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SUMMARY REFORT

There were 25 participants in the Working Group: 17 from 17 countries of
the European Region and one from Canada, two representatives of WHO
headquarters in Geneva and five representatives of the WHO Regional Office for
Furope. Most of the participants were medical doctors {(experts in public
health and social medicine), the rest representing other disciplines such as
social sciences.

Scope and purpose

Since the Alma-Ata Declaratiom in 1978, community involvement in
health (CIH) has been identified as one of the cornerstones of primary health
care (PEC). One of the purposes of this Working Group was to assess past
activitiez, thereby making the issues more widely known to WHO's Member
States. It also allowed the participants to analyse the implications of
regiounal target 26, which is a mandate for all Member States to develop health
care systems based on PHC through effective community representation, and
supported by secondary and tertiary care by the year 1990. The Working Group
also provided a forum for participants to. suggest approaches and mechanisms
for implementing and supporting this target in the Member States.

Definition

Although the participants did not attempt to make an exact definition of
CIH, they thought that it might include the following three components:

- self-help (i.e. action carried out by lay people);

- cooperation (in the sense of participaticn by lay pecple as individuals
or through the community) in the delivery of PHC;

- participation in the planning and management of PHC.
The participants were convinced that CIH (in all three aspects mentioned

above) could control ar inecrease resources for health promciion az well as for
the care of the sick.
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Discussion
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The Group heard:18 country preszentations, 4ll'of swhich shared one or more
aspects of CIH in PHC. The following points in the presentations were common
to some, though not to all, countries: the: improvement of .formal mechanisms
of CIH; the growing interest of nongovermmental organizations, congumer
groups, etc. in the provision of PHC; .amd the growing potential of new health
‘movements and self- help groups. K S -

PR ;‘. IR s

Despite all the encouraging signs that CIH is: increaging, a European map
of CIH would still show a predominance of blank areas without remarkable
involvement of the community in health. Even where CIH has been established,
it could be more direct and "authentiec". WHD and the Member State=s zhould
therefore renew thieir efforts te.diffuse and enrich the'experiences of CIH.

The Group was concerned about epidemiological: developments. in-the
industrialized countries and in particular about the trends in eshronie.
degenerative ‘dizeages: ‘This is obvigusly 'a problem that cannot be solved
exclusively ‘by-the establishdd medical system, but that requires effective
ways of involving those concerned (the individual, the family and the
community) in a cellaborative effort with profesgssionals, administrators and
politicians to promote health, to prevent disease and to rehabllltate the
chronically ill both medlcally and soc1ally -t P
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Demographic studies are h1gh11ght1ng the aging - of - thaxpapulat1on in
industrialized countries and, in partieilir,-the.expected gréwth:of-the
proportion of people over 80. At the same time, the potential of the
traditional care providers (e.g. families and women) is:decreasing owing to
changing family patterns (e.g. working women, single parent families). This
will, first of all, "demand strengthening intersectdzal'habperatibh {between
the health ~and soa1&l serv1ces) and alsa commlt the cbmmunlty to. carlng*fof
the elderly S : Los BT - : A ‘e
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After the presentatioms and-discussion-of the country reports’ and case
studies, three subgroups separately dlscussed the fﬂllOW1ng topics:
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- the organizational" Structure for” (".!]IH’1 S amnmnn F 1

- education and training for CIR -~ -~ .~ &4 . oo o

— information andtreseéarch for CIH. -~ LAnT A
Organizational structure e ; : et e

The Group was reluctant to sifigle out omne specific structiwe for -
implementing CIH in all countries. Emphasis was placed on the local level,
however, where a local health board could be a desirable body 0. /implement
CIH. This board should be concerned with the management and development of
all components of PHC, and foster intersectoral collaboration. [t should have
members drawn from as broad a gpectrum of the community as possible. The
representation of professicnals or bureaucrats?on :the Bodrd: should be balanced
to avoid their views predominating. ' To.fulfil itg aims, the board 'should have
the following functions: SRS R B PR

- to control resources (beth finance and mandeEr) o ‘ :
o L. " R A

- to provide access to approprlate 1nformat10n*“ SR el
113 CIR .
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- to be responsible for intersectoral collaboration (between health i
professionals, other sectors and.community-based organizations);

- to be accountable (regular reporting).

