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l. The Workshop in the context of WHQ activities

The promotion of lifestyles conducive to health is ove of the three programme areas defined as

a focus for action in the Regional Qffice's strategy for attaining health for all by the

year 2000 (1), Tbe selection of lifestyles as a focal point for healchb and healch promotion
reflects the growing acceptance of the complex wultifactorial nature of health and its
determinants. In developing its own programme and targets for action for HFA2000 (2}, the Health
Edycation unit of the Regiunal Office has recognized the central role of lifestyles io health and

this Workshop was an intermediary gtage in the process of ideuntifying, planning and implementing
gppropriate acrion for promoting lifestyles couducive Co health throughout the European Regiom.

2. Ourline of the programme

The Workshop was held at the Regional Qffice for Europe from 9 to 1l March 1983, Participants
were welcomed by Dy O, Peterssom, Director of Comprehensive Health Services, who stressed the
importance of taking iute account the particular socisl, political, ecovomic and cultural elimate
of a couatry wheu planoing the implementation of lifestyle interventions. Ino particular be
mentioned the difficulries iunvolved in implementiog iuterventions iu wustable cooditiens,

e.g. dituations of high unemployment. The opening asession was addressed by Dr Iloma Kickbusch,
Regions]l Officer for Hemlth Education, who gave a summary of events leading up to the Workshop,

ragether with a framework for discussion. Following this, the participants decided ro spend time

considering a number of areas ineluding the problem of information and knowledge deficiency,
available and possible research methodologies, research appropriste to lifestyle data required to

inform action, ethical issues involved and ifatervention priorities, During the course of
digeugsion it became clear that clarificatiou was vequired im relation to the concapt of lifestyle
and this was seen as an area for priority work. The participants then felt that shariog their own
work would help to develop & commen understanding of the problems invelved and some time was spent
in s¢ doing. By the end of the second day i1f became obvious that there werg four major apheras of
concern whiech required further comment gnd recommendation. These ware;

{(a) cooncepts informing resesrch and inferventiona

(b) issues requiring further research

{(¢) knowledge-based interventioons

(d)} ethical issues io research and iotervenmtion action,

The last day was spent in collating information, knowledge and ideas in thase four areas and
in making recommendetions for a¢Cion.

Some of the participants in tha Workshop had alveady submitfed background papers which formed
a uyseful bgsis for shared understanding of the problems identified during the course of discussion.

3. Scope dnd purpose

Although thera 13 a well astablished kaoowledge base and a substancial literature implicating
lifestyles as the major determinaot of bealtb status, there remain serious information deficiencies
that have so far impeded the implementation of affective health sducation and health premotion
policiea for encouragiong healthy lifesryles. In addition, the recognition of the close
relationship of lifestyles and health transposes the field of action from the coufines of medicslly
arisated sndeavour into the sociopelitical arens, a domaim fraught with pitfalls and difficulties.
Hezlth as a socivpolitical issue expauds the boundaries of health prometion ioto every dimensiocn of
human life and encompasses all aspects of human action. Io the cootext of lifestyles, it becomes
obvious that health is 3 problem of profound complexity, to which thare is no simple or single
solutioa, Ia dealing with lifestyles and bealth there are a number of mysterias yet to be
elucidated and & variery of confusiomns to be disentangled before effective action can be

implementad. Some of these must take prioarity as the keys to solviag the remainder. Thus, before
decisicus can be made vegarding the pnature of effective intervengions and cheir implementation, the

data and information banks informivg interveation action oust be amplified and augmented ia order
to adequately reflect the intricacies of the field.

The purpose of this particular meeting was to establish an agenda for prioerity research cu
lifesryle factors, as well as priorities for communitfy interveation strategies with appropriate
gutcome measures. 1L wad glao expected that the report of the meeting would contribute to the
Regioual Office's planning for pilot projects io health adocation gud bealth promotion programues
1984-1989 with particular refereoce to indicaters of health,
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4, A concept of lifestyle

