
Jhe Enlightened 
Health Provider 

How important are the psychosocial dimensions of health 
care to the professionals? From her experiences, a be
havioural scientist concludes that it is vital for medical 
training ·to promote"a broader concept of the whole range 
of psychological and social factors that affect health 

by Judith DePue'Hewitt 

U 
t was a regular morning clinic in a 
rural New Guinea health centre. 
There were about 25 people waiting 
outside, many of them clutching 

notes from their "Aid Post Orderlies", 
indicating they had walked perhaps half 
a day on referral from some more isolat
ed health post. The people were dressed 
in their everyday clothes of sulus (wrap 
skirts) and blouses or shirts. The faces of 
the women were tattooed and the men 
bore scars of arrow wounds from some 
recent clan fight. Mouths and teeth were 
stained red from chewing betel nut. Chil
dren had their own markings- scars 
from repeated bug bites. 

Inside, there were hard wooden ben
ches filled with more people, some 
drooping with fevers or wincing from 
bruises, but most sitting blank-faced for 
the routine wait. There was a smell of 
disinfectant much stronger than I've 
known in clinics but ineffectual in reliev
ing the sense of dinginess: the crude 
treatment room, the gray unlit halls, and 
the dark wards off them. A peek into one 
of these wards would find a family 
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clustered around a patient, all "living in" 
so as to help care for him or her. 

The out-patient clinic proceeded rou
tinely. Blank-faced patients were heard 
by a blank-faced orderly and nurse. 
Their symptoms were treated by the first 
line of medicine-chloroquine, antibiot
ics, ointments, bandages- without con
sideration for more complicating fea
tures. If the patient didn't get better, and 
in fact most did, they would get worse. 
And then they would come back for dif
ferent medicine or the next referral. Most 
illnesses were simple and could be treat
ed by such basic facilities as this sort of 
clinic provided. Time, home remedies, 
local healers took care of many others. 

It wasn't the scene, the lack of sophis
ticated equipment, or the guess-work of 
orderlies that bothered me. I realized 
their clinical skills surpassed that of 
many doctors at home. I wondered 
whether the treatment would be fol
lowed. Would the patients bother to 
come back again? Could they take care 
of themselves any better? The patients 
didn't ask questions. The health workers 

plodded on through the wa1tmg lines. 
The scene was different, but these were 
the same questions I had been asking at 
home in the USA. 

At home I'm a psychologist on a 
health team. I've struggled with people 
trying to make changes in health 
habits- to quit smoking, to follow a sen
sible diet. I've tried to respond to per
sonal concerns that interfere with medi
cal improvement- the rejection of a new 
lifestyle that is imposed by a handicap or 
a chronic disease. And I've searched for 
alternative approaches to emotional up
sets and mental illness. Medical care is 
complex enough, but more so because of 
our psychological and social dimensions. 
Motivation to change behaviour isn't 
just a matter of being at risk, in pain, 
having the will or the way, being rich or 
wise. It's a little of all those things, but a 
lot more. What other pieces to the 
puzzle? What could I learn from health 
care in very different settings that might 
help me do my job? ' 

This self-styled odyssey took me all 
around the world for 15 months. It took 



A team of health workers vtstts homes in 
Bombay. Community medicine has proved to be 
ineffective if it is not linked with broader social 
and economic development of the community. 
(Photo WHO/E. Schwab) 

me through the South Pacific, New Zea
land, Australia, Papua New Guinea, 
parts of South-East Asia, Nepal, and In
dia. I talked with health providers from a 

. variety of programmes- public, private, 
educational, and clinical. I asked how 
important were the psychosocial dimen
sions in their everyday work. What were 
their approaches and experiences of what 
does or doesn't work? When possible I 
sat in on an occasional clinic or a train
ing programme to watch. 

I wasn't the only one so concerned, al
though the issues go by other names than 
"the psychosocial dimensions of health 
care". A doctor in Nepal worried about 
sick kids not following treatment 
because of family authority conflicts. 
Another in the capital city, Kathmandu, 
talked about drug overdoses. Rapidly 

developing Papua New Guinea sees an 
increase in alcohol problems among 
young leaders pushed suddenly into top 
jobs. Embarrassment about sexuality 
and birth control in Thailand inhibited 
family planning. Taboos about not giv
ing food or drink to children with diarr
hoea baffled health workers in India. 

