARELY a variation based on what their "personality" was like
· However, there was a LARGE variation based on what they thought the game was
· Implications:
· We see that it is not only one's innate "traits" that determine what their behavior will be -- it is also important to consider outward factors such as the name of the game
· Discuss the Asch experiment, and explain the results and their implications.
· Idea of the experiment:
· 10 subjects are brought into a room and shown a pair of cards - one with a single 8 inch line and one with three lines of varying lengths (e.g., 6”, 7”, 8”)
· Subjects asked to indicate aloud which of the three lines on card B is equal in length to card A.
· the procedure is repeated for a dozen or so pairs of cards
· All but one member of the group are experimental stooges - stooges give correct answer for a few trials, then purposely begin selecting the wrong answer
· Subjects always gave their answers after all stooges had expressed their judgments
· Results:
· 5% of control subjects gave an incorrect answer 
· When all stooges made the wrong choice, the subject also provided an incorrect choice 76% of the time
· The greater the number of stooges that gave an incorrect response, the greater the likelihood the subject also responded incorrectly
· Implications:
· Again we see that environmental factors are so powerful that it prevents the subject from submitting an obvious answer
 

Construal in Theory and Application

· What are the underlying mechanisms that affect the way we construe something?  How do they interact?
· Various motives underlie our thoughts and behaviors.  Significant factors include:
· The need to feel good about ourselves
· The need to be as accurate as possible
· The need to perceive control over situations
· The need to feel valued
· These motivations can interact additively or negatively: that is, sometimes they are in conflict with each other and we can observe which situations lead to certain motivations winning, and which do not
· What are some examples of real-life HEALTH-related things which are affected by construal?
· Whether they display help seeking behaviour (going to physician) 
· The manifestation of symptoms (e.g., pain)
· The adoption of health or illness-related behaviours (e.g., physical activity, child abuse)
· The ability to cope with adversity
· The decision to help or support others in need (reporting of spousal abuse; help a crash victim; support a friend with cancer)
· How to design marketing campaigns & educational materials
· Take pain for example.  What did Ron Melzak say about how construal could affect the way that pain is experienced?
· He documented how some people moan and complain profusely after they get a paper cut, but then there are people who have limbs blown off but don't say anything - they don't let on that they are experiencing any pain
· In a bizarre ritual in some parts of the world, people hang themselves up by hooks in the flesh of their back…and people who do that get greater status in their community
· The degree to which they believe their stature will rise is related to the expression of their pain
· And also it depends on who else is present and what their status is in society
· So the point is that pain is not just physical (or is it just the expression of pain?) but is it based on the environment as well
· In general for pain, things which can have an effect are the nature of the accidents, the conditions under which the pain occurs…where people come from…who else is there…etc.
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Topic 2: Schemas, Heuristics, Context

 

Social Cognition

· What is social cognition?  And what are some characteristics of it?
· Social cognition describes the way that people make sense of other people, the world, and themselves -- or in other words, what people think about their social world
· Social cognition assumes that social interaction predominately lies in the perceived rather than real world
· This means that our social behavior is mediated by what we believe to be true, rather than what is objectively true -- this is an important point that underlies all of social psychology
· Thus we can FURTHER say that social cognition assumes that our behavior is not always rational - the reason for this is that we have to make dozens of decisions every day in our lives
· As a result, things can be overwhelming and since we don't have time to analyze everything, we take certain mental shortcuts (which are not always accurate)
· i.e. Stereotypes, biases, etc.
· Why is it a good idea to study social cognition?
· This is related to the "mental shortcuts" we just discussed: if we can make ourselves aware of the strategies we use, we can help to reduce negative biases or stereotypes and improve our decision
making and the decision making of others (e.g., health behaviors)

· What are some of the different constructs we use in social cognition?
· Shortcuts: schemas, cognitive shortcuts (including judgmental heuristics)
· Biases: fundamental attribution error, actor-observer bias, self-serving bias
 

Schema

· What is a schema?  Describe its characteristics.
· It is a CONCEPTUAL mental structure which people use to organize their knowledge about the social world around themes or subjects
· NOTE THAT: this is not the way the brain actually structures information on a neuronal level (it is more complex than this), but it helps us to understand how we organize our thinking
· Schemas affect what information we notice, think about, and remember
· Schema enable us to process information swiftly and efficiently
· One way they do this is by filling in gaps in information so we don't have to actually notice everything about an environment - we can just notice the important/unique stuff and use our brains to fill in the details because we know from experience what they should be
· Also, another implications is that schemas act like a filter: it affects the information we notice…what we think about (first)…what we recall about certain events…etc.
· What is one (simple) example of a schema?  Discuss it.
· The simplest kind of schema is a prototype -- a mental image or representation of some construct
· i.e. So if we heard the word "dog", we all get a certain image in our minds: 4 legs, furry, sharp teeth, tail, etc.
· Notably, the DISPOSITION may be imagined differently by each of us, based on what our experiences are like with dogs -- and this is an example of how personal biases can affect the way we portray things in our minds
 

Cognitive Shortcuts/Heuristics

· Alright, let's talk about cognitive shortcuts in general.  Why do we use them?  What (broadly) are some of their strategies?  What are the drawbacks of using shortcuts?
· We use shortcuts to deal with the abundance of information we have in our lives: we conserve "cognitive energy" by not focusing on stuff that is not important
· The broad strategies used by shortcuts include:
· Simplifying complex problems by ignoring certain information and focusing on other things that we believe are important
· Overusing information that is readily available instead of searching for more information, even though that additional information could help us make an accurate judgment/decision
· i.e. Making judgments about a person based on how they look
· The drawback is that shortcuts can lead to errors and biases in judgment (including judgments about health)
· Now let's talk in more detail about the shortcuts.  Describe a mental shortcut in general, then describe the 3 kinds.  What is the general name we use for these 3 types?
· We say that they are JUDGMENT HEURISTICS, and that they are mental shortcuts - a simple rule, strategy, or approximation for solving problems
· Although they may frequently provide accurate conclusions, they are not ALWAYS correct because they are based on generalities
· There are 3 kinds…
· Representative heuristic: this is a way of making decisions based on how similar one object is to another -- that is, we use information about a first object to make inferences about a second object
· Examples:
· Firstly, we know that high quality products are usually expensive -- and so a representative heuristic would be assuming that given 2 bottles of wine with no information besides the price, the one which is more expensive would be assumed as better
· Secondly, the representative heuristic is also the reason why FIRST IMPRESSIONS OF PEOPLE ARE SO IMPORTANT -- and why it is difficult to change attitudes towards other people
· Lastly, judgments also made about those who smoke using representative heuristics: health care providers make judgments about the legitimacy of someone's complaints based on their gender/race
· Availability: this is when we make judgments based on how easy it is for us to bring a specific example to mind
· Examples: 
· Estimates on the number of violent crimes committed each year depends on how much prime time television the subject watches.  Those who watch more TV see more violence and tend to overestimate the amount of violent crime that occurs
· Also, children overestimate the # of their peers who smoke…mostly b/c the most visible classmates are those who smoke
· Also people are less willing to quit if they keep the company of those who smoke because they are around a lot of people who say they have tried but found difficulty
· Attitudinal: this is when a person’s attitudes are used to assign objects to a favorable or unfavorable class -- that is, we use our attitudes to help us make sense of our world
· Example:
· Someone's attitudes may be used to assign someone on welfare to a class/category that shapes our judgment of them -- so if we have the impression that people on welfare are a burden to society, our judgment of them will be influenced differently than if we thought that welfare is a sign of a vibrant and civil society
· Also, what kind of a student do you think Stephen Harper was?  Your answer will be shaped by what you think of him as a PM
· When are heuristics used?
· When we don’t have time to think carefully about an issue
· When we don’t WANT to think about an issue
· When we are overloaded with information and we can’t process it all
· When the issue at stake is NOT very important
· When we have little of no information to use in making a decision
· Alright, so also we have to realize that BIASES can occur as a RESULT of heuristics.  What are some of the biases which can result?
· FAE: talked about this before (review old notes) -- the idea that too much credit/blame is placed on an individual, and not enough on his/her environment
· This is important -- we see many problems due to social/environmental factors like income distribution, education, environmental toxins…whereas other areas of health/health care due to individual factors like lifestyles, personality traits, etc. -- so there is that TENSION
· Actor-observer bias: this is the tendency for actors to attribute their actions to situations, whereas observers attribute the SAME actions to personality/disposition
· i.e. Students more likely to suggest that someone else did poorly on a test b/c of lack of ability, but explain their own performance as a result of environmental/situational factors i.e. "The room was hot"
· Self-serving biases: perceive oneself as being more central to events than is actually the case
· Notably, these things can be self-serving either positively or negatively -- that is, you can believe you were wrongly responsible for a GOOD thing -- or for a BAD thing
 

Context and Decisions

· Alright, so now let's talk about context.  What are some of the ways in which the social context of a situation can affect the way we approach it?
· Reference points: the people/things with whom we are comparing the subject at hand
· Priming: events which occur just before we make a decision 
· Framing: the way a problem or situation is presented
· The quantity of information we are given and how it is ordered
· What are reference points?  Give examples of how they can be used.
· The idea with reference points is that an object or person can appear to be better or worse than it is/they are, depending on the quality of objects/persons it is/they are compared to
· The idea is that we can have "decoys", which exert influence over our decisions through contrast effects (the notion that we CONTRAST the thing we are presenting with the decoy, which is GREATLY DIFFERENT from it in some way)
· Examples:
· Famous trick of realtors: they go and show a really crappy house…then show something that is much more expensive…b/c they know that showing the crappy house first will influence your decisions such that you spend more money
· Also used in politics: recall when Dan Quayle couldn't spell or pronounce certain words…what they did to make George Bush look better is they would put Dan Quayle FIRST on the ticket but then his name is next
· A study was conducted on college students to rate the attractiveness of certain blind dates before and after watching Charlie's Angels
· The burger experiment, where 2 groups had the same 2 choices of burger, but the second group had one additional choice of a burger type that was quite bad
· Due to the contrast effect which this 3rd burger had, the choices made by the two groups were very different
· What is the concept of priming?  Give an example.
· Priming is based on the notion that ideas that have been more recently encountered or frequently activated are more likely to come to mind when faced with a situation where they are relevant
· Example:
· We are more likely to focus on deficiencies in the health care as an explanation of why we have to wait in the waiting room at the hospital if we have just watched a TV report about the weaknesses of the HCS
· What is framing?  Give examples.
· It is the idea that a problem or decision can be presented (i.e., framed) as a potential loss or a potential gain -- and this will influence the way that we organize social information, interpret, and make decisions
· They KEY is that people dislike loss and seek to avoid them, even if it means not gaining something else (this is known as Prospect theory – developed by Kahnmanand Teverskyat UBC –won a Nobel prize in economics)
· Examples:
· For breast exams: there were 3 different pamphlets for breast self-exams amongst women
· First explained the need and gave instructions on how to do it
· Second had the same stuff as first but gave REASONS for why it was a good idea
· Third was the same as first and also explained the NEGATIVE consequences of NOT doing breast self-exams
· And the result was that those who got the 3rd pamphlet were WAY MORE likely to do the BSE
· Also, they did an experiment where they gave different groups of people two choices, and saw which one they picked
· Frame 1:
· If Program A is adopted, 200 people will be saved
· If Program B is adopted there is a one-third chance that 600 people will be saved and a two-thirds chance that no people will be saved
· Frame 2:
· If Program A is adopted, 400 people will die
· If Program B is adopted, there is a one-third chance that nobody will die and a two-thirds chance that 600 people will die
· And they say that people picked Program A in Frame 1, and Program B in Frame 2 -- because they don't like thinking about loss!  (Note that Programs A and B are essentially the same)
· Describe an experiment which demonstrated that one's response to framing techniques was affected by his readiness to change (think the transtheoretical model of change).
· Design/description:
· 100 adult smokers from Kitchener-Waterloo viewed one ad that emphasized what a person might gain by quitting smoking and one ad that emphasized what you might lose if you continue to smoke 
· All ads were in black and white and the same size.  Ads were shown in random order.
· "Loss ad" emphasized things which would be lost i.e. opportunity see grandchildren
· "Gain ad" emphasized things which could be gained i.e. better quality of life
· Ads shown for 3 seconds, participants make initial ratings and impressions after each ad, including likelihood they would read ad in detail  
· Each ad examined in detail before additional providing additional ratings  
· Likelihood it would motivate them to quit
· Likelihood it would motivate them to call the smokers’ Helpline, believability, comprehension, etc.
· Rank ordered ads re preference
· Results:
· Persons who weren’t ready to quit smoking rated gain frame higher with respect to confidence to quit, motivation to quit, motivation to call helpline
· Persons more motivated to quit rated loss frame messages as higher with respect to confidence to quit, motivation to quit, motivation to call helpline
· There was an “interaction” between message frame and readiness to quit smoking
· Explain what the significance is of ordering things, in social psychology.  Give an example.
· For objects, information that is presented first (primacy effect) or last (recency effect) is most likely to be recalled
· For people, the information we learn first is more influential (moreso than the last) in our subsequent judgments about that person
· There are 2 mechanisms by which the primary/recency effects are postulated to work
· 2 explanations for this:
· Attention decrement explanation: later information receives less attention b/c observers become tired and lose attention
· Interpretative set explanation: the first items serve to create an initial impression that is used to interpret subsequent information
· Example:
· A study by Jones asked research participants to observe other people writing a test
· Some people started out "hot", getting a lot of questions correct
· But others started "cold" and finished strong
· Both groups had 15/30 questions correct in total
· People who started out hot were regarded as being more intelligent even though both groups answered the same # of questions correctly
· Explain what the "dilution effect" is.  Give an example.
· It is the idea that although having more information can sometimes be more helpful in making a 
decision, being given neutral or irrelevant information dilutes our ability to use the pertinent information (known as the dilution effect)

· The dilution effect has practical value for a person interested in managing impressions…marketers know that if something has a negative thing, adding more irrelevant information can dilute the effect of that
· Example:
· Subjects were presented with information contained in a class demonstration…overall, subjects indicated that they thought a subject would have a higher GPA when they had LESS information because much of the information that was given about the person was irrelevant to the judgment they were asked to make
· Discuss briefly some ways in which pharmaceutical companies use these principles in marketing their products.
· (Referring to a study which demonstrated the same benefit using different kinds of numbers): 80% of people say they would be most likely to use the drug if research demonstrated A –it would lower 
your chance of a heart attack by 33%.

· Hence, promotional materials for drugs emphasize relative effects rather than absolute effects because 
they don’t take the time to ask what denominator was used in the calculation. They just assume that 33% is a large enough amount to warrant use of a drug.  This is an example of a judgmental heuristic. 

· Close inspection of all statements shows they convey exactly the same information, but in different ways. If your risk of a heart attack is 3% to begin with and its cut to 2% then this is a 33% reduction.  A reduction from 3% to 2% is the same thing as saying that 1 additional person in 100 will benefit from the 
drug. 

· Promotional materials use priming and availability heuristics by starting with statements about how serious heart disease is, how all types of people are vulnerable, and that with treatment it can be prevented.   Because heart disease is so prevalent (most of us know someone close to use who has heart disease or has died from it), these statements also make use of availability heuristics.
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Topic 3: Impression form, attribution, social comparison

 

Concepts of Health, Illness, and Disease

· Explain how (naïve) people define health.  What are the implications of this definition?
· Sometimes people think that they are healthy (normal state) until an EXTERNAL stimulus somehow invades their body to stop normal functioning
· At this point we try to address the problem:
· Sometimes the body's own defenses and regenerative processes can often repair what damage has been done
· Other times we need to call on HCP to provide training the intervene
· If the damage is repaired, the person is regarded to be healthy once again…but if not the person can die or get lower QOL
· However, this model is probably too simplistic because it implies that the same stimuli ought to cause the same injury in each person -- and the same treatment is necessary and equally effective with each person
· We know that this is not true, and surely other factors
· Alright, you know what the WHO definition of health is.  How closely does this match up with the mindsets of ordinary people?  What is good about this?
· There is actually a LOT of empirical support that the WHO definition is closely related to people's individual notion of it:
· We see that when people rate their health from poor to excellent, this question correlates very highly with OBJECTIVE health indicators such as use of health services; clinical judgment of physicians
· Also, various studies reveal people consider health to include physical, mental/psychological, and social elements: Baumann asked clinical patients what they thought good health meant, and all these elements were included in the answers
· The good thing about this is that we now be confident in subjective self-evaluation as a dependable indicator of someone's health
· Alright, so now we know that everyone is generally cool with the idea that health is a multi-dimensional construct.  What are the implications of this?
· When we assess things, we have to account for this:
· Attempts to assess efficacy treatments must assess physical, psychological and social criteria
· Assessment of quality of care should measure impact on physical,  psychological and social functioning
· Also when we think about the health care system and what it does, we realizes that it is really (only) a physical illness system -- currently (at least), it does not care much for the mental and social aspects of health
· i.e. Psychiatric services are medically organized and funded whereas treatments for psychological and social elements are NOT covered
· Lastly, realize that the way we think about health -- representations of health (health schemas) -- acts as a baseline against which people determine if they are “sick”
· Explain the difference between "disease" and "illness".  What are some of the ways in which they can interact?
· Disease: used in medical sense, often refers to biological or organic abnormality in the body
· Detected through objective means i.e. X-ray, CT scan, biological assay…as well as asking people about their symptoms
· Illness: subjective perception of an abnormality -- that something is wrong, that I am not quite sick
· Disease and illness can interact:
· Disease can happen in the absence of illness -- i.e. asymptomatic hypertension
· But also we can get illness without disease -- and we used to think that this was a psychosomatic condition -- i.e. People who can't see but have nothing to say they can
· Notably, there is usually a lot of consistency b/t what people say and the objective elements -- that is, most people feel ill when they have a disease
· It is this consistency that allows HCP to use what people say as part of their diagnostic process
· When lay persons think about ILLNESS, what variables do they think of it in terms of?  Describe these.
· Identity: a label and symptoms that are associated with it
· A set of consequences: e.g. how the persons life will be social, economically, etc. affected by the illness
· A time line: how long the illness (symptoms and consequences) will last?  Is this acute or chronic?
· A cause: why did I get sick -was it preventable -was it my fault or someone else’s
· A notion of cure or control - what can I do to avoid or minimize the consequences (can I do anything?)
 

