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The year 2055 is a kind of Armageddon for mod-
ern medicine. It is the year when, given present
growth rates, health care costs in the United
States are expected to reach 100% of the gross
national product! If that happened, it would
mean that every hour, every minute, every sec-
ond of human production would be devoured by
medical costs. Of course, this is an impossible
scenario. But it tells us one thing very clearly:
sometime between now and 2055 there is going
to be a revolution in the health care system.

Thomas Kuhn in his pivotal work, The Struc-
ture of Scientific Revolutions, told us how such
changes occur. They happen very slowly. Time
after time the established system fails to deal
adequately with the problems at hand. Alterna-
tives arise, and they create controversy. Eventu-
ally, one of the alternatives or some combina-
tion of them becomes the new norm, or
“paradigm.” This new paradigm inevitably as-
similates the old one and includes major facets
of it within its own corpus.

just this kind of thing is happening with the

dominant paradigm of health care—the bio-
medical model. The main features of present-
day biomedicine could be seen by the turn of the
century. The biomedical model took the art of
medicine and founded it squarely in the biologi-
cal sciences. This laid the foundation for many
great accomplishments; many of the early 20th
century's most deadly biological killers have
now been subdued. But the easy medical con-
quests are now but glorious memories, and bio-
medicine, along with its practitioners, is chal-
lenged and subjected to skeptical inquiry at
every turn.

One of the most important challenges
comes from those, like the present authors, who
advocate a biopsychosocial model. We maintain
that social and psychological factors are far too
important to be ignored by medicine. Many have
argued that lifestyle and one’s psychological
make-up are at least as important to one's
health as availability of medical care. And nos-
talgia for the kind, wise doctors of yore has been
transformed by marny i{nto serious proposals
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that medical effectiveness depends on good hu-
man relationships, and even that human contact
can heal. The biomedical model must grow to
include psychosocial factors.

We should expect that, in the early stages of
this revolution, a wild variety of challenges to
the old model will be put forth. Some of these
alternatives will prove to be solid and will take
their place as part of the structure of the new
paradigm. Others will fall away and be forgotten,
or be exiled to the realm of kooky or even quack-
ish views.

Eventually, there comes a time when the
wheat must be separated from the chaff, when
someone has to take on the task of presenting a
coherent view of the current status of the new
model. This is what we have tried to do in the
present work. We have done this in the form of a
highly readable text because we want to include
in our audience the young people who will go on
to mold the new mode! into its mature form. So
we have designed this text to be suitable for
lower-level undergraduates as well as more ad-
vanced students.

SETTING THE BOUNDARIES

The rapid growth and diversity of our field makes
it impossible for anyone to have a full grasp of
all the traditions that have influenced health
psychology. People of many contending persua-
sions have contributed to the development of
health psychology. They range from strict behav-
jorists at one pole to those interested in holistic
medicine at the other. Each of them, to one
degree or another, has contributed to the devel-
opment of a new perspective on health. It was a
major task to decide which of the contributions
should be part of the corpus of health psychol-
ogy. We had to be selective, but we tried to do so
without unduly narrowing the scope of our topic.
Our own backgrounds and interests are diverse
(ranging from clinical psychology and neuro-
science to public health and community psy-
chology), and we value the contributions made
to health psychology from these and many other
disciplines.

A glance at the detailed Table of Contents
should make it clear that the familiar and favor-
ite topics and references are covered; a look at
our extensive and current bibliography is equally
revealing. It includes both the latest and the
“classic” references of health psychology.

Many "leading-edge” topics that have re-
ceived little or no attention in other texts are
included in this book. For example, we describe
research on cognitive processes of physicians
while they are formulating and validating diag-
noses. We also discuss the role of psychologists
in dealing with patients undergoing cosmetic
surgery. We not only disclose the present state
of health psychology, but also provide a glimpse
of its potential and, perhaps, its future.

Our primary goal is to present a well-
documented, comprehensive overview of health
psychology to the undergraduate student while
keeping the excitement that is so much a part of
health psychology.

