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"Optimistic biases about personal risks", by Neil D. Winstein

General

· What is an optimistic bias, and what things do we tend to hold them towards?
· Optimistic biases are beliefs that we hold about things that are optimistic, i.e. they are desirable if true
· As implied by "bias", these beliefs are often unjustified
· We can hold them toward:
· Negative things: i.e. I don't think I will get cancer
· Positive things: I will get a raise
· When do optimistic biases occur?
· When people compare themselves with an incorrect norm
· i.e. I won't get AIDS because I am not a prostitute
· When ambiguous risk factors are interpreted in a biased manner
· i.e. The level of radon gas in my house is unknown, but I'm sure it's low
· When people are high-risk but they downplay the risk or think that useless risk-countering practices will work
· i.e. Gay men say that they shower after sex and so AIDS is not a worry
· When are optimistic biases the GREATEST?
· When the subjects have little personal experience with them
· When they think that the hazard is of low probability
· When the hazard is judged to be controllable by personal action
· When they think that signs of vulnerability to the hazard appear early
· Why do optimistic biases occur, and how good are the justifications for each of the theories?
· They are an attempt to shield ourselves from the fear of being harmed 
· Poor support: life-threatening hazards elicit no greater optimism than minor illnesses
· They make us feel better than others by saying that we are not susceptible while others are 
· Good support: think about how we don't like to admit alcoholism, for example)
· They are cognitive errors
· Poor support: then why don't pessimistic biases never appear?  Also, we can show that optimistic predictions are actively construed rather than the results of passive error
· Last call: what are the good and bad sides of optimistic biases?
· Bad: they can hinder efforts to promote risk-reducing behaviors
· Good: illusions can sometimes be beneficial, i.e. if they help us be less depressed
 

"Attitudes and Attitude Change: Influencing Thoughts and Feelings", by Aronson et. al

The Nature and Origin of Attitudes

· Where do attitudes come from?
· Explain the differences between cognitively based attitudes, affectively based attitudes, and behaviorally based attitudes.
· Cognitively based: this is when people's attitudes are based primarily on their beliefs about the properties of the attitude object
· Affectively based: this is when the attitude is based more on people's feelings and values than on their beliefs about the nature of an attitude object
· No rational examination of issues
· Not governed by logic
· Linked to people's values
· Behaviorally based: this is an attitude based on observations of how one behaves toward an attitude object
· This happens when their initial attitude is weak or ambiguous
· Also when there are no other plausible explanations (other than their attitude) for their behavior
· Attitude strength and accessibility
· What determines attitude strength?
· The extent to which it is linked to our genes
· How important the attitude is to us
· How knowledgeable we are about the topic
· What does everyone agree on regarding attitude strength?
· A good way to measure it is by seeing how accessible it is in memory
· The stronger an attitude is, the more resistant it is to change
 

Attitude Change

· Changing attitudes by changing behavior: cognitive dissonance theory revisited
· How can CD theory make us change an attitude?
· It works because if we do something that conflicts with our internal beliefs and values, there is a dissonance and we do one of two things to fix it:
· External justification: use an outside reason to justify why you did two things that conflicted with each other
· Internal justification: you might do something like counter-attitudinal advocacy, which is when you publicly state something that is OPPOSITE to your attitude but IN LINE with your action
· And shortly after this your attitude starts to change as well
· Persuasive communications and attitude change
· What factors affect whether people are likely to be influenced by persuasive communications?
· The source of the communication
· The communication itself
· The nature of the audience
· Both the "heuristic-systematic persuasion model" and the "elaboration likelihood model" talk about two different "routes of persuasion".  Describe them, explain their determinants, and comment on longevity.
· Central route: this is when people hear persuasive communication and they listen carefully to it, evaluate the arguments, etc.
· Peripheral route: the case whereby people do not elaborate on the arguments in a persuasive communication but are instead swayed by peripheral cues such as how dynamic the speaker is
· The key determinants of whether people go central or peripheral are:
· Whether people have the motivation to listen carefully (or not)
· Further determined by personal relevance to the topic and personality (i.e. are they thinkers?)
· Whether people are ABLE to pay attention to the facts
· Further determined by our physical state, the environment, etc.
· The attitude change lasts longer if it happens via the central route
· Emotion and attitude change
· How can emotion influence attitude change?  Discuss all the ways.
· It can influence the route to persuasion: this is because people want to maintain their moods and so carefully reading an article about an unpleasant topic will make them sad 
· Thus if they were previously happy then they won't want to do this, whereas sad people will want to stay sad and more readily will read the thing carefully
· It can arouse fear, which under the right circumstances can encourage attitude change
· This happens if the message a) makes them medium-level afraid (not too much or they will become defensive!) and b) tells them how they can get rid of this fear
· It can act as a heuristic (recall: a mental shortcut people use to make judgments quickly and efficiently)
· So we can rely on our emotions to tell us what our attitude towards something or our judgment of something should be (recall the affectively based attitude)
· How do cultures affect attitudes?
· The base values of the culture (i.e. individual vs. collectivism) are related to the persuasive approaches which will have the best chance of changing attitude
 

How to Make People Resistant to Attitude Change

· Attitude inoculation
· What is attitude inoculation?
· It is when we make people immune to attempts to change their attitudes by initially exposing them to small doses of the arguments against their position
· The weak arguments let people think about their rebuttals and thus they are more prepared to take on stronger opposition later
· This also works with emotionally-based attitudes/arguments (i.e. combating peer pressure)
· When persuasion attempts boomerang: reactance theory
· What is reactance theory?
· It is the idea that when people feel that their freedom to perform a certain behavior is threatened, an unpleasant state of reactance is aroused and so they want to perform the behavior they are forbidden to do
· Thus when we are trying to protect and inoculate people, we should be careful not to go too far
When Will Attitudes Predict Behavior?

· Predicting spontaneous behaviors
· When will attitudes play a part in predicting spontaneous behaviors?
· They will do so when the attitudes are highly accessible
· If the attitude isn't highly accessible (i.e. cannot quickly call it to mind), it won't have as much of an impact on a spontaneous behavior
· Predicting deliberative behaviors
· When will attitudes play a part in predicting deliberative behaviors?
· Here the situation is different because the behavior is deliberate and so accessibility does not matter
· Instead the Theory of Planned Behavior (you know this) is in charge
 

The Power of Advertising

· How advertising works
· Subliminal advertising: a new form of mind control?
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"Social cognitive theories of exercise behavior", by Hagger & Chatzisarantis

Intentions and social cognitive models of exercise behavior

· Explain the centrality of "intention" to theories of human motivation.
· We think that people are rational decision makers who form an intention based on various things, then act on the intention
· Thus many theories focus on intention formation -- notably, these theories do not cover the factors (if any) which are associated with going from intention to action (this is the role of volitional theories)
 

The health belief model

[covered in class]

 

Protection motivation theory

· What are the 2 distinct appraisals which determine the performance of health behavior?
· Threat appraisal: perceived vulnerability and severity
· Coping appraisal for an illness: will a given behavior successfully reduce the health threat?
· In the big picture, what is the point?
· The point is that research supports the PM theory: coping and threat appraisals DO affect intention, but notably this threat is merely a modest one
 

Designing interventions based on the health belief model and the protection motivation theory

· How do we use the HBM and PM theory to design interventions?  What are the limitations?
· We should focus on changing threat and coping appraisals:
· Threat: we emphasize the bad effects of an illness and the risk that people put themselves at for this illness if they don’t change their ways
· Coping: tell people that a given exercise will be beneficial in helping them escape this illness
· Limitations:
· Again, HBM/PM only affect intentions and thus do not directly touch behavior
· Sometimes the fear-based messages designed to increase threat appraisal can backfire
 

The theory of reasoned action

[covered in class]

 

Boundary conditions of the theory of reasoned action

· What are the 3 conditions which limit the utility of the TRA?
· Correspondence: the limitation here is that measures of intention have a limited number of ways that they can correspond to resulting behaviors:
· The action itself
· The target of the action
· The time at which the action is performed
· The context in which the action is performed
· Stability: intentions must not change before the behavior has observed
· Thus if intention to perform the behavior and the behavior itself are wide apart, this could be a problem
· Volitional control: the intentions only predict behaviors that are under the COMPLETE volitional control of the individual
 

The theory of planned behavior

· Alright, so we know from class that TPB is essentially the TRA + one more construct.  What are the two types of effects that this new construct can add?
· Along with attitudes and subjective norms, the new construct (perceived control) can influence intentions
· It can also predict behavior DIRECTLY
· Compare the effectiveness of the TPB to the TRA.
· It overcomes many of the weaknesses of the TRA:
· Doesn't matter what the questionnaire is formatted like (i.e. correspondence)
· Doesn't matter if the behavior is not under volitional control or difficult to implement
 

Designing interventions based on the theories of reasoned action and planned behavior