Self-regulatory Model of Illness Behavior

· What is Leventhal's self-regulatory model of illness behavior?
· It is a model which describes how people respond to an illness -- the idea is that people actively try to SOLVE or COPE WITH their problems (i.e. they regulate their behavior in response to the situation
· This "regulation" takes in place in 3 stages:
· Interpretation (triggered by some change in the normal environment): so some "trigger" causes us to start thinking about how we are doing -- we interpret the situation
· i.e. the trigger could be change in a somatic state, i.e. "I have itchy eyes and a running nose"
· This as opposed to someone with chronic arthritis, who would not think that pain is unusual -- unless it is worse than normal
· Coping: once the interpretation is made, we do things to try and cope and return to a normal state
· That is, we try to use existing knowledge to try and solve the problem
· Appraisal: examine the outcome of our coping efforts and decide whether the problem has been fixed
· i.e. If the symptoms have been eliminated, you are all good
· If not, they can reinterpret their initial diagnosis, if they haven't gotten better
· i.e. maybe the time course/intensity is different from their normal interpretation
· Explain the duality of response seen in the self-regulatory model.  What are the implications of this duality?
· The duality is that deviations from equilibrium trigger BOTH a cognitive and emotional response
· Emotional responses are triggered by somatic symptoms that trigger the cognitive diagnosis (e.g. pain) or as a consequence of the interpretation (e.g. cancer)
· Cognitive responses are just things that we think (logically)
· Coping responses must address both the cognitive and emotional consequences
· This is because the emotional reaction can NEGATIVELY influence the interpretation of the problem -- i.e. a strong emotional response can affect your interpretation or choice of action
· i.e. Someone with cancer would delay treatment because they would rather pretend it doesn't exist than find out that they actually do have cancer b/c they would get stressed, etc.
· What would a flow chart for Leventhal's model look like?
· We start with an interpretation: we notice that there has been a deviation from equilibrium
· This produces an emotional and/or cognitive response
· We deal with this by using certain coping behaviors
· Then we APPRAISE -- did the coping behaviors work or not?
· If they did, then we are done
· If they didn't, then we go back to emotional/cognitive distress
· Alright, before we talked about the different ways that people can respond to HEALTH.  Now for illness: how is it that people can respond to illness differently, and what are the implications?
· OK, one big difference is between lay people and health professionals: lay people rely on different kinds of information and come to different conclusions than healthy care professionals
· Lay conceptualizations are informal, acquired randomly from a wide variety of sources…they get only partial clarity, lots of contradictions
· Whereas HCP conceptualizations are fully clear
· The relationship b/t these two representations is important -- it should either match, or one must be able to understand the other
· For example, this is why people don't always follow HCP's advice
· i.e. Non-compliance to treatment is because people don't follow/understand the treatment regimen
· Adherence to treatment strongly affected by parent's understanding of child's illness and whether they "see" improvement (defined by them)
· Also, the idea of "labeling" can take hold here in TWO ways:
· Given a set of symptoms, people seek a label and information about the consequences, causes, cures, and times (sound familiar)?
· Also the other way around -- if you start with a label (i.e. told of heart disease by other person) -- you look for symptoms consistent with the label
· This may lead to psychosomatic (i.e. somewhat imagined) illness
 

Impression Formation

· What is non-verbal behavior?  What can it include?  Why is it important?
· It is any method to communicate that does not involve the use of words or language
· Some of these methods are:
· Facial expressions -- so important that they are programmed into our brain
· Tone of voice -- even though a person dose not say any words, the tone they are using provides certain cues
· Gestures -- in most cultures, people who use digit puppets in cars
· Body position/movement
· Touch
· Eye gaze
· Non-verbal behavior is important because we know that the first impressions we have on people is on non-verbal behavior -- often we form opinions and attitudes about people without even talking to them
· What are some uses of non-verbal behavior?
· Expressing emotions to others
· Conveying attitudes
· Communicate our personality to people
· Facilitate verbal communication -- amplify our words
· However sometimes what people say is different from what they are doing non-verbally
· What is the most important form of non-verbal communication?  Discuss.
· Facial expressions are the most important form
· They are so innate and important that it is hard to hide it
· McDonald's thesis saw that people can come up with emotional responses more quickly than cognitive ones
· The ability to code and decode these expressions is hard-wired into the brain
· For example, infants a few hours old can respond to facial expressions
· Smiling shown to reduce stress and heart rate
· And the vice versa is true
· Also, they are tied to our emotions
· i.e. Bernard Shift found that when he got people to make facial expressions, he saw it would affect their emotions -- they would feel happy by smiling
 

Random Social Cognitive Principles behind Impression Formation (how we get impressions of people)

· Explain what implicit personality theory is.
· This is when we get ideas about what kinds of personality traits "go together":
· i.e. If someone is kind, they are probably generous
· Or if someone is anxious, they are generally emotional
· Thus with one piece of information about a person, we use implicit personality theory to make holistic judgments on people
· Notably, IPT is subjected to biases:
· Cultural influences -- i.e. in US we have ideas as to what creative people are like
· Whereas in China they have a different schema for artistic personality
· Explain 2 biases which can affect the way that first impressions are formed.
· Positivity bias: this is the tendency to form positive impressions of others
· i.e. When asked to rate someone else, most people rate them favorably
· Negativity effect: the tendency to form a negative overall impression with one negative trait, despite the presence of positive traits
· This is making the point that while we *can* be biased positively, impressions can be influenced more by negative than positive information
· Also we are more confident of a rating based on negative traits than positive ones
· Now let's talk about attributions, which are other things which can affect impression formation.  What are attributions?
· Attributions are causal explanations we concoct to understand others' and our own behavior
· That is, when we get an impression of someone, we don't stop there -- we want to understand WHY people are the way they are
· i.e. Why does a bright, caring person smoke?  
· Ultimately the causal explanations/attributions influence how we respond to the person and how we evaluate them
· Maybe we come up with a "favorable" attribution, i.e. one that makes one person look good and another look bad, for the SAME action
· What are the PRINCIPLES which can affect our attributions?
· Discounting: people accept the most likely cause and set aside other explanations -- if a person's behavior is caused by X, then it cannot be caused by Y
· i.e. If a person smokes b/c their personality is flawed, it cannot be due to environmental things
· i.e. If my hypertension is due to family history, it cannot be due to my lack of physical activity
· Covariation: people infer that one event causes the other
· When 2 events always occur together and then one happens, then a person will infer that the other event CAUSED that to occur
· i.e. If we always sneeze when a person is around you but you can't remember sneezing when they aren't there -- you would conclude that the other people causes you to sneeze
· Situational vs. dispositional
· Situational: those causes that explain actions in terms of social settings and environments
· Dispositional: explain in terms of characteristics of person or persons involved
· What are the 3 models/theories that are based on attributional stuff?
· Theory of Correspondent Inferences
· Covariation Model of Attribution
· Theory of Achievement Attributions
· Describe the Theory of Correspondent Inferences
· Here the idea is that we don't take a given "act" by a person at face value -- instead, we evaluate various things about the act and THEN decide how this act reflects on the actor (i.e. does it represent a true characteristic of him?)
· Notably, this theory is applied to SINGLE instances of a behavior
· So, we look at CUES from the act as such as:
· Whether an act was freely chosen
· Whether the act produced a non-common effect
· Whether the act was socially desirable (refers to the fact that the person is more confident when they think it has a strong benefit for them)
· Whether the act had direct impact on us
· Whether the act was intended to effect us  
· And based on our answers to those questions, we come to conclusions such as…
· "This person freely chose to do this…"
· …or "They just did it because _________"
· Describe the Covariation Model of Attribution.
· This is when attributions are formed from information on the actor (person performing the behaviour), the entity (the recipient of the behaviour), and the situation
· Thus, unlike the TCI, this is a relationship over time because people sift through past and present events to eliminate causes to arrive at their best guess of the reason for behavior
· So, the things we look for include:
· Distinctiveness of the entity: Does Mike respond painfully to everyone, or just his caoch?  If there is a lot of distinctiveness then an evaluation is appropriate
· Consensus across actors: Do other actors act the same way around the entity?  If so then Mike's behavior due to that entity instead of something about HIM
· Consistency: Do they behave the same way across all situations -- i.e. does Mike always behave like that towards his coach?
· What is the Theory of Achievement Attributions?
· So here the idea is to look at situations that involve success or failure (as opposed to the "fields of concentration" for the other two) -- we want to look at a circumstance where success or failure occurred, then decide how the attribution should be made
· Here is the thought process:
· First decide whether the success or failure is due to actor (internal factor) or situation (external)
· Internal factor: I did poorly on the test because I gave my typical lazy effort
· External factor: I did poorly on the test because the professor dislikes me
· Then decide whether the cause is stable or unstable
· Stable factor: The lazy effort I gave was usual (as opposed to a fluke lazy effort)
· Unstable factor: I did poorly on the test because of a surprise interruption by another student during the test
· Then we consider whether the occurrence of thing is controllable by actor
· Controllable: It was due to my effort level
· Uncontrollable: I do not have enough ability
· So we can make 8 different conditions: 2 x 2 x 2
· What are some other social cognitive principles affecting impression formation which were included in this lecture but which we know already?
· Heuristic-related stuff:
· Accessibility heuristic
· Primacy effect
· Attributional errors:
· Fundamental attribution error
· Actor/observer bias
· Self serving bias
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Self-concept: General

· Explain the difference between self-concept and self-awareness.
· Self-concept: we refer to the known aspect of ourselves as our self-concept: essentially the content of ourselves…our knowledge about who we are
· Conversely, self-awareness is the ACT of THINKING about ourselves
· What/who else have self-concept?  Discuss experiments which demonstrate this.
· Animals have self-concept too: Gordon Gallup did an experiment where he put a mirror in the cage of orangutans, chimps, etc.
· After they were accustomed to it, he painted a portion of their face red…
· He noticed that for the orangutans and the chimpanzees, they touched their OWN face -- which means that they had a sense of self; they knew it was them in the mirror
· On the other hand, monkeys did NOT do that
· Explain how self-concept changes as we develop.  How do we know this?
· We can tell that it changes over time by observing the behavior of children, and seeing how their cognitive skills develop over time
· More specifically, we look at the things they use to define their self-concept as they grow older:
· Firstly: M/F, where they live, their age, etc.
· And then: their hobbies
· Then eventually: their feelings/psychological states
· Then finally: a sense of self relative to other people, i.e. how we think other people see us
· Alright cool, so we know that there is this concept of "self".  Now, what purposes does this serve?  Discuss them.
· Managerial function: informing us of our relationship to the physical environment and social world
· This helps us to organize our world and plan for the future
· Organizational function: acts as a schema that helps us to recall and interpret information about ourselves and the social world
· i.e. When people become depressed, their sense of self-concept changes and so it is more difficult for them to "know themselves", i.e. answer questions regarding whether certain attributes apply to them
· Emotional function: helps us to determine our emotional responses to things that happen in life
· This is saying that our EMOTIONS can be based on self-concept stuff, such as the comparisons between ourselves ("actual self"), who we want to be ("ideal self") and who we think we should be ("ought self")
· When we feel that our actual self falls short of our ideal self, we feel depressed
· And when we feel that our actual self falls short of our ought self, we become angry/agitated/anxious
· Explain how the sense of self can differ by gender.
· Women are more likely to have an INTERDEPENDENT view of themselves
· In early childhood, girls are more likely to develop intimate friendships 
· Same with adulthood: women define themselves in terms of each other
· Men are more likely to have an independent view of themselves
· In early childhood: Boys more likely to participate in competitive activities…establish dominance over one another
· Same with adulthood: men are still more independent
 

Self-concept: Gaining an idea of oneself

· What are the 3 MAIN ways to gain an idea of oneself?  Break them down by name (we will expand later on them).
· Introspection: the process where by people look inward and examine their own thoughts, feelings, and motives.  We can also "formalize" this concept as:
· Self-awareness theory: The idea that when people focus their attention on themselves, they evaluate and compare their behaviour to their internal standards and values
· Self-perception theory: The theory that when our attitudes and feelings are uncertain or ambiguous, we infer these states by observing our behaviour and the situation in which it occurs.  This theory includes:
· Discounting: Underestimating the effects of one cause of our behaviour because another cause is conspicuous
· Overjustification effect: The case whereby people view their behaviour as caused by compelling extrinsic reasons, making them underestimate the extent to which their behaviour was caused 
by intrinsic reasons

· Social comparison (social comparison theory): The idea that we learn about our abilities and attributes by comparing ourselves to other people.  
· Upward social comparison: The process whereby we compare ourselves to people who are better than we are on a particular trait or ability
· Downward social comparison: The process whereby we compare ourselves to people who are worse than we are on a particular trait or ability.
· Talk further about the nature of introspection.
· This is when we look inward and examine inside information that you and you only know about yourself
· There are 2 interesting notes here:
· People do not rely on this source of information as often as you might think
· Even when people DO introspect, the REASON for their feelings and thoughts can be hidden from their conscious awareness
· Talk further about self-awareness theory.  What can this cause us to do?
· You have to realize that when we compare our current behavior against internal standards and values, it is like we are judging ourselves -- and sometimes this can be uncomfortable
· For example, if there is a disparity between our behavior and moral standards and we cannot (for some reason) change our behavior, then being in a state of self-awareness is quite uncomfortable
· In general, the more people focus on their ideal self, the more anxious and angry they become
· This is why people often do mundane tasks such as watching TV or reading a book -- they want to avoid self-awareness!
· Or even more extreme activities such as drug use, binge eating, etc.
· Talk more about self-perception theory.  Expound the meaning of this.
· So this means that we look at our behavior, then make up causal attributions (not always accurate)
· For example: I notice that I listen to rock on the radio a lot -- now this must mean I like rock
· OK, so when we are doing our self-perception and we do "discounting", what does that mean?
· Recall that this is underestimating the effects of one cause of our behaviour because another cause is conspicuous
· i.e. For waiting tables in the summer: I do it for the money, not because I am too stupid to get anything better
· i.e. I drank so much b/c I was at the bar, not because I have no self-control
· What is overjustification?
· This is kind of like discounting but it is an internal vs. external thing
· Example: you play b-ball all the time because you enjoy it, not b/c it is work
· Then someone comes along and says you should be rewarded for playing
· But then now you have an extrinsic (money) reason for playing b-ball
· We see that replacing intrinsic with extrinsic motivation causes people to do over-justification (SS)
· And then they have less intrinsic motivation
· IMPORTANT: reward systems for dieting can have this effect too…
· Discuss social comparison theory further.  Which questions are the important ones to ask here, and what are the answers?
· When do you do social comparisons?
· Answer: you do so when there is no objective standard for you to compare against and you are unsure about how you are doing, what you are feeling, etc.
· Who do you compare yourself to?
· Answer: this is more complex.  Research indicates that initially we compare ourselves to whoever is around
· After a quick initial one, we decide how appropriate that comparison is -- i.e. maybe it is wrong to compare our painting ability to Picasso
· Discuss upward social comparison further.  Why would we do it?
· This is when we compare upward to determine what excellence is -- it gives us something to aspire to
· i.e. For people who were just diagnosed with something like cancer -- it helps them to cope by comparing themselves with someone who has done very well
· And when would we want to do downward social comparison?
· Well...when this trait is important to us, we compare ourselves downwards to boost our ego
· i.e. In the case of illness, sometimes we compare ourselves to someone who isn't doing as well as we are
· This allows us to say, "Things could be much worse"…
· Ultimately, we compare ourselves to depends on THE NATURE OF OUR GOALS -- whether we want to aspire to be better or just boost our ego
 

Self-concept: Self esteem

· Give a general overview of self-esteem.
· It is a global representation of the self as positive or negative: thus it contains an evaluative component, such that we say something is good or bad
· Self esteem may contain four levels:
· General: overall I'm OK, I guess
· Academic: can be further broken down into math, science, etc.
· Social: how confident we feel in interpersonal relationships
· Physical: judging our appearance, etc. (often goes hand in hand with our physical competence)
· What are some fallacies regarding self-esteem?  Discuss them.
· Fallacy: Self esteem is believed to be essential for good health and a productive life.
· In fact, all the studies seem to say that there is no consistent evidence that global ratings of self esteem are related to negative life outcomes
· Fallacy: there are many ways to increase self esteem
· In fact, there are few interventions proven to increase self esteem -- possibly because there are so many different kinds of self-esteem, and if you improve it in one area you will not necessarily improve in another
 

Dissonance

· Explain what dissonance is.
· Dissonance is the state where one cognitive element in our sense of self…i.e. attitude/belief/ideal/value is logically opposed to another cognitive element, resulting in a psychological/physical tension existent in another person
· Thus logically, dissonance exists when someone is aware of their thoughts
· When someone feels dissonance, they become motivated to correct it (the greater the dissonance the greater the motivation)
· i.e. Religious beliefs: no sex before marriage…so if you are being tempted to then you feel dissonance
· Overall level of dissonance sis the ratio b/t # of dissonant cognitions and non-dissonant cognitions
· What are the Conditions Necessary to Produce Dissonance?
· The attitude-discrepant behaviour (i.e. the behavior which is opposed to my attitude) must produce significant consequences (i.e. If you steal pens from an office it's not a big deal so you don't feel it as much)
· …and the person feels personally responsible for these consequences (i.e. if you feel like you didn't have much choice…not personally responsible…just following a social norm -- then you won't have dissonance)
· The person feels a state of arousal…
· ….and the person attributes the arousal to his/her own attitude-discrepant behaviour
· How do we reduce dissonance?
· Change the dissonant behaviour (e.g., give up smoking);
· Modify the dissonant cognition (e.g., smoking isn’t really harmful to health -stats all lie);
· See cognition as irrelevant (e.g., smoking won’t hurt my health);
· Bolster with consonance (smoking reduces my stress)
· Downgrade importance (they’ll find a cure)
· If all of the above-described tactics don't work, what else do we do?
· We just do something about the source of this stuff: to reduce dissonance people will seek out, remember and evaluate messages that are consistent with their existing attitudes (self verification)
· Barring this, it means we will have others who disagree with us: in this case we discount the message or denigrate the source of the message
· i.e. Distrusting the government ads for whatever reasons
 

Optimistic Bias

· Explain how the notion of "bias" can affect appraisals (i.e. of others; of ourselves).
· Appraisals may be optimistically or pessimistically biased
· Appraisals may be biased with respect to:
· self efficacy
· Control
· susceptibility/risk/threat
· With respect to the above: in general, people overestimate their capabilities and underestimate their risk (both optimistically biased)
· Talk about the effects which the different kinds of biases can have on our lives.
· In general, we see that optimistic self-efficacy beliefs are adaptive and produce health
· Also, they affect the way we perceive our skills: actual skills of anxious and depressed people are the same as healthy populations…but they are MORE realistic in their assessment of what they can actually do (depressed people)
· Conversely non-depressed people over-estimate their abilities
· Innovators and social reformers have high self-efficacy beliefs, even in the face of failure (we call this perseverance)
· In terms of cognitive stuff:
· Mildly optimistic people get better grades but overly opt ones can worse b/c they don’t think they need to study
· Children with optimistic SE are more likely to learn and explore their environment
· Now talk about the relationship between optimistic biases and RISK.  What is good/bad about this?
· Alright as the question suggests, often our biases here are OPTIMISTIC: all persons tend to under-estimate their true level of risk
· In particular, persons that practice negative health behaviours have the greatest optimistic biases -- they don’t believe that they can be hurt by their unhealthy behavior
· OK OBVIOUSLY, understanding this bias (and correcting it if possible) is important because the bias may hinder efforts to promote risk-reducing behaviours
· When do optimistic biases occur?
· Firstly, they occur when people compare themselves with an incorrect norm
· Also, they occur when ambiguous risk factors are interpreted in a biased manner
· i.e. People who were never tested for hazards in their house i.e. radon gas say that they are less likely to have problems than their neighbors
· Thus in the presence of ambiguity, people less likely to be optimistic
· When are optimistic biases the greatest?
· For hazards with which subjects have little personal experience
· For hazards rated low in probability
· For hazards judged to be controllable by personal action
· If people think signs of vulnerability appear early so that the absence of present signs means they are except from future risk
· What are some hypotheses regarding how optimistic biases develop?  How valid are these ideas?
· Firstly, some think that it is to shield ourselves from the fear of being harmed 
· However, evidence does not support this: if this hypothesis were true, then we think that life threatening hazards give us greater optimism than smaller illnesses…but this is not true
· Also, maybe it could be due to simple cognitive errors 
· But again there is no evidence to support this
· Our desire to be better than other people
· This makes the most sense: because optimistic biases can improve our feelings of confidence and self-worth
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Introduction

· Give an example (as used in class) which demonstrates how our values affect our attitudes and opinions.
· We tackled the well-known controversy of a public vs. private health care system for Canada
· It was shown that those who valued independence and freedom of choice favored privatization, whereas those valuing equity favored a public system
· Thus it was demonstrated that our values (freedom vs. equity) drove our opinions (private vs. public)
· What did we find about values when we looked at rankings across time of the priority importance of certain values?
· We saw that values don't change GREATLY over time
· However we should still recognize that there are GRADUAL shifts, and also undoubtedly also DIFFERENCES between cultures
 

Values

· What ARE values, anyway?  Expound on this definition as necessary and also add additional characteristic(s).
· They are relatively stable, global, abstract principles of what is important to a person, group, organization, or nation
· Stable: this means that they are trans-situational, meaning that the principles hold fast regardless of the situation
· Principles: this means that they help us to make decisions and figure out where we want to go in life
· One characteristic of values is that they vary in importance -- that is, some are more important than others -- hence people can rank order their values
· Notably, their ordering decisions is reflected in the way they behave: 
· i.e. Smokers value things like freedom, happiness, and pleasure WHEREAS non-smokers value family, self-respect, etc.
· Also, HEALTH behavior -- i.e. engaging in behaviors that promote health -- is ALSO a reflection of value
· Another characteristic is that (as mentioned earlier) although they are relatively stable over time, values can change -- i.e. recently Ontarians start to value individual freedom, equity, etc.
· Describe and distinguish between the two types of values.
· Terminal values: preferences for certain end-states (e.g., freedom, peace, equality) 
· Instrumental values: preferred modes of conduct (e.g., being ambitious, obedient, creative)
· Explain what happens when values conflict.
· This is called value pluralism, and it occurs when a person is faced with an issue that evokes competing values 
· Example: Canadian should have equitable access to health care but they should also have the freedom to choose health services, including privately funded services
· There are 4 ways to go once we have a value pluralism conflict:
· Firstly, people tend to be guided by the value that is closest to them (very simple)
· HOWEVER, if 2 or more are equally important, people compromise by making tradeoffs i.e. "Maybe we can have a public and a private system"
· Lastly, when compromising is "selling out" or "immoral" then we are influenced more by the value that is consistent with the audience that we associate with
· i.e. If we think that everyone else values equity over freedom, we side with equity
· If the audience doesn't care or doesn't have a distinct position, ONLY THEN do we actually sit down and think about the values and evaluate the situation
· Now let's step outside theory a bit and talk about NATIONAL values: that is, what are FOUR "value dimensions" that countries can be distinguished by their position on?
· Power distance (to what extent to which people control other’s behaviour)
· India is "high" here because people expect and accept autocratic leaders and obedient children
· Canada is, conversely, quite low
· Avoidance of uncertainty (to what degree are feelings of threat associated with ambiguity)
· Middle Eastern countries are "high" here, meaning that they do not like uncertainty (because it makes them feel threatened) and so they have written and absolute rules
· Individualism/collectivism (to what degree is there an expectation of responsibility for self vs. collective responsibility)
· US is high on individualism
· Japan and Singapore are collective: societal responsibility
· Masculinity/femininity (to what extent do we value success [masculine] as opposed to caring for others or quality of life [feminine])
· Canada is very masculine 
· Holland is very feminine
 