FEATURES OF THE BOOK

The book is theme oriented. We repeatedly con-
trast the biomedical model with the biopsycho-
social model. These contrasting views of health,
disease, and heaith care are clearly drawn, and
powerful evidence is presented to indicate the
pressing need for a change of models.

Throughout the book, we emphasize a
hands-on, applied approach. We focus on the
practice of health psychology without sacrificing
the significance of experimental or theoretical
work. The practical information on the training
required for health psychologists will give
students some idea of how they might pursue
their interests in the field.

We have included a number of devices to
make learning easier for the student. Key terms
are printed in bold type and are clearly defined
when they are first introduced; each is again
defined at length in the Glossary at the end of
the book. A summary and discussion questions
are provided at the end of each chapter.

Finally, as our primary pedagogical device,
we have used "stories” and examples selected



to make the material more interesting and
meaningful for the students. All of the stories
are based on actual events that are either from
the literature or that we know of personally. We
have changed only the names and circum-
stances to make the narratives more readable,
and to protect the privacy of those who were
willing to share their stories.

ORGANIZATION OF THE BOOK

The first three chapters of the book provide a
foundation for the study of health psychology.
The first chapter acquaints students with the
biomedical model, the dominant paradigm of
the health care system, and introduces the chal-
lenging paradigm, the biopsychosocial model.
This chapter also describes the health care crisis
and its antecedents. One of the primary goals of
this chapter is to impress upon students that
they are beginning their study of health psychol-
ogy during a period of crisis and revolution in
the health care system. The second chapter de-
fines health psychology, describes its breadth,
and discusses the training and career opportu-
nities for health psychologists.

Chapter Three provides students with guide-
lines for evaluating health-related information.
We emphasize the distinction between well-
controlled research and findings and claims that
hold promise but have not yet been thoroughly
tested. Students are taught to think critically
about media reports of research findings and to
develop healthy skepticism even for studies
from the most prestigious journals.

Chapter Four uses the familiar issue of
“mind over body” as a vehicle for delineating
how the nervous system can control health. It
explains the relationship between the central
nervous system, the autonomic nervous system,
and the immune system. A concise account of
psychoneuroimmunology is included in this
chapter.

The fifth chapter presents an overview of the
therapies that are of use to health psychologists.

PREFACE 2

Cognitive behavioral therapy is featured, but the
older psychodynamic approaches are also ex-
plained. Specific application of psychological
treatments is further described throughout the
book. For example, biofeedback and autogenic
training are mentioned here, but we present
them in more detail in later chapters.

Chapter Six is a cognitive-social perspective
on physicians and patients. This chapter covers
human information processing and its effect on
medical decision making and compliance with
medical procedures. It also looks at coping with
iliness from the perspective of patients and
health care providers.

The seventh chapter is a comprehensive re-
view of stress and synthesizes the most impor-
tant, if not always the most publicized, theories
and research in the field. Special emphasis is
placed on social support, appraisal, and coping.
Stress management is covered in this chapter
and in Chapters Eight and Nine.

Chapters Eight and Nine feature the life-
style factors that are important to health, includ-
ing nutrition, weight control, exercise, addiction,
cigarette smoking, and alcoholism. In both
chapters, we have emphasized prevention and
the importance of changing environments to
promote healthy lifestyles and discourage un-
healthy habits.

Chapter Ten provides an overview of the
nature and treatment of pain. Since headache is
highly prevalent, and often treated behaviorally,
special attention is given to headaches and their
treatment. This chapter applies autogenic train-
ing and biofeedback to the treatment of pain.

Chapters Eleven and Twelve cover the mod-
ern epidemics: coronary heart disease, hyper-
tension, cancer, and AIDS. Prevention as well as
treatment are discussed. Finally, Chapter Thir-
teen deals with the widening scope of health
psychology. We present several areas of research
and treatment in health psychology that are not
commonly covered in health psychology texts,
including temporomandibular joint syndrome,
asthma, and skin disorders.
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2 CHAPTER1 CHANGING PARADIGMS IN HEALTH AND HEALTH CARE