· What implications do these theories have on implementation?
· Well firstly, because we see that TPB is superior to TRA, HBM, and PM -- we know that we should target attitudes and perceived behavioral control, NOT subjective norms
· Furthermore it is suggested that the UNDERLYING BELIEF SYSTEMS which ultimately drive our attitudes, perceived control, etc. be targeted in order to change them
· We can do this with things like persuasive communication that debunks certain beliefs and reinforces others
· Notably, accessible beliefs are easier to change than inaccessible ones
· Also, if the attitudes already have a "high mean score" (?) then persuasive communications are not as effective
 

Sufficiency of the theory of planned behavior

· Why is the TPB without any toppings or side dishes, inefficient?
· Because it only captures the proximal determinants of intention (only 3 things) -- we have to realize that there are other things that will affect our intention and (definitely) also ultimate behavior
· These things are:
· Frequency of past behavior and habit
· Personality traits
· Attitude-based modifications of the theory of planned behavior
· Normative extensions of the theory of planned behaviors
· Control-related extensions of the theory of planned behavior
· Anticipated regret and moral norms
· Discuss how "frequency of past behavior" and "habit" can play into the TPB.
· This is saying that the TPB only accounts for deliberate mental processes, and so automatic mental processes must also be accounted for because they can control things like habits, which in turn affect intentions and behavior
· A habit is something that is formed as the result of FREQUENT AND CONSISTENT behavior, and results in behavioral responses that are triggered merely by situational cues (no thinking needed)
· Also, regarding the frequency of past behavior, it has been shown that it can explain intentions (although the link is poorly defined)
· Discuss how personality traits can play into the TPB.
· There are 2 hypothesized processes for the way that personality traits can affect behavior:
· "Deliberate or systematic": when we analytically think about a behavior and whether we should do it, our judgment is affected by our global tendencies (i.e. our personality)
· "Activation of automatic pathways": traits can be activated spontaneously by behavioral cues and result in personality-determined response behaviors
· Talk about the attitude-based modifications of the TPB.
· Firstly, (kind of obvious) we say that the stronger an attitude is, the more likelihood it has of changing intentions
· Secondly, we need to distinguish between affectively-based attitudes and cognitively-based attitudes because they have unique effects on intention
· What's up with normative extensions of the TPB?
· First we have the concept of normatively-controlled people: these are people who UNLIKE MOST OTHERS are affected MORE by norms than attitudes -- so for them, a norm has a higher chance of biasing them towards a given intention than an attitude would
· Secondly we also must distinguish between subjective norms and descriptive norms, which are currently all lumped into one
· Subjective norms are (as we know) the perceived pressure from significant other people to engage in a given behavior
· Descriptive norms are the extent to which the significant other people ACTUALLY engage in the target behavior (think Bandura: we observe and copy them and this has a whole new added effect)
· Thirdly we have to account for social support, which is not really covered right now in the TPB yet can have such a great impact, particularly amongst people who perceive that the behavior in question is hard
· What's up with control-related extensions of the theory of planned behavior?
· This is saying that we have to include self-efficacy as a factor in the TPB, because self-efficacy (talking about ability and capacity to do something) is much different than how much I can CONTROL the thing in question
· Lastly, what is the deal with anticipated regret and moral norms?
· This is just saying that the TPB doesn't account for people's moral beliefs, which can lead to ANTICIPATED REGRET if they are thinking about performing a behavior which they will regret later
· This is kind of like subjective norms, except they are personal instead (haha)
 

Summary of theoretical extensions and recommendations for practice

[not needed baby]

 

Other leading theories of social behavior

· What is the model of goal-directed behavior?
· This is when we shift paradigms and think of everything from the TPB in terms of goals:
· Attitudes are redefined as the extent to which people think that performing a behavior will achieve a GOAL
· We also think about emotions and ask ourselves what emotions we would feel from reaching a goal
· Big point: DESIRES are now the most proximal predictor of behavior (all previous factors feed into desire), and we are talking about desires to reach GOALS
· Another biggie: even the concept of intentions is redefined in THREE ways to relate to goals:
· "I will try to perform a behavior to reach a goal" (direct)
· "I will plan to perform a behavior to reach a goal" (delayed)
· "I will expend effort to perform a behavior in order to reach a goal" (intention to try)
· Explain the transtheoretical model.
· Just remember: pre-contemplation, contemplation, preparation, action, and maintenance
 

"How Individuals, Environment, and Health Behavior Interact: Social Learning Theory"

Introduction

[skip, nothing much]

 

Brief History of Social Learning Theory

[skip, but should probably review just in case]

 

Social Learning Theory Constructs

· For all of the major concepts in social learning theory, give the definition and implication for interventions.  Add in juicy tidbits as you see fit for each one.
· Environment: factors that are physically external to the person
· Implication: provide opportunities and social support
· Situation: person's perception of the environment
· Implication: correct misperceptions and promote healthful norms
· Behavioral capability: knowledge and skill to perform a given behavior
· Implication: promote mastery learning through skills training
· Expectations: anticipatory outcomes of a behavior
· Implication: model positive outcomes of healthful behavior
· There are two kinds of expectations:
· Performance attainments: expectations that we have because of personal experiences in the past
· Vicarious experience: when they are learned from observing others in similar situations
· Physiological arousal: expectations which result from emotional or physical experiences
· Expectancies: the values that the person places on a given outcome and incentives
· Implication: present outcomes of change that have functional meaning
· Self-control: personal regulation of goal-directed behavior or performance
· Implication: provide opportunities for self-monitoring and contracting because these are the ways through which self-control works
· Observational learning: behavior acquisition that occurs by watching the actions and outcomes of others' behavior
· Implication: include credible role models of the targeted behavior
· Reinforcements: responses to a person's behavior that increase or decrease the likelihood of reoccurrence
· Implication: promote self-initiated rewards and incentives
· SCT/SLT has 3 types of reinforcement:
· Direct reinforcement (i.e. operant conditioning)
· Vicarious reinforcement (i.e. operant learning)
· Self-reinforcement (i.e. self-control)
· Also we can categorize reinforcement in other ways:
· Internal reinforcement (intrinsic -- personal perception that a valued event has occurred)
· External reinforcement (extrinsic -- encouragement etc. comes from outside)
· Lastly, note that the "overjustification effect" can take place here, where a person is less motivated to do something if they used to be internally rewarded for it and are now externally rewarded
· Self-efficacy: the person's confidence in performing a particular behavior
· Implication: approach behavior change in small steps; seek specificity about the change sought
· Self-efficacy is thought to be the most important prerequisite for behavior change
· Emotional coping responses: strategies or tactics that are used by a person to deal with emotional stimuli
· Implication: provide training in problem solving and stress management; include opportunities to practice skills in emotionally arousing situations
· There are various ways to deal with emotional/physiological arousal:
· Psychological defenses (denial, repression, etc.)
· Cognitive techniques (problem restructuring)
· Stress management techniques (progressive relaxation)
· Methods for problem solving
· Reciprocal determinism: the dynamic interaction of the person, behavior, and the environment in which the behavior is performed
· Implication: consider multiple avenues to behavioral change including environmental, skill, and personal change
 

The Texus A Su Salud Project

· What was this about?
· It was an effort to bring about smoking cessation and prevention in the community
· How were SCT techniques used here?
· [see table in notes]
 

Minnesota Home Team Study

· What was this about?
· It was a parent involvement program for families of third-graders in an attempt to change the children's eating patterns
· How were SCT techniques used here?
· [see table in notes]
 

Caveat

· What is the one caveat in studying SCT/SLT?
· It is that although it is composed of so many variables, it is only practical (research-wise) to study one variable at a time, and so we don't have good data on how everything interacts together
 

Summary
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"Theoretical Foundations of Campaigns", by William J. McGuire

Nature and Function of Theories

· What are the 2 types of theories which we will explore here?
· Directive theories: how a person processes persuasive information
· Dynamic theories: why a person processes persuasive information
 

Directive Theories of the Persuasion Process: The Communication/Persuasion Matrix