Attitudes

· What is an attitude?  Describe some key traits of it.
· An attitude is a learned, enduring and affective evaluation of an object, person, entity or idea that exerts a directive impact on social behaviour
· What is the impact?  Well, attitudes color our perceptions and guide our interpretations about objects and other people
· They also predispose people to ACT in certain ways, meaning that they guide and influence BEHAVIOR as well
· Key measurables for an attitude:
· They have a VALENCE: meaning that we are either for or against the object of an attitude
· They have a STRENGTH: they can be mild or strong (in terms of their positivity or negativity)
· Lastly, we should note that attitudes are learned through the course of socialization: parents, peers, teachers, mass media, etc. -- shape our attitudes
· Mechanisms for this include: conditioning, exposure to novel stimuli, modeling others' behaviors, etc.
· Explain (again) what values and beliefs are, then show how attitudes differ.
· Values: overarching or global ideals/goals people strive to obtain
· Beliefs: cognitions individuals have regarding objects, people, actions.  They refer to the subjective probability that a person, object, or behaviour has certain attributes.
· NOW...Attitudes:
· Consist not only of beliefs (cognitions) but also affect (feelings) and possibly behavior
· Are enduring but not as much as values are
· Are directed toward specific people, objects, etc. (same as beliefs)
· Are more specific than values but less specific than beliefs
· OK, so there are different models of what an attitude is, and what it is composed of.  Describe and contrast all of them.
· Tri-partite model: attitudes must have cognitive, behavior, and affective component
· So these 3 are integrated and we think/act/feel in a coordinated fashion
· However, it is possible to believe one thing about actions (cognitive) but do something at odds with those beliefs (behavioral)
· i.e. Smoking, physical activity, condom use
· Bi-partite model: attitudes must consist of cognitive and affective dimension -- so our past behavior is not integrated into our attitudes
· Once again most of the time our thoughts and feelings ARE consistent
· However sometimes our minds say that things are OK but our gut says something different -- so sometimes they do not work together thus this model is not universally true
· Unitarian model: here, an attitude is merely an affective orientation towards an object -- how we feel about a person, object, group, etc. -- do we feel favorable or unfavorable?
· Zanna and Rempel's model: the attitude is POSSIBLY affective, or behavioral, or cognitive -- or any combination of these 3 things
· Unlike the 3-partite model -- here it can be any or all three instead of MUST being all 3
· Talk more about Z & R's model.  What are some implications for how the 3 "sources of information" for the attitudes interact?
· One thing that the multiple sources can do is produce MORE THAN ONE attitude towards an object 
· i.e. Exercise is painful (affective), but exercise is good for my health (cognitive), etc.
· Depending on the situation, a different attitude will be most salient and guide your function
· Well firstly, we see that attitudes based on more than one source of information are more resistant to persuasion
· Also, the model predicts that the person will be ambivalent towards a stimulus object when they hold positive and negative things in equal competition with each other
· OK, we have talked SOMEWHAT before about the functions which an attitude can have.  But let's operationalize that bad boy now: What are they?
· Knowledge: attitudes are one type of cognitive heuristic (remember?)
· The "attitudinal heuristic" uses our pre-existing attitudes about something or someone to help us to make a judgment about it
· Utilitarian: attitudes help people to obtain rewards and avoid punishment
· This means that attitudes can be USED by us to help us to do things such as change a behavior successfully
· Social adjustive: attitudes help individuals relate to or adjust to their reference groups
· So attitudes help cement relationships with important people in our peer group -- i.e. person could adopt politically correct attitude towards freedom in order to gain acceptance by their peers
· Ego-defense: attitudes can help protect people from having knowledge of an unpleasant truth about themselves or the external world
· i.e. New immigrants to Canada are very patriotic and have positive attitudes towards Canada and so their children are embarrassed by this…however children don't understand that this serves about an ego defense used b/c the parents don't want to face the fact that they don't yet fit in totally to their new culture
· Value expression: help individuals express their core values 
· i.e. Teenagers and their music to express the value of autonomy, freedom of expression, etc.
· If I want to change a person's attitude towards something (i.e. a product or a health behavior), what must I do?
· I have to understand what need that entity fills for a person
· Like if we want to change the brand of coffee someone drinks, we have to understand where coffee stands in their life
· Utilitarian: promise that material rewards will improve with the new coffee
· If it's alcohol consumption and value expression: you have to say that the alternate behavior results in the some thing
· Such approaches are based on functional attitude and theory: a persuasive message is most likely to change someone's attitudes if it is directed at the underlying functions that the attitude serves
 

 

Topic 6

Thursday, January 25, 2007

3:18 PM

 

Topic 6: Value expectancy models of behavior

 

Introduction

· Give a BRIEF history of how we used to predict behavior, and how the current models have changed.
· Prior to 1950's if you were interested in human behavior and particularly changing it, including things related to health and well-being…then you were inundated with psychoanalytic approaches i.e. Freud
· After that, there came a tradition of behavioral theories/b-mod techniques exemplified by the work of BF Skinner -- emphasized temporal associations between behavior and reinforcements (both positive and negative)
· So here we are talking about "operant conditioning": the idea that making changes in an environment can produce changes DIRECTLY in behavior 
· But now we are all about value expectancy theories: these guys are different because they say that behavior is a function of the subjective value of an outcome and the subjective probability or expectation that a particular action will achieve a particular outcome
· That is, the "reinforcements" we talked about before influence expectations rather than directly on behaviour
· So a whole series of value expectancy models began to develop -- and these are some of the most widely-used models in terms of understanding health related behavior…and we're going to talk about 3 of them in particular
 

Health Belief Model

· Give a bit of general history for the health belief model: how did it come about, what was its purpose, etc.
· Well firstly, it was developed in the 1950's by Rosenstock and Hochblaum
· They wanted to know why people were NOT taking diagnostic tests for tuberculosis
· Remember in the 50's, tuberculosis was still quite prominent -- and they had diagnostic tests to see if people had TB…
· So they studied 1200 adults from 3 different cities to determine whether individuals who went for treatment differed in some way from those who did not
· Overall, what he found that 82% of people believed that Xrays could help detect TB prior to symptom presentation, and they believed that such early diagnosis would in fact improve their prognosis
· But he also found that of the people who didn’t go for treatment…only 23% of these adults thought that Xrays were beneficial
· So he used this information to propose that individuals' beliefs about a) their susceptibility for getting a disease and b) whether a particular behavior would help them to reduce those risks affected their likelihood of doing a particular behavior
· Recently the model has been expanded to explain a wide variety of health behaviors 
· Do they seek protective behaviors?
· How do they respond to illness and symptoms?
· Do they comply with certain clinical interventions?
· What are the 6 key concepts of the health belief model?  Explain each.
· Perceived susceptibility: one’s opinion of chances of getting a condition
· Includes person's acceptance of diagnosis and their estimate of getting the condition again later (i.e. repeat MI)
· Perceived severity: one’s opinion of how serious a condition and its sequelae are
· Includes clinical severity but ALSO social severity: i.e. can I work, have a family, etc.
· Perceived benefits: one’s opinion of the efficacy of the advised action to reduce risk or seriousness of the impact
· Includes stuff like quitting smoking to save money or getting a mammogram to please a family member
· Perceived barriers: one’s opinion of the tangible & psychological costs of the advised action
· Includes assessment of iatrogenic consequences, i.e. How bad is the cancer vs. the chemotherapy?
· Cues to action: these are strategies to activate one’s ‘readiness’
· So these could be bodily or environmental cues that give us that extra push to take action
· i.e. Dev't of a smoker's cough, watching an auto accident, seeing a media campaign, etc.
· Self-efficacy: one’s confidence in one’s ability to take action
· This is a term coined by Bandura which means an individual's level of confidence in their ability to perform the recommended action or behavior
· Notably, the fact that the original model didn’t include SE was b/c it was tested on one-shot preventive action -- thus it is likely that everyone had a high degree of SE wrt their ability
· Only when they looked at more chronic conditions subject to relapse i.e. PE or smoking did they realize that SE is an important component
· Give a word picture of a pseudo-flowchart which would explain how the different variables in the HBM are related.
· Alright, let's go backwards: our END-GAME is "likelihood of behavior change" -- this is what everything else affects
· Likelihood of behavior change is in turn affected by two things:
· Barriers/benefits: we look at our benefits for change and we subtract the barriers for change, and this leaves us either more or less likely to change
· Perceived threat of disease: this is affected by many things (more later)
· Barriers/benefits for change is essentially a self-contained entity with the exception of DEMOGRAPHIC FACTORS: these guys are modifying factors which can affect their benefit/barrier calculation
· They include: age, sex, ethnicity, SES
· Perceived threat of disease is affected by many things:
· Perceived susceptibility/severity of illness
· Demographic factors (same as above)
· Cues to action (discussed earlier)
· Let's delve into this word picture a bit more.  Talk about the relative importances between some of these elements.
· Perceived susceptibility of illness: moderately important for changing health behavior
· Perceived severity of illness: not very influential
· Perceived barriers to change: very important; most powerful
· Perceived benefits: moderately important for sick behavior
· NOTE: Perceived susceptibility is a bit better than perceived benefits for changing health benefits (i.e. preventive behaviors)
· However, perceived benefits are slightly more important when examining SICK ROLE behaviors
· Alright, it's application time.  Assuming that our world view is based on the HBM, what kind of interventions could we do?
· Increase perceived susceptibility by personalizing risk
· i.e. Refer to their family history of heart disease or other risk factors like age and gender
· Increase perceived severity by specifying the consequences of the risk and condition
· Define the action to take (how, when, where) and clarify the positive expected benefits
· i.e. Brushing teeth after meal will help us by…
· Identify and reduce perceived barriers through:
· re-assurance
· correction of mis-information
· Incentives
· assistance
· Build self efficacy through training, practice, progressive goal setting, positive feedback
· One specific technique for this is called mastery: set a goal for a person and increase the difficulty of the goal little by little
· For each step the person isn't sure that they can do it, but you KNOW they can -- and so this process instills a sense of confidence in them by challenging them little by little
 

Theory of Reasoned Action

· Give a brief overview of the TRA.
· It was developed in 1967 by Fishbein to understand the relationship between attitudes and behaviour
· Before this time, studies showed that there was no relationship between attitudes and behavior
· However, Fishbein disagreed and he proposed that perhaps the problem was that we needed to distinguish between attitude toward an object and attitude toward a behaviour related to the object 
· i.e. Breast cancer as object; mammography as behaviour
· When we do this, we see that attitudes toward a behaviour is better predictor of that behaviour (as opposed to attitudes towards the object)
· Define "intention" and explain its centrality to the TRA.
· OK, "intention" is a mental concept affecting behavior which is essentially the sum of two other elements:
· Attitude towards the behavior
· Subjective norms towards the behavior
· It is central to the TRA because according to TRA, the most important determinant of behaviour is an individual's intention to perform the behaviour
· Expound more on the components of intention.
· Well firstly, expanding on attitudes: they are determined by a person's beliefs about behavioral outcomes which could result from performing the behavior
· These beliefs can "vary" in the sense that they can STRONGLY or WEAKLY believe that something will happen
· Also, the thing which will happen can be a positive thing or a negative thing
· Subjective norm: here we are talking about what the person THINKS ("subjective") the norms are for that behavior -- and more specifically, whether they believe that other people important in their lives will approve or disapprove of them performing the behavior in question
· These norms can "vary" based on who the person is in question: that is, the individual's motivation to comply with the referent will vary according to who the referent is
· i.e. Parents may hold different importances to us than a stranger on the street
· The norms can also vary based on whether the person encourages or discourages the behavior
· i.e. Parents may cause us to NOT want to do the behavior, while friends WILL want us to
· Give a word picture of what a flow chart of the relationship between variables in the TRA would look like.
· Alright, again let's go backwards: the end game is actual behavior (obviously)
· The ONLY THING (and this is important) affecting behavior is behavioral intention
· This is risky because it assumes that intentions are an "automatic" predictor of behavior -- i.e. if we can identify someone's intentions, we can be SURE of how they will behave
· In fact, a study showed that sometimes we can force the hypothesized direction of causation in the other direction (i.e. change someone's intentions by changing their behavior first):
· Impact of smoking restrictions in Ireland: the Irish had intentions of complying w/ restrictions prior to implementation -- and they were NEGATIVE i.e. I do not intend to comply with those kinds of restrictions
· But then when the restrictions were brought in…and we asked htem about their intentions again…they had all changed
· Behavioral intention is affected by two things:
· Attitude towards behavior
· As mentioned earlier, this is a function of (behavioral beliefs) x (evaluation of behavioral outcomes)
· Subjective norm
· As mentioned earlier, this is a function of (normative beliefs) x (motivation to comply)
· Interestingly enough, we can predict the result of these factors mathematically if we can get the person to assign a positive or negative strength to each of the attitudes towards behavior and subjective norms which they hold
· We add them all up and look at whether the total is positive or negative (as well as its magnitude, of course)
· Let's wrap it up now; it's evaluation time.  How much does TRA actually work?
· Well…it has been successful in predicting and explaining a wide range of health behaviour including smoking, drinking, contraception use, BSE, flu vaccine use, seat belt use and helmet use
· However, success is dependent upon the extent to which the behaviour is under volitional control -- this means that in situations where they don't have that, the model sucks
 

Theory of Planned Behavior

· Give a brief history/overview.
· This was developed by Ajzen (pronouced “Izen”) in the 1980s to extend the Theory of reasoned action.
· All he did was add the concept of "perceived behavioural control" to the TRA to account for factors outside an individual’s control (remember how that was a weakness?)
· The impact of perceived behavioral control is felt as follows:
· A person would expend more effort to perform behavior when they perceived that they have a lot of behavioral control
· When perceived control is an accurate assessment of their ACTUAL level of control, the impact of this construct will be the greatest
· What would we add to the "relationship of variables" word picture to account for Ajzen's addition?
· We would add (control beliefs) x (perceived power) = perceived control as another input that could affect behavioral intentions
· Control beliefs are person's perceived likelihood that each facilitating condition (something that will help us do it) or constraining condition (something that will prevent us from doing it) will occur
· Perceived power is the perceived effect on each condition of making a behavioral performance easy or difficult
· That is, for whatever the condition is, how much easier or harder will it make it to perform the behavior
· What are the advantages and disadvantages of TRA and TPB?
· Good for both: they are both highly mathematical with clear definitions of constructs and instruction on how to 
combine variables

· Notably, this is in contrast with the health beliefs model, which is notably hard to really nail down a definition for
· Bad for TRA: unsuitable for non-volitional behavior
· Bad for both: they predict behavioral intention, but intention is not always related to behavior (as we know)
 

TRA/TPB Applied

· When we applied the TRA/TPB to learn about women and mammographies, what did we find?
· Content analysis revealed: beliefs mammography is inconvenient, is uncomfortable, can detect cancer early, can detect cancer my physician and I would not discover.   
· Referents included physician, spouse, sisters, mothers, friends, 
· Intention to receive a mammogram was only moderately related to actual behaviour
· How would you use information to develop a campaign to promote mammography?
· Reduce negative beliefs re inconvenience, discomfort
· Reinforce beliefs about early detection, etc.  
· Try to alter beliefs of individuals and their sisters, mothers, close friends
· Try to alter beliefs about what your sister, mother, friends would say about getting a mammogram
· Reinforce notion that breast cancer can be controlled (i.e. you have behavioural control)
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Topic 7: SCT - Importance of expectations & efficacy

 

Introduction

· Think about people who smoke or drink.  How does this give us a problem that SCT suggests an answer for?
· Many people initially do not like the effects/taste of a cigarette or wine, so it is weird they continue to smoke or drink
· The taste or effects should be act as a punishment (I.e., decrease behaviour) -- at least, that is what we would say if we were BF Skinner
· However, youth observe others vicariously enjoying the behaviour or providing positive reinforcement; therefore, they develop the expectation that smoking/drinking will be pleasurable and rewarding in the future
· And the tendency of theirs to do this is a SCT thing
· Generalize these problems to give an overview of how SCT came about.
· In 1977, Bandura introduced Social learning theory as a conceptual approach combining conditioning with cognitive restructuring and expectancy, because...
· Internal motivational forces alone cannot explain variety of responses across situations
· External circumstances alone are also insufficient to explain why people behave as they do
· And learning cannot occur only through “trial and error”
· Describe reciprocal determinism and give an example.
· This is the view that behaviour is a product of the interaction between MULTIPLE THINGS: internal states, the environment and one’s own responses to them
· There is bidirectional interaction amongst all combinations of these factors
· Example:
· Our behavior may have an impact on the environment…environmental response impact our interpretation of the environment -- so we are more likely to smile if someone smiles back at you, but other people are also more likely to smile if you smile
· Your interpretation of what happens when you enter a room determines whether you smile to begin with
· If you decide to smile it will increase the likelihood that someone smiles back
· And this return will create the expectation that when you smile others will smile back
· Thus there is a greater chance that you will smile in the future
· Now when we are thinking about the environment, what is one thing we have to bear in mind?
· We have to remember that "environment" and "situation" are DIFFERENT -- and they both can affect us
· Environment refers to the objective factors outside a person that influence their behaviour.
· Situation refers to a person’s cognitive representation (I.e., perception) of the environment.
· So here we have the possibility that a person's situation could be diff from their environment, and thus they consciously or unconsciously distort the real situation
· What are the roles of (and the differences between) expectations and expectancies.
· Alright, back to basics: obviously, individuals change their behaviour to achieve goals that are valued
· But the thing is, these "goals" are things that THEY THINK will happen if they change their behavior, and thus we have:
· Expectations: anticipatory outcomes of a behaviour
· Expectancies: the value that a person places on a given outcome
· Other notes: 
· These expectations/expectancies make it possible for our behavior to not be modified only by immediate contingencies, but also "imagined" things": we can represent stuff in our minds w/o them actually taking place
· Also, these expectations/expectancies are learned by watching others
· Describe an experiment which demonstrated the power of expectations.
· They were able to de-nicotinize cigarettes and so they set up an experiment where control group either received normal cigs (and were told so) or de-nic'd cigs (and were told so)
· The experimental group were lied to about the nature of their cigarettes
· The idea was to see whether the experimental group's EXPECTATION that they were smoking regular cigs would cause them to feel the same amount of relief as they would if they were actually smoking them (and vice versa with the de-nic'd cigs)
· Findings:
· The control group behaved as expected
· The experimental group had mental responses that matched what they were TOLD they had but physical response that matched what they ACTUALLY had
· i.e. Those who thought they were smoking regular had no change in withdrawal symptoms or cravings but had increased heart rate
· In SCT, what are other things that affect our ability to change?
· Self-efficacy:  whether a person is confident they can change
· Behavioural capability: whether a person has the knowledge & skills to change
· Goal setting and monitoring
· Reinforcement 
· Given ALL we have discussed, what are ways to facilitate change?
· Build expectations related to things a person values 
· Develop knowledge and skills
· Build self efficacy
· Provide reinforcement
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Introduction

· What is persuasion?  Discuss the nuance of the definition.
· It is a change in a private attitude or belief as a result of receiving a message
· The word "private" is important because it distinguishes between changes made just for "show" from TRUE changes made
· For example, if you talk with a public health nurse about the benefits of breast-feeding, you might "publicly" agree with her (your public statements might just reflect desire to avoid confrontation, or to obtain the nurse's approval, or to get her off your back) -- but this isn't persuasion
· Which kind of attitude can best resist persuasion, and why?
· The answer is that STRONG attitudes resist persuasion the best because they are least likely to change, can withstand attacks/appeals, and so on
· There are THREE characteristics of strong attitudes that are relevant here:
· Commitment: people are more committed to strong attitudes, which means that they are more certain that they are correct and that they will not need to change their attitude later
· This is manifested in part through the way that they evaluate information: they evaluate it in a BIASED manner, which means that they overemphasize information that agrees with their position and discard information that goes against their position
· Embeddedness: this means that the attitude is connected/embedded in someone's self concept -- their values and social identity
· The consequence of this is that the attitude is a central part of who they are, which means that it will be very difficult to move in any other direction b/c changing this attitude would force them to change many other attitudes/beliefs/values/ideal of themselves
· Example: smokers associate their choice to smoke as an indication of their personality as a free and independent person, so making them stop will challenge this part of their persona
· Number of attitudinal elements evoked: recall from Zanna and Rempel's model of an attitude that an attitude is made up of multiple elements (affective, behavioral, and cognitive) -- thus the more of these elements that are included, the stronger the attitude is
· Example: so if you want to instill customer loyalty in a product, you ask them to think about how it makes them feel, gives them information about it, and lastly have a behavioral experience with it (that's why there are "free samples")
· What are some limits on persuasion we should be aware of?
· Individuals who are warned ahead of time that someone will attempt to persuade them reduces the likelihood that they will be persuaded
· Also, compliance doesn't mean persuasion: if we force them, it doesn't count
 

 Models for Persuasion

· Explain the CENTRAL IDEA behind Greenwald's cognitive response model of persuasion.
· Greenwald's idea is that we need to STOP thinking about what a given communication says to a person, and instead what the person SAYS TO THEMSELVES after receiving a communication -- in other words, how do they respond cognitively?  Or what is their COGNITIVE RESPONSE?
· Another way of stating this is that we need to ensure that the "self-talk" the person engages in after hearing your communication is POSITIVE
· With this in mind, what should we do to encourage positive self-talk?
· Firstly, we could make sure that our message is consistent with other major communications they are receiving
· For example, delay your letter about lowering the speed limit until there is a car accident involving a child 
· Also, include quotes from respectable sources b/c people will generate FEWER counter-arguments against an opinion from someone whom they consider an expert
· Also, we should anticipate and DEFEAT counter-arguments
· For example, people could say the area that they want speed limits in isn't particularly busy -- so you anticipate that by providing data that the counter-argument can't be true
· Let's talk a bit more about that last tip of providing counter-arguments.  What is the "inoculation procedure" and how does it relate to that?
· The inoculation procedure is a technique for increasing an individual’s resistance to a persuasive argument by first giving them weak, easily defeated versions of it
· In a way, we are persuading them to accept Argument A (our argument) by making it HARDER for them to be persuaded by Argument B (the counter-argument)
· So what you do is make a weak argument for the opposing side -- this will make people think you are even-handed and fair but more importantly if the argument is weak, then the audience will develop a set of counter-arguments against it (and do so easily)
· Thus when the real opposition makes a stronger argument for their case, the audience will already have counter-arguments to try out against it
 