H ary's 76-year-old father, Bill, was terminally ill suffering from cancer, diabetes,
and heart disease. He was bedfast and unable to speak as a result of an earlier
stroke. He was obviously in great pain and despair. Mary and her mother were told
that he would be unlikely to live another week. Three days later. it was discovered that
he had developed gangrene in his right leg. (Gangrene is a decay of the flesh that
releases fatal gases as it progresses.) His physicians said that the only choices were to
amputate his leg or let him die from gangrene. Mary asked them if her father could
survive maijor surgery in his condition. They told her that his chances of survival were
very poor. She then asked if the surgery would relieve his obvious suffering. They said
that the pain he would suffer from the amputation could be quite severe. The
physicians concluded their remarks by recommending the surgery. Mary and her
mother were stunned. Bill was in the last week of his life with no hope for recovery, the
surgery would not relieve his pain or prolong his life, and it was unlikely that he would
survive it. And, finally, the surgery would cost several thousand dollars. Mary asked
why they would recommend amputation under these circumstances. After a painful
silence, one of them finally answered: "Because that is the way we have been trained

to think. We fix the parts that are broken or remove them.”

When the physician said "that is the way we have
been trained to think,” he was describing the
dominant paradigm of his profession—the bio-
medical model. When Mary questioned the phy-
sicians’' recommendation to amputate her dying
father's leg, she was challenging that paradigm.
The biomedical model is facing many challenges
as we close the twentieth century. We are begin-
ning our book with a discussion of these chal-
lenges and the events leading to them because
health psychology has an important role in this
revolution.

Our intention in this book is not to deny the
great accomplishments of biomedicine or to ad-
vocate an exclusive “mind over body” approach
as some kind of substitute for traditional medi-
cine. Often biomedicine works very well. For ex-
ample, recently a fellow professor with cataracts
had the lenses of his eyes replaced surgically. He
was back to work in a day or two with attained
20/20 vision.

We assume that our readers are well ac-
quainted with the successes of contemporary
biomedicine from their own experience and
from that of family and friends. Indeed, most of
us are constantly inundated with media ac-
counts of medical “miracles.” Most of us are not

only aware of biomedical successes but we also
tend to exaggerate them. Most people see
psychological and social factors as having little
or no importance to physical health. The evi-
dence is against that view, as we will show. Our
intention is not to malign biological-medical
approaches but to help augment and strengthen
them through the inclusion of powerful psycho-
social factors.

PARADIGMS: THE MENTAL
FRAMEWORKS OF SCIENCE

The human mind is always captivated by mental
frameworks that help to determine how we see
things. These frameworks are called schemata.
Information processing theory states that we
cannot process all the information that bom-
bards us daily. To make sense of the world, infor-
mation has to be filtered through mental frame-
works. Many years ago, Walter Lippmann
(1922/1965), American journalist, provided an
eloquent description of this process:

For the most part we do not first see, and then define, we
define first and then see. In the great blooming, buzzing
confusion of the outer world, we pick out what our culture
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has defined for us, and we tend to perceive that which we
have picked out in form stereotyped for us by our culture
(pp. 54-55).

These mental frameworks influence the way
we seek, organize, and interpret information. The
zeitgeist plays an important part in shaping
these mental frameworks. The zeitgeist is the
general economic, political, and cultural climate
of an era, the “spirit of the times.”

Scientists call their mental frameworks par-
adigms. A paradigm is a model or framework of
how science is to be conducted (Kuhn, 1962). It
identifies the questions that can be studied, and
it determines the research methods that may be
used. Those problems that do not fit into the
scientist's paradigm tend to be seen as silly or
unworthy of study. Although paradigms may
limit our ability to see certain things, they offer a
coherent plan around which scientists can coor-
dinate their efforts to understand the world.

Physicians, like scientists, are greatly influ-
enced by paradigms or models, although they
are often unaware of it. They learn, and take for
granted, the paradigms of their profession which
are part of “the cultural background against
which they learn to become physicians” (Engel,
1980, p. 535). The old saying goes that “a fish will
be the last to recognize water.” Because we tend
to become completely immersed in our para-
digm, it is not easy to notice its influence on us.
For example, the young physician described ear-
lier had to do some real soul searching before he
could tell Mary why he and his colleague recom-
mended amputation for her father.

