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MEDIBO. 1 
ENGLISH ONI,Y 

I t  i s  a  fundamenta l  p r i n c i p l e  of  s o c i a l  ph i losophy  
t h a t  one s h ~ u l d  n o t  wi thdraw from i n d i v i d u a l s  and 
commit t o  t h e  community what they  can  accompl ish  by 
t h e i r  own e n t e r p r i s e  and industry. So,  t o o ,  i t  i s  
a n  i n j u s t i c e  and a t  t h e  same t ime a  g r a v e  e v i l  and 
a  d i s t u r b a n c e  of r i g h t  o r d e r  t o  t r a n s f e r  t o  t h e  
l a r g e r  and h i g h e r  c o l l e c t i v i t y  f u n c t i o n s  which can 
be performed and p rov ided  by t h e  l e s s e r  and sub- 
o r d i n a t e  b o d i e s .  Inasmuch a s  e v e r y  s o c i a l  a c t i v i t y  
s h o u l d ,  by i t s  very n a t u r e ,  p rove  a  h e l p  t o  t h e  
members o f  t h e  body s o c i a l ,  ~t shou ld  n e v e r  d e s t r o v  
o r  a b s o r b  them. 

"The Concept of S u b s i d i a r i t y "  
Pope P i u s  X I  
Quadragesirno Xnno 
l 9 3 1  

I .  I n t r o d u c t i o n  

A c a r e f u l  psycho-*h i s to ry  i s  r e q u i r e d  t o  s o r t  o u t  a l l  t h e  n l s c c n c e p t i o n s  and ~ a l a d a p t i v e  
r e s p o n s e s  t h a t  have enmeshed h e a l t h  e d u c a t i o n  f o r  t h e  l a s t  s e v e r a l  decades .  I t  must be  
s u f f i c i e n t  h e r e  t o  s a y  o n l y  t h a t  new c o n d i t i o n s  of  s o c i a l  demand f o r  h e a l t h  e d u c a t i o n  
s u g g e s t  a  p l a n  f o r  h e a l t h  e d u c a t i o n  t h a t  r e sponds  t o  t h e  p u b l i c  i n t e r e s t .  To under s t and  
and a c t  i n  t h o s e  s o c i a l l y  de te rmined  d i r e c t i o n s  k r l l  compel s e t t i n g  a s i d e  manv p r e v i o u s l y  
h e l d  b e l i e f s  a b o u t  h e a l t h  and h e a l t h  e d u c a t i o r , .  The n e x t  s e v e r a l  pages  e l a b o r a t e  on t h i s  
theme a s  background t o  some p r o p o s a l s  f o r  s e l f - c a r e  o r i e n t e d  h e a l t h  edaica t ion.  F i n a l l y ,  I 
have p r e s e n t e d  some s t r a t e g i c  r e c o m e n d a t ~ o n s .  While nany i f  n o t  a l l  of t h e s e  i d e a s  were 
d i s c u s s e d  w i t h  H e a l t h  E d u c a t i o n  and t h e  wide r  membership of D i v i s i o n  of F a m i l y  Weal th ,  and 
o f f l c i a l  documents s t i m u l a t e d  my t h i n k i n g ,  I am s o l e l y  r e s p o n s i b l e  f o r  t h i s  p r o d u c t .  

11. L i m i t a t i c n s  of t h e  P r o f e s s i o n a l  H e a l t h  Model 

We have become accustomed t o  a c o n s t r u c t i o n  of s o c i a l  deve iupnen t  wbich p l a c e s  s p e c i a l -  
i z e d  a g e n c i e s  of  h e l p  where i t  i s  e a s y  t o  d i s t i n g u i s h  between p r o v i d e r s  of a  s e r v i c e  and 
consumers of s e r v i c e .  P r o v i d e r s ,  i t  i s  b e l i e v e d ,  p o s s e s s  t h e  knawledge 2nd rechnulogy t o  
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know what is right and to do what is best. Consumers, on the other hand, possess the prob- 
s a n d  precious little else Hopefully, they will be motivated to seek a solution from, or I 
with the help of, providers. Health services fit this essentially industrial model. They 
engage in market research (needs assessment), product testing (pilot demonstrations 1 ,  
advertising (health education) and profit analysis (cost-benef it, cost-effectiveness, agencv 
growth). At the ideological level, the fit of health services in the industrial model is 
even more striking, with the belief in health as a product which can be "delivered". It is 
not surprising, therefore, that health education is expected to produce results which are 
sought by the professional operator and which are manageable within a professional system 
c3f social control. Health educators have been put to work on recruiting clients (screening), 
reducing "delay" in seeking prof essional care (early detection), and improving compliance 
with medical recommendations (patient education). "~esistance" of individuals to modify 
personal behaviour or communities to accept a new model of health care has been viewed as a 
negative reaction and not as a positive indicator of personal and social independence. 