McGuire’s Communication-Persuasion model (the main one we discuss)

· Explain how McGuire's communication-persuasion model can be considered as a relationship between inputs and outputs.
· The idea is that our input (i.e. the communication and its characteristics) can affect a number of different things (outputs, or dependent variables) which in turn will determine the degree to which we are persuaded
· Firstly, let's have a list of the OUTPUTS -- the things which can be affected by our communication.
· It should also be noted that the following list of outputs are arranged in order of INCREASING importance, and also that impacting a more important variable means that we have also impacted all variables less important than it
· Exposure: you have to be exposed to something in order to communicate to it
· Attention: you have to pay attention
· Interest: you have to like it
· Comprehending: you have to understand it
· Response: know how to respond
· Yielding: starting to change one's attitude as a result of being exposed
· Remembering: remembering the content and that you agree with it
· Retrieving: being able to retrieve it
· Decision making: did we make a decision based on the communication?
· Behaving: did we change our behavior based on the communication?
· Reinforced: feeling like you are reinforced
· Consolidate: consolidate the reinforcers with your behavior decision so it happens over and over
· Now let's have a quick overview of the inputs or "independent variables" -- the factors of our communication that can affect the outputs.
· Communication source: characteristics of the perceived communicator to which the message is attributed
· Note that this can depend on who YOU (the recipient of the message) are
· i.e. when we are young it could be "Smokey the Bear", but when we're older we realize it is actually the federal government
· Message characteristics: content of the message and how it is delivered 
· "How delivered" includes: delivery style, type of appeal made, how communication is organized, its length, whether it is repeated, humor present, loss or gain frame message
· Communication channel: the method by which a message is transmitted
· The most popular choices include mass media (i.e. TV, radio, direct mail) and interpersonal communication (face to face, by telephone)
· Receiver characteristics: here we are talking about both demographics but also their EXPERIENCE with the message from before
· Demographics would include: gender, SES, personality variables/traits, ethnicity, etc.
· Note that doing things to cater to people based on these characteristics is "message segmentation"
· Destination factors: here we mean the type of target behavior change you want, and its characteristics
· For example:
· Immediate or long term change?
· Ideological change or specific issue?
· Change in specific belief, or inoculation?
· OK, let's talk more about the SOURCE of a communication.  What characteristics of the source facilitate persuasion the best?
· Expertise: if the source knows what they're talking about, they will be more persuasive
· i.e. "9 out of 10 dentists recommend Crest" (specific credibility)
· i.e. Oprah, David Suzuki (credible over a wide range of topics)
· Trustworthiness/credibility: notably, this can vary within a specific person depending on what the issue is
· i.e. Doctors are trustworthy unless people think they are just saying stuff to enhance their income, such as privatization
· Likeability: how likeable is the source?
· i.e. Michael J. Fox
· Sleeper effect: if the source can cause people to remember what was said, even if they don't remember who said it, it is still persuasive
· Let's talk more about message factors.  What characteristics of messages make them more effective?
· Balanced arguments are better: it is better to present both sides of an argument than to refute the opposing evidence
· However, there is an EXCEPTION: if the audience has a firm stand for or against the position, it is better to just make a one-sided argument
· Simple, frequent messages are most persuasive: frequency breeds familiarity which breeds likeability (in most cases)
· This is because it results in the use of heuristics which were earlier discussed
· In other situations, novel messages (i.e., framed in an unexpected way) are most persuasive: they increase attention and recall
· This is because they prevent people from using old heuristics to reject a message
· Negatively framed messages are best: recall that people do not like to feel like they are losing something
· Inciting fear: this can enhance persuasion, but only when methods for resolving the fear are included in the message.
· Primacy and recency effects - messages presented first and last are most persuasive
· When they are close together, the first one wins
· But when they are far apart, then recency effect wins
· What about channel factors (the channel through which we communicate our message)?  What is better, written messages or interpersonal ones?
· Written messages: these are better when the content is complex
· Advantage: the person can absorb it as much and as many times as they want, so they can develop more elaborate cognitive representations of it
· Disadvantage: with A/V presentations, other stuff such as the attractiveness of the spokesperson can distract us
· Interpersonal messages: these are more persuasive than mass media, particularly when the content is complex or novel
· Advantage: this allows for real-time exchange of information and responses (i.e. interaction)
· Advantage: it allows for more elaborate coding mechanisms -- more consistent with the elaboration likelihood model
· Advantage: if it is delivered by someone who is credible/familiar with the audience, then better
· Lastly, let's talk more about receiver (audience) factors: what characteristics of the audience will make them more easily persuaded?
· Firstly, we talk about what persuasiveness is NOT related to: it is not related to age or gender; however, preferences for message type, channel and source may be
· Persuasiveness IS related to people's “need for cognition”: their propensity to analyze a situation, search for cues, etc.
· It is measured by asking questions such as, "Do you find it satisfying to deliberate for many hours at a time?" vs. "I like tasks that require little thought"
· People who score high here like games such as chess…they prefer to read the newspaper…etc.
· So campaign designers need to figure out the need for cognition of their audience
· Also, people’s persuasiveness is related to their mood: people tend to rely on heuristics when they are happy and are thus more easily persuaded
 

Application of McGuire's Model

· Briefly describe the study which McDonald did, and what the results were.
· He delivered different messages through different channels in different sequences to see which combination of variables would result in the most people calling into a smoker's help line
· The best combination was a combination of telemarketing and mass media messages
· This was because it was interpersonal, they were already familiar with the message, and so on
· Also explaining this is the dual linkage hypothesis (Bandura) -- certain people respond better to mass media and others to interpersonal communication…so by combining them, you get the benefits of both
 

The elaboration likelihood model

· Explain what the elaboration likelihood model is.
· It is a model to help us understand how people respond to (persuasive) messages
· It says that people will respond to messages through "central" and/or "peripheral" processing
· Central processing involves making a conscious effort to understand the message and think about an issue (cognitive elaboration occurs)
· This is more likely when the message is complex, personally relevant, when multiple sources deliver messages, etc.
· Central route processing leads to enduring and consistent attitude changes
· And can get even more entrenched over time as we think more about them
· Peripheral processing involves the extensive use of heuristic shortcuts to process the message
· This involves factors unrelated to arguments such as attractiveness of the source, novelty of message
· Peripheral changes happen faster but don't last as long
· Thus in health we want to increase the depth of processing that someone engages in (central rather than peripheral)
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Introduction

· OK, let's start off with definitions.  What are 3 important definitions to use in the study of fear-based messages?
· Fear:  A negatively valenced emotion that is accompanied by physical arousal
· The key here is that people seek to avoid it: they don't like the arousal Negative emotion meaning that people seek to avoid it
· Perceived threat: a combination of the perceived susceptibility of a threat (degree to which a person feel at risk of experiencing a threat) and perceived severity of a threat (magnitude of possible harm)
· We note that threat and fear is related although threat is a cognition and fear is an emotion
· Perceived efficacy: perceived self-efficacy (how much do you think you can perform a certain response) but ALSO response efficacy (whether the response itself will work to avoid the threat)
· Here we are basically talking about their confidence that what they have recommended will help reduce the threat
 

Models for the effects of fear campaigns

· What are the different theoretical models we have to used to explain the effects of fear in fear-based campaigns?
· Drive theories
· Parallel response models
· Subjective expected utility models
· Extended parallel process model
· Explain the major points of drive theories.
· The central idea is that arousal accompanying fear acts as a drive to motivate actions
· However, the resulting actions are not always necessarily good: that is, fear can have both facilitating (i.e. produces self protective responses) and interfering effects (i.e. avoidance responses such as denial)
· Lastly, we say that the relationship between fear and attitude change is an inverted U
· That is, a moderate amount of fear produces the greatest attitude change whereas no change occurs at very low or very high levels
· When it is low, we just don't care
· But when it is high, the person is paralyzed -- the threat is so overwhelming that the person can't take action so they deny that it exists
· Explain what Parallel Response Models (PRM's) are all about.  How successful have they been?
· Well firstly, they were developed by Leventhal are the MOST WELL KNOWN
· The idea of the PRM is that fear appeals produce two PARALLEL and INDEPENDENT responses:
· The EMOTION of fear
· This is then followed up by fear control processes (efforts to control one’s fear of the threat/danger): includes denial, avoidance, distraction, dulling of emotion, etc.
· The URGE to manage that fear by ELIMINATING the danger that is causing the fear
· This results in activation of danger control processes (efforts to control the threat/danger): this is what we want, because it results in message compliance
· Leventhal's notions have NOT proven to be useful because the "fear control" response can often make us do negative things that actually INHIBIT danger control
· i.e. If we are anxious of failing the test that will determine the course of our life, we deal with that by consuming copious amounts of alcohol…but then as we go to do the test, we do badly -- so the thing we fear we have inhibited our ability to deal with
· Explain what the subjective expected utility (SEU) models are all about.
· The best known of these is by Rogers and Weinstein, called the protection motivation theory
· The PMT (and SEU's in total) tend to focus on cognitive aspects of fear control: that is, they say that outcomes are the function of COGNITIVE things such as severity of the threat, perceived vulnerability to the threat (COGNITIVE!), efficacy of the response, and efficacy of person to perform the recommended response to the threat (self-efficacy, also COGNITIVE!)
· Notably, Rogers proposed an interaction between the dimensions of threat and the dimensions of efficacy but the exact way that these elements interact is a subject of controversy
· But in general, we look at these 4 factors and we say that any fear appeal that scores high in these areas will result in the greatest likelihood of attitude and behavior change
· Explain what the Extended Parallel Process Model (EPPM) is all about.
· This was from Widdey
· OK, so this is an integrative model because it incorporates elements from the three major approaches to fear appeals (or at least the parallel models and SEU models)
· Here is how it works:
· So first we start off with SEU-style analysis: appraise the threat (severity and susceptibility).  If this is high, then we go to the next step…
· …which is to appraise self and response efficacy (also a SEU) sort of thing
· But from here, the parallel response model takes over, and it relates to whether the efficacy is STRONG or WEAK
· The weaker the efficacy, the stronger the fear control response (denial, avoidance, reactance)
· The stronger the efficacy, the greater the motivation to engage in danger control (take recommended action)
· Thus we see that there are really 3 possible outcomes:
· Low threat means ignore fear appeal
· High threat and high efficacy means high danger control (adopt recommended action)
· High threat and low efficacy means high fear control
· At the end of the day, what have we garnered from research with respect to the correctness of these theories?
· The stronger the fear appeal, the stronger the fear that is aroused (linear, positive correlation)
· This invalidates drive theories, which predict a curvilinear rel'p (inverted U) between amount of threat experienced and what their responses will or won't be
· The greater the perceived susceptibility or severity of the threat, the greater the likelihood of attitude, intention and behaviour change (linear, positive correlation)
· The greater the self efficacy or response efficacy, the greater the likelihood that the recommended response is adopted or considered
· The lower the efficacy, the higher the defensive avoidance
· At the end of the day, Leventhal's parallel response model is slightly better at predicting what will happen, but Widdey's model is overall supported to the greatest extent (?)
 

Effective design for fear-based appeals 

· Given all of this, what are the 5 elements of successful fear campaigns?
· Description of the threat that will follow if recommendations not are followed: we have to specify the physical/economic/social consequences of non-compliance with our message
· Remember that in general, the greater the fear-arousing content, the more fear will be produced
· Personalize the risk so the audience feels vulnerable or susceptible to the negative consequences: most campaigns FAIL because the audience does not feel personally vulnerable
· Description of how to increase personal efficacy: we want to guide them in how to deal with this threat so that they feel confident that they can do it
· Description of how effective the action is in reducing the risk (response efficacy): this is a related concept -- we have to convince them that the plan of action we are proposing will work
· Message framed in terms of potential loss: remember the loss-gain frame
· So how should all of these elements be organized?
· Hale recommends a problem-solving approach: 
· The problem portion of the message is the threat and the argument design to heighten the threat…severity can be documented with statistics…etc.
· The solution portion should contain solutions to avoid the depicted threat, etc.
 

When don’t fear campaigns work?

· Name the 3 scenarios in which fear campaigns are the LEAST likely to work.
· Fear appeals do not work with non-volunteers, because it causes reactance
· The deal here is that we can separate the recipients of our messages into two categories (those who CHOOSE to hear our message [the volunteers], and those who have no choice [non-volunteers])
· And as we may recall, reactance is the idea that a person feels that his or her freedom to act has been restricted, and so to recoup the lost freedom, person does the opposite of what is asked
· Therefore:
· Television campaigns are bad b/c commercials can produce reactance: people feel like they are forced to watch them
· People are likely to rebel against things like traffic laws, because they have no choice
· Fear appeals are less likely to work with children and youth, because the fear of death and ill health is SMALLER in these groups
· i.e. The drunk driving ads which are targeted at adolescents and use fear appeals are unlikely to influence younger people, but the designers are ADULTS and to THEM they are persuasive -- so this is why they keep them
· Fear appeals are less likely to work with persons with high trait anxiety, because they are always anxious about things and so the fear induced by the campaigns is not new to them
· On the other hand, people with STATE anxiety (related to their current state) are more affected by fear appeals
 

Studies in the Real World

· Describe 3 studies which were done to illustrate some of these concepts.
· The first one was showing advertisements to smokers, where each advertisement used a different theoretical framework (i.e. self-efficacy [Bandura], threat/loss, etc.)
· The second one took the top 2 ads from the first study and applied them to communities to see which ones could most elicit ACTION (operationally defined as calling the Smokers' Helpline)
· One ad was "Smoking: it's not just about death; it's about loss of life"
· The other one was "I quit smoking after 36 years"
· The third one
· Explain the results of the first study.
· Some ads were good for different things:
· Efficacy oriented ads increased confidence in quitting the most
· Fear oriented ads most effective in motivating smokers to quit smoking
· Efficacy oriented ads perceived to bemost effective in motivating them to call the Smokers’ Helpline
· Some ads were crappy all around:
· Information oriented ads performed poorly on all measures including likelihood of reading further
· 4 of 5 humorous ads performed poorly on all measures
· 4 of 5 ads employing drawings and cartoons performed very poorly on all measures
· What were the results of the second study?
· The "testimonial" ad which was designed to increase self-efficacy was the most effective
· We also found some interesting things about what mattered (or didn't) in terms of the demographics of the callers:
· No differences in mean age of callers (hosp.= 50.5; testimonial = 51.5)
· No differences in proportion of female callers (hosp. = 50%; testimonial = 55%) 
· No differences in education of callers 
· 45% respondents to hosp. ad had < high school grad
· 34% of respondents to testimonial had < high school
· No differences in intentions of smokers to quit smoking
· Respondents to testimonial ad more likely to have medium level of nicotine dependence while hospital ad attracted high dependent smokers
· What were some guidelines for ad providers that came out of these studies?
· Information oriented ads that use diagrams and humor are least effective 
· Ads that build positive expectancies, confidence to change and confidence in a service are most effective
· Testimonials particularly effective
· Gain framed messages may be best for pre-contemplators; loss framed messages best for those committed to change
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Topic 10: Risk Appraisal

 

Introduction

· Why is risk perception and communication important?  Give an example to demonstrate the consequences of failing in this important field.
· Firstly, it is important for individuals: they need to make decisions about treatment, or avoiding risks -- and thus we need to make sure that their impression of the risk is accurate
· Also, physicians and other health professionals need to help patients make informed decisions about prevention and treatment
· Lastly, governments and non-profit groups need to help the public (and voters) understand why a public policy is necessary
· Example of failure: Consider SARS -- there was so much fear and extreme measures taken even though only a few isolated cases actually occurred…and the reason was that they didn't communicate very well -- they didn't make it seem like a calm and in-control situation
· Instead they fueled the contagion by continuing to talk about (for example) cases in a cumulative manner -- this is bad b/c it can never go down -- so people get the sense that this thing is spreading
· Thus there were devastating effects on the economy…it was very stressful for people who didn't understand the risk properly…and so on
 

Dimensions of Risk

· What are the 5 basic dimensions of risk?
· Identity, permanence, timing, probability, and value
· So what is entailed by the "identity" of a risk?  What are some of the ways that this can vary and cause confusion?
· Plainly speaking, the identity of a risk is an OBJECTIVE description of the pertinent risks/consequences associated with some action OR inaction
· So at the end of the day, the action which is being done or not done determines what the risk is going to be
· i.e. the risk of dying from playing sports is LOW…but the risk of injury is reasonably high…
· However, there are sources of variability within this which can complicate the issue:
· Firstly, we note that the situation can be difficult because some or all risks may not be known
· Also, sometimes a given outcome can be perceived to be both desired (benefit) and undesired (risk)
· e.g., additional life expectancy due to chemotherapy, but at the cost of considerable pain
· Explain what permanence is, and describe how it factors into people's decision making about risks.
· Permanence simply refers to how permanent the unwanted outcome is, or what the duration is
· Obviously some outcomes may be permanent (death) whereas others may be transient (pain)
· This affects decision-making in that many people are willing to face a high chance of a severe impairment, provided it is transient, but balk at low risks if the outcomes are permanent
· On the other hand, things like pain could be transient -- perhaps people are willing to face a high chance of physical impairment as long as it is transient
· Explain what timing is, and how it affects decision making with respect to risk.
· Timing simply refers to when the unwanted outcome is likely to occur
· Timing can be imminent (not surviving a surgical procedure or becoming nauseous after being given a drug) or they can takes several months or years to occur (e.g., developing a blood malignancy as a result of aggressive chemotherapy for a previous cancer) 
· In general, immediate outcomes have more influence than long term future outcomes
· This is such a strong phenomenon that economists do "discounting" for benefits that are long term -- they know that people will value it less
· Explain what probability is, and why it is a difficult issue for the public to grasp.
· Probability simply refers to how likely it is that the unwanted outcome will occur
· The PROBLEM with this is that probability is often complex, with lots of qualifications…and also it changes all the time
· For example: the consumption of fat: many years ago they said that we talked to people about their risk at consuming fat, period…but then we said it is saturated fats…and after that it's not all types of sat fats but just trans fats
· The point: it is DIFFICULT for the public to understand all the changing science -- they see that different things at different things are considered "good" or "bad" -- they don't understand that science is different over time
· Another problem or source of complexity is that probability can be expressed in relative or absolute terms
· i.e. If you take a drug, your probability of getting cancer is reduced by 50% over the next 10 years (this is relative)
· i.e. Absolute: your risk of getting a heart attack, it is 2 in 1000…but if you take this, you have a 1 in 1000 risk
· So we see that saying this as "100% reduction" instead, it is much more attractive
· What are some of the different ways that probability can be expressed?
· It can be expressed quantitatively or qualitatively or graphically
· Qualitatively means to use words and descriptors (no numbers): for example, severe or mild
· Quantitatively is when we assign numerical probabilities to the "chances" which we have been qualitatively talking about
· i.e. The report on global warming uses "severe" or "probably" but then they defined those terms as greater than 90% probability (for example)
· Graphically: this is when we use pictures to express things -- this is good because many things can be shown at once (relative relationships between outcomes, absolute relationships, ratio, etc.)
· Examples: 
· a bar graph does BOTH of these
· Or marbles in a jar -- 1 white marble in 99 marbles so people get a sense of what that looks like visually
· Or dots in a circle
· Or a "risk ladder"
· What do we mean by "value", and how does it vary?
· Value refers to "subjective badness": that is, how bad would it be for the intended audience or decision maker if this thing occurred?
· The subjective part is important: what one person or group sees as catastrophic could be viewed as another one as mildly disturbing
· i.e. This explains for example why gov'ts dominated by middle class males are more responsive to calls/funding for prostate cancer than they are for breast cancer
· A risk may seem more tangible if it is seen as serious and having a high chance of occurrence in the short term
· On the other hand risks that are in the future seem less threatening
· Example:
· Contamination of water in Walkerton -- immediately the gov't started taking action
· Whereas CVD due to physical inactivity -- we are more chilled out about it because the risk is long term
 

Challenges for Risk Interpretation

· OK, first let's talk about common errors in risk interpretation.  Why do they happen?  What are they?  Discuss each.
· Firstly, all of this happens because we know that people's perceptions are influenced by their values and attitudes, which plays into the usage of heuristics
· This results in the following biases:
· Anchoring bias: this occurs when a person or group estimates their own risk from a given action based on another familiar risk
· i.e. a person puts their risk of smoking in terms of something that is more familiar to them
· Availability bias: this is when a person overestimates a risk that receives substantial notoriety
· i.e. Hearing about 2 drive-by shootings in Metro Toronto -- this tends to result in people thinking that they are at much greater risk for being shot while out in public than is actually the case
· i.e. Hearing that someone died in an ER while waiting for treatment
· Compression: this is when certain risks are just underestimated because they are unfamiliar, or we don't want to believe them, etc.
· i.e. Smokers underestimate their risk of dying from smoking but overestimate their risk of dying from other kinds of air pollution like diesel fumes at the bus stop
· Miscalibration of confidence: this is when we confuse the extent and accuracy of our knowledge about a particular risk
· i.e. We all eat, so we are all experts on nutrition
· What is the other big challenge in risk interpretation that does NOT have to do with people's biases and attitudes?
· It is that we need to be able to help people reconcile averages from a particular population and learn what they mean for them
· i.e. We tell a patient that the chance for something is 1 in 100 -- but the people don't see this rationally, they are worried that they will be that "1"
· Another example: if someone does angioplasty, there is a 4% chance of getting MI during the procedure -- this is not huge…but for the individual who is being asked to sign a consent form -- they look at it as "I am having a heart attack or not" -- so it is an all or nothing phenomenon and there is no probability taken into account
 