In general, .information-was cousidered to be one of the most impoxrtant
resources for CIH. Therefore, pertinent information has ta be made accessible
to the community, and the ability of the community to collect and A55&585
1nformat10n has teo-be 1mproved. SR

Education and training . Ce e o 0o
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Education.and training are a key issue in CIE; in Ewo.respects.

-~ The general educdtional system does not-always mor sufficlently trpansmit
value systems .favourable to community-involvement im general, and CIH in
particular, nor does it teach the . means and methods .required to promote
community involvement.: Education for CIH (not only for one's own health
but also for the health of others) should hecome an 1mpomtant component
in all education;: : Coom A s

- The education and training of ;physicians, nursesy\social'workers and
other key professionals neither includes nor encourages participation and
sometimes, Eransmits values and attitudes that are negative towards CIH.

Their training should be urgently . rect1f1edq‘

Informatlon and . rPSEEFCh R B
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There i a conslderable lack of reseanch 1nto developlng models fcr CIH
and evaluating the impact and value of CIH. , Even where such research is
carried out, however, the community needs to be more involved in, for
instance, tha definitien of the research topics, the identification of the
resaarchers. o research institutes, and., the selection of the methods.

The Group was aware that CIH cannot solve every pfoblem. It was clearly
understood, for instance, that disadvantaged groups and ethnile or other
minorities should receive special attention from the health,and secial
services, particularly as they may have diffigqulty making themselves and their
problems understood at the loecal level. Ensuring that the community is
genuinely represented is another problem. Finally, CIH may be
counterproductive if commumity participation is usged as an excuse for any
fajilures, or -there is the:rrigk of blaming the victim. :

-

Recommeqdaﬁions o L S '5 £ - @? ¥
National Cane u;;;, o u
TR : c o o . .
1. Member States ahould analyse the- communlty 1nvolvement in health in PHC.

This analysis should include: the organizational structure, training and
education, as well as research and informatiom. o
2. Member States should, consider.legislation.that would create favourable
conditions for CIH, addressing the issues of budget allocation,
decentralization and community involvement in decision-making bodies concerned
with the development of PHC.
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3. Member States should reorganize exdsting structures so that they can
fulfil the funetions of a local health board responsible for CIH. Desirable
functions include participation in’decision-making, negotiation with lay
people, consumer (user) and other nongovernmental organlzatlons, and support
of self-help groups.

4, Member States should be interested in raising the awa:aﬁasa of the
commmity. They should achieve this by providing an independent information
base at all levels (national, regional and local) that is also interlinked.

5. Member States should modify their training of physicians, nurses, social
workers and other key professionals to engender positive values and attitudes
towards CIH and to increage thelr understanding of community-oriented
approaches. - ’

6. Member States should prompt, encourage and support research on the
following issues: lifestyle indicators; positive health indicators; impact
of social factors on disease; registers of community health services;
evaluation practices in CIH; identification of gaps in CIH: trends and
contradictions inside the traditional medical services (e.g. the influence of
medical technology); the appropriate use and dissemination of medical

technology in prevention/rehabilikation. Partiecular attention should be pald-

to the mechanisms of CIH, resistance to CIH and the possible counterproductive
effects of CIH. o

International

.

1. A comprehensive report on CIH in PHC should be produced ‘for
action-oriented groups in CIH,

2. WHO should identify one or two collaborating centres for PHC (whiich in
this case should be geographically well balanced) which cauld plaae emphasisg
on research and training in CIH,. :

3. Existing networks should be used and other programmes and activities
closely connected with CIH taken into account (e.g. Healthy Cities, CINDI),

4. A clearing-houge ghould be identified for information and documentation
on CIH.

3. A multinational comparative research project on CIH should be 1n1t1ated
with a possible focus on the care of the elderly. .




