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In the context of a bus.v f:ulily' lxactice, meclical practitioners often have linle time to attend to the psychosocial

concenls of patients. Nevertheless, ps.vchological and behavioural fac:tors play iur important role in the trajectory of

health Jrroblenrs. Health Psy'cholog', a relatively new professi<>n in South Africa, addresses the relationship behveen

behavioLr and health. This emerying fiekl is concernecl with the emotional problenrs associate<l rrith poor health,

behavioural risk factors that contribute to the onset, exacerbation :ur<l nrainten:rnce of health problems, :urd c<>

nrorbirl psvchiatric con<litions c<lrnnronlv seeu in prirnan'care settings. Among the various interventions dispensed

by health psychokrgists ;Lre psychological intenentions to rrliulage chronic pain, counselling to help cmcer patients

manirge disn-ess or mcxrd disturllance, self-care reginrens for adolescents diagnosed with diabetes, and interventions

to help AIDS patients m:urage sfress. The role of the health psychologist is becoming increasingly' important :rs p:rt

crf a holistic approach to meeting the needs of patients in fanrily practice settings.. (SA Fan Prau 2003;4,f (B):7-10)

INTRODUCTION

Family practitioners who work in a busy
medical practice face several competing
demands that are both time consuming
and labour intensive. These include
having several patients in the waiting
room, consulting with other profes-
sionals and making complex and serious
decis ions regarding the medical
management of their patients. As a result
many doctors are unable to extend their
consultation time in order to talk to their
patients about the relationship between
thei r  medical  condi t ion and thei r
lifestyle, mood, well-being, relation-
ships with family and friends and other
quality=oFlife issues. Nevertheless, such
psychosocial factors play an important
role in the patients' experience of their
illness.' Psychological and behavioural
concerns may be expressed in the form
of somatic complaints2 overlooked by
a medical practitioner because of time
constraints or because his or her medical
t ra in ing has not  emphasised the

psychological and social aspects of
health status.3

Effective management ofthe psycho-
logical and social issues may play an
important role in the illness trajectory
af fect ing coping wi th the i l lness,
compliance with treatment regimens,
recovery time and the relationships
befween the patient and his or her social
support system. The fact that the
management of psychosocial factors is
generally excluded from routine medical
care represents an important gap in the
health care system in South Africa.
Howeveq a relatively new profession,
Health Psychology, has shown promise
in addressing the discrepancy between
what medical practitioners can offer and
the psychological and social needs of
their patients.

WHAT IS HEALTH

PSYCHOLOGY?

Health Psychology is the contribution
of psychology to the advancement,

maintenance and promotion of health,
and to the prevention and treatment of
disease and il lness. The practice of
medicine has traditionally been based
on the biomedical paradigm, which
dominated most of the 20'h century. In
terms of traditional biomedicine, human
beings are seen as biological organisms.
Disease is generally defined as an
objective biological event that involves
disruptions in body structures or organ
systems.a Pathogens are seen as the
cause of disease, and the biomedical
paradigm conceptualises the relation-
ship between pathogen and health
outcome as direct and linear.5 Inter-
vention in or treatment of the disease
involves the practit ioner applying a
corrective physical or chemical agent to
repair the body and restore biological
normality.

Despi te i ts  many successes rn
improving public health over the past
several decades, the biomedical model
has an important limitation. As its focus
is chiefly on the overtly observable
physiological aspects ofdisease, it does
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not always adequately consider the
complex factors that impact on poor
health outcomes. Thus, the psycholo-
g ical ,  soc io logical  and cul tura l
in f luences on the heal th-d isease
relat ionship of ten do not  receive
adequate attention in a typical medical
consultation.6

The biopsychosocial model of health
and disease was developed in response
to the limitations inherent in the medical
mode l .T  Th i s  b roade r  mode l  was
intended to address the complexity of
health and illness outcomes by taking
person-environment interactions, the
ro le of  s t ress and coping on the
trajectory ofillness conditions, and the
importance of behavioural and psycho-
logical interventions into account as part
of a holistic approach to health care.E
The biopsychosocial model therefore
brings into focus a multiplicity of risk
factors associated with ill health and a
synergis t ic  re lat ionship between
lifestyle, behaviour and health status.
The patient is conceptualised as an
active organism living in and acting on
the envi ronment .  This  approach
acknowledges the psychological ,
behavioural, biological and physical
factors that interact to influence health.
It is systemic to the extent that it con-
siders the human being as a synergy of
i ts  component  organs and par ts ,
constantly operating in a biological, so-
cial, cultural and political environment.
Rather than focusing primarily on
disease, the concern ofthe biopsycho-
social paradigm is with illness, which
is the patient's subjective experience or
self-attribution that a disease is present.e
Illness refers to the manner in which the
sick individual lives with and responds
to symptoms and d isabi l i ty .  The
expression of symptoms is often only
loosely related to objectively observable
pathophysiology'o' ".