The health staffs' ability to respond to 
these situations is uneven at best. Besides 
the overwhelming demand for services, 
there are conflicting politics about prior
ities for funding. Supplies are held up. 
Staff are shifted around. Transport is un
available. Patients lose confidence and 
drop out. A new water system is unused 
because the pipes go over black magic 
territory. Inconsistent policies about ad
vancement or salaries, and poor commu
nication channels in the hierarchy, 
diminish morale and lead to high staff 
turnover. Staff training addresses the 
relationships between smoking and 
coughs, scabies and hygiene. But in prac
tice, the staff "forget". 

I have fewer illusions than ever about 
the task of facilitating health behaviour 

change and emotional well-being (mental 
health). People are generally' unpredict
able and elusive. Most approaches have 
to be individually tailored and nurtured 
within a caring partnership- patient and 
health provider, local community and 
staff. The power of that partnership- the 
blending of understanding, common
sense, mutual goals, trust- struck me 
again and again. There's nothing new or 
startling about this point, except how of
ten it doesn't get credit amidst technical 
skills and how often it isn't recognized 
and developed in training. 

What impressed me more, however, 
was how often the system-the chancy 
politics, organizational problems, cul
tural or personal clashes- interfered 
with the process, undermining the skills, 
talent, and motivation of the partici
pants. Facilitating human behaviour 
change is as unpredictable and elusive as 
the people who comprise the systems. As 
I searched for the underlying principles 
for progress, my first lesson was accept
ing this unpredictability as baseline, as 
normal. Given that, what can be done to 
increase the odds? 

West Heidelberg Community Centre, 
near Melbourne in Australia, works. The 
staff like their jobs. Patients refer their 
friends. They're learning to ask directly 
for what services they need, and they're 
learning to help themselves. It is a low
income community, much unemploy
ment, delinquency, poor housing. There 
used to be poor personal hygiene, bad 
nutritional habits and high absenteeism 
among school children. These problems 
are decreasing. The services provided are 
medical, nursing, occupational therapy, 
youth employment training, help with 
budgets, pensions, housing, dealing 
with governments, consumer protection, 
school problems, family relations, find
ing sports and recreation activities. The 
approach is to hook people with people, 
to serve as a sounding board, to act as a 
catalyst. 

There are problems. The government 
funding sources don't always recognize 
the local goals; they look at the number 
of clinic visits rather than increased par
ticipation in local politics, decrease in 
vandalism, children wearing cleaner 
clothes, fewer incidents of head lice. 

The staff functions collaboratively, 
sharing expertise in law, medicine, nurs
ing, social work, psychology, education 
and so on. They share ideas, community 
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contacts, mutual support. They have a 
loose organization to work out in-house 
problems and conflicts. Team members 
complain of some isolation from others 
of the same training, yet they also enjoy 
the stimulation and wider impact from 
the integration of disciplines. 

The Community-Based Family Plan
ning Service in Thailand is privately run. 
It is hard not to notice this programme in 
Thailand. Children sing jingles and wear 
T-shirts saying, "Many children make 
you poor". Condoms are used as tips in 
restaurants and taxis or for bus fares. 
Loan programmes are advertised as 
incentives for vasectomies. The director 
is seen in the newspaper blowing a con
dom up as a balloon. His strategy is to 
desensitize people about their embarrass
ment with sex and birth control. 

Mr Mechai Viravaidya, the director, 
has been controversial and shocking, and 
his success is recorded in rapidly falling 
birthrates. But there's more to the suc
cess than that. The volunteers are 
pivotal. They are carefully nominated 
and chosen to work in their own commu
nity. Their relationship and trust among 
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neighbours will help overcome some of 
the psychological barriers to discussing 
birth control. Their availability to re
spond to spontaneous questions and 
fears is crucial. Mr Mechai maintains 
that his approach, a combination of 
volunteers and media methods, could be 
used to change any health habit in vil
lages, cities, institutions. 