Crafting Effective Risk Messages

· What are some tips we need to remember in crafting effective risk messages?
· Choose simple, non-technical terms -- if this is impossible, define unavoidable terminology
· "We used to say that men were impotent"…and now we use the term "ED" -- the language evolves over time -- sometimes the industry creates language without precisely defining what it is
· Explain risk in absolute terms where possible; avoid using only relative risk comparisons which can be confusing to some people
· Recognize that multiple and cumulative risks are difficult for many people to understand;  if there are multiple risks, explain each risk in the same way
· With multiple risks, we want to explain the risk of each condition/factor/outcome -- do it independently, don't try to bundle them all together
· Try to explain the dimensions of the risk in several ways to account for differences in how people process information (numerically, visually, explanatory text, etc.)
· i.e. Graphically AND numerically
· i.e. Quantitatively and qualitatively
· Provide context (eg. findings of previous studies)
· i.e. is this better or worse than what we had before?
· Explain how serious a risk situation is, including the consequences of risk exposure
· The point here is that people don't want to just know that they are at risk, but they want to know WHAT is entailed by it
· Define who is at risk: people want to know whether they are in the risk group or not
· Note that the SARS epidemic management failed here b/c they didn't define who was at risk and who wasn't -- in fact the HCP's are at the most risk
· Include implications and any recommended action steps
· i.e. Explain to people how they can reduce the risks -- it is not enough to tell them there is a risk, we have to tell them HOW
· Point out any uncertainties or gaps in information to avoid distrust
· The point here is to be honest: to build a sense of trust with our audience -- so if we are not sure…or if there are gaps in the knowledge…those should be explained too
· For research results, include who funded, who conducted, and the study findings were published.
· i.e. If a fabulous new drug was discovered that enhances the QOL for asthmatics…we will think differently if it was funded by the Pfizer corporation or the government grant or a volunteer-based org…that have no vested interest in making money…
· Other than those which we just discussed, there are other situations where we have to make special considerations with how we craft the risk messages.  Which are these?
· Firstly, situations where the probability of risk is very small
· Also, when the audience is of low literacy
· Lastly, when there are many risks and we have to choose which ones to convey
· Another consideration we have to make when crafting risk messages is what to do when the probability is very SMALL.  How should we handle such a situation?
· The problem here is that in general, people find it more difficult to comprehend small probability events (< 0.1)
· Methods for improving comprehensiveness include:
· Change probabilities into frequencies 
· i.e. Say 3 out of 10,000 rather than a .003 probability
· Communicate aggregate or cumulative risk over time
· i.e. Instead of saying the chance of being injured in an auto accident is 1 in every 10,000 each time a person drives, say the chance of being injured at least once during a lifetime of driving is about 1 in 3
· Yet another area is with low-literacy audiences.  How do we adjust ourselves to communicate with them better?
· We have to use graphic or visual displays of risk -- although they may not be any more effective with general populations, they can help to improve risk communication for low literacy populations
· How do we deal with situations where there are multiple risks (perhaps too many)?
· Well to provide some context, a single action may carry multiple risks.  The challenge for health professionals is to figure out which risks should be discussed.  
· For example, we may have to communicate a treatment to someone and help them make an informed decision
· Some of the treatments will have multiple potential unwanted consequences
· So the question is how much information should we provide?
· The problem is that too much information can be overwhelming, distracting, or dilute attention for the most pertinent information
· i.e. There are 29 risks from smoking -- do we really want to share them all?
· Don't forget that there could be the DILUTION EFFECT: if the person perceives the information to be extraneous…it dilutes the truly important things
· However on the other hand, too little information may deprive the person from making a truly informed decision.
· At the end of the day, all of this crap depends on the person -- their need for cognition, ability to digest information, etc.
· It all depends on their context -- the way they respond and their ability to process information is different in different situations
 

Evaluating the Effectiveness of a Risk Message

· What kind of things do we look at to determine whether a risk communication is effective?
· Comprehension (does the intended audience understand the message and suggestions contained in the message?)
· Acceptance (does the intended audience agree with the interpretation and recommended actions?)
· Dose – response consistency (do perceptions of risk and intentions vary according to the magnitude of the risk such that increasing levels of risk are perceived as such?)
· Considerations for determining whether a risk communication is effective
· Hazard-response consistency (is the audience more likely to take action as the risk increases?)
· Uniformity (do people with the same exposure level interpret and react similarly to the information?)
· Audience evaluation (does the intended audience find the communication to be clear and helpful?)
· Direction of communication errors (when interpretation errors occur is it because people over react or under react?)
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Definition of conformity

· What is conformity?  Give a recursive definition.
· Conformity is a type of social influence in which individuals change their attitudes or behaviour in order to adhere to existing social norms
· Social norms, furthermore, are rules indicating how individuals are expected to behave in certain situations
· Social norms can be implicit (i.e. never arrive at a party on time) or explicit (i.e. tipping the server)
· Norms can be detailed and precise (i.e. traffic laws, signs) or they can be codified and more implicit (i.e. How close should we stand to someone in the elevator)
· These norms are important because they help to maintain social order
· i.e. Imagine if drivers didn't follow the traffic rules, etc.
 

Factors affecting conformity

· What are the factors that affect conformity?
· Cohesiveness, group size, type of social norm, cultural differences, social support
· Explain what cohesiveness is, and how it affects conformity.  Give an example to demonstrate.
· Conformity is the degree to which individuals like or are attracted to other members of a group or to persons who attempt to influence them
· It affects conformity in that when cohesiveness is high, pressure towards conformity is higher than when it is low
· This is because most people are willing to accept attitudes and behaviors of the people they admire
· Example: Crandall (late 80's) studied women in a sorority and asked them to complete two questionnaires -- one for measure level of cohesiveness, and the other for tendency towards binge eating
· Each questionnaire was done at the beginning and end of school year
· It was seen that women became more like their friends with respect to binge eating as time passed
· How does group size affect conformity?  What is the reason for this?
· We have seen that rising group size increases conformity until there are about four members…after which further increases reduce conformity
· The reason is that individuals may hold different views on things -- therefore when several people in a large group completely agree, we suspect that they are in collusion (i.e. not expressing their true individual views or behaving in accordance with individual preferences, but rather working together to exert some influence) -- and so we are less influenced by them
· However (I guess), this effect is lessened when the group is 4 or fewer
· Describe the two types of norms, and how they affect conformity.
· The two types of norms are:
· Descriptive: what most people do in a given situation; the kind of behavior that is generally effective/adaptive
· Injunctive: what ought to be done
· Both types of norms influence behaviour but injunctive norms may exert somewhat stronger effects under certain circumstances (i.e. anti-social behaviour)
· Explain how culture can have an effect on conformity.  Give an example.
· Well the deal is that some culture encourage greater conformity than others, and individuals that live or were raised in those cultures are more likely to conform with social norms
· Recall that we talked about the work of Solomon Asche (the lines experiment): people more likely to give an incorrect answer when experimental stooges gave the wrong answers when this experiment was done in collectivist cultures such as China and Japan
· Explain how social support helps a person to resist social pressure to conform, and again how this was demonstrated in Asch's experiment.
· Almost any form of social support can help a person resist social pressure to conform
· i.e. In Asch's experiment, when just ONE stooge gave the correct answer, we saw a huge increase of correct response -- even though the guy wore thick glasses suggesting lack of good eyesight
· However, support received early - before pressure for conformity are in place - is more effective than support received later
· i.e. Resisting temptations to start smoking after quitting -- or temptations for relapse in terms of alcohol or trying to overcome drug addiction -- it is important to seek support as early as possible under those circumstances
 

The basis of conformity

· Why Do We Conform?  What are the 2 main reasons?
· The desire to be liked: we are taught at an early age that agreeing with people around us causes them to like us
· We are praised by parents, teachers, etc. for being like them
· Thus we realize that conformity yields acceptance and approval
· The desire to be right: since many things don't have reliable measures, we obtain a sense of how "good" something is by asking others -- we use their answers as a guide for our own behavior
· Also let's think about 2 reasons why people DON'T conform all the time.
· Firstly, most of us have a strong desire to maintain at least some uniqueness/individuality
· We generally want to be liked by others but we don't want to be exactly like them
· That's why people seem to act in unusual or even bizarre ways
· Secondly, control: because conforming means that we lose the ability to control our own destiny
· Thus we often see individuals taking fashion risks -- they don't want to be bizarre, but in fact they want to establish their identity and convey it to others…establish a sense of personal freedom
 

Definition of compliance

· What is compliance?  Include all the nuances of the definition.  Also, roughly how does it work?
· Compliance is a form of social influence in which one or more persons attempt to influence one or more others through direct requests
· The key point here is that they are NOT being secretive about it
· Often in trying to get compliance, we don't make cold requests -- usually we go through a number of preliminary steps before telling people what we want
· And understanding these preliminary steps can help us understand that some people have more influence over others -- so that is what we will study
 

Methods of inducing compliance

· What are the 6 methods/techniques we have for inducing compliance?
· Ingratiation, foot-in-the-door, door in the face, bait and switch, "That's not all", and scarcity
· Explain how ingratiation works.
· This is when requesters first induce target persons to like them, then attempt to change their behavior in some desired manner
· The methods for doing this include:
· Self enhancement: make yourself look better i.e. clothing, smiling, eye contact, associate oneself with positive events or people that the target already likes, etc.
· i.e. Namedropping the name of someone they know and like/respect
· Other enhancement: this includes flattery, agreeing with the target person, showing interest in them, doing small gifts or favors, "I love your research, professor"
· Self deprecation: promote the feeling of modesty
· Self disclosure: offering personal information about oneself even if it is not requested (i.e. talking about dogs, children, etc.)
· Explain how "foot-in-the-door" works.
· The idea is that we begin with a small request and then when that is granted, escalate to a larger request (the one desired all along)
· The reason why this works is:
· After they grant the small request their perception becomes that they are the kind of people who will help when others ask for it
· And the other reason is that their impression of the "asker" improves when they grant them the gift
· How does the "door in the face" work?  Give an example.
· It is the opposite of "foot in the door": we begin with a large request and then, when this is refused, retreat to a smaller request (the actual desired request)
· The reason this works is that they feel bad for rejecting the first thing, so when there is a more reasonable request they say yes
· Example: in 1995 -- study asked college students if they would volunteer to counsel juvies…but when they said no they were asked if they would go with youth on a 2 hour trip to the zoo
· How does the "bait and switch" work?  Give an example of this applied.
· The idea is that Items offered for sale are unavailable or of very low quality -leading customers to buy a more expensive item
· It works because people think they are already there, already invested the time, it would be a waste to go home
· Example of how this works: a retailer will advertise an item at a low price but when customers arrive the item is unfortunately out of stock
· But once they arrive and find it is out of stock you offer them another product that is not relaly any cheaper
· How does "that's not all" work?  Give an example of this applied.
· The idea is that requesters offer additional benefits before the target persons have decided whether to comply with or reject the specific request
· This works because of the "norm of reciprocity": people often feel obligated to reciprocate when another person does something nice for them or makes a concession
· Example: "if you buy this exercise machine from Tony, the price right now is 2000 but if you call in the next 10 minutes we will cut the price by 250…and that's not all, we'll throw in a special exercise video for you…and that's not all, we'll throw in free s & h…"
· How does "scarcity" work for inducing compliance?
· This is a method for inducing compliance by creating the illusion of scarcity, because things that are scarce or hard to possess are seen as more valuable than those which are hard to get
· There are two variations of this:
· Playing hard to get: people feel like they are reaching for the unattainable and so you feel great if you are able to get it
· Deadline technique: after the deadline the price goes up, so it seems more valuable before the deadline passes
 

Increasing Compliance with Treatment Regimens

· What are some of the variables that affect treatment compliance?
· Patient
· Disease/illness
· Treatment: think about stuff like hypertension -- you can't feel symptoms b/c you have no idea whether the treatment is improving the situation
· Treatment length: the longer the less likely they will apply
· How easy is treatment: do they have to travel far away
· Provider: how comfortable are they with the provider, communication style, do they really care about me, etc.
· Provider-patient interaction
· Social support
· SES
· Given this, what should we do?
· Goal is to adjust the treatment, the practitioner, and the message to suit the needs of the client/patient
· Extended example: dietary regimen -- how do we ensure/increase adherence?
· i.e. healthy diet for diabetics
· We see that it matters:
· Social support
· Trust in physician
· How much self efficacy/confidence
· Ability to manage stress
· Education level
· Intervention itself
· Type of meds they are using
· What are their long term disease prospects
· So what can YOU do to help people?
· Make the treatment shorter and simpler
· Help people establish realistic treatment goals and expectations
· Keeping people involved in decision making, keeping them satisfied -- if people feel like someone else is taking control and it is their responsibility wrt whether they take medicaiton…they are less likely to comply
· Also a whole series of ocmmunication variables in explaning and expressing treatment regimen to others
· i.e. speaking to the level of recipient -- i.e. low literacy skills, simplify the language
· Or if they are bright then treat them as such
· Categorize information -- help people to make sense of their world
· Repetition -- tell them what you'll talk about, then talk about it,t hen tell them what you just said
· Also use specific examples of things rather than generalizations -- the more tailored those examples are, the more likely they will comply
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Introduction

· What is the cut and dry definition of diffusion theory?  What does it mean practically?
· Diffusion theory is a framework for exploring potential adopters' acceptance of an innovation
· In practical terms, we want to know why certain things catch on, and other things not?  
· For example consider Betamax vs. VHS, the rise of Youtube, etc.
· Give some relevant definitions here.  Expound as necessary.
· Diffusion: this is the PASSIVE process by which an innovation is communicated through certain channels over time among members of a social system
· "Passive" is important, because it distinguishes it from dissemination (more later)
· Innovation: anything that is new to an audience (or "social system")
· i.e. A new practice (i.e. immunization against cervical cancer)…or rehab service, new product (breakfast cereal), public product (anti-tobacco advertisements)
· Notably it doesn't have to be brand new to all audiences…but just new to that particular market
· Social Systems: the physical, social, or cultural environment to which potential adopters belong
· In other words, it is a kind of boundary within which the diffusion of an innovation is examined 
· It could be as large as a country…or small as a group that gets together every week to play cards
· The ESSENTIAL CHARACTERISTIC here is that there are values or norms within the group that are likely to help or hinder the adoption of an innovation
 

Major Influences on Diffusion

· Give an overview of the Major Influences on Diffusion.  Expound briefly on each one.
· Characteristics of the potential adopters: Everett Rogers focused on this one first; seeing that people could be separated based on characteristics which were relevant to their likelihood of adopting certain innovations
· (More later on this, but…) a certain group of people known as the "early adopters" are the first to adopt, and everyone else follows suit -- thus it is smart to target innovation at those people
· Characteristics of the innovation: this was the second MAJOR area, and Rogers studied this after the potential adopters
· Characteristics of the linkage system: this is because usually innovations don't pass directly from the designers to the users -- but rather there are intermediaries that facilitate the transfer -- and this is the "linkage system"
· i.e. People don't develop better cardiovascular behavior by reading the literature -- rather they will adopt after interacting with physicians, public health staff, etc.
· Thus here the physicians are the linkage system -- they didn't create the knowledge and they are not the "targets" of the knowledge, but they just "pass it on"
· The external environment: here we are talking about things like the larger political and economic environment
· These things are out of the control of the intended adopters, linkage system, or the innovators…but they still impact innovation
· i.e. If there is no new research money, then very few innovations will be developed
· Or no one in the user system has money to purchase new innovations…etc.
 

Characteristics of an Innovation that affect Diffusion/Adoption.

· List and discuss.
· Firstly we have relative advantage: extent to which intended adopters perceive a new product as superior to alternatives
· i.e. A fax machine has relative advantage over the courier (cheaper and faster)
· Remember that this is about the audience's PERCEPTION -- not reality
· Compatibility: extent to which innovation is consistent with potential adopters' current needs, values, and practices
· Like fitness facilities for young parents -- they have no time; thus incompatible
· Complexity: degree to which an innovation is difficult to use or understand
· i.e. Convenience foods like oatmeal are easy and therefore more likely to be used
· Or even the way we word things: "Don't eat trans fats" ("trans" may not be understood by the public)
· Trialability: degree to which an innovation is capable of being tried on a limited basis without a long-term commitment
· Of course some things are not trialable: i.e. pregnancy (although this isn't an innovation)
· But in general if our innovation allows people to try it for free and without obligation, this will help
· This is why we get free samples all the time…
· Observability/communicability: ease with which the innovation's benefits can be observed, described, or mentioned to potential adopters
· Like bicycle helmets: they are publicly visible and their benefit is easily imagined
· Reverisibility: how easy it is for the potential adopters to return to their original practices
· i.e. the ease with which people can revert back to what they were doing before
· Risk and uncertainty: degree to which trying the innovation is regarded as risky
· i.e. IUD's are risky physically…
· But the risk can be physically, emotional, or social
· Modifiability: extent to which the thing can be modified to fit your needs over time
· i.e. Baby gear that can be size-adjusted to fit babies as they grow
 

Characteristics of the Adopters

· Explain what an incidence curve is for adopters, and describe it.
· Here we are talking about the relationship of the number of new people adopting something to TIME -- that is, as we go through time, at which points will people be adopting the innovation, and how many people will do so at each time?
· We note that the curve is NORMAL -- not everyone adopts at the same rate 
· So as we go through the curve…
· Those who are 2 SD's below the mean are "innovators": they have everything new -- if it's new, they have to have it
· Interestingly, individuals can be described as an innovator wrt something like computer technology but a laggard with something else like fashion or cars
· The point is that the nature of the innovation MATTERS
· Early adopters: they watch innovators -- they wait until something looks like it might be functional, useful, and helpful
· As a result they sift through all of the things innovators are trying, pick out the good ideas, then adopt them themselves
· So these guys are quick to adopt really good ideas -- they can see the function of a particular innovation
· Early majority: they watch early adopters…are interested in new things, however…
· They either cannot see the potential of an innovation or are too lazy to go try and test it
· Late majority: largely oblivious; have low need for cognition -- only follow early majority
· Laggards: only adopt it b/c everyone else in society has adopted it
· Describe and explain how adoption as a prevalence curve might look like.
· The idea here is that prevalence is the "total # of cases" in whatever situation, and so this curve will be always rising
· We start out slow (remember the innovators are a very SMALL percentage of the population)
· …but then it goes up fast as the majority of the curve (early & late majority) get their hands on it
· …and then slows down at the end (laggards always take forever)
· SPECIAL NOTE: this is true with the "un-adoption" of something, like smoking (just that the curve is traversed in reverse)
· Quickly explain what "Stages of Change" are, and why they can be used as an Adopter Characteristic.
· "Stages of change" is a concept developed by Prochaska and DiClemente whereby they suggest that people can be categorized into different stages with respect to how "ready" they are to make a change
· The stages are Precontemplation, Contemplation, Preparation, Action, and Maintenance
· The idea is that we can treat these things as an adopter characteristic -- i.e. "preparation" people are more likely to adopt a change because they have already decided that they WANT to change something and it is just a matter of deciding how best to do this
· If we keep these stages in mind when we are tailoring messages, we can speed up the adoption process
 

Measuring Diffusion and Dissemination

· OK, when we are measuring Diffusion/Dissemination, what are the 2 "measures" that we use?  Explain how they are DIFFERENT.  Discuss one factor which has greatly affected both of these measures.
· Diffusion rate: this is proportion of people in a population that adopt or continue to use an innovation AT ANY TIME
· Note that the limitation of this measure is that different people adopt an innovation over time, but since this is a CROSS-SECTIONAL measure, we don't have data on WHEN people adopted stuff -- we just know at any given point, how many people have adopted something
· Adoption rate: how LONG it takes something to be adopted by members of a social system -- tells us the prevalence/incidence of use over time
· Note how this is different than diffusion rate -- diffusion rate doesn't tell us how long it took something to be adopted, it is just able to tell us any a certain point in time, how many people had adopted it WHEREAS here there is the concept of TIME
· One hypothesis regarding this is that globalization has reduced disparities in diffusion rates and adoption rates 
· i.e. When we compare a recent innovation like the VCR, the DIFFERENCE between how long it took the US to adopt it and how long it took Japan to adopt it (5 years), it was MUCH SMALLER than the difference for an EARLIER innovation like the TV (12 years' difference)
· When we are trying to promote diffusion/dissemination by various means, what do we want to do to the curves?
· We want to push them LEFT -- we can't change the SHAPE of the curves, but we CAN change how fast it takes each group of people to adopt…
 