An essential prerequisite for progress in the implemencation of action to promere health
lifestyles is to develop a clear conception of the term "lifestyle”, since without chis,
communicstion will be sericusly impeded. At present definitione and concepts vary aceording to
origin, but in essence lifestyles represent the way inm which individuals and social groups come Eo
terms with their immediate aund wider environment. Tbere are a cumber of behaviour pattern aptions
available to iudividuals and groups, the choice depeading on the psrticular liviog conditions
available to them, The political, ecomomic, cultural aod social climete in which individuals live

out their lives will decermine their choice of behaviour patteru., The behaviour patterns gvailavle
also depend on personality, values, beliefs, traditions and aspiratiocus of each iodividual and bis

or her particular secial group. In gimple terms, lifestyle cav be described as "the way im which

people live their }lives" (3), but in sociclogical terms lifestyles are regarded ss mediating
gtTuctures, ao expression of the way “in which the broader values of society are trausmicted dowo

to the individual™ {4). Individual bebaviour choices cam be limited or expanded by environmeotal

factors and also by the extent to which the individual feels in charge of hia or ber own life. The
crux of this appreach is the reciproeal nature of the relacionship between the individual and the

environment. The way in which &u individual lives his or ber life may produce behaviour patterns

which are either beaslth promoting ov detrimental to health. To atffect baalth, asctiom is vequired
te change both the individual and euviroumental components of the equation. The Workshop bssed irs

deliberations on the above concept af lifestyle.
3. Discussion

The aature of the experience of the participsnts, together with the complexity of the subject
matter, created wide-ranging discussious, which eventuslly focused ov four main areas. Thege wars:

(2) econcepts informing research aud incerventions
(b} issues for research

(e) %nowledge-based joterventious

{d) ethical issues ip researeh and ioterventiom.

5.1 Congepts informing tesearch and interventionm

There were a wumber of concepts that were felt to be essential as 2 basis for research and
inrarvantion and that were of common comesrm. Lt was felt that uoless these concepls were
understood and accepted thers was little chance of success in promoting bealthy lifeatyles.

5.1.1 TIpdividysl bahaviours

It was felt to be no longer appropriate to comsider individual bebaviours as the main cause of
heslth and illness. Although there is much evidence ko suppert a wider approach, the belief
persists that coucenttratioo ov the individual as the main source of bis health status will produce
affective change, aa epitomized by much of present bealtb education practice. Individoal
behaviours are embedded in lifestyles aud although a given behaviour pattern is imtimately ralated
to other patterns which are dependent ou and influenced by both the cognitive and emotional
structure of the individual, thia behaviour takes place iu the situarional context provided by past
sxperience, stresses, social vetworks and koowledge within the framework of the cultural, polirical
and economic enviromment that characterizes a parricular society. Mauy factors caonot be affected
by the individual even though he¢ may be aware of their deleterious affect ow health. Therefore it
is inappropriate and ineffective to concentrate on individual respousibility for bealth without
taking all these factors into accoust. An effective programme of health promotion muar be founded
oo a clear understanding of the role of different perscnmal and environmental aapects ion the

development aud maintenance of particular lifestyles imcluding work, leilsyre, social aod family
1ife.

5.1.2 Lifestyles as a paradigm shift

The transitiou from emphasis ou the individual as tbe maic cause of his haalth statua to
health as a social aud political concept constitutes a paradigm shift (3). Inberent inm this

concapt is the fact that greac resisctance will be experienced to tbe scceptance of lifeatyles as
the major determinant of health and bealth 2s a positive votien. Paradigm shifts occur over time

and require fundamental reoriectation of beliefe aod attitudes. Differemt societies are at

different atages of readineas io terms of accepting the lifestyles appruach to health and the
implicatioos ipherant in the paradigm shift framework wuat be iocorporated ioto anmy pelicies and

strategies for action iu relatiom to lifestyle research and intervention. The important practical
aspect is Lo expect and accept the resistance while gt the aame time working to overcome iC.
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9.1.3 Lifestyles aad risk behaviour

Lifesryles are seen to encompdss bebaviour pacrerns and to include traditionms, zulture,
beliefs, values, work, leisure, bousing and family life. The bebavicur patterns of an ivdividual
are determined by the way ia which he Iives out hias life. In esgence, bahavigurs of anm individual

ars based oo beliefs, values and atritudes tempered by culture, the political system, econemic

coaditious and the wider social 1ife, Ta industrial sociefy it is accepted that most lifestyles
are hazatdous Co health, which i3 oot due iv Che main to the williogness of people to risk their

health. Sometimes the chosen way is the osaly way that people cao continue to function or to cope

with the requirements of the social system. 1o this sense health risk behaviour becomes
funcrional, It may be perceived as being compensatory: the only way io which people canm express

their seed to make choices.