· What is the overall idea of the "input/output matrix"?
· This thing is a table where:
· The columns are INPUTS: what are the different ways we can craft a message?  They vary along specific categories
· The rows are OUTPUTS: these are the information-processing substeps that a persuasive communication should make a person proceed through
· What are the major variables in a message?
· Source: who is PERCEIVED to be delivering the message?  What is their intent PERCEIVED to be?
· Message: how about the message itself?  How fast is it delivered?  Is fear used?  How much and what information is included?  And so on…
· Fast delivery speed does not hurt persuasion, which is good if we don't want to buy too much commercial time
· Channel: how is the message delivered?  Is it audio or visual?  To a lot of people or fewer people?
· It is foolish to overemphasize the channel factor of "audience size", because more viewers does not always mean it impacts more people
· Also note that print media is better for complex messages, and electronic media for simple messages
· Receiver: what are the characteristics of the audience receiving this message?
· Age is a big factor here, but researchers note that age is NON-MONOTONICALLY (i.e. non-linearly) related to influenceability, meaning that younger kids are not influenced b/c they don't understand, a little bit older are influenced the most, and the oldest are less influenced because they are cynical
· Destination factors: what kind of change are we hoping to create?  Short or long-term?
· It is noted that messages that produce short-term effects are not as good at creating long-term effects
· Also, persuasive impact can continue even after the message is forgotten
· Thinking about the output factors of the matrix in general, what do we need to keep in mind?
· Firstly we remember that (classically) it is taken to be a SEQUENCE, where Step N must occur before Step N + 1 can occur, and so on
· Also note that we should evaluate a message in terms of how well it affects ALL of the steps -- because a message that only gets us to Step 1 is not worth much at all
· What are some common fallacies which are made in persuasion campaigns, and how does this model correct for them?
· Attenuated-effects fallacy: people are over optimistic about the potential in their campaigns because they don't realize that a person has to go through ALL 12 steps in order for any substantial change to occur
· Even if each step has .50 chance of happening (unlikely!), when we multiply that over 12 steps, it is a very small number
· Distant-measure fallacy: again, we forget that what we really want is Step 12 in the chain, so we evaluate the effectiveness of campaigns based on how well they evoke earlier steps (not necessarily guaranteed to result in completion of the chain)
· Neglected-mediator fallacy: again being unaware that there are 12 steps, we don’t think about how something we implement could NEGATIVELY affect a step because we are blinded by its supposed advantage for another step
· Compensatory principle: audience characteristics can "make up" for certain output steps that a given communication is weak on (for example if the message isn't good with attention and comprehension, an educated audience will make up that difference because their education helps them)
· Golden mean: because a certain communication can have positive effects on some outputs and negative effects on others, often the relationship between the "dose" of message and the overall "response" of effectiveness is a U-shaped curve
· Thus we want to aim for the mean and avoid the temptation of thinking that "more is better"
· Situational weighing: we should always be attentive to the specific context in order to decide whether the variables we raise are worth the ones we lower
· What are 3 variants of/alternatives to the communication/persuasion matrix?  Describe and explain.
· Alternative-routes variants: the idea is that for an AUDIENCE, they are probably not going to cognitively sit there and go through all 12 steps -- therefore they will take shortcuts, or go in reverse, etc.
· For example the "peripheral route" from the elaboration likelihood models skips a lot of reasoning steps
· Also we have the "selective exposure" tendency where we start with agreeing with some persuasive material and THEN seek out messages that agree with our beliefs
· Also the "affective response", where we "decide" whether we like a message even before we hear it
· "Perceptual distortion": what the audience believes determines how they perceive the message
· Persuasion from within: the idea is that persuasion happens NOT through the communication of NEW information, but RATHER by "activating" information that we already know
· One example of this is the "Socratic method" of persuasion, where we ask questions that are RELATED to some core belief that a person holds, but don't actually address the core belief -- this results in the core belief being unconsciously changed even without directly addressing it with new material
· Attitude change as the consequence of behavioral change: this is the theory that if we can change someone's behavior, we will change their attitude too
· One theory using this is dissonance theory, when we say that if a person is maneuvered into behaving a certain way, his attitude will change to justify the behavior
 

Theories About the Dynamic Aspects of Persuasion

· Explain how we can categorize all the different theories here.
· We can describe dynamic theories along two variables:
· What initiates the processing action?  Either stability (desire to maintain homeostasis) or growth (desire to develop higher levels of complexity)
· And as a bonus: under stability and growth, we further subdivide into active (we actively initiate) or reactive (we only respond to external needs)
· What terminates the processing?  Either cognitive (we are happy when we reach an ideological end state) or affective (we want to attain a certain feeling)
· And as a bonus: under cognitive and affective, we further subdivide into internal (we want internal harmony within ourselves) or external (we want harmony between us and the environment)
· Discuss the cognitive stability theories (remember that "cognitive" and "stability" each vary along 2 sub-dimensions, so there are 4 theories in this family).
· Consistency theories (active and internal): the person's beliefs, feelings, and actions are closely interconnected and I want to maintain harmony between them
· Noetic theories (active and external): here the person is bothered by unexpected or unexplained experiences until they can construct an explanation that accounts for it
· Categorization theories (reactive and internal): the person categorizes incoming information and thus we want to ensure that we get our information into the influential categories (i.e. first impressions are categorized high priority)
· Inductional theories (reactive and external): again there is a stress on a person's need to explain their experiences, but it is "reactive" so we will have to ask the person to reflect on how they feel
· Discuss the cognitive growth theories (remember that "cognitive" and "growth" each vary along 2 sub-dimensions, so there are 4 theories in this family).
· Autonomy (active and internal): the person values their personal freedom so our communication must emphasize how we make that happen
· Stimulation (active and external): these people always want to have new experiences so we want our messages to have a theme of novelty
· Problem-solver (reactive and internal): the person tends to solve problems in a way that maximizes his goal attainment, so we want to explain how our idea will maximize their ability to achieve some goal
· Teleological (reactive and external): the person carries an idea of what/who they want to be and they are receptive towards "scripts" that will help them to reach that end
· Discuss the affective stability theories (remember that "affective" and "stability" each vary along 2 sub-dimensions, so there are 4 theories in this family).
· Tension-reduction (active and internal): here the person wants to achieve nirvana or perfect peace, and so they don't like to be aroused; thus our communication should focus on PREVENTION and how undesirable consequences can be prevented
· Expressive (active and external): people WANT excitement, so they are going to try and do dangerous things (thus a campaign that warns that something is dangerous will NOT help)
· Ego-defensive (reactive and internal): here, people's attitudes towards an object are not based on objective observation but rather the desire to maintain high self-esteem
· Repetition (reactive and external): here people's history of performing behaviors will make them want to do them again
· Discuss the affective growth theories (remember that "affective" and "growth" each vary along 2 sub-dimensions, so there are 4 theories in this family).
· Assertion (active and internal): people are all about personal achievement -- they want to gain power, status, etc.
· Empathy (active and external): human need to give and receive affection will impact the way they respond to messages (i.e. smoking will make your teeth ugly and furthermore prevent you from falling in love)
· Identification (reactive and internal): here we are seeking to develop an identity for ourselves, so any campaign that plays on a "healthy" self-identity will be good
· Contagion (reactive and external): it's a "bandwagon" thing -- people are likely to copy others and so communication that stresses how other people are "already doing it" will be effective
· What are the 7 steps in constructing public communications campaigns?
· Review the realities: identify goals that a) address a serious problem, b) are realistic to pursue, and c) would be helped by mass persuasion campaigns
· Examine the ethics: this could be an issue because we are dealing with persuasion here
· Survey the sociocultural situation: be aware of the situational circumstances that are causing the problem behavior
· Map the mental matrix: what are the personal traits of people who are engaging in this bad stuff?
· Tease out the target themes: based on the past 2 steps, how should we design our campaign?
· Construct the communications: bearing in mind all we have discussed thus far
· Evaluate the effectiveness: did we do a good job?
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"A Meta-analysis of Fear Appeals: Implications for Effective Public Health Campaigns", by Kim Witte and Mike Allen

Introduction

· What was the overall intention and general findings of the study?
· The intention was to do a meta-analysis of many different fear appeal studies to see if they could find any common factors
· They found that:
· If the fear appeal is stronger, the "perceived severity" of the threat and the "perceived susceptibility" of the threat are greater
· If the fear appeal is stronger, it is ultimately more persuasive than weaker fear appeals
· Fear appeals can result in good and bad responses:
· Good aka "adaptive danger control actions": message acceptance
· Bad aka "maladaptive danger control actions" aka "FEAR control actions": defensive avoidance or reactance
· High-efficacy messages (i.e. encouraging them that they are able to do something about it) result in behavior change whereas low-efficacy messages result in defensive responses
 

Discussion

· What were a few interesting themes that came out of the data (besides the major ones already mentioned)?
· We note that the strength of the correlations we noticed (i.e. strong fear appeal correlates with higher persuasion) are WEAK and there is a lot of heterogeneity
· This means that there is probably a moderator variable which helps to account for the observed results -- so future research could be done on identifying this variable
· Also we note that individual differences (i.e. subject-by-subject things like their age, gender, whether they have "trait anxiety", etc.) do NOT seem to have any effect
· Also we see that fear appeals have IMPROVED over the years (correlation noted between year of study and manipulation effect)
· What were some of the implications which the findings had on different theories for fear appeals?
· Firstly we see that the drive models are UNSUPPORTED because there was no curvilinear (i.e. U-shaped relationship) between strength of fear appeal and effectiveness
· The parallel process model and EPPM are SUPPORTED in that they predicted that increasing appeal strength would produce both good (danger control) and bad (fear control/defensive avoidance) responses
· Also, as predicted, the "bad" responses increased when the message was weaker efficacy-wise
· The SEU model is supported by the data concerning interactions -- i.e. how did perceived threat and perceived efficacy INTERACT?  The SEU explains this best
· Overall we see that all the models except for drive theory were somewhat supported
· What are some possible future directions for research?
· Studying the other emotions produced by fear appeals (surprise, anger, etc.)
· We need to do naturalistic studies because all fear studies so far are done in artificial environments
· Consider the effect of message-processing models on this discussion (i.e. elaboration-likelihood model)
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"Advances in Risk Assessment and Communication", by Bernard Goldstein