Why Early Adopters are So Important

· What are some Characteristics of Early Adopters?
· more interested in the innovation category: for example if I am the first adopter of hybrid cars, I am probably interested in cars in general
· more likely to seek information (about the innovation) from a variety of sources, especially media
· more open to innovation 
· They are not very dogmatic (i.e. "this is how things have to be")
· And they express less anxiety over change
· Inner-directed: rely on their own standards and values to make decisions whereas late adopters rely more on others for guidance
· better educated, higher incomes, higher occupational status
· More likely to react favorably to fact-based information and advertising appeals that allow them to evaluate the merits of the innovation whereas late adopters respond to reference group settings such as the use of trusted friends, celebrities, etc.
· Now talk about the ROLE of early adopters in the mind of the salesman.  Why are they so important, and how could we "use" them?
· We see Early Innovators as Opinion Leaders -- once they sign onto something, it is like the "tipping point" after which everything will blow up
· Therefore, we want to use early adopters to promote an innovation among late adopters -- target the early guys, don't worry about hitting everyone
· We do this by:
· Making it easy for early adopters to try a product and make sure they are satisfied with it.
· Remove barriers for early adopters (i.e. organizational policies that limit interactions between people)
· Given everything we know, what would Bandura suggest in the way of a strategy for disseminating an idea?
· It is something called the Dual Link Hypothesis: Dissemination will be maximized when mass media aimed at early adopters followed by inter-personal communication strategies aimed at middle and late adopters
· This is because innovators and early adopters are more likely to respond to mass media than those who are later in their characteristics…whereas the later guys (middle and late) are more likely to respond to interpersonal communication
· Thus he thinks that mass media campaigns that combine interpersonal stuff as well will be more successful in disseminating an innovation than just either one alone
 

Introduction to Dissemination

· We have thrown the word around, but what does it actually mean?  In terms of the different parties we will need to influence to IMPROVE dissemination, who do we need to think about?
· It is a deliberate, systematic attempt to facilitate the diffusion of an innovation
· Note that this is different than diffusion, which happens on its own
· It can be altered by considering 3 major modifiable variables:
· Characteristics of the Innovation: 
· We should think about how we can maximize its relative advantage for potential adopters
· Also, maximizing the ease with which the linkage system can explain the particular innovation
· Potential adopters: remember to focus on early adopters then try to enhance the opportunities for earlies to tell the laters
· Linkage system: choose good people who will be able to facilitate collaboration well…who have access to the early adopters…etc.
· Step back and think about the big picture.  What’s So Important About Dissemination?
· It is because we realize that Population impact = efficacy x utilization
· That is, YES we know that efficacy of the innovation itself is great, but utilization matters just as much if our end goal is IMPACTING THE POPULATION
· e.g.,  50% efficacy x 1% use = .5% impact, while 25% efficacy x 10% use = 2.5% impact
· And dissemination is all about INCREASING UTILIZATION
· Unfortunately: if we look through scientific/clinical literature we see that LOTS of work has to do with increasing efficacy of treatments…much less has been done to understand how we can increase utilization of treatments
· The end result is that we may pile up the library books, but PEOPLE DON'T BENEFIT
 

Challenges to Dissemination

· What are some of the CHALLENGES to dissemination?
· Innovation is first challenge: maybe the innovation just doesn't work -- doesn't do what it should do or was designed to do
· Communication: it is not communicated properly to the user system, so people don't know about it
· Adoption: audience knows about it but the thing was incompatible with their norms and values, etc. -- so they REJECT IT
· Implement: just cause they adopted it doesn't mean they are willing to carry through and implement it -- adopters have to have the skills, resources, and self-efficacy to successfully use the innovation for its intended purpose
· Maintenance: sometimes breakdowns occur b/c adopters are not continuously reinforced and stop using the innovation
· The notion of reinvention is relevant here: we have to do this every few years to remind people to keep using it (i.e. "new and improved Tide detergent")
· Same thing with health: we have to reinvent messages -- have to be fresh in telling people to stop using tobacco
· Now think about each of those challenges we just discussed.  How can we ADDRESS them?
· Innovation: involve all the groups esp. linkage system to design something that works and is APPROPRIATE
· Communication challenges: social marketing and McGuire's model to select right channels, source, etc.
· Early adopters can also serve as an important source here
· Implementation: can be overcome by using SLT and education models to design training programs and instructions to let people gain self-confidence and skills
· Selecting appropriate role models and influencers as linkage system agents can reduce barriers
· Usually we don't need to train everyone but just the earlies who will help the laters
· Also neutralize environmental barriers
· Adoption: adapting the environment to the needs of intended adopters
· Maintenance barriers: overcome by careful thought to design and distribution -- allow continuous availability and provide intermittent reinforcements
 

Extended Example of Dissemination: Clinical Practice Guidelines

· What are clinical practice guidelines?
· They are based on the fact that a lot of medicine is based on hearsay, tradition, etc. and not nearly enough interventions have been proven through rigorous scientific experimentation to work -- THEREFORE -- people started to get together, synthesize studies, and come up with PROVEN approaches for handling medical situations
· Now the challenge is to distribute it to practitioners who are expected to follow those guidelines, and GET THEM TO FOLLOW IT
· During the first try to disseminate this goodness, what were the problems?
· Many practitioners do not know about the CPG (communication challenge)
· CPGs (ie. Innovation) did not appear to be not easy to use, flexible, compatible, or modifiable (adoption challenge)
· CPGs were difficult to implement (implementation challenge); few incentives for proper or continued use 
(maintenance challenge)

· Many practitioners do not respect the linkage agents -- i.e. doctors might not respect Ministry of Health (think that they are just trying to save money)
· Thus we want to get people who are thought leaders -- respected people in the field
· The external environment is hostile (e.g., cutbacks)
· Given this, how was dissemination theory used to Enhance Evidenced-Based Decision Making?
· Make sure the CPG recommendations are based on sound evidence and work
· Select credible people to influence early adopters
· Use a social marketing approach to design a CPG that meets the perceived needs of the intended audience 
· Provide sufficient training, support and positive reinforcement
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Topic 13: The process of social marketing  

 

Introduction

· What is social marketing?  Highlight a few important aspects of this definition.
· It is the application of commercial marketing technologies to the analysis, planning, execution, and evaluation of programs designed to influence the voluntary behaviour of target audiences in order to improve their personal welfare and that of their society.
· Note that the goal is for improving people's welfare -- NOT for profit (as traditional "marketing" is)
· Note that the "process" is through INFLUENCING BEHAVIOR, not making people buy a product or use a service
· i.e. Service/non-profit marketing wishes to increase the use of a SERVICE (i.e. family planning clinic) 
· Note that changes in awareness and attitudes are NOT the be all and end all -- they are only important b/c they can lead to changes in behavior
· Why would we say that social marketing is "integrational"?  Give an example to demonstrate this point.
· We would say this because the practice of social marketing lies in developing and implementing integrated elements that have the shared purpose of leading to a specific change in behaviour
· This means that we would not ONLY advertise, but also develop peer support systems, etc. -- many different things COME TOGETHER here
 

What Social Marketing Isn't

· Explain 3 things that social marketing is often mistaken for.  What makes these things NOT social marketing?
· Social advertising: here we are just providing information (i.e. a PSA) but note that this is NOT A COMPREHENSIVE strategy, thus it is not social marketing
· Service marketing: this is the promotion of a PARTICULAR health or social service aimed at getting people to USE THE SERVICE -- not necessarily improve their personal welfare
· Product marketing: this promotes a particular brand of something…i.e. brand of condoms/low fat cereal -- so it is health related but the goal is to get them to buy a brand
· In this case it only counts as social marketing if its ultimate aim is safer sex, better diet, etc.
· In the same vein, there are certain Alternatives to Social Marketing which are NOT social marketing but could be used to attain the same effect.  What are some of these?  Comment on each.
· Health education: we just give people information
· The bad thing here is that we have to make a number of unjustified assumptions:
· The tricky thing here is that we have to assume that people will do the right thing if they KNOW what is the right thing to do
· We also assume that behavior is volitional but sometimes its not -- we can't always control this stuff i.e. no money to buy healthier cereal
· We also assume that the environment is of no consequence
· Persuasion: here we use fear appeals or otherwise to get people to do what WE THINK THEY SHOULD DO (not what they have determined is best for themselves)
· Again there are problems:
· The action may be inconsistent with the consumers or public's needs/wishes/norms/cultural practices/etc.
· Or maybe the target group may not have the resources…or may be faced with more important concerns…i.e. telling someone to eat a balanced diet is stupid if they don't have enough access to food
· Behaviour modification: this is the BF Skinner thing where we start with assessing the person, find the pos/neg reinforcing factors/cues, then develop programs to influence those…etc.
· Again there are problems:
· It is very expensive
· It must be delivered on a 1 to 1 basis
· Social influence: here our strategy is to influence community norms 
· Problems:
· This is limited to situations where the norms are well understood
· Moreover the pressure to conform must be reasonably high -- if people don't care about norms then it won't work
· Also the approach is limited to situations where the behavior is socially visible -- it is easier to change things that occur in public than in private
 

What Social Marketing Is

· List and comment on the Key Features of Social Marketing.
· Consumer behaviour is the bottom line: changes in attitudes or knowledge are necessary but not sufficient
· Elements must be cost effective: thus they are willing to make tradeoffs and ignore certain markets if the payoff wouldn't be worth it
· i.e. skin cancer stay out of the sun campaigns wouldn't be targeted at senior citizens
· It is consumer oriented: they don't persuade the audiences to do what THEY want them to do but rather to focus on the customer's concerns
· Strategies must consider product, price, place and promotion (more on the next slide)
· Formative, process and outcome research is essential
· Firstly we do surveys and focus groups to see what people need
· Then we make a campaign and carefully pretest it, and redesign as many times as it takes
· Finally the effects of the campaign are measured during the period that it is being implemented to assess whether elements are working as they are being intended
· Markets are segmented: social marketers realize that different parts of audiences are different, and so they create distinctive programs, budget allocations, etc. over different phases of the project to account for this
· Each segment is given a name in a succinct way to describe its members such as "soccer moms", "suburban yuppies", etc.
· We differentiate based on things like demographics 9age gender income) also psychographic (attitudes towards physical activity, knowledge about smoking, value of freedom of choice, etc.)
· Competition over the consumer's choice is recognized: thus the marketer brings about change by promoting the advantages of the product and the disadvantages of alternative choices 
· Notably, this includes the choice of not doing anything at all
· Talk more about the 4 Key Control Variables.
· Product: the BENEFITS ASSOCIATED with what we want them to do…immunization shot, BP check etc.
· Note there is a difference between "core product" (what the people get) and "actual product" (what they will do)
· Price: the cost which will be paid for the perceived benefit…so Social Marketers want to reduce costs and highlight benefits
· Note however that sometimes a cost assures someone that the "product" is valuable
· Place: the physical location where the desired behavior will take place (i.e. do you have to go to a clinic to do it?)
· Promotion -- things that we do to make people aware of the product, place, etc.
 

Extended Example

· If you were the Canadian Cancer Society, how would you use social marketing to reduce the incidence of skin cancer?
· We start with an analysis in terms of what we think the problem is and who the market is
· Then we plan one or more initiatives based on needs and characteristics of the potential audience
· This involves segmenting the audience into homogenous groups
· Then we design messages and products (maybe it is brochures, contests, environmental changes through public policy, etc.) that eventually lead or encourage the designated segment to use the things we make available to help them solve their challenges, concerns, etc. in a way that helps us to meet our objective
· Once the different things have been designed we TEST them
· Necessary changes made
· Then try again on a larger scale but still fairly limited
· Finally we implement it across the intended audiences…finally we use research methods to evaluate the products and their combination to see if they are achieving the objectives that have been set
 

Breaking Down the Process

· What are the 6 steps of the social marketing process?  List and note the order.
· Analysis -> Planning -> Develop, test, and refine -> Implementation -> Assess market effectiveness -> feedback to analysis change (i.e. go back to the analysis)
· Talk more about analysis.  What do we do here?
· We are just defining things...
· Firstly, define the issue: what is it?  How bad is it?  
· We are talking about CANCER -- not heart disease or diabetes
· For skin cancer, it is the most prevalent and thus it is an issue of concern to CCS and public health officials
· Then define market…what are the operating parameters?
· Define geographic scope: where do we want to make an impact?
· Then define organization: what does the community think about our organization?  We may want to emphasize that we are non-profit, to gain credibility
Also define partners/competitors: are there any other community partners involved and interested?

· Then we define target audience: who are we after and what are their characteristics?
· Here we use epidemiological data, gathered in multiple ways: survey data, focus groups, qualitative techniques to determine different details
· From here we get two different kinds of information:
· Demographics: age, sex, geographical location, etc.
· Psychographics: psychological factors such as what their prime values are, where they get health information from, what their beliefs are about skin cancer
· Just for kicks and giggles, what is some sample information about skin cancer that we might use as a part of this process?  (Probably don't need to memorize)
· Sample Epidemiological and Survey Data for Skin Cancer
· Persons with greatest daily exposure (esp. during peak hours) are fair haired and fair skinned women, aged 20 to 25, single, middle to upper income, post secondary education (epidemiology data)
· Sun exposure is related to higher levels of physical activity (epidemiology data)
· Skin cancer is viewed as important but not personally relevant (special survey data)
· Focus Groups Results on Skin Cancer
· Conducted with fair haired and fair skinned single women, aged 15 to 25, middle to upper income, post secondary education
· Knowledge of sun screen and relationship to skin cancer
· Hats and cover-ups are seen as dowdy – something your mother or grandmother would wear
· Hats and cover-ups are inconsistent with other, more important values (e.g., need to look good, fashion consciousness, fitting in with friends)
· Respondents would wear hats/protective clothing if they were stylish and popular
· Now talk more about the "planning" stage.  What is the deal here?
· Use available data to segment the audience into groups of individual with similar demographics and psychographics.   
· Set objectives for each segment of interest
· Identify potential product(s), place, price, and promotional mechanism
· What about the "Develop, Test and Refine" stage?
· Do mock-ups and focus tests -- we look for things such as:
· understanding of products, messages etc.
· acceptance of message, channel, messenger, price
· Practicality
· potential barriers (i.e. perhaps the coolness is a factor, so we want to develop a counter-culture and keep skin-safe products "cool")
· images and connotations
· Revise plan and re-test if necessary
· Alright, how about "Implement and Assess"?
· Alright, so we find our test market and PHASE IN our implementation
· Monitor implementation
· was program implemented as expected/intended?
· Assess effectiveness relative to objectives, for example:
· What % of people in area were spotted wearing the products?
· Conduct a random telephone survey to see what proportion of the members saw the ads, what their likelihood is of purchasing products
· If they do purchase, how often do they wear the clothes?  Under what conditions?
· Feedback results and revise and/or expand marketing plan as necessary
 

Social Marketing Expanded

· What are 2 new marketing techniques that came out of social marketing?
· Buzz marketing
· Co-opting third parties who appear to be neutral
· Explain buzz marketing further.
· This is when we strategically create “hype” about a particular product, policy, or message.  
· This can be done in multiple ways, including:
· Strategic placement of products in movies and TV
· Use of celebrity spokespersons to talk about how a particular behaviour, product or policy changed their life (for better or worse)
· Getting random people in public to talk about it enthusiastically
· Explain "co-opting third parties who appear to be neutral"
· The idea here is that if a company directly advertises for themselves then credibility is less, BUT if they can get someone else to say things that will benefit them, it is "sneakier"
· So they do 3rd party stuff 
· i.e. tobacco companies fund NPO like "my choice" who is a smokers' organization -- but they are just a mouthpiece
· i.e. oil and gas sector don't want to be anti-environmental -- so rather than risk their credibility -- they create an NPO called "friends of science" who do not believe in theories about global warming
· i.e. CHADD -- children and adults against add -- receives $7000 from a pharmaceutical company that makes a drug supposedly reduces add
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In the last 3rd of the course, there are a lot of new concepts introduced…and they are pulled together in various places so the continuity is not very good…So here we will connect them!

 

Note: This is NOT the annotated outline

 

· Socio-economic status (SES): a composite variable that measures work status, economic status, and social status (Topic 15 Lecture)
· A curvilinear gradient exists between SES and health: the more SES you have, the more healthy you are -- but the connection is stronger at low SES levels (i.e. an additional unit of SES makes a big difference) (Topic 15 Lecture)
· There are a number of different HYPOTHESIZED explanations for the connection between SES and health (Topic 16 Lecture):
· Spurious association (3rd variable)
· Drift hypothesis (natural/social selection)
· Behavioral pathway
· Materialist/structuralist theory
· Social organization
· Here is another list of connections with more concrete examples (Topic 18 Lecture):
· Access to material resources (food security, health care)
· Physical and social environment
· Job control
· Relative income: this is a measure of someone's income as compared to the income of other people in his society (Topic 16 Lecture)
· Relative income is ALWAYS related to health (Topic 16 Lecture)
· There are many different HYPOTHESIZED explanations for the connection between income INEQUALITY and health (Topic 16 Readings):
· One says that as inequality grows, the rich are increasingly distanced from the poor, and they care less about them so they refuse to spend social money (i.e. taxes) on programs to help the poor
· Another is that inequality leads to underinvestment in social capital because it wrecks community solidarity and cohesion (more elsewhere), instead promoting hostility, distrust, and social exclusion
· Thirdly there is a psychosocial explanation: when there is inequality, people become depressed (especially if they are the poor ones I guess) and this leads to biological processes which are harmful to one's health (more elsewhere)
· Inequality results in people working all the time to try and earn more money, and this a) affects their health and b) prevents them from spending time with their children
· There are more criticisms of inequality (aggregated from Topic 17 and 18 Readings):
· Inequalities limit the discovery of the full potential of all of society's members because they have unequal access to opportunities such as education and training
· Inequality provides the elite with the ability to institute a "dominant ideology" (from SOC 101)
· There is a MISALLOCATION of resources so everyone wants to go for the "winner" positions, and so the important but "lesser" positions have a shortage of people
· The crime rate is affected by inequality -- think about the deviance theories we learned from sociology -- it's all about wanting to be like the top guys in society but being unable to, and turning to crime as the answer
· Absolute income: this is a measure of someone's income, period (regardless of the income of others) (Topic 16 Lecture)
· Absolute income is related to health, but only in poorer countries (Topic 16 Lecture)
· Absolute income is related to health in poor countries (but NOT rich ones) because a certain amount of money is necessary to meet basic health needs.  But after that, how much money you have does not matter (why would it?) (Topic 15 Readings)
· Happiness: how content someone is with life (Topic 16 Lecture)
· Wealthier countries are generally more happy, but WITHIN these countries, happiness does not make a difference
· Happiness does however seem to be related to the distribution of income -- the more inequitably distributed it is, the less happy people are (Topic 16 Readings)
· The reason for the relationship between happiness and income distribution (Topic 16 Readings):
· When income is more inequitably distributed, the "bar" for what is "good" in society goes higher and higher and it becomes harder and harder to reach this bar, so people are more unhappy -- this is essentially "positional competition", where you buy things for the sake of gaining a higher position in society
· The rush to buy more things also comes at the expense of developing COMMUNITY (or meaningful relationships with other people), which further costs people happiness
· Social capital: the resources available to individuals through their social affiliations or membership in community organizations (Topic 17 Lecture)
· Social capital is related to inequality (more elsewhere) and health in the following manner: income inequality -> less social capital -> poorer health (Topic 17 Lecture)
· There are a few different ways that social capital affects health (Topic 17 Lecture):
· It affects health DIRECTLY: by causing more violence, homicides, hostility in society
· It affects health INDIRECTLY: it alters the way we see the world and behave (including health behaviors)
· Also, lack of social capital means less involvement in politics -- particularly for the poor people who cannot exert influence by donating money to campaigns -- and so there is no one to advocate for them on a policy level
· Social support: an interpersonal transaction comprised of one or more of emotional concern, instrumental aid, information, and appraisal (Topic 19 Lecture)
· Social support has been shown to be connected to health (positive correlation) -- and this is a curvilinear relationship (Topic 19 Lecture)
· More specifically, it is linked to all-cause mortality (specific causes have not yet been fully identified)
· There are different reasons why social support might be connected to health (aggregated from Topic 17 Readings and Topic 19 Lecture:
· It helps with adherence to medication regimens
· It enhances a person's ability to cope with stress and reduces the negative effects of the stressors in the following ways:
· Through practical help -- i.e. loans during a financially hard time, practical assistance during an illness, etc.
· Through emotional support -- it has been shown to help with heart attacks, breast cancer, even the common cold
· Through social comparison (so that the person can see that their situation is not all that bad)
· More generally, the boon to health due to social support can be divided into 2 major categories (Topic 19 Lecture):
· Direct effects: social support is beneficial during non-stressful as well as stressful times
· Buffering: benefits are chiefly evident during periods of stress
· Another macro-level presentation of the connection between social support and health (Topic 19 Readings):
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

· Social network: a person-centered web of social relationships (Topic 19 Lecture)
· Social networks are related to health in the following manner (Topic 19 readings):
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Topic 15: The social gradient, intro to inequity

 

The Big Picture

· On a population-wide scale, what is the ultimate goal of health interventions?  Express this in terms of the morbidity and mortality curve.
· Essentially it is to:
· Have everyone live up until the maximum possible lifespan for a human, and then die
· Create good health for one's entire lifetime, up to the moment that they die
· So in terms of a mortality curve, we want it to be a rectangle: 100% of the population is alive until (say) 120 years old, and then everyone dies at that point
· The morbidity curve should be the same -- everyone is in maximal health up until 120 years old, when they die
· How well have we done in pursuing this goal?
· A study of human survival curves over the years shows that we are progressing steadily towards a more squared shape, and that they are growing "higher" (i.e. for each age, the proportion of people still alive is higher)
· How do we achieve our goal as quickly as possible?
· Understand what factors and conditions determine health and illness
· Figure out which factors and conditions (i.e. determinants) are most influential on health and illness
· Develop interventions which improve the determinants, starting with those conditions and factors, or combination of conditions and factors which have the greatest influence
 