Industrialized gociety is a highly structured one which influeonces life in all its aspects
from the management of time to food choice. Io such a3 system responsibility is rvemoved from pecple

who come to feel powerlass. Powerlassness is known Lo be a major factor in inecreasing levels of
healch hazard and risk behaviour (5). For many people it is the cnly way in which they can express

thair individual needs and frustration, It is alsc a way of ragaining physical and psychological
ability to confront the conflicts that they experience within their sccial seructure. The use and
abuse of alcohol and other health~dzmaging drugs may give individuals tha only means for eacape
from insoluble conflict.

The participants discussed risk behaviour 4t some length and were in agreement regardiong Che
functjonal nature of much observed riszk behaviour. The evidence corroborating this makes it all

the more important to place any chaoge strategies within the context of the totgl life gitustion
rather thao at the lavel of individual behaviour. Health risks must be seen as a desperate action

to deal with problems outside the control of the individual who does not feel that there are any

other options aper £o him. This makes it important to see the prometion of lifestyles conducive to
health as eszsentially providing a wide cholce of optiens for bebhaviour choices.

3.1.4 Lifestyles as a mediating councept

]

Mediating structures avre "those ivatirtutions scending betveen individuals iw their privata
lives and the large institutions of public 1ife" (4). They are the "elements withio the social
system that trassmit broader behaviours reconciling the requirements and funcectiouns of the social
system and thact of the individuals™ (4). These mediating structures include the family, schosl,

religious organizations, work, ate, Lifestyles are a mediating concept in the sense that they
represent Che result of the effect of socialization through the variety of mediating scructures to

which each individual is exposed. This socializatiou process determioes the norms, valyes,

atritudes, beliefs and behaviour patterms that ae individual adopts iu order to conform to the
demands of the seciety within which be lives out his life. The participants io the Workshop

zccepted this concept and were quick to realize that the promotion of changes in lifestyle im order
to improve health might alse produce effacts that could conceivably work sgzainst the incerests of
the more iaflexible componeats of a saciety,

5.1.5 Lifestyles and parsonal choice

It is vital for people to make choices about the way in which they want to live their lives,

Being in coentrol of one's own destiay and takin% responsibility for so doing is an inherently
healthy zction. 1In the promotion aof healthy lifeatyles, the eassence of action should be to provide

a wider choice of opticas and to fully include all those whose lives are to be affected in the
decision-making process. Health promotion then becomes a facilitative process, enabliung people to
make decisiensg about their owan lives, Thus social cooutrel is in the hends of those who are

affected by social change,

This is fundamentally different from the medical model of bealth in which bealth sctivitiaes
would be imposed upon people aa being "good for chem". This would ipevitably lead to the

medicalization of social life, an inherencly unhealthy development, There is no one tight way to
health and ao cae right health status. The bealthy way is to allow people to choose for themselves

within the context of an accurare information aod knowledge base togerhar with the acquisition of
the skills to empower them to change their environment te one which encourages healrhy behaviour,
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5.1.6 Lifestyles, soeial support and social networks

It wag accepted by the group that good social support and social setworks are fundamencal to
health. Without such support people are much move likely to succumb to ill health and diseasse.
The evideuce for this is well documented (5,7). Lifestyler iv a stable society are much more
likely to incorporate a satisfactory social aupport system than those developed in unstable
political, economic and secial conditiona, e.g, bigh ubemploymeut, large rehousing gchemes. Rapid
moderizaCion processes can lead to severe social distupticn with consequent isclation and
z2lienation., 1lu these conditions it is essential to reweave Che social fabric aud to re-escablish
both formal and informal social serworks. Otherwise, lifestyle pacterns may be developed which
will be bazardous ko health.

Work in thige area was noted by the participants and comment vas made that in developinmg social
vetwarks, it might be more profitable to seek out rhose already exisrting and to streogthen them
rather than to try and create them de novo.