Introduction

· What are the 4 steps of the "risk assessment" paradigm?  What is a common myth about this thing?
· The steps are: hazard identification, dose-response analysis, exposure assessment, and risk characterization
· The myth is that there is no relationship/overlap between assessing a risk (what we just talked about) and risk MANAGEMENT, which involves doing something about it (this also involves COMMUNICATION)
 

Hazard Identification

· What is hazard identification?  How can it be done?
· This is just like it sounds: identifying which chemicals are hazardous
· There are 2 ways to do this:
· Firstly (more traditionally) we do animal studies where we feed the hazards to the animals and see whether they respond
· Secondly we have started to do "structure activity relationship", where we look at the structure of something and PREDICT whether it might be hazardous
 

Dose-Response Analysis

· What is the debate over the "lower end" of the dose-response curve?
· The debate is whether the curve ever ends: that is, can we say that there is a certain level below which a hazard poses NO HARM AT ALL?
· If we say YES, we believe in a "no observed effect level"
· If we say NO, then we believe in a "non-threshold relationship" -- notably this is more believed with mutagens, because if we get a mutation in the wrong place at the wrong time, it could be very bad
· What is the benchmark dose?
· Very simple: it is the lowest dose at which a PRESPECIFIED effect occurs
· What is multi-step carcinogenesis and why is it not ALL that different from a one-hit model?
· Multi-step means that we think that cancer results from a SERIES of mutational events
· However the author's point is that maybe 5 mutations are required and the first 4 are pretty common -- if so, then the last one is certainly a one-hit model and the "no observed effect level" does NOT exist
· What are biomarkers, how are they used, and why is it stupid to complain about using them?
· Biomarkers are indicators within the body of exposure to some substance -- particularly when the substance is at almost undetectable levels in the external environment, this is a good way to figure out how much of something that someone has been exposed to
· Animal rights activists complain against their use, but this is stupid because:
· Firstly if we are already exposing people environmentally to the substance, doing the same thing in a controlled manner is no different
· Secondly the amount we give them in the experiments is at environmental levels
 

Exposure Assessment

[didn't think anything was important]

 

Risk Characterization

· What are the different ways we can do this, and how are they so significant?
· Well here we are basically presenting a number (to indicate how severe the risk is), but the POINT IS THAT the way we PRESENT the number makes a big difference (this is why effective risk communication is so important)
· Remember loss vs. gain (1% chance of dying vs. 99% chance of living)
· Absolute vs. relative
· Who the risk is for (i.e. are we just talking about vulnerable populations?)
· What is "uncertainty" (how does it play into this), and why should or shouldn't it be mentioned?
· Uncertainty is the idea that a lot of times when we do risk characterization, we can't be completely sure about what we are saying because we haven't actually done a test -- we are just using other tests and making extrapolations
· Obviously we should mention uncertainty whenever we are giving a risk assessment so that people don't freak out and do stupid things based on a single (unqualified) number
· However there are also some arguments AGAINST giving uncertainties, such as the fact that it is hard to communicate uncertainty to uneducated peoples
 

Precautionary Principle and/or/versus Risk Assessment

· What is the precautionary principle?
· The precautionary principle is a moral and political principle which states that if an action or policy might cause severe or irreversible harm to the public, in the absence of a scientific consensus that harm would not ensue, the burden of proof falls on those who would advocate taking the action
· So in this case it would be like, "not allowed using this chemical until you prove it is safe"
 

Risk Communication

· Discuss an issue that can affect risk perception.
· It's the idea of culture: the point being that some aspects of risk perception are central to all human societies, and others are culturally dependent
· That is, your culture can affect the way you perceive a risk
· What do we mean when we talk about "stakeholders' perception"?
· Stakeholders are the people who are actually affected by whatever risk is in question, and so we care about their input and we value their involvement in the risk assessment process
 

Food and Water Safety

[didn't think anything was important]

 

Cumulative and Aggregate Risk Assessment

· What is cumulative risk assessment?
· It is when we figure out someone's exposure to a risk while considering MULTIPLE ROUTES of entry
· What is aggregate risk assessment?
· It basically asks the question -- as a result of those multiple routes of entry, what is my risk?
 

Environmental Justice

[didn't think anything was important]

 

Intergenerational Issues

[didn't think anything was important]
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"Diffusion of Health Promotion Innovations", by Mario Orlandi et al.

Contemporary Perspectives on Classical Diffusion Theory

· What is "diffusion" and "innovation", and how are they related in this context?
· "Innovation" is an idea, practice, service, or other objects that is perceived as new by an individual or other unit of adoption
· "Diffusion" is the process by which an innovation is communicated through certain channels over time among members of a social system
· Diffusion of innovations is how an innovation spreads -- of course this is important in health when we are talking about behavioral interventions or new research findings
· What are some areas where diffusion of innovations can fail?
· Innovation failure: innovation is just not good; does not cause desired change
· Communication failure: poor communication from the resource system (that which came up with the innovation) to the user system (those whom we want to adopt the innovation)
· Adoption failure: users knew about the innovation but did not want to use it for whatever reasons
· Implementation failure: users wanted to adopt the innovation and did, but failed to implement it properly, thus it failed
· Maintenance failure: the program was doing great but couldn't maintain its momentum over time
· What is the "innovation-development process", and why do we care?
· It is the overall system that start with an innovation being created and continues onto the diffusion, adoption, implementation, etc. of that innovation
· It consists of 6 stages:
· Recognition of a problem or need
· Basic and applied research
· Development of the new idea into a form that is SUITABLE for the intended audience
· Commercialization of the innovation: production, marketing, distribution of the innovation
· Diffusion and adoption
· Consequences
· Thus obviously when we are talking about a health promoting innovation, it will be a specific application of this process
 

Innovation Development and Diffusion: A Conceptual Integration

· Why do many innovations fail to ever make an impact, and how do we try and fix this?
· Many innovations die "on the shelf" because they don't diffuse to the intended target audience very well
· We try to fix this by introducing a "linkage system" that works between the "resource system" (created the innovation) and the "user system" (intended to use the innovation)
· The key role of the linkage system is to encourage and facilitate collaboration between the two systems so that the innovations are RELEVANT TO THE USERS -- to their needs, expectations, and limitations
· The linkage system is made up of:
· Representatives from user system
· Representatives from resource system
· "Change agents" (facilitate the collaboration)
 

The Mount Vernon CARES Project

[not done yet!]
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"How Social Marketing Works in Health Care", by Douglas Evans

How is social marketing applied to health?

· What is the difference between targeted and tailored communications?
· Targeted is when we have the same generic message but we target them using a person's name on the letter (for example)
· Tailored is when we actually change the message based on the characteristcs of the person we are trying to get
· What is the digital divide and what are the effects?
· People of low income and education have trouble accessing health information since so much of it is electronic
· Thus SM needs to address this disparity
· What kinds of things can health care practitioners do to help with SM?
· Firstly they can reinforce media messages through counseling
· Secondly they can serve as another communication channel
· Thirdly they are trusted so their support is significant
 

"Social Marketing in Public Health", by Sonya Grier and Carol Bryant

Introduction

· Defining social marketing.
· What are the defining features of social marketing?  Discuss each.
· Exchange theory: we realize that the decision of someone to follow the direction proposed by the social marketer will be viewed as an exchange -- they are giving up something (maybe their free time) in exchange for what the social marketer is "offering"
· Thus we should explain why our idea is WORTH IT
· Audience segmentation: discussed
· Competition: discussed
· Marketing mix: this refers to the 4 P's (discussed)
· Consumer orientation and research: discussed
· Continuous monitoring and revision: discussed
· Comparing marketing to other behavior management tools.  How do the situations in which social marketing is most effective contrast with the situations where these other tools might be used?
· Education: this is good when society is willing to change, the benefits are attractive, cost of changing is low, etc.
· Law or policy development: this is when society is not willing to pay the costs associated with continuing that risky behavior
· By contrast, social marketing is mostly used when the societal goals are not directly and immediately consistent with people's self-interest, but they are still willing to change
 

Case Examples of Social Marketing Applications

[not done yet]

 