During the last decade we have become more aware of the limitations of the "professional 
construction" of health and health care. The contribution of medical care to health status 
was appraised as insufficient to continue policies supporting expansion of medical resources 
as a cost-effective solutio , 3 * 4 , 5  Furthermore, evidence of the negative consequences of 
existing professional care and the lack of attention to rigorous evaluation of technical 
interventions8 forces a general reassessment of the professional role in health care. Pro- 
fessional activities in health promotion and disease prevention also have undergone a fresh 
appraisal of their effectiveness9 and potential side-effects.lO* l1 We can conclude from 
these studies and critiques that there are some shortcomings of health care and of profes- 
sionally oriented health education that go beyond problems of technology or deficiencies 
in personal resources: the assumptions and perspectives of both are not in step with world 
society's demand for wider development of the lay health resource, greater self-determination 
and more effective lay control over personal and communal health destinies. 

111. The Social Xodel of Health 

How can we characterize the non-professional construction of health and the role of 
health care? There are many dimensions to this question and most certainly the answer will 
vary between nations and among cultural subgroups. Generalizing is a dangerous game, but 
soxe broad aspects can be described without implying universality. In any case, it is a 
starting point for discussion of what might become a new beginning for health education polic?, 
programme and practice. There follows here a brief listing of some of the salient features 
of the social model of health. They are not presented in any special order of importance. 

1. Health is not life's highest goal. Happiness is. The contribution of health to - 
happiness is not a dose-response relationship. Achieving happiness is more obviously linkeL 
to a secure supplv of life's basic necessities for personal and social growth. Health "norms" 
need to be more broadly defined and deviance from "norms" must be decriminalized. Not only 
itiiii~ld dev~ance from the health norm not be considered a flaw, particularlv in the case of 
ciironic disease, but a5 a sign of change and an opportunity for grok7th.l' 

*Inplication for health education: 

Accepting the fact that life involves a "risk-mix," health education must abandon its 
paternalistic tradition of efforts to prevent disease (and the final insult, death) and focus 
on reducing those factors which restrict options in personal and social action in risk 
selection. Ignorance of risks (their source and control) is certainly a major concern of 
health education, but so also must be the structural (political, economic, environmental) 
realities. People want to make risk choices, not dedicate themselves to achieving a no- 
risk status.13 Risk itself must remain the creative choice of the individual as a responsible 
social being and within those social limits be able to pursue their risk preferences. ye debate i5o~ial control versus personal control in health and safety) is a crucial one; l 

a debate which can help redress the balance and sensitize health practitioners to hear what 
societv wants their input to be. 



2 .  Se l f - r e l i ance  is an express ion  of growth and human d i g n i t y .  l n  i t s  own r ig t l t  i t  
s a t i s f i e s  the  need f o r  i d e n t i t y ,  f u l f i l l m e n t ,  and opt imiz ing  t he  human potential a s  a 
c o n s t r u c t i v e  s o c i a l  r e sou rce .  This  appears  t o  be r e l evan t  r ega rd l e s s  of t he  o v e r a l l  
p o l i t i c a l  perspec t ive  of a  community. I t  i s  no t  so much a  ma t t e r  of m i s t r u s t  of t he  h e a l t h  
es tab l i shment  o r  disappointment  wi th  i t s  e f f e c t i v e n e s s  (al though the se  c o n t r i b u t e ) ,  but a  
more p o s i t i v e  sense t h a t  i nc r ea s ing  lay  competence i n  primar-: h e a l t h  ca r e  i s  t he  most 
e f f e c t i v e ,  s a f e s t ,  most a v a i l a b l e ,  most a ccep t ab l e ,  and more economical way of x e e t i n g  h e a l t h  
needs.  % s t  of t he  usual  b a r r i e r s  t o  h e a l t h  ca r e  a r e  avoided,  i . e . ,  a c c e s s i b i l i t y ,  and 
s o c i a l  d i s t ance  between p r o f e s s i o n a l  and consumer. Moreover, t he r e  a r e  c o r o l l a r y  b e n e f i t s  
such a s  t he  p o t e n t i a l  reduc t ion  of i a t r o g e n i c  e f f e c t s  of p r o f e s s i o n a l  c a r e ,  p a r t i c u l a r l y  
dependency. The s o c i a l  c o n t r o l  by a  monopolis t ic  and monol i th ic  medical c a r e  system a l s o  
i s  reduced while a t  t h e  same time enhancing t he  h e a l t h  c a r e  con t r i bu t i ons  of t h e  community's 
n a t u r a l  care-giving resources  of family,  extended family,  f r i e n d s h i p  networks, mutual 
a i d  groups,  r e1  igious o rgan i za t i ons  and i n  some s i t u a t i o n s ,  the  e n t i r e  t r i b e  o r  v i l l a g e .  l5 