Discovering the Determinants of Health

· Walk through the journey we have taken in discovering the determinants of health.
· Our first step was to concentrate on the notion that physiological influences were the things that predicted whether somebody developed some of most serious causes of disease -- i.e. infectious diseases, CVD, cancer, etc.
· Thus we decided to do a lot of medical/pharmacological interventions to address this
· And then in 1976 something big happened - Marc Lalonde commissioned a report which showed that more than physiological things were important -- behavioral-social choices and patterns were also shown to be a factor in determining one's health
· Here we are talking about things like smoking, diet, physical activity, etc.
· After that we started to think about "intra-person factors" -- that is, the social-cognitive factors which affect the way that we interpret our world
· So for instance here we have cognition, affect, biological disposition, etc.
· This is what pro- and anti-health marketing, education, and counseling are designed to address
 

Timeout: Community Heart Health Trials

· Let's take a stop at this juncture and consider "community heart health trials".  What were they and how do they relate to the determinants which we have so far discussed and as yet will discuss?
· These were basically campaigns in cities aimed at improving cardiac health using various interventions
· Interventions included:
· Screening for high blood pressure, smoking, high cholesterol, stress
· Behavioural counseling provided to those “at risk”
· Social marketing campaigns encouraged no-smoking, healthy diets, physical activity (Participation), getting BP checked, etc.
· If you think about each of these interventions, we see that they were aimed at the behavioral/social-cognitive determinants of health
· That is, we wanted to change people's behavior and also change how they thought about certain diseases and risky activities
· The point is that in a lot of the cities (Stanford, Pawtucket, Minnesota) this intervention DID NOT WORK, but in North Karelia, Finland it DID work -- there was a 64% decrease in death rate from heart disease
· The reason for the difference highlights the next determinant we need to discuss -- and that is the fact that they not only used all the measures discussed above but also changed the ENVIRONMENT
· They did stuff like changing the food supply -- i.e. take saturated fat out of the products, etc.
· And indeed this is where we are heading next with determinants -- we have to think about how peoples' environments can affect their health
· Staying with the heart health trials for a bit longer, what are some other factors why most of the trials failed?
· “puny treatments produce puny results”: when we spend little money on the intervention it is stupid to have high expectations
· Treatment communities may have influenced secular change in controls: that is, the control groups changed as well and so the observed difference is smaller
· One reason for this was that if you were in a control community and you knew that another community was receiving all these interventions…we would say "We wouldn’t let London get away with that, so we will lower OUR heart rates
· Impact may have been obscured by low utilization (e.g., Minnesota engaged only 3% of all smokers)
· Treatments were aimed at the wrong groups (i.e., groups with highest relative risk may be most resistant to change  (e.g., COMITT was able to reduce smoking among light smokers)
· Remember the principle of population health: we want to go after MORE people with LESS risk rather than FEW people with MORE risk, because in the end it is better bang for our buck
· Failure to consider how biology and behaviour interact with social, geographic and economic variables across the lifespan (discussed previously)
 

Trends in Chronic Disease

· What do we notice when we look at death rates from CVD, stroke, etc. over the years?
· We notice that there is a consistent downward trend, which makes us ask why this might be
· One hypothesis is that medical treatment has improved (OK, fine)
· However we also note that smoking prevalence follows the SAME curve as the CVD/stroke ones do, and so we hypothesize that this BEHAVIORAL intervention (as opposed to medicine) also makes a difference for us
· Notably when we look at data like this over several years we want to focus on SECULAR TRENDS, which is the long-term upward or downward trend in the numbers, as opposed to a smaller cyclical variation with a periodic and short-term duration
 

Back to Our Journey

· Going back to our journey through the discovery process of health determinants, where do we go now?
· We don't progress further but instead we take a step "back" to examine the big picture: is there some "third variable" that explains all the things we have looked at so far?  Some say yes -- that it is genetic/biological predisposition that leads us to have certain physiological states, certain behaviors, and so on
· So we are saying that at the root of it all, the determinants of our health are determined as a genetic/biological thing
· What this results in is a huge uprise in genetic screening and therapy
 

Timeout: Genetics Explored Deeper

· Discuss a study that shed some light on the true impact of this idea of genetics.
· Paul Litchenstein et al (2000) combined data from 44,788 pairs of Scandinavian twins (identical and fraternal) registries to assess 28 types of cancer
· His major conclusion was that heritable and environmental factors play a smaller role in the development of cancer than is commonly believed -- that is, genetics couldn't be considered as having as much of an influence on cancer than other factors (perhaps the ones we have been discussing, like behavior!)
· Given this, why do we still overestimate the role of genetic factors?  How can we fix this problem?
· Most evidence comes from studies of twins reared apart (and so we think that the environments are very different, and so when we don't see a difference in the dependent variable we think that environments are not very impactful)
· However, the problem is that the twins still likely share very similar social, physical and economic environments 
· In order to fix this, consider migratory studies: they may be more accurate method of assessing the relative contribution of environmental factors 
· The idea is that genetic factors are held constant, but unlike twin studies, the environment systematically changes -- that is, perhaps we follow the same people as they go from one environment to another
· For example, Ziegler et al, 1993 found that Chinese, Japanese and Filipino migrants (age 20 to 
55) with 8+ years living in California had a relative risk of breast cancer 1.8 times the risk of migrants with 2 to 7 years in the West

· More about genetic influences: why are they seldom straightforward and thus difficult to assess the impact caused?
· Few conditions (e.g., Huntington’s chorea) are the result of a single allele (probably less than 0.1% of conditions)
· Even “simple” human traits like height are the result of complex gene x environment interactions (i.e. they are multi-factorial).
· For example, the national twin registry in Finland (n>33,500 pairs of fraternal and identical twins born before 1958) showed that there was a clear time trend in hereditability across four birth cohorts 
· Heritability increased with each cohort, presumably because of improving nutrition and living conditions
· Hence, heritability is not constant, but varies according to environmental factors 
· Discuss breast cancer to demonstrate why genetic screening may have limited impact.
· Only 5% of breast cancer occurs in women carriers of the BRCA1 and 2 genes.  
· Notably, initial estimates were inflated because they relied heavily on high risk families.  
· BCRA1 only occurs in 0.12% to 0.20% of North American women -- hence 2,500 individuals would have to be screened to prevent 1 case of cancer (Vineiset al;, 2001)
· Even if fully implemented, only 43% of women invited for testing want their test results (example of importance of social cognition). 
· Greatest apprehension comes from women with a family history of breast cancer
· Many women develop and maintain depression when identified as a carrier  
· Most fear loss of health insurance or premium increases
· What is epigenetics?  Explain its relevance to this discussion.
· Epigenetics is one interesting area where our genetic makeup is affected by things other than what is passed to us by our parents
· That is, epi-genetic mechanisms suggest that certain aspects of the genome may be modifiable or reversible, allowing humans (and other species) to respond and adapt to their environment
· In particular, specific developmental stages may confer increased malleability
· For example, animal studies suggest that high fat diets in adults may alter body fat accumulation in their offspring (Wu & Suzuki, 2006)
· Thus it plays into environment and place (about to be discussed) as determinants of health
 

Returning to the Discussion

· So now that we have discussed genetics and its impact on our perception of the determinants of health, where do we go from there?
· Our next variable is place: where you live, work, study, and play
· So we see here that we are starting to consider ENVIRONMENTAL factors, like we have been suggesting all along
· Even more high level than this, a group of variables known as social and economic organization have shown to be influential
· By this we mean culture, gender, age, social cohesion, and income
· These factors are particularly important because they not only influence health directly, but also affect behavioral things
· For example, our culture or our gender could affect our treatment-seeking behavior
· The consequence of these discoveries is that we are starting to think about community development and healthy POLICY: workplace policy, private policy, and public policy
· We need to think about how these things can affect the "place" variables and the social/economic organization variables
· Lastly we have to consider TIME as a factor in all of this -- at different developmental stages in our lives, different factors will increase or decrease in precedence
· Discuss the relationship between birthweight and BMI as an illustration of this last point.
· We notice that birthweight is correlated with BMI
· The point is that we can spend so much money trying to get people to go on diets and stuff -- that is, trying to change health via a BEHAVIORAL route during the adult developmental stage…
· …OR we can spend more time and effort on creating healthy environments for women as they try to conceive, etc. so that their babies will have a healthy birthweight!
· At the end of the day, what do we need to be doing given all these determinants we have discovered?
· We have to do research, informatics/surveillance, and evaluation to improve management of health services, policies, and so on…
 

Socio-economic Status

· So now we are talking about inequity, and how it affects health.  First let's define socioeconomic status.  What is it?
· It is a composite measure that typically incorporates:
· economic status (measured by income)
· social status (measured by education)
· work status (measured by occupation)
· Notably, these 3 things are themselves correlated so often we can get away with a rough observation by measuring just one
· List the results of some studies comparing SES to health.  What patterns do we see?
· Change in Life Expectancy in England, 1550 -1930: it went up a lot for the aristocracy but the increase was much less pronounced for the general population
· Marmot Study -- percentage of men dying in 10 years by grade in the British civil service (age adjusted): the mortality rates were greatest for those in the lowest job types (i.e. clerical work)
· Notably this was despite the fact that they all had equal access to health care, etc.
· Health status of English children by annual family income, pooled data from 1997 –2002: again the health status goes down as the income goes down
· Particularly with this study and the Marmot Study, we note that there is a gradient -- it's not like only the worst-off people are unhealthy -- there is a steady gradient
· Relationship between mortality rate and income, American white males, in the early 1980s: again there is a pattern
· Relative risks of all-cause mortality by household income level: same crap
· Infant mortality rate by income status in Montreal, 1994-1998: same deal
· Infant mortality is defined by babies who born live but die in the first year
· Notably, it is a VERY sensitive indicator of health status of a general population because babies are very sensitive to their external environment -- small shifts in the environment are readily seen
· This graph demonstrates another feature of the gradient: the differences associated with income/SES are greatest at the lower income/SES levels, but there is a "leveling off" as it gets higher
· Mortality rate by socioeconomic status level: same stuff
· What is the effect of group size on these trends?
· The relationship between income/wealth and health is true for individuals, neighborhoods, and 
entire countries
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Just for Kicks

· What # of people controlled 50% of all global wealth in 1998?
· 358 people!
· The point is that income is unequally distributed, and this can have adverse effects
 

Link Between SES and Health

· Alright, so the issue here is that SES seems to be correlated with health.  So now we want to ask ourselves, what are some possible explanations for the relationship?
· Spurious association: here we say that there is no relationship, but instead it is due to a common 3rd variable
· This is unlikely because we have seen the same effect in hundreds of studies with different designs, using different measures, etc. -- and never has there been found a spurious relationship that can explain it
· Drift (natural/social selection) hypothesis: the association is due to the influence of illness on socioeconomic status, rather than socioeconomic status causing health
· i.e. An individual with schizophrenia follows a certain trajectory: being with certain symptoms, but then suffers more and thus cannot get a job and so their income goes down and then their SES goes down too
· It turns out that this CAN be the case (i.e. in crazy situations) but it can't explain very much of the relationship
· The behavioural pathway: SES affects health behaviors than in turn affect health status
· i.e. Low income Canadians are twice as likely to be smokers than higher-income ones, and so the poorer people get CVD more
· But we are left with problems: how do we explain the differences in behavior?  Why should the higher SES people behave differently?
· Materialist/structuralist position: the higher your income, the better off you will be, so you will have greater access to healthy food, clean water, medical treatment, etc.
· Also they have: higher levels of job satisfaction, security, control over workplace, etc.
· However as we will see, the relationship between the amount of income you have and health status isn't linear -- it is generally true up to a certain point, but beyond that it is something else
· Social organization perspective: the link is because of the way that societies organize themselves and how we perceive ourselves as a result of that organization
· It is based on notions that should be very familiar to you from the first part of the course -- people's social perceptions have a large impact on health!  How we interpret people around us, and how we compare ourselves to them, is very important
 

Additional Insight and Clarifications

· What insight does the Whitehall study give to the behavioral pathway as an explanation?
· It shows that the relationship between health and SES PERSISTS even after accounting for different behavior 
· The graph shows how differences can be explained by certain risk factors -- blood pressure, smoking, etc. -- but the point is that the majority of the bars are white -- meaning that the majority of the differences are UNKNOWN
· Thus it must be something more than just behavior
· Discuss another study finding that gives us some insight regarding the materialist/structuralist position.
· Relationship Between Absolute Income and Life Expectancy in OCED Countries in 1990 shows us that the correlation between life expectancy and GDP is actually quite low
· The point is that only very weak support is given for the materialistic/structuralist hypothesis -- because if the MS was true, then the correlation should be HIGH
· When we look at more graphs relating life expectancy to living standards, income, etc. -- what additional pattern do we notice?
· As discussed before, we notice that for the poorer countries, the MS hypothesis holds true: an increase in living standard/GDP results in a noticeable increase in life expectancy
· However, as we get richer, we notice that the effect of additional income decreases -- that is, we have  CURVILINEAR, not a linear, relationship
 

Income Distribution

· "Relative Income Distribution and Life Expectancy in OECD Countries in 1990".  What does this graph tell us?
· Well firstly notice that it is different than the previous graph because it looked at absolute income, whereas this one looks at relative income
· The point is that now we aren't talking about absolute numbers anymore but rather a comparative value -- this allows us to judge income equity -- are there great disparities in the DIFFERENCE between the top and bottom income earners?
· Essentially we are talking about a social organization concept here -- because egalitarianism is referring to how society is set up
· And the point is that we notice that the greater income equality, the longer people live
· What are some ways we can measure income distribution?
· We could compare the bottom 20% of earners to the top 20%, and look at how big the difference is
· We could also consider the Gini coefficient…a number between 0 and 1
· 0 means that everyone in the country means that eveyrone in the country earns the same amount of money
· 1 means that a single person has everything
· Also we could consider the measure of equality is the median share of income -- basically how much percent of the total income do the poorest half the population receive?
· What particular insight do we find when we consider the link between income distribution and life expectancy in Central/Eastern Europe?
· This allows us to have a before/after picture, so that we can see whether it is true that income changes come first and health status follows
· In Central and Eastern Europe, from the 40's to the 80's they were under Communist control but since then it has gotten better
· Thus it is almost like we are first changing the income distribution and then seeing whether the life expectancy changes
· We note that indeed there seems to be a causative effect
· Furthermore, it is notable that changes in income can have RAPID effects
· When we look at the changes in after-tax income, what do we see?  What is the significance of this?
· We notice that when we look at how after-tax income has changed over the years in the United States, the richest 10% have seen their after-tax income RISE, and the poorest 10% have seen it fall
· We also see this pattern in England with Margaret Thatcher
· The implication is that taxes have not helped the poor -- instead they have helped the rich and hindered the poor
· When we further connect this to health, we see that even fiscal policy can be influential
· What are some thoughts on why the rich are getting richer?
· The basic idea is that BOTH wages and productivity (of workers) are going up, but wages are increasing much more slowly
· The result is that the increased productivity benefits corporate profits (Marx!), but the corporations don't put those profits back into people's wages
· Therefore the owner of a company is getting more and more money, but the worker whose increased productivity is allowing this to happen does not receive the benefits of this
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Introduction

· What are the 2 big concepts which we will build on during this topic?
· Firstly, Increasing income can significantly improve health, especially for individuals, groups, communities and countries with very low incomes.  However, once a certain income threshold has been obtained, additional health benefits become increasingly modest.  
· For high income countries, provinces and communities, reducing income inequalities may improve health for the middle class (without reducing the health status of the upper class)
· Discuss a statistic which illustrates the power of income equality in affecting health.
· A one per cent increase in the share of income to the bottom half of the income distribution may be sufficient to produce a decline in mortality of 21 deaths per 100,000, which is approximately the same benefit achieved by eliminating motor vehicle accidents and breast cancer among working age adults (Statistics Canada, 1999)
· (Kind of random, but…) as discussed before, one reason for this connection could be that income distribution affects things like diet, phys activity, and smoking rates -- and these things in turn affect health
 

Social Capital

· Why is income equality related to health?  Explain completely.
· Income inequality reduces or undermines “social capital”
· Social capital represents the resources available to individuals through their social affiliations and membership in community organizations. 
· It is a community level variable that denotes a sense of “connectedness” or cohesion between its members -- it is NOT an individual level variable
· The idea is that as income equity increases, people grow to have less trust in their neighbors…less desire to join groups…more cynical about things that are the "glue" holding our societies together
· What are some indicators of social capital?
· Community or civic engagement (through volunteerism, voting, political involvement)
· Notably, THESE THINGS ARE NOT SOCIAL CAPITAL -- social capital is not volunteering -- but they INDICATE how much social capital we have
· Sense of trust between citizens in the community or country 
· i.e. what % of the population would agree or disagree with a statement like "what % of people in this community would try to take advantage of you if given the chance?"
· Norms of reciprocity – the expectation of a return on one’s investment – faith that a good deed will be returned in some form in the future
· What are some of the results we see from studies regarding this stuff?
· We notice that the "Robin Hood index" is correlated with trust (i.e. "people would try to take advantage of me if they had the chance"
· The Robin Hood index is the percent of society's income that would have be taken away from the rich and given to the poor in order to have equality
· So the higher the score, the greater the proportion of income redistributed to get equality -- so we want this to be LOW
· And then we take the next logical step and compare social trust with mortality rate, and we see they are related
· So this is just one indicator of social capital, but we are getting there...
· Explain Kawachi's path analysis and explain how it relates to all of this.
· He relates income equality, disinvestment in social capital, and age-adjusted all-cause mortality together
· The statistical analysis allows us to see how much of mortality is caused by income inequity DIRECTLY, and how much of the effect is mediated via a disinvestment in social capital
· The point is that SOCIAL CAPITAL IS IMPORTANT and is related to both income inequity and health
· Comment on quality of life, and how it relates to all of this.
· Well the point is that up until now, we always use mortality rates as an indication of health -- and although these are important, we also want to think about quality of life
· In other words, when someone is alive, how healthy are they?  (Recall the "morbidity curve" -- this is what it's all about)
· And we see that the same patterns exist with quality of life as with mortality
· Notably, we often assess this using self-report measures such as "Would you rate your health is good or excellent?"
· We can do this is because we have found that self-report is highly correlated with length of life, atherosclerosis, etc…
· Basically, we are saying that self-rating of health is correlated with "objectively defined" health -- thus looking at how these self reports correlate with social capital measures is worthwhile to look at
· Comment on the surprising findings in England and Wales.  What does this suggest about social capital?
· Well the deal is that life expectancy increased the most during the times of WAR -- which is an unexpected trend
· However, the hypothesis is that social cohesion increased during the war, and this had an impact on health
· It's just more proof for the importance of social capital in determining health
· What do we notice when we compare social capital and the participation of different groups of people in social events such as public meetings and decision making?
· We notice that the 2 are related (duh)
· The worst is when these things (especially decision making) are dominated by the rich
· Furthermore it is a curvilinear relationship, not unlike the income vs. mortality one
 

Mechanisms

· Why does social capital affect health?
· Direct effects: social capital directly affects certain things which are in turn risky for health
· Changes in violent crime, suicide, hostility/stress
· Indirect effect: social capital can alter the way we see the world and thus also the way we behave
· Changes in health behaviours
· List some statistics that are examples of the direct effect.
· Relationship between income equality and homicide rate in US States, 1990
· International relation between homicide rates and income inequality (as measured by Gini)
· Hostility (as measured by MMPH) vs. income inequality
· List some statistics that are examples of the indirect effect.
· Lindstrom (2003) studied the impact of social capital on smoking using a survey of 13,715 people in Sweden
· Results showed that compared to those with the high levels of social participation and trust, those with low levels were 2.9 times more likely to be daily smokers.  
· Persons with low levels of social capital were 3.5 times more likely to smoke >14 cigarettes per day
· Distribution of health behaviours (smoking, alcohol abuse, physical inactivity, poor diet) by level of social connectedness, among Alameda County adults 30 to 69 years of age
· Ontario smoking rates by level of belonging to the community, 2004
· Notably, the YOUNGER PEOPLE experience the largest impact on smoking rates from their sense of belonging to the community
· Intentions to quit in next 6 months among Canadian smokers, by level of belonging to the community, 2004
· Proportion of daily Canadian smokers age 15+ who quit for 24 hours within last year, by connection to community
· Explain why investing in social capital is good for the economy.
· A review of literature concludes that increases in inequality can undermine economic growth
· Mechanism: Income inequality means that lower income groups have less opportunity and incentive to invest in their own human capital (i.e. through education)
· Moreover, SES inequalities can exacerbate the cost of lost productivity…
· So policies that increase human capital, encourage education, etc. are very good at enhancing economic productivity
 

Bringing it Home

· How strong are Canadian’s connection to their communities?
· Results from Canadian Community Health Survey with >48,000 people age 12 and over
· Q: “How would you describe your sense of belonging to your local community?”
· 56% of both males and females said very strong or somewhat strong
· Sense of belonging went up with age and income.  Education had no effect
· How is community belonging related to Canadian’s health?
· Persons with strong community connection were more likely to report being in very good or excellent health
· Community connectedness had the greatest impact on women, younger adults, and persons who were divorced, separated or widowed.
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Economy and Health