Challenges and Misconceptions

· Introduction
· What are the challenges to social marketing?
· Misconceptions and other barriers to diffusion
· Formative research and evaluation methodologies
· Theoretical issues
· Ethical considerations
· Misconceptions and other barriers to diffusion
· What are some misconceptions and barriers to diffusion?
· Firstly we see that people think that social marketing is all about communication and therefore FAIL to integrate all elements into their campaigns (i.e. make a certain desired behavior like eating fruit EASIER to do by lowering the price)
· Granted this point has some merit because stuff like that is HARDER to do than just putting out an ad, but still…
· Another criticism is that SM doesn't respect environmental determinants of health -- they just care about changing behavior
· However this is not an unfixable limitation of social marketing, because if SM is aimed at the POLICY MAKER then we can get "upstream" decisions made
· Also that it is manipulative -- sees a person only as a potential "target", doesn't respect all of them (this is mostly untrue)
· Grant organizations are skeptical of social marketing and therefore do not allow SM's to do proper research to start -- instead they want to see programs right away
· Formative research and evaluation methodologies
· What challenges for social marketing stem from research shortcomings?
· People don't use mixed methodologies in researching their audiences so they end up not knowing them as well as they should/could
· i.e. Use only focus groups -- no quantitative/epidemiological-type data
· Also the types of variables used for segmentation are not exhaustive enough (i.e. we only do age, gender, etc. -- not stuff like entertainment choices, interest in lifestyle change, etc.)
· In terms of evaluation, we just don't do it well enough -- mostly because it is very tricky to do (not as easy as a RCT for example)
· Theoretical issues
· [not done yet]
· Ethical considerations
· What kind of ethical considerations are there?
· Firstly we must consider the power imbalance between the marketers and the consumers -- remember one is trying to manipulate the other (or so it could be argued)
· Also because of all the publicity that is involved with SM, we have to be careful to characterize people respectfully because a misrepresentation can quickly spread
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"Making a Message Memorable and Persuasive", by James MacLachlan

 

Techniques

· What are the big 12 techniques for making a message memorable and persuasive?  Expound on each as necessary.
· Get the audience aroused
· Arousal both before and after the fact is effective in retaining the messages in memory
· The arousal could be related to the thing in question (i.e. the word I'm asked to memorize evokes emotion) or not (i.e. commercials during exciting TV shows are very effective)
· Caffeine helps with arousal
· Give the audience a reason for listening
· We want to state the benefits to the audience of whatever we are selling -- if they think they will benefit, they will pay attention, which will make them remember it better
· Use questions to generate involvement
· Questions lead to curiosity, which leads to arousal and better memory
· Cast the message in terms familiar to your audience, and build on points of agreement
· Doing this will build credibility which will facilitate persuasion
· Use thematic organization
· It is easier to remember things when the different parts of a talk follow each other in a logical and irreversible sequence
· Use subordinate category words ("Subordinate" means a subcategory of a more general or "superordinate" term, i.e. "raven" instead of "bird")
· This makes a more concrete and sharper image in the listener's mind
· You are also providing more information with the same effort to memorize (i.e. you say it is a bird AND you say what KIND of bird) -- this is an example of memory chunking
· Repeat key points
· Repetition helps with memory and ALSO can make people believe it more
· There are 3 kinds of repetition:
· Verbatim repetition
· Repetition with variation (i.e. using examples, analogies, etc.)
· Repetition by contrast (i.e. clarifying what something is by showing something which it is NOT)
· Use rhythm and rhyme
· But be sure to put the most important material at the BEGINNING of the rhyme so it will be readily accessible in memory
· Use concrete rather than abstract terms
· This means that we should use pictures -- which are useful, they are much more easily memorized
· Vivid pictures moreso than normal ones
· Also, when the picture/word is surprising/unexpected, it is remembered much better
· Use the Zeigarnik effect.
· Zeigarnik was an experimenter who showed that with a jigsaw puzzle, you remember the individual pieces better if you DON'T complete the puzzle -- because when you complete it, you saw "it is complete" and don't worry anymore about the individual shapes and colors of the pieces
· Thus the application is that for advertisers, we never want to give the complete idea -- leave the audience with something to ponder; allow them to reach conclusions for themselves
· (in the same vein) ask the audience for a conclusion
· Here we are taking advantage of social pressure: if you can get the audience as a whole to reach the conclusion you want, then the people who are opposed will be more likely to change their mind in your favor
· Sometimes you can simulate this by asking the opinions of audience members whom you feel are approving -- because by their responses the rest of the group will feel that everyone feels that way
· Tell the audience the implications of their conclusion
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The Health of Nations: Chapter 1

· The rich are getting richer and the poor are getting poorer
· In terms of GDP, money spent per household, etc.
· The world is split into 3 kinds of nations:
· Those who spend money to keep their weight DOWN
· Those who eat to live
· Those who don't know where the next meal is coming from
· There is enough food in the world to feed everyone comfortably
· The problem is that we don't distribute it well: 
· Americans have most of it and they waste it, give it to their aniamls, etc.
· The most impoverished countries distribute tons of food
· Poor people make bad choices: when asked, they said their biggest wish for the future is a new TV
· We have to define what the goal of economic development is
· For a lot of people it is at the point where we have all the absolute things we want/need so now we start to think about the "insatiable" things -- the items that we only like cause it makes us feel better than others -- theoretically there is no end to this
· More thinking: seriously, what is the point of economic growth?  Economists say "maximizing consumption" but why is that so good anyway?  Especially when it is probably not sustainable and leaves out many members of society
· Americans also just plain don't care about economic inequality
 

The Health of Nations: Chapter 3

· Prosperity doesn't ensure happiness but it definitely seems to be related to health
· Unlike "wants", "basic health needs" are FINITE and thus it is seen that once a country is rich enough to meet that minimal level, additional financial prowess does not produce better health
· Notably, America is the most affluent but NOT the healthiest country in the world so it cannot be ALL propserity
· When we hold poorest 20% income constant and change richest 5%, the health status changes which suggests that relative income is more important than absolute income
· Theory to explain: the richer members of society influence the poorest -- the poorest copy their behavior
· Maybe we are sadder when we are more relatively poor and this has an effect on health
· The "relative income hypothesis" states that a person's well-being depends not only on how much they have, but on how much everyone else has
· The official US definition of poverty is an absolute thing (poor family in the 50's) but people's OPINIONS of poverty have changed over the years
· The "trickle-down" theory of economics is NOT TRUE: it says that the best way to have growth is to just give everyone more money without thinking about how everyone is related
· Lacking income is harmful to health because income is a great indicator of one's RELATIVE position in society
 

Health inequalities among British civil servants, by M.G. Marmot

· What were some of the specific health-related things which were found to be related to SES?
· Angina, ECG evidence of ischemia, chronic bronchitis
· Self-perceived health status and symptoms
· Health-risk behaviors
· Social support, social circumstances
· So there were 2 studies?
· Yes -- the first Whitehall study was in 1967 and the second one ran between 1985 and 1988, both measuring the same relationship between SES and health
· The second study had a few key differences:
· They wanted to look at the DEGREE and CAUSES of the social gradient for morbidity that was established in the first study
· They had noticed that mortality was usually associated with long periods of morbidity -- so obviously morbidity is a big deal
· They wanted to include women
· Describe the results of the study.  Analyze in categories.
· Morbidity by grade of employment: among almost everything they measured, it was worse for the lower employment grades
· Also note that women reported greater morbidity than men
· Sociodemographic charactersitics by employment category: employment category was also related to sociodemographic things like whether you are married (more likely when you are higher), have a car, have a high education, etc.
· Potential explanations - biological and behavioral risk factors: the results also suggested a few risk factors that were correlated with job status and could thus be POTENTIAL causes of the morbidity and mortality which were observed: smoking, physical activity, and diet
· Potential explanations - psychosocial characteristics: similarly to the previous point, it was seen that psychosocial characteristics also varied by job and could also thus be connected to morbidity: control over their working lives, friends to trust in, stressful life events, etc.
· Alright so when we look at all the results, what are some thoughts we have on possible causes?
· First we notice that HEIGHT also differs according to employment category, which suggests that early life environment could have played a role in morbidity/mortality later in life
· Also we see that there are employment grade differences in health behaviors -- so it could be that
· Also, as we also noted, social circumstances could have made a difference as we saw that those were also related to employment grade
· Work ENVIRONMENT could also be an issue: when jobs have low control, low opprortunity to learn/develop skills, etc. … we see that CVD is worse
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The Health of Nations, Chapter 2

· Wealthier countries are generally more happy
· However, within countries -- DEVELOPED ONES, at least, differing levels of wealth do not affect happiness
· We note that happiness is linked to INCOME DISTRIBUTION -- because perhaps our happiness is relative to other people -- i.e. are we earning more than them, etc.
· "As income increases [in the developed countries], so too does the evaluative standard"
· We also see that the rich countries set the bar for the less developed countries in terms of what it takes to be happy -- because the poor countries see what we have, and so they make that their standard for happiness
· Also, just wishing for money will make you less happy
· The distinguishment is made between intrinsic goals (relationships, etc.) and extrinsic goals (money, possessions, etc.)
· Also, we have to realize that happiness shouldn't be our biggest indicator anyway because we observe that people in destitute situations can adjust, and find reasons to be happy for inconsequential things like a crust of bread which will not fulfill their hunger
· Maybe we should focus on "social welfare" instead, which falls into 3 categories:
· Bodily virtues (good health, long life, etc.)
· Individuality virtues (have self-respect, autonomy, function cognitively)
· Social virtues (engage in friendship, relationships, etc.)
· There is a distinction between the "capability" approach and the yardstick approach in evaluating a society:
· The capability approach is whether we are able to do stuff like the things mentioned above
· The yardstick approach is just to use a number, like GNP
· The distinction is demonstrated when we see how some low GNP countries like Costa Rica and China have higher life expectancy than countries who are richer than they are such as South Africa and Brazil
· The point is that the capability approach would see this situation differently than the yardstick approach would, and would make different predictions and so on...
 