The World Bank, in a Health Policy 
Paper, put forward a wide concept of 
what must be embraced in health care. It 
reported that in developing countries 
community medicine has proved to be 
ineffective if it is not linked with broader 
social and economic development of the 
community. My own experience and ob
servations underscore an ever wider 
range of factors important to the success 
of health systems. Certainly there is the 
health provider-patient relationship, in
cluding the provider's willingness to deal 
with emotions, his communication skills, 
and his knowledge of medicine and tech
nique. Yet at its best, that relationship is 
limited in its ability to affect health on a 
long-term basis. The use of a team to ex
pand the range of skills, insight, shared 

responsibility and support increases that 
effect. There must be administrative and 
organizational support both functionally 
and philosophically. And special recog
nition must be given to the fact that staff 
morale and efficiency need continual 
consideration. There is the power of pub
lic relations, through the media and by 
word of mouth, to give increased expo
sure of a message. The involvement of 
the community works not only as a prac
tical and low-cost resource, but as a way 
to foster self-help abilities and to pro
mote responsibility for people's own des
tiny. And, of course, there must be politi
cal ability- knowing how to be diplo
matic at all levels and how to lobby to in
fluence specific change. Health providers 
lament their lack of skills to address very 
many of these functions. 

The emerging trends in health worker 
training and formal medical education 
reflect some of these needs. The beha
vioural input in the training of para
professional health workers depends on 
how much community organization or 
preventive motivation they are expected 
to do on the job. When I asked whether 
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Left: 
The training of health workers should include a 
behavioural science component to help them, 
for instance, to become less afraid of and 
awkward about emotional behaviour, including 
severe mental illness. 

Right: 
After completing her training course, a tradi
tional midwife in India receives her UNICEF 
midwifery kit. For trainers as well as trainees, 
the need now is to promote awareness of a 
broader concept of health. 

{Photos WHO/E. Schwab and WHO) 

in practice health workers talked with 
patients about personal and home situa
tions or if they added consideration of 
these to their treatment, I was told it was 
up to the individual. Rarely were these 
issues discussed in supervision. If they 
were discussed in training, they were 
hardly reinforced . Yet I also heard about 
training of volunteers in Nepal that 
focusses more on discussion of their own 
health attitudes than on knowledge p er 
se, because these are deemed more cru
cial to the health of patients. The manual 
for Primary Health Workers, issued by 
WHO in 1977 as a guideline for training, 
gives a lot of attention to the importance 
of personal factors and personal support, 
to the treatment of mental illness, and to 
non-cognitive factors in the training 
process. 

My own analysis of the training needs 
and models for a behavioural science 
component suggests three general princi
ples. One is consciousness raising: the 
need to recognize the psychosocial fac
tors that were there all along, and also to 
admit a whole array of new ways oflook
ing at situations. Second is desensitiza-

tion: to become less afraid of and awk
ward about emotional behaviour, includ
ing severe mental illness. The third is the 
development of practical skills: learning 
from experience about processing diverse 
information, problem-solving, coun
selling, community development and 
so forth. 

Clearly, the skill of the trainers is cru
cial. They must be able to articulate 
those vague impressions that are derived 
from experience into concepts that are 
solid, that can be duplicated, that can be 
translated again by the student to others. 
The careful selection of staff is impera
tive, and selection must be made on 
the criteria of the skills that need to be 
fostered. 

My own trammg as a behavioural 
scientist and clinician has acquainted me 
with many of these process skills and 
perspectives. Yet my odyssey was satisfy
ing especially because it expanded those 
perspectives. All too often the efficiency 
of our efforts is undermined by organiza
tional problems, by politics. We need 
additional skills if we are to address 
these difficulties. 

To be responsive to changes in medical 
knowledge and to integrate such changes 
with specific and local needs ; to be able 
to recognize various psychological and 
social factors as they interfere with gen
eral health and to respond to them with 
support and direction; to be a teacher of 
patients and communities in how to help 
themselves; to participate in maintaining 
staff effectiveness including resolving 
conflicts ; to recognize broader social and 
political issues affecting health and to 
consider useful actions including lobbies, 
votes, liaison with other programmes
these are the objectives for an enlight
ened health provider. 

It sounds like an idealistic challenge. 
Yet it is possible and necessary for medi
cal training to move in that direction, to 
improve the odds. We can promote 
awareness of a broader concept of 
health, of the interc;onnection between 
social factors and the delivery system. 
We can develop the ability to integrate 
knowledge, to continue learning, to in
teract with patients and colleagues 
toward common goals, to respond to the 
unpredictable. • 

11 