5.2 Issues for resaarch

There was consengua within the group that although much was already koown about lifescyle
factors and health that could iaform interventiou strategies, there still remaived & number of
areaa requiring clarification sud development. Evidense was already abundast regarding the

relationship of social and work stress with health. Social isoletioo and loneliness are major
contributory factors in che creation of poor health as is acute and cbrouic atress in family life

and in work. Other established relaticoships betweeo lifestyle aod bealch include the effect of
trawmstic life events such as beresvement, life tramaitions, e.g. from puberty to adulthood, aud
the parception of powarlessness, low self-councept aud low self-esteem that some individuals develop
in the face of their sccial situation. However, even in chese areas where much work had alrveady

been dome, it was felt thar there were gaps iu kpowledge which were needed both to support further
what was already known and to break new ground. FPurthermore, thare wete a aumber of areas where

litrle, if any, information was available to enable the developmeut of a cogeut aud rational
intervention sirategy.

5.2.1 Research methodalogy

The use of guantitative medically—oriented rasearch methods in elicicing lifestyle data was
seen to have savare Limitations simce much of the dats to be gathered wes of 2 qualitative nacure.

To meet this need the boundaries snd perspeccives of methodology required expansion both to
incorporate those methods slready available witbio disciplives vsed to dealing wich qualitative

data, e.g. sociplogy, organization davalopment, education, aud also to creste new methods to meet

the oeed. A oumber of idess were captured including the use of scenarios, case studies, heslith
disries, tole play, tape and video recordiag, Stress was giveo to the adoptiom of a ¢reaative

approach to data collection in whar is essentially a virgio field of action. Overall it was agreed
that urgeat priority be given to the whole arvea of methodology iv lifestyle research, as without it
progress would be seriously impeded.

5.2,2 Coordination of available knowledge

It became obvious from the discussions that a great deal of research was aslready iao progress

and that knowledge was agvailable in different parts of the Region and beyomd. However, an
immediate prablem was one of collating aud coordivating what was already kuowe anod potencially

available, end that immediate attention and resources be allocated to establishiog a communication
network and a collection centra for the dissemination of information and knowledge on lifestyles.
This would aveid unoecessary duplicatiouv of effort and alse aegelerate the growth of knowledge to

inform effective interventon Strategy.

2.2,3 5Subjecty for further remearch

it was agreed rhat more knowledge waa required in tbe following areas:

(a) the development of appropriate indicators of positive health and of suitable outcome
measures — althouygh a great deal of work was already available (8), there were many sapects
gtill to be clarified:

{b) factors affecting the equity of access to health care systama both professional and lay;
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(e} rthe role of the family and healch;
{d) the effect of employment and unemployment on health and wellbeing;
(e} knowledge of lay care syscems, including self-belp and mutual aid groups,

(f} factors potentiating risk behaviour;

(g) the development and maintenance of health beliefs;
(h) the cause and coutrol of social isplarion and alienmatioco;
(i) clavification of the concept and primciples of health promotiem;

(j} factors influenciog the ability of the individual to change bis lifescyle fo oue more
conducive to health;

(k) bumsnizatiocu of profegsional care;

(1) che contribution of education to health and in particular the utilization of educational
approaches, techniques aod methods to reduce dependence and to enhance empowerment and
self=control;

(m) the development and councrol of 'heslthism" and health paternalism;

(n) factors maintaining and improving bealth, e.g. "why is it that some people stay bealtby
despite cheir existence in aa established health damaging enviroument?"

(a) tousiog zud health;

{p) the effect of life and social skills craining on health;
(q) rtransportatiocu aud health;

(r} nuttition, dier and healeh;

() xnowledze about health-promoting behaviour in the community, i.,e, finding out what is
already im operatiown;

{£) factors encouraging the development sud maintenance of different lifestyle opticns,

The problem of a pragmatic approach concerned the group and the importance of the development
camprehensive theoretical base for action was stressed.

5.3 Knowledge-based ipterventions

During che Workshop a number of intervemtiom areas wers identified that were considered to be
feasible in the light of present knowledge. The recommendationa were based oo both research
findings, aad also a variety of imterventioms already im progress withio aud ocutside the Region,

5,3.1 Coordination

Thera are interveations already in progress in a variety of communities ip different
countries, bur koowledge of these is haphazard. Participants io the Workshop themselves were
unaware of many of these activicies and it was felt to be essentisl to documeut all known
intervention projects as soou as possible. This knowledge could then be made widely available,
prevent duplication of effort and inform new projects. The utilization of existing experience is
of prime importsnce in accelerating the implementation of interventions imto lifestyles conducive
to batter bealth,

5.3.2 Chaice of intarvention

It was stressed that lifestyle interventicons must oever be imposed ou people since this was

sntipathetic to the whole comcept of health promokiom. Suc¢cess could only be assured if there wae
enthusiam, cooperatiou snd full participation of individuals and groups ¢oncerned. Essentially
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thers should be minimal inzerference by che professions and full ownership of the activity by those
for whom the projeat is to be of benefit., Lifestyle interventions thac were profesaionally
dominated would merely perpatuate the exiscing paradigm sud would nor be heslth prometing io the

ew 3Fenie.