The Health of Nations, Chapter 4

· A lot of times a good become essential not because of its inherent redeeming value, but rather because everyone else has it, and this is the standard -- and people have no patience for you anymore if you refuse to keep up with that standard
· One consequence of this is that the standards which the poor "have" to keep up with are getting higher and higher, and it is hard for them to keep up!
· Notably as well, we are beginning to see a difference between material goods and spiritual goods -- as stated before, the want for those material goods is increasing, but the desire for spiritual goods (i.e. relationships, etc.) is stagnant!
· Positional goods/positional competition is important: it is talking about the goods that are pretty much "status" symbols -- they indicate our POSITION within society and therefore they are important to us
· Indicators of consumer culture:
· The things which we have many words to describe: in Burkina Faso (poor), there are 8 words to describe diarrhea since it is so prevalent…while in America we have so many different words to describe the various forms of transportation which we use
· Spending on luxury items
· The "consumer culture" is critiqued in 3 major ways:
· It is not true that we control the hours we work, and so we are free to work as long as we want to ensure that we have as much money as we want to buy what we want -- instead, our hours are controlled by someone else
· The consumption rates do not consider the fact that there are "negative externalities" to purchasing -- i.e. buy an SUV and it results in greater smog emissions
· Consumerism undermines community -- we work harder to get the money we think we need and this prevents us from investing time in the important relationships
· Shopping dysfunction -- this is actually a disease, when we regularly shop compulsively, or we do it to make ourselves feel good, etc.
· Credit card debt is also rising as a result of this, and it is dangerous because:
· Firstly it is unsecured debt (no collateral i.e. your house when you can't pay your mortgage)
· Secondly it is non-normative, unlike a "regular" debt like the mortgage
· Lastly, although US is getting richer, they are giving LESS to charity (that's just fantastic)
 

Income and Health in Canada, by Nathalie Auger

· Introduction
· What is the main idea of this chapter?
· It is to look at Canadian studies which assess the relationship between income and health
· These have helped to establish that poverty harms health in Canada and poverty reduction is thus a goal
· There are 2 main TYPES of income-health studies:
· The first looks at income (absolute) vs. health
· The other looks at income INEQUALITY vs. health
· Characteristics of income-health studies?
· What are some of the problems with income-health studies?
· Firstly, people can't agree on a standard definition of poverty
· Secondly, when people DO agree, their definition is usually income based and does not include the social consequences of poverty, which are certainly significant
· Thirdly, the ecologic fallacy: it is inaccurate to use macro population-level studies to make conclusions at the individual level
· Also the reverse causation effect: when we look at poverty vs. health at a single point of time, we cannot tell whether poverty preceded poor health
· Review: what are the 3 types of poverty?
· Absolute: do not have enough money for basic needs (i.e. MBM)
· Relative: having less than the average standard in society (i.e. OECD)
· Subjective: the individual in question does not FEEL that they have enough to meet their needs
· What are some indicators used for poverty, and what are the criticisms?
· Indicators:
· Proportion of aggregate income earned by the poorest proportion of households
· Ratio of income shares earned by the upper 90th percentile to the 10th percentile of households
· Criticisms:
· Sometimes these indicators do not consider annual disposable income because in some situations, social transfers can help out -- but in other cases they don't…and this mamkes a big difference
· When the household has more than one person, we don't consider the fact that they can share certain resources
· Does not consider that income is volatile -- it can change a lot so it is probably better to study it over the long term, but we don't do that
· Indicators do not consider accumulated assets or debts
· They do not consider the time required to amass income
· We sometimes just use a cutoff and so we don't consider how far below that cutoff someone is…and sometimes this can make a big difference
· Duration of poverty is important
· The timing of poverty in the lifestyle makes a difference but we don't consider this
· What are the thigns which have been found by Canadian studies?  (Broad strokes here!)
· Firstly it was found that inequality income is definitely related to health
· Notably the relationship was worse in the US than in Canada, presumably b/c of the kick ass social policies we have in place here
· Also it was seen that income is related to health status in Canadian children
· Some studies have looked at this relationship over time, and concluded that the ill health caused by inequality is actually GETTING BETTER -- i.e. it doesn't affect health as much anymore
· Of course other studies counter this…
· Then the paper focused on a single study -- from Montreal.  What were the results here?
· Nothing special -- it was all the same stuff that we have been hammering into our heads
· What are some theories explaining income INEQUALITY and health?
· One thing is that -- as inequality grows, the rich have more and more differences from the poor and so they don't want to be spending social money on the poor -- and so the poor get screwed
· Another theory is that inequality leads to underinvestment in social capital by diminishing community solidarity and social cohesion
· Lastly it could be psychosocial: more inequality leads to frustration and biological processes that are harmful to health
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The Health of Nations, Chapter 5

· Some people would argue that inequality is a good thing, and it goes like this:
· Certain crucial positions in society (think doctors) can only be filled by people who have the necessary gifts
· However in addition to this they must make sacrifices as they go through the training etc. to become doctors
· The only way to induce them to make the sacrifices is if the reward is great -- if they will be more impressive members of society somehow
· In rebuttal, here are some results from a study done on inequality in MLB player salaries:
· When there is greater inequality, the teams perform worse
· Hypothesized reasons:
· Firstly the less paid people feel that it is unfair
· Secondly it discourages teamwork
· Basically we are talking about "winner take all" markets, where only the TOP people get the big bucks -- and these are designed to provide incentive for people to make those sacrifices to TRY and get to the top
· There are bad things about winner take all markets:
· Firstly, 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
· Secondly, people engage in an "arms race" of investment and consumption in their effort to get to the top
· i.e. Think about how families spend so much on putting their kids in extracurricular programs
· But of course, realize that when EVERYONE is spending more in the arms race, the relative position of things doesn't matter
· Here is another set of rebuttals to the arguments made supporting inequality at the beginning of this chapter:
· 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)
· Inequality encourages hostility, suspicion, and distrust amongst different levels
· It causes social exclusion and discourages people from participating in society
 

The Health of Nations, Chapter 6

· The "hedonic treadmill" of consumerism/materialism has many bad effects:
· We spend so much time trying to make money to feed this habit that we run out of time for the truly important things, such as developing relationships within our family
· This also results in less social participation -- we don't have time for it
· Americans live paycheck to paycheck and so they don't support the spending of tax dollars on education, better roads, etc. because they can't afford it
· Violence also rises because people are frustrated that they can't keep up with the Joneses
· There is a long section about how Americans are working more and more…
· However the "skill premium" is increasing -- i.e. the difference between the elite workers in society and the non-elite
· This is because the salary of the low guys is going down -- not the high guys going up
· Basically the main point is that Americans are now working a LOT
· Also another issue we examine is that household chores are increasing -- and furthremore when both parents work, it is hard to find time for them -- so this also drains time and therefore health
· There is this notion of "double shifting", where mothers have to do full time child care AND work -- and it's brutal and it affects their health
· It also talks about how spending more time with loved ones, making those social connections will help with health
· HOWEVER, SAME DEAL: we don't have enough time
· We retreat into individualistic tendencies
· Thus we see depression rising…
· There are different reasons why social support might be connected to health:
· Practical help -- i.e. loans during a financially hard time…practical assistance during times of stress…etc.
· Emotional support -- it has been shown to help with heart attacks, breast cancer, even the common cold
· Lastly we see how 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
 

The Health of Nations, Chapter 7

· Here we talk about consumption -- there was an illuminating study done on garbage, because our garbage reflects our consumption which reflects our lifestyle which reflects where we stand in society
· There is a difference between private and social consumption:
· Private is when our satisfaction from getting our wants is private (i.e. eating food)
· Social is when our satisfaction is because of its social impact (i.e. having a nice car)
· We also discuss "positional competition", which is when we compete for a "relative" goal -- i.e. we compete to be better than the next person
· This is a "smart for one, dumb for all" approach -- if one person gets a Master's while everyone is is undergrad, they are smart because they are better than eveyrone else
· But if everyone gets a master's, they are dumb b/c they are right back where they started -- everyone the same
· We discussed 2 big examples of position competition: suburban sprawl and gated communities
· Suburban sprawl is how everyone is racing to get out to the suburbs from the inner city -- but as soon as everyone does, then people want to move out even further, etcetc
· Gated communities is how people are starting to govern themselves now -- move into a gated community where they have their own rules for the roads, etc.
· Both of these are bad ALSO because they contribute to decreased social cohesion
· Also, it is a "zero sum game": gain for one person equal loss for another because when we have people moving out, there is a concentration of low class left behind and this means crime, etc.
· We also discussed the Roseto effect: the community of Roseto had way less heart diseases (after adjusting for risk factors) than any of the other places…and this was due to their high form of social coehsion and egalitarianism
· Hwoever they eventually succumbed to the "pursuit of the american dream" and regressed back to the mean
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The Health of Nations, Chapter 8