THE BIOMEDICAL MODEL VERSUS
THE BIOPSYCHOSOCIAL MODEL

In the following section we describe the biomed-
ical and biopsychosocial models and give a brief
history of each model. The challenge to the bio-
medical model and the resistance that challenge
is facing are also discussed.

The Biomedical Model

The dominant paradigm of medical science in
the twentieth century is called the biomedical

model. This paradigm has been strongly influ-
enced by cartesian dualism. Cartesian dualism
defines mind and body as separate substances.
In the seventeenth century, René Descartes
(1596—1650) was impressed with life-sized me-
chanical dolls that had been constructed to
make human-like movements. Of course, they
could not duplicate higher human operations,
but these merely mechanical inventions seemed
to execute certain human functions. This obser-
vation led Descartes to think that our bodies
were like machines but that our minds were a
very different kind of spiritual entity. Thus, func-
tions of the mind and the body were radically
split apart.

David McClelland, one of the leading re-
searchers in health psychology, describes the
biomedical model as a mechanistic model: "The
body is treated like a machine that is fixed by
removing or replacing the ailing part or de-
stroying the foreign body that is causing the
problem” (1985, p. 452). You can see that is just
what happened with Mary's father. They were
going to “fix" Bill by removing the “ailing part”
without considering the psychological impact it
would have on him and his family.

The role of psychological factors in deter-
mining health and illness was considered very
important before cartesian dualism became ac-
cepted. Premodern physicians believed that im-
ages and emotions were major influences on the
disease process. In contrast, the biomedical
model sees images and emotions as belonging
to the mind and therefore not capable of affect-
ing the body.

The discovery of external agents of disease
such as bacteria, viruses, chemicals, and vitamin
deficiencies increased the strength of this model
in modern medicine. Within the framework of
the biomedical model, only the biochemical fac-
tors of illness are considered. Social, psycho-
logical, and behavioral dimensions fall outside
its narrow framework and are therefore ignored
(Engel, 1980).

Psychosomatic Medicine

The challenge to expand the biomedical model
originally came from psychosomatic medicine
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(Engel, 1977). In spite of the dominance of the
biomedical model, psychosomatic medicine has
been an organized science and treatment ap-
proach for over 50 years (Lipowski, 1986).
Psychosomatic medicine is the study of the
interaction of psychosocial and biological fac-
tors in health and disease.

We should note that psychosomatic does
not mean "fake” or “imaginary.” Psychosomatic
means that both mind (psyche) and body
(soma) are involved. This approach developed
as it became more obvious that not everyone
became iil after being exposed to a pathogen
(Ader, 1980). it also became clear that the bio-
logical factors that influence risks for disease
account for only a small number of the cases of
illness (Syme, 1984).

Ader (1980) suggests that all disorders
might be called psychosomatic because the
brain receives and interprets all sensory input. It
must still be shown, however, that biological,
psychological, and social factors interact to in-
fluence health and iliness. Psychosomatic medi-
cine has gone a long way toward that end, pro-
ducing a large body of data that support the
mind/body connection. Researchers are now
discovering the mechanisms that are involved
(Borysenko, 1984; Pert, 1986). We will discuss
these mechanisms further in Chapter 4.

A Paradigm Shift

The time seems right for expanding the biomed-
ical model to the biopsychosocial model. The
social and psychological influences on today’'s
health problems do not fit the narrow framework
of the biomedical model. its mechanistic ap-
proach has stirred up discontentment with the
health care system. The biomedical model tends
to promote specialization and reliance on treat-
ments that are costly and often harmful.
Moreover, it does not promote prevention,
health enhancement, or individual responsibil-
ity for health (Gordon & Fadiman, 1984).

There is great resistance to expanding the
biomedical model to include psychological and
social factors. Engel (1977, 1980) states that the
biomedical model has gone beyond the limits of

a scientific model. He suggests that it has ac-
quired the authority and tradition of dogma. A
scientific model is revised or discarded when
data are discovered that do not fit it. A dogma,
however, distorts the conflicting data to fit the
model or ignores their existence. You will be
given research examples of these practices in
Chapter 3.