3,3.3 Family-based interventions

It was already well koown that family life can have both posirive and negative effeccs ocn
health. Families cao provide a stable social support base, a nurturing and protective epvironment
and a groweh climare (9). However, families can also be a source of chrooic strain due to
inadequate financial resources, lack of knowledge and skills ip relatiovsbip buildiog aod child
rearing, ete. (5). Marriage, parenthood and child-rearivg are coasidered to be natural abilities

and as a cousequence little attention has been paid to the need for any formal trainming io any of
these areas, Evidence indicatea that although some pecple do bave natural abilities io these areas

of human activiry, most are ignorant of what is required. With what is already koown, ic is
obvigus rhat jnterventions can be developed whieh could have a wajor impact on family health. Sueh
iaterveatiocas will ineclude life and social skills training for established families (10), the
development of educational programmes for incorporation into school curriculs auwd adult educaticn
activities, and the trainiog of health professionals in koowledge and skills to facilitate the
development of mere effective families,

5.3.4 Social networks, self-help and mutual aid groups

It is known that strevgthening social networks dnd improviog seocial support in both work and
wider social life has a bhaalth-promoting effect. Based oun this, it was sgreed that much more

effort should be put into the development of social networks, parcicularly where it was obviaus
that major social disruptions were ium operation. Lay helper natweorks were already ia existence in

many communities which could be enhaneced by identificaton aud skille trainiog for the individuals
concetrnsd. It has been showu that barmen, pharmacists, hairdressers, ete., are important sources

of advice and help, and other necworks should be sought out., Furthermore, the devalopment of

self-help and mutual aid groups bas already beew shown to be extremely important in providing
social support and these should be encouraged and developed throughout the Region with minimal
profesajonal intarfarence.

5.3.5 Work

The relationship between work, work organization sud stress is well documented and the
provision of healthier work environmeozs, both psychological and physical, have been che focus of a

oumber of interventioo projects in both public and commercial orgaunizaticas. In geoeral, thase
projects utilize the koowledge, techniques and methods of the field of applied behavioural science

known a3 organization development, and such projects shauld be encouraged oo 2 wide basis as a
means of promoting healthier work lifestyles.

5.3.6 Intarvention at the macro-level

Xnowing the effeet of gutvitionm, housing, transportation and poverty oo jndividual aod
community health, and appreciating that these areas caumot be effected by individuals themselves,

action is required at local goverumeot and at national goverumenr lavels for change to be
implemented. Such interventions cau only be affected by individuals as a collective, and saly if
individuals have the capacity ta rake responsibility for their envircomeut. This demands a
kaowiedge and skill level thac does not exist for most people and interventions to smpower people
to take this respousibility are required for social change at 2 macro-level.

5.3.7 Retraiaing of hemlch care profeasionals

Tt is slready established that the curricula for medical and paramedical rraining are largely
inadequate in the coutext of bealth as a social and political issue, High techuology medicine

still has an important place in health care, but a specialized one ar one end of the total healeh
care spactrum. Usdergraduste medical education clings firmly to its hospitsl-oriected training

programme and doctors are not equipped for workisg im a positive healtp, bealch promotice mode,

with the possible exception of those who specialize im comminity medicime. Chauges abould be
encouraged and implemented in the curricula for medical, nuraing and other health-related

programmes Co enable health professiounals to make effective ioterveotion from a bealch promation
perspective at community level,
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5.3.8 Knowledge, information and actiow

Ove of the reasons that people do little about their own health is that they are aot aware of

bealch as an issue for them, or they do not posseas knowledge that will allew them to rake
appropriste acticn. Interveaticus at the level of consciousmess-raising aud iaformation provision

are essentisl, However, careful thought must be given to the best ways of ensuring the
affectiveness af such interventiona, and experimentation with the use of the media was stressed
during discussions oo this issue, e.g, television, radioc, nevspapers, special handouts, etc.