· Review the important link between the economy and health.  What false assumption does this often lead people to make, and why is it false?
· The link is that SES is linked to health -- especially for the poorer people -- and so we think that a healthy economy will be beneficial for these poor people because it can improve their income and education, so we do all these things to increase the GDP, Dow Jones Industrial Average (an indicator of the performance for the industrial component of stock markets in America), etc.
· This is wrong because the link is NOT THAT SIMPLE: a graph of Dow Jones vs. social health shows that they GROW APART -- an increase in one is NOT linked to an increase in the other
· The "Social Health Index" was developed by Mirginoff -- suicide rates, teen pregnancy rate, poverty, violent crime, alcohol rated fatalities, etc.
· Notice how for both the lines they are stable through the 1970's…but then for unexplained reasons, it starts to go down around 1980 (when DJ went UP)…so it went down and has remained at that level for the next 14 years
· What this demonstrates is that it is a fallacy for people to brusquely say that "what's good for business is good for health" -- it is not that simple
· What is another important variable which we can study in relation to economic growth?  And what do we see here?
· Another thing we can do is compare economic growth to happiness
· Our assumption that these two are related is based on things like the American Dream, which states that greater economic freedom and income will lead to a good family life and HAPPINESS
· In the US, people have been cultured to believe this
· However, when we look at the data, we see that money does NOT "buy" happiness -- see how the graph talks about how income and happiness are only correlated very little…
· Notice how b/t 1930 and 44, incomes went up a lot but happiness peaked in the 1960's and has been the same since
· When we look at these results and do some critical thinking, what do we come away with?
· This begs the question, if getting rich doesn’t make us happy, and being poor is bad for health, why do citizens tolerate increasing income inequalities and growing poverty rates?
· We have noticed that there are 2 answers to that: ignorance and misinformation
· Alright fine, so we're saying that people are ignorant and misinformed about this whole situation.  What are some examples of this?  And the consequences?
· Most people know income and SES is related to health but they don’t know why.
· Most people do not know that getting richer doesn’t always make you healthier or happier.  
· They don’t know about the value of social capital. 
· However people understand the importance of stuff like social support but they don't see the importance of that at the societal level (i.e. as a part of overall social capital)
· And the consequences of this are SIGNIFICANT:
· Ignorance enables exploitation -- if we don't know that our government is doing us wrong, we can't stop it
· Poverty, and our ignorance of how it impacts health, is an example of this
 

Poverty

· What is poverty?  How is it different from income inequality?
· The term ‘poverty’ is intended to represent an absolute status or condition related to scarcity or lack of resources necessary to achieve and maintain the basic conditions of life (food, shelter, clothing, etc.) 
· By contrast, income inequality is a relative measure of the distribution of resources
· We will see very soon why the distinction between the definitions is important
· How do we measure/define poverty?  Discuss the different measures, and the issues we have with each of them.
· Poverty as LICO ("low income cutoff"): Statistics Canada’s definition of a low income cut-off (LICO) represents the number of Canadians who spend 20 per cent more of their gross income on food, shelter and clothing than the average Canadian.  
· HOWEVER, we first notice about this that it is actually a measure of income inequality and not poverty
· Also, whittling this down to a precise number is difficult:
· The average Canadian family spends 35% of their gross income (total income from all sources before tax) on food, clothing and shelter -- so a LICO would be around 55%
· However, the precise amount depends upon whether you live in an urban or rural area and how many people live in your household.  Therefore, LICO's are calculated using 35% income thresholds based on household size and size of the community.   
· Poverty defined with the STATSCAN Market Basket Measure (MBM): here we say that it is based on the income needed to purchase a basket of market-priced goods and services deemed to be necessary for acceptable living
· This is a redefinition such that it doesn't look like poverty rates are going up anymore: meaning that we can use ridiculous definitions of what is "necessary" for "acceptable" living, and thus we play around with this measure depending on whether we want to look good or bad
· Poverty indicated using World Bank Measures: they are similar to the MBM measure, and is based on references of $1/day and $2/day (after adjusting for differences in purchasing power and currency across countries.
· The idea is that we can count the number of people who make the equivalent of $1 or $2 per day, and use this as an indication of poverty
· For example, in 1998, 1.2 billion people had income consumption levels below $1/day (including 24% of the developing world’s population).   2.8 billion people lived on the equivalent of less than $2/day.  
· However, of course we adjust for purchasing power parity, meaning that if $1 buys the meals in Africa but $10 buys 3 meals in America, we will count the American earning $10 a day as being in the "$1/day" category
· So why $1 and $2?  Because when this was invented, this much was not so "small" of a sum
· Poverty as defined by the Organization of Economic Cooperation and Development (OECD): anyone who makes less than half of a country’s median income is considered poor
· Here they take all after tax incomes in a country and they find the median -- such that half the people make more, and half make less
· Poverty as defined by the Fraser Institute: this uses a “basic needs” approach, which is similar to the MBM -- except that THEIR idea of what is "necessary" has been criticized for being ridiculous
· According to their estimation, poverty is less than half as prevalent as anti-poverty groups suggest
· i.e. For a family of 4 living in Toronto, anyone with an income below $22,000/yr is considered poor -- ridiculous!
· What are some quotes which enlighten us with respect to the human experience of poverty?  What do we see when we read between the lines?
· Grade 4 and 5 children in North Bay were asked to describe what poverty is…
· “Feeling ashamed when my dad can’t get a job”
· “Pretending that you forgot your lunch”
· “Being teased for the way you are dressed”
· “Being afraid to tell your mom you need new shoes”
· “Hiding your feet so your teacher won’t get mad when you don’t have boots.”
· We see that kids understand it's not about money; it's about dignity -- and enabling people to maintain their basic level of dignity is what civil societies should do
· It is embarrassing for politicians to manipulate figures so that there seems to be no problem
 

Poverty in Canada

· What are the consequences of poverty in Canada?  Lay down some statistics.
· 1.5 million Canadians (6% of the population) did not have sufficient resources to buy food on one or more occasions in the previous year
· 400,000 people use a food bank each year.  
· 42% of food bank users are children (under age 18).  
· In 2001, 14,150 people lived in homeless shelters
· Who lives in poverty within Canada?  More stats, please.
· One in five Canadians (5.5 million people) went through a period of at least one year of low income during the 1990s.  Five percent lived in poverty for four or more consecutive years
· Low income Canadian are more likely to be young, have little education, live in a lone parent family and/or have a mental or physical disability
· As well, certain social groups are especially affected (in order from most to least):
· Recently immigrated (last 5 years)
· All immigrants
· Aboriginal
· Visible minority
· With disability
· Commentary: there are too many foreign workers in low-paying jobs b/c we don't recognize international experience and credentials
· Also, racial discrimination is an issue
· Is poverty on the rise?  Stats.
· Over the last 20 years the proportion of low income Canadians has varied from 19% in 1983 to 14% in 1989 and back up to 20% for most of the 1990s.  
· The proportion of low income seniors has been dropping since 1980. 
· A group gaining more political power with the change in demographics  
· The proportion of children who live below the low income cut off has varied since the 1980s, but has never dropped below 15%.
· What do we see when we compare changes in child poverty to changes in GDP?
· We see that Canada's economy has grown in 22 of the past 24…and in 6 of those years, the increase was 5% -- this suggests that there is millions of dollars of new revenue
· But as we have seen, there is little relationship b/t the new money and help for the poor because the poverty rate is not decreasing appreciably
· How does Canada compare to other developed countries?
· So we are using a graph of poverty as defined by the OECD here
· What we see is that countries like FIN, NETH, etc. all have successfully reduced poverty rates -- good for them, I wonder what they are doing differently?
· And it is also QUITE interesting to note that countries that are supposed to be awesome with trade are very high -- i.e. 17% US, and even Mexico who has CAFTA are high as well
 

SES and Health

Aggregate question: how does SES affect health?  Discuss each of the possible pathways.

· Access to material resources: this is the materialist-structuralist perspective, where our inability to access certain things makes a big difference…for example:
· Greater food insecurity: food security is defined as access to nutritious, personally acceptable food choices
· Poor neighborhoods have greater density of fast food restaurants and less access to grocery stores and markets
· Notice that this definition includes the word "acceptable", which prevents bastards like the Fraser Institute from saying that a family isn't poor because they can afford SOME food, even if that food tastes awful or is against their religious beliefs
· Less access to health care: longer distance to family doctors and specialists, diagnostic and laboratory facilities, hospitals, etc.
· Here we have a vicious cycle because when you are poor, you are unhealthy more frequently as well
· Where people live, work and play: low SES is associated with greater exposure to unhealthy social and physical environments
· In terms of physical environments:
· Unsafe housing: greater risk of fire, no ground fault interceptor, lead paint, much more likely to have exposure to things like mold, etc.
· Work environment: lifting, exposure to chemicals, etc. 
· And as for social environments:
· Social modeling: we are always around people who have higher obesity rates because they smoke and eat poorly, and we can pick this stuff up
· Large population effects: the population density is very high and this can cause stress and anxiety, also there is a greater exposure to communicable diseases, etc.
· Job control: here we talking about how we may be marginalized at our jobs, or not have much control over what we do
· This leads to increased stress, which result in increased corticosteroids, higher stress, greater CVD reactivity
· And not only is there greater anxiety, stress, anger…you can't express it!  Because you can't afford to piss somebody off -- there are fewer outlets when you are at the bottom of the pecking order
· What are a few summary points for this section?
· Income provides the pre-requisites for health such as food, shelter, warmth, health care, and the ability to participate in society
· Living in poverty can cause stress, anxiety and depression
· Low income limits people’s choices and mitigates against desirable changes in behavior
 
What to do, what to do?
· Who should we focus on first?
· Place particular emphasis relieving poverty among women of child bearing age, expectant mothers, and families with young children
· This is because health when you are young makes a big difference as you grow older
· When we look at the budget, we see that the stuff built in to help poverty looks good on paper but in reality is not too effective
· Also, the things done for poverty are minuscule compared to stuff like capital gains that help the rich
· What are some policies we could pursue towards this end?
· Adopt policies which reduce the employment gap
· Create better distribution of working time
· Adopt and enforce employment equity legislation 
· Adopt policies which ensure a minimum income
· Based on family size and community size
· Raise minimum wages
· Increase social transfers to individuals (e.g., disability allowances, employment insurance rates, and welfare rates). 
· Change criteria for access to social transfers (e.g., make disability allowances more accessible to those with mental health problems)
· He talked about how the current rules make it hard for people like schizophrenics to qualify, who are "weird" just frequently enough to be unemployable, but not frequently enough to get financial aid from the government
· Reduce income inequality
· Increase income taxes for high income groups and lower income taxes for lower income groups (reject flat taxes)
· Eliminate tax exemptions that favour the wealthy (e.g., capital gains exceptions) 
· Have different rates of income taxes for corporations: the higher the profit, the higher the corporate tax rate 
· Right now, once you get over some threshold, the proportion of income you have to pay for tax is frozen
· We are treating corporations like individuals (same rights) but don't have the same responsibilities
· Reduce the wealth gap
· Adopt an inheritance tax.  
· Reduce the education gap
· Reduce or eliminate post secondary tuition (why should high school be free, but not college of university?) 
· Provide cost of living subsidies to students who move to attend school
· Increase support for students with special needs 
· Reduce the common goods and services gaps
· Create more affordable housing
· Create more quality, affordable child care
· Improve access to healthy food, libraries, public green space, safe recreational areas
· Expand health insurance: dental health, prescription drugs, preventive health measures (e.g., healthy eating programs, smoking cessation programs) 
· Improve the way we welcome and integrate new Canadians
· Welcoming centres, including free housing, medical care, etc.
· Improve ESL and cultural training
· Increase recognition of foreign education and work experience.  
· Improve occupational health and safety legislation, especially for low income workers  
· Improve job control and reduce stress (e.g., increase family leave).   
· Final comments on these policies?
· All these measures are affordable. Some are more affordable than others.
· Healthy people are more productive.  
· Civil, healthy societies attract and keep talented, innovative people that are vital to the economy.  
· Social and educational investments reduce crime and health care costs
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Topic 19: Social Support and Health
 
Definition of social network, social support, social integration
· What is a social network, and how can it be described?
· It is a person-centered web of social relationships: basically, people we interact with on a daily basis
· It can be described in terms of:
· reciprocity - extent to which resource/support are both given and received
· intensity- extent to which social relationships offer emotional closeness
· complexity- extent to which social relationships serve many functions
· homogeneity-extent to which network members are similar re. gender, age, race, SES, etc.
· dispersion - extent to which members live in geographic proximity to one another
· density- extent to which members know and interact with one another
· The main point is that a lot of these things are DYADIC characteristics: focusing on the relationship b/t each pair of individuals within the overall network
· So when we think about networks, we are not limited to a single interaction at one point in time -- we think about many interactions in many places
· Notice from the "reciprocity" variable that the people in our networks may or MAY NOT provide support to each other -- maybe it's just a network for diffusion of information…not necessarily support
· Also, the interactions do not have to be positive -- sometimes they involve negative relationships
· Now, what is social support?  Particularly, how is it different from social network?
· It is an interpersonal transaction, meaning that we are focusing on a much smaller level now as compared to a social NETWORK
· It involves one or more of: 
· emotional concern (caring, loving, empathy)
· instrumental aid (provision of goods or services)
· Information (advice, information)
· appraisal (info relevant to oneself)
· It is intended by sender to be positive, BUT may not be received in a positive way
· Sometimes the recipient may not perceive the support to be helpful -- and that's fine, but the bottom line is that studies just look at whether support was offered and not whether it had a good impact
· What are we talking about when we use the term social integration?
· This refers to the existence or quantity of social ties: so we just ask stuff like how many people are in our network?
· It does NOT measure the quality or basis of the relationships 
· It is used frequently in epidemiological research
 
Influence of social support on health
· What are the ways in which we think that social support is related to health?  How about the proof we have for this?
· Social support increases a person’s ability to cope with a stressor and reduces the negative effects of the stressor on health
· This may be because…
· Social support provides a kind of emotional buffer
· It provides resources to deal with the stressor
· It helps people in terms of putting the stressor in context through social comparison
· Social support improves compliance with medical regimens
· For example, married couples can remind each other when it is time to medicate
· Or they can carry the pills for each other
· There IS a consistent relationship between lack of social relationships (social integration) and all cause mortality…
· …However the relationship between social support and disease SPECIFIC mortality is mixed: for example, we don't know if something is direct…
· How much social support is required?  That is, if we look at a graph of amount of social support vs. health and well being, what do we notice?
· It is our favorite shape: CURVILINEAR
· This means that when you don't have any social support, even a little bit helps a lot…but as you have more and more, each additional "unit" brings less benefit
· Notably, this is why it is hard to find a rel'p b/t health and social support b/c all the people we get in the studies is people in the high range and so we don't see much difference
· However at the bottom, social support theoretically has a bigger difference but the thing is that we are not seeing this
 
What type of support works best?
· What type of social support is most effective?
· In general, reciprocity and intensity are good: they are consistently linked to positive mental health
· Think about what reciprocity and intensity mean: in real life, this means that a few strong friendships that involve give and take are good for mental health
· However, during periods of transition and change larger, more diffuse networks with less intensive ties are more adaptive
· This is because when we have a large network, we have more places to get additional information etc.
· In focus: social support for cancer patients.  List some different sources of support for cancer patients and describe what kind of support is needed the most.
· From a spouse…
· Most helpful:
· physical presence (just being there): because we know they can help us in case of emergency, for example
· expressions of concern and love
· calm acceptance of illness & consequences
· Most annoying behaviours from spouse:
· critical of how patient handled cancer
· minimizing importance of cancer
· expressing too much pessimism: they want to talk about death -- they don't think that the patient can beat out the cancer
· From other family…
· Most helpful:
· expressions of concern and affection
· mere presence (being there)
· practical assistance (transportation, meals, etc.)
· Least helpful:
· same as spouse
· From Friends…
· Most helpful:
· showing love and concern
· providing practical assistance
· calmly accepting illness & consequences
· Least helpful:
· avoidance of social contact
· being overly pessimistic
· From other cancer survivors/patients…
· Most helpful:
· provide info about cancer or treatment
· act as good role model
· Least helpful:
· continue to act destructively (e.g., smoke)
· From health professionals…
· Most helpful:
· provide medical information and effective care
· expressions of optimism about prognosis or patient’s ability to live with cancer
· Least helpful:
· not giving sufficient medical information
· failure to express concern or empathy
· What were some general lessons taken away from this study?
· In general, we saw that concern and empathy are welcomed from every source of support
· However, FEW respondents reported that being able to express their emotions was helpful (I.e., venting)
· You have to have a very special rel'p with an individual before being able to express emotions with them is significant for you 
· You have to be prepared to be patient and wait until people are ready to express their feelings
 
Relationship of social networks/support to health
· How does support influence health?
· Two major hypotheses have been proposed:
· Direct effects: social support is beneficial during non-stressful as well as stressful times
· Buffering: benefits are chiefly evident during periods of stress
· social support acts as a resource to blunt the effect of stress or enable a person to cope with stress more effectively
· Describe what a model of social network/support and health would look like.
· Draw model here:
 
 
 
 
 
 
 
 
· A few random comments:
· Impact on modeling health behavior…setting the stage / modeling illness behaviors
· If we are in a social network where when we have cancer, people fawn over us…let me remove all your responsibilites of daily living even when it is not justified…then patients think that this is cool, when we exhibit illness behaviors then we are excused from certain activities
· Also stuff like physical actiivty: ask cvd patients do they thinke xercise is important?  They will tell you what the common belief is in the family
· What are some types of interventions we can do in light of all this?
· Enhance existing social network linkages
· Develop new social networks
· Enhance networks through natural helpers in the network
· Enhance networks at the community level through participation and open problem solving (community development)
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Topic 20: Policies
 
Desire for Change Amongst Canadians
· What are some statistics which demonstrate how much Canadians care about this stuff?
· We see that 85% of Canadians strongly agree that the government should reduce the gap between rich and poor
· The highest support for this is in Quebec and Atlantic Canada, and the lowest is in the Prairie provinces
· We notice that the poorest people desire change the most and the rich desire it the least (but still 81% want change), and the gradient looks like that
· There is very high (in the 80's) support for many different specific actions on inequality:
· More affordable tuition
· Agreement was the highest in Atlantic Canada where there is the highest tuition rates, and lowest in Quebec where tuition is much lower
· Overall we see that 92% of people in Ontario think that things should be done about the tuition
· Lots of support for an increase in the minimum wage…
· Which is why it was increased recently
· Also close tax loopholes, affordable child care, etc.
· Interestingly the tax on wealthier Canadians was high but not so much as others
· Along this line, when people decide what is "poor" and what is "rich" (in order to determine who gets affected by this), the bar is set surprisingly low for both
· When we look at support by level of income, we see that 77% of households with incomes at 60,000 (?) supported higher tax rates on wealthy, and 61% for households where income > 80000 which is surprising
 
Now what: given the importance of social organizational (social capital, poverty, education, etc.) and place related variables on health, what actions should policy makers and program providers take to improve health?  
· What is Ontario doing?
· Boost minimum wage from $8/hr to $10.25/hr by 2010 ($21,320/yr for 40 hours/wk)
· Little effect on those who don’t work
· Child Benefit Allowance for low income families of $250/child in 2007 raising to $1,100/child by 2011. 
· Total cost will be less than $200 million in 2007/08 budget year
· Province claws back $120 of a maximum $163 monthly child payment from the federal government for households earning less $36,000/yr -- the idea is that they want to be the ones who are seen as giving the help
· $50 million/yr more for child care 
· $150 million more for housing
· $390 million more for post secondary education 
· 4.7% increase for health care budget (consumes 46% of all provincial dollars)
· A 29% increase in health care costs over past four years -- this is not sustainable
· Most new money for hospital emergency care and reducing wait times because they are the most  publicized and thus politically sensible to address
· What is the federal government doing?
· Total surplus in 2006/07 = $22.7 billion
· Total projected expenditures of $223.1 billion in 2007/08
· Total cost of new initiatives for 2007/08 = $9.015 billion (4% increase)
· One political trick that they use here is that they announce that you will change policy in some area…lead the media on in terms of what you are going to do…then announce it..then announce it again…then announceit again when you actually spend the money -- so the public thinks that you are spending all this money but it is the same thing 4 times
· Also we increase percentages by really big items ---- i.e. use $10 million or 3% depending on whether you want them to perceive it to be big or not
· Expenditures by selected areas:
· Provincial equalization and transfers = $2.1 billion
· Much of this was to Quebec, which helped a Conservative party (ADP) win their provincial election
· Individual tax changes = $1.96 billion
· However, you must have a job so again the poor and unemployed don't really help
· Infrastructure = $0.76 billion
· Business tax changes = $0.45 billion
· Knowledge and education $0.43 billion 
· Health care = $0.37 billion
· Security and defence = $0.3 billion
· Environment = $0.3 billion
 

In General…

· How can we improve health through policy?
· Build social capital through equitable tax policies and investment in universal access to libraries, education, health care, social services, etc.
· Create better balance between social justice, economic development/profit, and health
· Encourage greater community and political involvement
· Eliminate policies that cause people to become dis-enfranchised with their community or undermine trust
· Example: Drug testing of welfare recipients; auditing of the unemployed but not doctors (public money is spent on both so why are they treated the same? Indeed, more money is spent on physicians than welfare or unemployment insurance)
· Reduce urban sprawl and the need for auto commutes (that isolate people and reduce quality of life)
· Increase livable density
· Increase access to social support 
· Increase healthy work places 
· Put workplaces near where people live and on transportation routes (mass transit and active transportation).  
· Increase worker’s control of over their jobs (more of a participatory style; less autocratic)) 
· Family friendly
· Pay fair minimum wages
· Reduce inequalities within organizations by re-investing productivity increases with all workers.
 

[there was some class discussion at the end…]