· Up until now, we haven't said much about politics but we realize that it actually has a LOT to do with health -- because the society we live in is basically the creation of the political process
· This is demonstrated when we look at the differences in inequality between the US and Sweden, and then look at the political positions: the US is far to the "right", meaning that they are more conservative, meaning that they are LESS inclined to agree that the government should tax the rich to help the poor, that they should do something about inequality, etc.
· It's ridiculous -- the RICHEST people in Sweden want egalitarianism moreso than the POOREST in America
· We note that Americans are over-optimistic about their ability to get rich -- and so they would rather have a government that allows people to get rich than one which protects people from getting poor
· This is because they believe in the "Horatio Alger myth": Alger was an author who wrote stories about how people got rich just by working hard
· We can also hypothesize as to why Americans are like this so much:
· Well firstly it is certainly in our roots -- ever since the Boston Tea Party we have protested against taxation
· Also, it is an infinite loop: if we are getting pummeled by inequality, we are less generous towards the state -- i.e. we don't want to give more taxes
· Contrast this with countries where social programs "work": when we pay a lot of our income to the government for social programs, we are actually OK with this because EVERYONE (including us) benefits from the social programs -- think of free health care in Canada for example
· What this culminates in is that we can extend our connection between income inequality and health to include POLITICAL IDEOLOGY: studies have found that the more "left" (socialist) you are, the more likely the country is to have good health
· In general we observe that the lefties push for social equality, cleanliness, immunization, basic needs, etc. -- all the good stuff
· Another interesting political connection is that the people who vote Republican tend to live longer -- and this makes sense if we think about how Republicans benefit the rich, who will live longer -- so it all connects
· There are other issues that play into this connection between politics and health:
· Inequality of participation: normally the rich people are more likely to participate in politics, so the poor people have no voice
· The deal here is that being a volunteer is LESS AND LESS a way to make a big political impact, but donating money is MORE AND MORE a way to make an impact -- and of course the rich people are more able to donate money, so there we have it
· Social capital: our point here is that social capital is associated with greater participation in democracy
· We see that it is related to voter turnout, and even the performance of government (i.e. studies in Italy and Roseto)
· More on social capital: there are 3 main types of politics, and each have their respective relationship to social capital:
· Moralistic political culture: here everyone believes in working towards the public good
· Traditionalistic political culture: the idea is that the government is PATERNALISTIC -- more elite than the general population…inequality is just a fact of life
· Individualistic political culture: everyone is out for themselves -- the government is just there to help us get what we want
· And of course when we look at this stuff, we notice that moralistic guys are more likely to be politically involved as opposed to traditionalistic guys
· BIG QUESTION: why is social capital seemingly related to health status?
· One reason -- the theme of this chapter -- is that lower social capital means lower political participation which means no defense against policies that are passed AGAINST the poor
· Lastly we also note that income inequality is connected with lack of social capital: 
· Firstly, when the economy is so crazy and you have to work hard just to survive, it doesn't leave you much time to form and nurture those relationships which are the essence of social capital
· Also, when the gap between the rich and poor widen, they TRUST each other LESS
 

The Health of Nations, Chapter 9

· Talks about how capitalism is spreading all around the world and it is BAD for health -- people just look out for themselves and they hate anything that gets in their way of doing that i.e. taxes and regulations, even though these things would help the poor
· Basically the idea is that to keep up with the fast pace of the economy, countries are being forced to choose between measures that will help the economy and measures that will help the poor…and the poor are losing this battle
· The International Monetary Fund is a bad guy here: in the Asian economic crisis when they were "helping out" countries, there were CONDITIONS on their loans -- it was that the countries had to install policies that would make them more economically successful…but then that meant that these policies killed the social systems for the poor
· We notice that none of this stuff is noticed by the American public because the MARKET is what is covered by the news -- Dow Jones, etc.  We don't hear about the social health of our country and so we don't CARE about it
 

What is social capital and why is it important to health research and policy?, by Sandra Franke

· What is the main idea behind this article?
· The idea is that we want to define social capital in a standard way, because obviously it is a big deal but we have not defined it very well yet
· What are some of the different ways that people look at social capital?
· One focuses on the prpensity for people or organizations to COOPERATE to attain certain objectives: so we focus on how people form assocations, what kind of associations they form, etc. -- so we focus on PEOPLE
· Another approach focuses on the CONDITIONS for cooperation: so here we emphasize the social and political structures -- do they facilitate social capital very well?  What kind of values and norms are conveyed?
· Another one is a NETWORK approach (which is the one used by these guys) -- here we ask, what networks are in place that allow people to access key resources?
· So what is the official definition which we will use?  Comment as required.
· "Social capital refers to the networks of social relations that may provide individuals and groups with access to resources and supports"
· PRI sees social capital as being something (the structure and operation of networks), as doing something (it has direct effects and results), and as coming from something (the determinants that allow social capital to be had)
· There is:
· Individual social capital (social networks which individual people make up)
· Collective social capital (social networks which groups make up)
· Why the use of "capital"?
· By this we are referring to how relationships are RESOURCES -- just like financial or human capital
· And this resource in turn allows us to ACCESS OTHER RESOURCES -- maybe information, social support, tangible goods, etc.
· Explain how "stocks" and "flows" play into this.
· A social capital stock is like a financial stock -- it is just the number and types of social relationships we have which make up our social capital
· A social capital flow is the processes by which we either gain capital (inflow; i.e. investing time in someone to build up a relationship) or dispense capital (outflow; i.e. using those relationships to get things when we need them)
· How is social capital created and used?
· We would think that social engagement or social cohesion (i.e. trust) are the ways we get social capital, but this is not an absolute principle
· Social engagement creates ties yes, but we also see that VOTING -- being part of this cause -- isn't social engagement, yet it has been shown to create social capital
· Social cohesion -- is it the result of great networks or is it the CAUSE of them!?
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Social Integration, Social Networks, Social Support, and Health, by Berkman and Glass
· Theoretical Orientations
· What were some of the major theories which paved the way for the investigation of the link between social relationships and health?
· Emile Durkheim: remember how he explained INDIVIDUAL pathology in terms of SOCIAL dynamics -- i.e. explained how suicide was higher when the person was part of a community lacking "anomie" (connectedness)
· He notes that individuals are bonded to society by 2 things:
· Attachment (emotional ties with people in society)
· Regulation (society regulates the way that people behave)
· John Bowlby: he was the guy who originated the idea that there is a universal human need to form close affectional bonds
· Specifically, forming these in childhood is important because it will have consequences later in life
· A number of British anthropologists: they developed the concept of social networks, which is when we group people together NOT on things like class/kinship/residence (which, up to that point, was the only way in which we thought about people being grouped together)
· In other words, we don't care about WHO the people are (i.e. their demographics or whatever) -- we care about the ways in which they are connected to each other, and the resources which can flow through these connections, etc.
· A Conceptual Model Linking Social Networks to Health
· What is a general overview of how these guys see social networks and support being related to health?
· They have a flow chart: SOCIAL-STRUCTURAL CONDITIONS (macro) --> SOCIAL NETWORKS (mezzo) --> PSYCHOSOCIAL MECHANISMS (micro) --> PATHWAYS
· A few things to note:
· Psychosocial mechanisms can be expanded into social support, social influence, social engagement, access to resources/material goods, and person-to-person contact
· In other words, these are the things that are provided to us by our social networks
· It should also be noticed that the psychosocial mechanisms mentioned above affect us through 3 different pathways: health behavior, psychological, and physiological
· Talk a bit further about social influence.
· Recall from the social psychology discussion that we can be greatly affected by other people's presence and words, especially when we are not sure what the "norm" is
· And so we can look at people in our social networks and be influenced by what they do and say
· Talk more about person to person contact
· Here the deal is that we think about the transmission of infectious diseases -- this is certainly a health thing that we can get through social networks!
· Interestingly however, disease transmission is not spread randomly through a population -- and so when we think of a population in terms of social networks (i.e. the drug community), we understand this better
· [note that other components of the flow chart such as "health behaviors" were discussed in the article, but not thought to mention anything earth-shaking]
· How can social networks help us through the pathway of psycholologic mechanisms?
· It has been shown to increase self efficacy: both "immediately" but also it affects the maintenance of self-efficacy later in life as people grow old
· Social promotes the adoption of coping styles (i.e. with stress) which are beneficial and effective
· And lastly of course emotion, mood, perceived well-being, etc.
· Make some comments on the different physiological pathways which we think are part of the connection between social support and health.
· First of all, there is DEFINITELY - we have seen - a connection between social support and all-cause mortality (as mentioned in the notes)
· However we are still working on linking social support with more specific causes and mechanisms, so your patience is appreciated
· There are several major areas/research topics with respect to this issue:
· Accelerated aging and lifecourse perspective
· So the idea here is that lack of social support makes us grow old faster, and therefore all the bad effects that come with aging, hit us more quickly
· One consequence of this is the idea that when stressors come, we get stressed and STAY stressed longer -- and the stress does damage to our bodies
· With respect to the lifecourse perspective, it means that we need to pay attention to at what point during the lifecourse do certain things happen, because this makes a big difference!
· i.e. those vulnerable periods during early life
· Biological effects of adult social experiences: continuity and change
· Here we're just talking about social circumstances, etc. in adult life that can cause stress etc. (so not life course anymore…)
· Assessment of Social Integration, Social Networks, and Social Support
· This is a pretty crazy section so we won't go into detail.  However, what are the three CATEGORIES of ways in which we can assess networks?
· Measures that primarily asses social ties or social integration
· Measures that more formally assess aspects of social networks
· Measures that assess social support -- both cognitively "perceived" and behaviorally "received"
· Social Networks and Morbidity, Mortality, and Disability
· What did they do here?
· It was just a section where they reviewed different studies which showed the connections between social networks/support, and CVD, stroke, infectious diseases, etc.
 