The non-professional  cons t ruc t i on  of h e a l t h  and h e a l t h  c a r e  de f ine s  s e l f - ca r e  a s  che 
f i r s t  l e v e l  and most pe rvas ive  form of primary care .16  A l l  l e v e l s  of p r o f e s s i o n a l  primary 
c a r e  a r e  a n c i l l a r y  and suppor t ive ;  i n  e f f e c t ,  r e s i d u a l  and supplementary. This  b e l i e f  i s  
r e f l e c t e d  i n  t he  profoundest  terms of a c t u a l  behaviour ,  with an es t imated  65 t o  85 percent  
of - a l l  h e a l t h  ca r e  being s e l f -  o r  family provided. 17,189 1 9 ~ 2 0  Se l f -care  c o n s t i t u t e s  a mix 
of f o l k ,  non-al lopathic ,  and a l l o p a t h i c  technology and appears  t o  encompass a c t i v i t i e s  
r e l a t e d  t o  hea l t h  promotion, d i s e a s e  prevent ion ,  i l l n e s s  and i n j u r y  t rea tment ,  chronic  
d i s e a s e  management, and r e h a b i l i t a t i o n .  The family func t i ons  a s  a  h e a l t h  c a r e  u n i t  wi th  an 
e l a b o r a t e  system of b e l i e f s  and procedures .  It i s  a l s o  a  h e a l t h  information ga the r ing  and 
i n t e r p r e t i n g  system which l i n k s  t he  family t o  e x t e r n a l  suppor t  systems and c o n t r i b u t e s  t o  
t h e  p r o t e c t i o n  of ' nd iv idua l  members a s  they use  e x t e r n a l  ( p a r t i c u l a r l y  p ro fe s s iona l ]  care-  
g iv ing  resources,2t  Without t he  primary ca r e  f r o n t l i n e  resource  of s e l f - c a r e ,  o r  even a  
modest e ro s ion  of i ts  cu r r en t  con t r i bu t i on ,  t h e r e  would be d i s a s t r o u s  e f f e c t s  on t h e  pro- 
f e s s i o n a l  care-giving system. Pat t he  same t ime,  a  modest i nc r ea se  i n  pub l i c  competence i n  
h e a l t h  has the  c l e a r  p o t e n t i a l  $or  a  powerful improvement i n  h e a l t h  i n d i c a t o r s  as we l l  a s  
s u b s t a n t i a l  economic b e n e f i t s  .' , 2 3  

Se l f -care  i s  c e r t a i n l y  no t  t he  exc lu s ive  p r a c t i c e  of i n d u s t r i a l i z e d  s o c i e t i e s  nor  i s  i t s  
f u r t h e r  development on ly  app rop r i a t e  f o r  coun t r i e s  wi th  h igh  l i t e r a c y  r a t e s  and h igh  
s t anda rds  of l i v i n g .  On t h e  con t r a ry ,  s e l f - ca r e  i s  t he  dominant rnode of h e a l t h  c a r e  f o r  most: 
of t he  worlds r u r a l  people i n  developing coun t r i e s .  I t  i s  t he  e s s e n t i a l  i ng red i en t  in h e a l t h  
c a r e  t h a t  needs t o  be complemented by necessary  p ro fe s s iona l  and t echn i ca l  resources .  The 
t a s k  i s  t o  app rec i a t e  and s t r eng then  b e n e f i c i a l  s e l f - ca r e  p r a c t i c e s ,  encourage t he  rep lace-  
ment of inappropr ia te  ones, and back-ups s e l f - c a r e  with a c c e s s i b l e  (and accep t ab l e )  p rofes -  
s i o n a l  c a r e .  Raising t he  l e v e l  of l ay  h e a l t h  competence i s  a l s o  t he  b e s t  way t o  maximize t he  
b e n e f i t s  of scarce  and c o s t l y  p ro fe s s iona l  resources .  