THE REI.ATIONSHIP

BETWEEN BEHAVIOUR
AND HEAITH

The relationship between behaviour and
health is complex. Many behaviour
patterns and factors relating to lifestyle
are important determinants of health
outcomesr2'r3. At the same time, illness
conditions can have a major impact on

behaviour and psychological wellness,
especially on the patient's mood and
quality of l i fur4'r5. From a biopsycho-
social perspective the imperative is
therefore to incorporate an under-
standing ofthe psychological and social
factors that relate to health and illness
in order to enhance the patients' retum
to  op t ima l  hea l t h .  The  fo l l ow ing
examples illustrate some of these bio-
behavioural relationships:
1. Prolonged unprotected exposure to

the sun may enhance the risk of skin
cancer.

2. Tobacco smoking increases the risk
of lung, oesophageal and mouth
cancer, as well as the risk of heart
disease.

1
J . Unprotected casual sexual contact

increases the risk ofcontracting the
HI virus, which leads to AIDS.
Host i l i ty  and t ime urgency are
behavioura l  pat terns that  are
commonly associated with heart
disease later in life.

Hea l t h  cond i t i ons  may  a l so  have
important behavioural correlates, of
which the following are examples:
l. Chronic pain has been associated

wi th depression and long- term
psychological distress.

2. Livtngwith a chronic illness often
results in poor quality of life rnarked
by pain, poor functional status and
decreased psychological wel l--being.
In addition, the patients' relation-
sh ips  w i t h  co l l eagues ,  f am i l y
members and friends are often
disrupted.

3.  Many persons l iv ing wi th AIDS
often develop serious neuropsycho-
logical deficits that significantly
impair  thei r  perceptual  and
psychomotor functioning.

4. End-stage renal failure has also been
associated wi th cogni t ive impair -
ment, resulting in psychological
distress, poor quality of l i fe and
disrupt ions in  terms of  fami ly
relationships.

Thus,  psychosocia l  factors are
in t ima te l y  t i ed  t o  va r i ous  i l l ness
conditions, yet often go undetected and
untreated in  pr imary care.  One
consequence ofa paradigm that ignores
the behavioural, affective and cognitive
correlates of i l lness is that many patients

may fail to attain a satisfactory health
status despite receiving prolonged and
sustained medical care.'n As an emer-
ging profession, Health Psychology in
South Africa is poised to address the
broader psychosocial factors that are not
fypically considered part of traditional
medical care. This field addresses three
main sets of concerns with medical
patients:
1. Psychological and emotional pro-

blems that are associated with i l l
health;

2. Behavioural factors that contribute
to  t he  onse t ,  exace rba t i on  o r
prevention ofi l l  health; and

3. Co-morbid psychiatric conditions
that  are prevalent  among pr imary
health care patients.

PSYCHOLOGICAL AND

EMOTIONAL PROBLEMS

ASSOCIATED $rITH

HEAITH PROBLEMS

After visiting their family practitioner,
many patients have further concerns and
questions that often extend beyond what
a medical practitioner may offer. Thus,
for  example,  cancer pat ients may
experience anxiely in various stages of
their disease about their impending
mortality,lT concems about self-image
and sexuality due to disfigurement
caused by surgeryr8 orworries about the
genetic transmission of the disease to
their offspring.re Persons diagnosed with
the HI  v i rus of ten exper ience th is
revelation as a traumatic event and may
be psychological ly  impaired,  a lbei t
temporarily, by this crisis.2o HIV and
AIDS bring into focus concerns about
mortality, adequate health care in the
context ofprohibit ively expensive anti-
retroviral drugs, and the welfare of
dependants that  may surv ive the
patient.rT Moreover, high levels of stress
have been shown to affect the immune
system, resulting in people living with
AIDS having increased vulnerability to
opportunis t ic  in fect ions .21 Cardiac
patients recovering from myocardial
infarction often experience clinically
s igni f icant  depression.22 They are
further challenged by rehabil itation
regimens that  involve the need to
manage their stress, maintain a healthy
diet and engage in regular exercise, all
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of which havc rnotivational components
tha t  a re  a t - f ec ted  by  pe rsona l i t y ,
emotional: and behavioural variables.rr
For many patients, various personality
and contextual factors, such as cultural
beliefs about the nature of rnedication
and cornpeting demands on their time
and energy, irnpair their ability to adhere
to  t r ea tmen t  reg i rnens .2a  The re  i s
therefbre considerable potential tbr
hea l t h  psycho log i s t s  and  med ica l
practitioners to work collaboratively to
enhance  t rea tmen t  ou tcomes  and ,
consequently, increase the quality oflife
of patients.