5.3.9 Health bandbook

The group recommended the producticng of 2 health promotion bamdbook which would include the
following:

{a) the pavadigm of health

(b} theories, methods and results
(¢} new professional roles and institutious

(d} intervemtions/health promotioun projects

(e) bealth movements .
(f) health pelitics/conflicos,

5.4 Ethical issues

A pumbar of ethical issues were raised in relarcion to both research ilotervention into

lifestyles which the participants felt must be taken into couaxderatxon by all those iovelved in
the development and implemeuntation of projects.

3.4.1 Privacy

Lifaestyle research aad inferventions enmcroach upon the private world of the iudividual, which

of itself may be healtb damagigg. It iz absolutely vital to ensare that individuals are fully
iovelved in the decisiowmakiog processes regarding both research and intervention srrategies from

the begioning so that they understand what is being asked of them gud that they are prapared for

the possible consequences. The imposition of professional activiries upon people must be avoided
daod individuals and communities must only be involved from a position of knowledge and

informaticu~based choice,

5.4.2 Anxiety

Consciousness—raising activity may raise anxiefy lavels which can be health damaging. When
peeple discover that the habits and beahaviour integral to their way of life and whieh they enjoy,

constitute serious health risks, the anxiety and worry that may be created im them may be higb

euough to be health damagiog iw themselves, Purthermoce che efforts required to change the
behaviour may be too great and they are left with the health rvisks aod the associsted guxiety. It

i3 no use idevtifying health risks without concomitant intervention arraregies thar allew people to
chaage reasonably easily.

5.4.3 Coufidentiality

There is a problem of coufidentiality and the acquisition of lifestyle data aed infermationm.
People must feel confident that their private lives are uot further exposed if interventions are to
be successful.

5.4.4 Choices

The essence of the health promotiou paradigm is choice sod the broadening of optioms for how
people live their lives. If, in the process of promoting lifestyles cooducive to health, cue
tyranny is substituted for aoother, i.,e. healthism, then the whole process will bave failed,
People must have the freedom to choose how Chey want to live aud this must be a prime regquisite for
all intervention strategies.
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Recomendations

The group made the following recommendations for prioricy research:

{a) the development of a clear, conceptual framework to inform lotervention sCrategies;

(b) koowledge in relacion te factors affecting lifestyle choices;
{(c) che effect of scresa on bealth in relatioo to work and family life;

(d}) knowladge io relation ro the effect of social isolatiou, slienation and social disruptico
on health and the implicetions of the development of self-help groups, mutual aid groups aond
the streogthening of sociagl neCworks;

(a) knowledge sbout the effect of life and socizl skills training in relation to the

enhancement of personal power, self-coacept and the development of a more effective social
support aetwork;

(£) knowledge about healthy people, i.e. why do some people Temain healthy in the face of
bherlth-damaging influences;

(g) knowledge about heslth beliefs and concepts of health in relation to lifestyle choices;
() cthe development of indicators of health aond useful outcome measures.

It was strougly felt that little progress would be made io promoting lifestyles conducivae to
h if we swaited comprehensive research results befors developing intervention strategies, anmd

there was much that was already koown to a sufficient degree to inform immediate planning for
n. Furthermore, the importance of Caking creative approaches was also thought to be of great

taoce. The field of lifestyle ioterveution is one wbich is relatively uoexplored sud it is

sary to take steps ivto the unknown if we are Cto discover more about this new territory. To
end the group made recommendations for incexvention priovities, as follows:

(a) the developmenr of a stroug necwork of people involved io research and iuntervention
studies in lifestyles throughout the Region;

(b) the produccion of a health handbook;

(¢) the promotion of chauge in the tfraining curricules for medical and bhealth-related
disciplines;

(d) the use of a variety of methods for dissemivatiug iaformatioo and changiog attitudes,
beliefs and velues in relation to health and health prometion;

{a) the developmenot of self-belp groups, mutual aid groupa and lay helper networks with
mivimel professional intervention; .

(£) iumterventioms in the work situaticu using an orgasizactiow development approach;

(g} the encouragemeot of model projects in different countyies for promotiog lifestyles
conducive fo health at the ipndividual, family and community levels;

(k) the development of family-based life skills training programmes;

(i) the development of a centre for the coordination, ¢ollation and dissemination of
knowledge and information regardiog research aod intervestions for lifestyles conducive Lo

health.
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