When i t  comes t o  h e a l t h  ca r e ,  people o f  both t he  developing and developed worlds sha re  
a  s t a t e  of powerlessness. P ro fe s s iona l  h e a l t h  c a r e ,  wi th  few n a t i o n a l  except ions  ,24s25 has  
been e l i t i s t ,  exclusory,  and mys t i fy ing ,  The pub l i c  dernand f o r  access ,  i~ukjever, i s  powerful 
and i n  t he  EURO and A i O  Regions of 5JHO t h e r e  i s  t he  evidence of a  growing market f o r  h e a l t h  
t e x t s ,  both a l l o p a t h i c  and non-a l lopa th ic ,  covering a  va s t  a r r a y  af t o p i c s ,  media concen- 
t r a t i o n  on hea l t h ,  l ay-or ien ted  medical c a r e  p ro toco l s ,  and s e l f - c a r e  educat ion p r o g r a m e s .  
t lutual a i d  ( se l f -he lp)  groups have, w i th in  t he  l a s t  decades, burgeoned, wi th  t he  United S t a t e s  

becoming perhaps t he  f i r s t  major i n d u s t r i a l i z e d  n a t i o n  where mutual a i d  groups provide t he  
dominant modality f o r  chronic  d i s ea se  and d i s a b i l i t y  management. Yutual a i d  groups a r e  
vo luntary ,  small  (usua l ly  10 o r  so members) groitps of people who came t c g e t h e r  t o  provide 
mutual support  f o r  problems they hold i n  common. Alcoholics  Anonymous and groups f c m e d  by 
pa ren t s  of mentally r e t a rded  ch i l d r en  a r e  e a r l y  examples. TrLere a r e  now zruup formed 
around such problems a s  s t u t t e r i n g ,  post-mastectomy, s i ng l e -pa ren t s ,  and o b e s i t y .  Xembers 
he lp  each o t h e r  in  coping wi th  t h e i r  problem both a t  the  persona l  and s o c r a l  l e v e l .  The 
groups a r e  usua l ly  formed and governed by the  members themselves with health p r o f e s s i o n a l s  I?  
advisory  r o l e s .  ?!embership i s  f r e e l y  sought. by r n d i ~ r i d u a l s ,  b u t  p r o f e s s i o n a l s  i n c r e a s l n g l v  
encourage p a t i e n t s  t o  j o i n  a mutual a i d  group. K t  i s  e s t i n a t e d  t h a t  S(?il,ilOU rntltudl a i d  



griii1;)s :ire ir: operii t iaii  in tile i'ilited States, representing at least 5 million members.26 
A p a i n ,  i t  1x1s t be c.r;?pti;nsi 2ed that the mcil~ement toward self-reliance in health, as exemplified 
bq tile ;n:lb:isl r,rot:p, i s  iiot necessarily a negative response to professional care or 
*X L:-L& . e?.: f i  !!in& :r vscuilr.  cif prctfessio~sl services. ??ley are for their menhers a preferred --- 
t r i i t i g : ~  i!i i~c-al t i : ,  r::ed ir; coi~.jur;ction with prcfessional care, b~ut offering benefits ~ h i ~ ! ]  
aa:j bi ;?i:ique ti, irle si tu ' i :  iiiil pi st:li 

A s  c i l r o i ~ i ~ .  Jibclases b e g i n  t.-, dominate the morbidity patterns in the developing world 
as tile? ;.iiiw dc: in t i i c  inidustrisi iaed nations, people who m a v  perceive their role as limited 
i~ ;.iar,?iiv(. iEise,a.-c, i n  contrast, see their ri?le in carative disease management. as practical 