Social Networks and Vulnerable Populations: Findings from the GSS, by Solange van Kemenade
· What is the overall idea for what is going on with this paper?
· They are looking at social networks and health (as is our overall theme) but they are focusing on certain sub-populations within Canada that are vulnerable health-wise: seniors, immigrants, and the poor
· There is cause for worry with these guys because they can experience "disaffiliation" due to their circumstances, which is the partial or complete rupture of their social network
· What are some things we notice when we look at seniors?
· We notice that as they grow older, small and close networks are the most important kind to have
· We also see that instrumental support is NEGATIVELY associated with health, which actually makes sense if you realize that as they need more instrumental support, that means that they are getting weaker
· What is the deal for immigrants?
· We see that a huge source of the social support they get is from family and friends of THEIR OWN RACE in the country that they immigrate to
 
Social Support and Health: A Review of Physiological Processes Potentially Underlying Links to Disease Outcomes, by Bert Uchino
· How does social support influence physical health outcomes?
· Give the bird's-eye view of how a flow chart might work?
· Social support influences BOTH behavior AND psychological processes, which in turn each influence BIOLOGICAL stuff, and the biological stuff causes morbidity and mortality
· Social support and cardiovascular function
· What is the deal here?
· Firstly, note that BY FAR, this system is the one which has been studied the most closely with respect to the effect of social support on health
· We highlight the reactivity hypothesis of diseases, which is that cardiovascular reactivity to some stressful event (i.e. how much does your BP go up by when you have to speak in public?) is rleated to disease
· And so the idea is that social support BUFFERS this -- and so the BP doesn't go up as much
· There is also evidence to show that social support just helps CVD in general -- like just every day stuff -- so every day "ambulatory" BP is also lowered when we have a ot of social support in our life
· Lastly we notice that social support affects how fast disease PROGRESS, once they have started (so it really is good times)
· Social support and neuroendocrine function
· What is the deal here?
· The deal is that we actually don't know too much about the neuroendocrine system -- and this is most unfortunate because there are a lot of links here to the CV and immune system, so if we could figure out things here it would be helpful
· Important hormoens include: cortisol (big time immunosuppressive effects), opiods, oxytocin (anti-stress effects)
· Social support and immune function
· What is the deal here?
· The deal is that social support has been shown to improve immune activity -- specifically NK cells and T cell count
· This is good because immune system fights cancer!
· Integrative mechanisms: social support and immune-mediated inflammation
· What is the deal here?
· We want to look at INTEGRATIVE mechanisms -- it's like we were talking about before -- how can we take a step back and see how different consequences of low social support would be integrated?
· For example, the inflammation caused by the immune system is related to CVD because this is how atherosclerosis forms
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Environmental Influences on Eating and Physical Activity, by Simone French
· Introduction
· Summarize what the deal is with this article.
· The author talks about how the obesity epidemic in the US is well known, but we haven't studied the 2 behaviors which probably cause it the most very carefully
· Eating
· What kinds of food supply trends did we talk about?
· Energy and fat -- we are intaking more energy and fat
· Fruits and vegetables -- we are eating for f and v (good!)
· Milk, cheese, and pizza: less milk and more cheese (usually as a part of junk food)
· Soft drinks: we are drinking way too much of this stuff
· What did we talk about with respect to eating out?
· Prevalence and trends: the number of restaurants/fast food places and the USE of them is going up a lot
· Convenience of eating out: people are busier now so they eat out more
· Energy and fat content: foods at restaurants are higher in these guys
· Portion sizes: they are higher when you eat out
· What did we talk about with respect to advertising, promotion, and education?
· Television advertising: there is WAY MORE advertising for junk food these days, and IN PARTICULAR there is more than the amoutn spent on on healthy food advertising
· National media cmpaigns to promote healthy eating: in the US they have done the Food Guide Pyramid and the 5 a day for better health, which is somewhat helpful
· Nutrition labeling: this was an act that required that more informative and easy to read etc labels be used for foods
· What did we say about food pricing?
· Definitely it affects consumer behavior -- we don't want to eat the foods that are more expensive
· Thus if we make healthy foods cheaper, it will help
· Physical Activity
· What kinds of physical activity trends did we talk about?
· Physical activity trends: it is hard to measure this stuff because the different studies use different measures -- however, in general we say that there hasn't been much change
· Television watching: we watch more TV, and TV is often blamed for physical inactivity
· Automobile use for transportation: we use cars too much and so this is making us exercise less
· Occupational activity: there are less jobs which demand a lot of physical activity these days
· What did we talk about with repspect to availability of sedentary vs. active leisure-time activities?
· We talked about how everyone now has TV's and computers -- the % owners are going up a lot
· Everyone has automobiles as well
· However there are some areas where park and recreation space is quite limited
· On the other hand, health clubs memberships are going UP
· What about physical activity opportunities?
· We talked about how there is great potential for making ENVIRONMENTAL CHANGES that would encourage walking and bicycling -- i.e. stuff like making usable bike paths
· Signs to prompt stair use as wlel -- instead of taking the elevator for only a few floors
· Television vieweing reduction inteventiosn: having "TV time manager" that cuts off tv after a certain time
· Urban planning: just designing neighobrhoods smartly
· Community based interventions: like the hearth ealth stuff
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Social Environment and Physical Activity: A review of concepts and evidence, by Lorna McNeill
· Introduction
· What is the idea of this whole paper?
· It is trying to take the "social environment" and break it down into clear and understandable dimensions -- because it's confusing right now what we mean by social environment
· Basically it is creating a taxonomy for what we mean by the social environment -- and this taxonomy consists of:
· Interpersonal relationships: social support and social networks
· Social inequalities: socioeconomic position and income equality, and racial discrimination
· Neighborhood and community characteristics: social cohesion and social capital, and neighborhood factors
· And each of these will be measured in relation to physical activity
· Summarize the foundational argument which is made in this section.
· The foundational argument is that when we look at people's health behavior, we have traditionally focused on individual characteristics, which is fine
· However, to be more thorough we should really consider their social environment as well, because there are so many things here which will affect whether or not people exercise: the encouragement they receive, the social norms of their group, etc.
· Interpersonal relationships
· How can social support/networks encourage us to have more physical activity?
· It can be "buddy systems" -- i.e. a husband and wife who go walking together
· Also when we look at other people who exercise, we LEARN how we can also exercise and we think that their exercise habits are a NORM which we will also adhere to
· There is definitely a link between social support and increased physical activity
· Social inequality
· What is the deal with (firstly) socioeconomic position and income inequality?
· Recall from the Marmot study that we are very familiar with the link between social class and health behaviors (which in this case includes exercise)
· As far as the mechanisms through which this happens:
· Lower SES = worse access to health care = worse health = less active
· Lower SES means we are in a ghettoer neighborhood, which may have less opportunity for physical activity i.e. parks
· What are the links between racial discrimination and physical activity?
· We have seen that when people are discriminated against, their physical activity goes down(!)
· This includes blatant discrimination but also the "structural" things, like (before) black people not allowed into recreational areas
· Neighborhood and community characteristics
· How are social cohesion and social capital significant?
· When we are more cohesive and connected, then we can bond together more easily to advocate for better facilities for our neighborhood
· Also, when we feel comfortable with our neighbors, we are more likely to go outside into public areas and exercise
· What about neighborhood factors?
· Here we are just focusing on physical stuff that would impact our willingness to exercise more than you might think…stuff like what the condition of the sidewalks are, or whether there is a lot of smog
· Challenges and advancements in measuring social environmental characteristics
· What are some challenges in measuring this stuff?
· Right now, we don't have good systematic ways of measuring things about our social environment -- we just aggregate a lot of individual responses (from people I guess?)
· INSTEAD, we should be doing things like counting the number of community walking clubs, looking at the levels of harmful lead in the soil of playgrounds, the number of schools which allow their physical activity facilities to be used after hours, etc.
· Also, we should use "multilevel statistical models" so that we can analyze the variance between people with respect to exercise more carefully -- a lot of times it is hard to catch this because people are nested in bigger groups and so their specific situation doesn't get noticed
· Conclusion
 