In spite of resistance, the biomedical mode!
is facing a serious challenge. The assumption
that only the biological factors of health and
disease are worthy of study and practice is being
questioned. The model may have conditioned us
to believe that disease is caused by a single type
of influence, but there is a growing awareness
that health and iliness have many dimensions.
Psychological and social factors influence bio-
logical functioning and play a role in health and
illness. This role will become increasingly clear
as you read this book.

The Biopsychosocial Model

The biopsychosocial model does not suggest
that we disregard biomedical influences. Re-
member, the "bio” is still there in "biopsycho-
social.” The idea is to expand our model to in-
clude those important factors that now fall
outside its narrow framework (Engel, 1980;
Jasnoski & Schwartz, 1985). George Engel stated
the problem at hand most eloquently in his 1977
landmark paper calling for an expansion of the
biomedical model:

We are now faced with the necessity and the challenge to
broaden the approach to disease to include the psycho-
social without sacrificing the enormous advantages of the
biomedical approach. (p. 130)

Iincluding psychosocial factors in the model
provides for a treatment approach that takes
into account the human qualities of both pa-
tient and physician. It is a more realistic model
in light of the important role lifestyles play in
twentieth-century diseases. It has been thor-
oughly documented that behavioral factors are
implicated in seven of the ten leading causes of
death in the United States (Raub, 1989).

The biopsychosocial model is based on



general systems theory. One of the basic as-
sumptions of this theory is that systems exist
within systems. In other words, nothing exists in
isolation. This approach forces researchers and
practitioners to develop a global view of their
work. For example, it compels physicians to con-
sider the effects of their treatment on the
“whole” patient, not just the part they are trying
to “fix.” The systems approach is discussed in
more detail in Chapter 2.

The biomedical model neglects the whole
because it excludes everything but biological
factors. Thus, it is preoccupied with the body
and disease at the expense of the patient as a
person (Engel, 1980). Again, however, we want to
stress that biological factors are still important.

DEFINING HEALTH AND
RELATED TERMS

Health is one of those words that we think is
easy to define until we realize that it has many
different meanings to different people. (See Box
1.1 for the historical roots of the word.) Stone
(1979) has noted that until we can agree on the
meaning of health and how it can be measured,
we are going to be unable to answer questions
about how we can protect, enhance, and restore
health.

The meaning of the root word of health is
wholeness. The word comes from the
same Anglo-Saxon root that gives us
whole, hale, and holy. It is intriguing to
find that "holy” and “healthy” share the
same root word. Health and religion have
a long association and still do in many
cultures. For instance, the medicine man
has a religious as well as a healing role
(Weil, 1983).

The link between health and religion
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Changing Concepts of Health

Whether we are considered to be sick or healthy
does not depend just on the way we feel or the
state of our bodies. It may depend even more on
the economic, political, and cultural climate of
the times in which we live. There are many exam-
ples of how the zeitgeist has determined the
“health” status of many conditions or behaviors.
For instance, during this century attitudes to-
ward homosexuality have undergone many
transformations. It has gone from a “sin” to a
“disease” to an “alternative lifestyle.”” Recently,
the AIDS virus has turned many behaviors asso-
ciated with male homosexuality into ‘“risk
factors.”

Heavy alcohol consumption is now classi-
fied as a disease, but not so long ago, it was seen
as a legal and moral problem. At about this
same time, cigarette smoking was viewed as a
desirable, glamorous behavior. Full-page ads
featured physicians extolling the virtues of
smoking.

Cigarette smoking became a health risk and
a bad habit after the Surgeon General warned us
in 1964 that it may be harmful to our health.
With the increasing evidence that second-hand
smoke is harmful to nonsmokers, it is becom-
ing a socially undesirable behavior (Glantz &
Parmley, in press; USDHHS, 1986).

is also strong in the judeo-Christian tra-
dition. Religion and psychology were re-
moved from health when medicine be-
came a science. Neither fit within the
biomedical model. However, as we have
said, there is a crisis, if not a revolution,
in health care. Some prominent physi-
cians are suggesting that both psychol-
ogy and faith may have a place in healing
after all (Benson, 1984; Siegel, 1986;
1989).