BEHAVIOURAL FACTORS

THAT CONTRIBUTE TO

THE ONSET, EXACERBA-
TION, MAINTENANCE AND

PREVENTION OF HEALTH

PROBLEMS

Many diseases commonly managed by
family practit ioners are preventable.
The onset and exacerbation ofdiseases
such as emphysema, Type Il diabetes,
hypertension, and heart disease are often
affected by factors that have strong
behavioural components, such as diet,
smoking;  and exerc ise. ' ]5  The 2002
World Health Report{ identifies the top
ten health risks, globally and regionally,
in tenns of the burden of disease they
cause. The l'eport notes that among the
leading health risk factors globally are:
unsafe sex, high blood pressure, tobacco
consumpt ion .  a l coho l  consumpt ion .
h igh  cho les te ro l  and  obes i t y .  A
relatively small number of risk factors
are associated with a huge number of
premature deaths and account fbr a very
large share of the global burden of
disease. More than l5oh of cases of
coronary heart disease (CHD), which is
the world's leading cause of death, result
f rom smoking,  hypertension,  h igh
cholesterol. or a combination of these
factors. In addition to contributing to
CHD, tobacco smoking is considered a
serious risk factor for various cancers.26
Yet, despite widespread knowledge of
the health risks of smoking. it remains a
serious behavioural risk factor affecting
public health in South Afiica and other
developing countries.2T Social circum-
stances such as poverty, poor resources
and cultural marginalisation, combined

wi th psychological  f -actors such as
motivation, self-esteem, hardiness and
o the r  pe rsona l i t y  va r i ab les ,  o f t en
de te r rn ine  hea l t h  r i sk  behav iou r
patterns.:8 As the disease burden also
has  ma jo r  economic  imp l i ca t i ons ,
effbrts directed at preventing ill health
are likely to reduce the financial costs
associated with health care.

CO-MORBID PSYCHIATRIC

CONDITIONS IN PRIMARY
HEAITH CARE PATIENTS

Undetected major depressive disorder
is a serious public health problem and
the prevalence of depressive disorders
in primary care ranges between l0.4o 2e

to  22 .6oh .3 "  O the r  psycho log i ca l
disorders have been shown to be highly
prevalent in comrnunity samples, such
as post t raurnat ic  s t ress d isorder ,3r
general ised anxiety d isorders2 and
substance abuse.I The first and most
important recommendation of the 2001
World Health Report, which fbcused
pr imar i ly  on rnenta l  heal th,  was to
provide treatment for mental disorders
in primary care. The report's rationale
for targeting primary care as the arena
for the delivery of rnental health serrrices
is that this will enable the largest number
ofpeople to get easier and faster access
to services. Health Psychology may
assist in this regard by contributing to
efforts directed at the detection and
treatment  of  co-morbid psychiat r ic
illnesses in prirnary care.

THE ROLE OF HEALTH

PSYCHOLOGISTS

Psychologists who provide services to
rnedical patients are usually trained in
clinical or counselling psychology. They
therefore possess the necessary skills in
psychological assessment and diagnos-
tics, family dynamics, individual and
group psychotherapy, and consultation
w i th  med ica l  p ro fess iona l s .  Mos t
psychologists have traditionally worked
in psychiatric hospitals and in clinics
specialising in mental or behavioural
d i so rde rs .  Hea l t h  psycho log i s t s ,
however, work individually or with
groups of patients who need help in
managing problems associated with
poor health. Thus, for example, a health

psychologist  may provide cogni t ive
behavioural psychotherapy to help a
patient control chronic pain,ra init iate
individual counsell ing to assist cancer
patients to recover from depression
related to their diagnosis,r5 or work with
famrly members to institute a self-care
treatment regimen for an adolescent
d iagnosed wi th d iabetes.s6 Cardiac
patients rnay be assisted with problems
relating to mood, and in adjusting to an
appropriate pace in their l i festyle to
reduce the risk for f-urther cardiac
events.rT Persons l iving with AIDS may
benefit fror.n interventions aimed at
managing their stress.rs The field of
psychoneuroin. rmunology,  which is
d i rected at  understanding the re la-
tionship between stress and the immune
system, has rnade i rnpor tant  gains in
recent years in developing empirically
suppo r ted  i n te rven t i ons  a imed  a t
fbrtifying the immune system.re Since
heal th psychologists  are sk i l led in
understanding the relationship between
behaviour and health, their oontributions
may potentially play an ir.nportant role
in addressing those aspects ofill health
that lie beyond the expertise of many
medical practitioners.

CONCLUSION

The development and establishment of
Heal th Psychology as a specia l ised
component of health care is a potentially
valuable addi t ion to South Af i ican
primary health care. Treatment dispen-
sed within a bloader biopsychosocial
paradigrr that addresses psychological,
behav iou ra l  and  l i t es t y l e  f ac to rs
associated with health and il lness is
holistic rather than reductionist. Thus,
collaboration between medical practi-
t ioners and health psychologists wil l
most likely enhance the standard of care
that is received by patients. A multi-
d isc ip l inary approach to nranaging a
patient's health wil l ensure that the
bio logical ,  psychological  and socia l
aspects of health status are addressed;
s imu l taneous l y .  C lose r  coopc ra l i on
between medical doctors and health
psychologists is likely to yield important
benef i ts  to  pat ients,  the medical
profession, and to the South African
health care system in general.D
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