~ 

I r r  The de . r t lopment  of purpose built medical support technology for hone use 
i e .  g ,  ileciirphii i;i, renal dialysis j add to the feasibility of self-management of chronic 
disease. l11 a sifiiiar wayI the liis~orical role of fa9ilies in health monitoring is beiny 
facilitated S y  tcchnolcg:: and methods successfully adapted to home use.28~29~30331 

*L.n;~Licat ion for health education: 

&c cannot fail to be impressed by the magnitude, pervasiveness, and utility of lay self- 
care world wide and with the current new lay initiates in self-care and mutual aid in the 
industrialized nati0ns.3~933 In a sense it appears that the public have taken health care 
ints their 0 ~ 1  hands and in some areas of the world are actively persuing increased access 
to health knowledge, skills, and technology, The natural process of diffusion of innovation 
is at work, Development in self-care is occurring apace because people are highly motivated 
in their own self-interest. This presents a powerful opportunity for a response by health 
education specialists geared to "goirrg with the flow" of public interest. specific all^, 
health education's r ~ l e  is to help expedite the process of knowledge, skill, and technology 
transfer from the professional to the lay component of the health care system, just as the 
professional care sector is now concerned with facilitating the flow of technology to its 
practitioners, Several actions are required here and health educators must function as a 
team with clinical epideriiialogists and others, including legislators and legal scholars. 
Clinical epidemiologists must help determine which medical skills are efficacious and 
safe; legal resources are needed to nodify or create new legislation which allows the 
appropriate technical transfer tu take place. 3' 

Health education specialists, again working in a team, have a clear responsibility ti) 

ensure that contact with the professional care system has a minimum negative effect on the 
patient's integrity; thac avoidable iatrc>penic effects are controlled. Health education 
iiae a special interest in minimizing patient dependency be it in the form of information 
deprivation, failures to teach self-management skills, or more subtle methods of patient 
control via fear arousal.35 Patient education approaches must be revised so that they are 
as patient enpowering as possible, 36 seeking to activate the patient not only as a part if ipant 
in sel f-care 1)::: a1 so as a crucial coi~tributor to self-healing, including self-control in 
fsyrho-ph)-siological processes (e.g. biofeedback, techniques of conscio~ls control of 
involirntary processes like heartbeat). 

Bath health and health care are social phenomena which influence, and are influenced by, 
t i ieir  social, physical, and econdmic contexts. These influences can he pathogenicJ7 or the? 
can be preventive38 - or they can contribute to health care.39 Health education has a major 
role along with other public health specialists in all three aspects of social impact. IzTit1-i 
regard to social pathogenesis, ttealtil education acts to inform the public of the complicity 
of environmental stressors in diseases and may assist in the formation of community action 
groups- The enphasis in these activities is to clarify the multifactorial nature of cornunit?' 
health problems, placing personal factors into a perspective along with social factors. 
Regarding the preventive contributions of the social environment, health education can 
implement strategies based on our knowledge of the importance of social relations as n 
source specific-protection c . , ~ . ,  friendships and membership in community groups. In sonc 
i n s t a n i , e  t t~esc. effr:rti' cciild bc directed at social policies like public housing to ensure 
that i,om~;ric:ition 1 i n k s  .ht<t;'ee:? residents are effective in control ling social isolatii:1>. 



The third aspect of the social construction of health, i.e., the provision of health care 
includes a vast array of nsn-professional resources: the individual family, extended family. 

- ,  

friendship network, mutual aid groups, commune (tribe or village), religious and work 
organizations among others. Health education plays a facilitating or linking role within the 
arena of non-professional community health resources and between those resources and pro- 
fessional health care resources, be they "traditional" or "scientific" professional health 
resources. Suspicion, territorial rivalries, fear of loss of patient control, or simple 
ignorance of the availability and suitability of non-professional resources may thwart cross- 
referrals by health workers with the patient losing out. On the other hand, lay health groups 
may resist linkaye with professional health workers out of concern for potential co-optation. 
This is a poorly understood area for health education practice. Health education specialists 
to work effectively on the matter of linking non-professional with professional resources 
(allopathic and traditional) will have to first acknowledge their own biases historically 
rooted in their professional training. 

Finally, at the comaunity level, health education can assist in making purposeful self- 
care e4ucation programmesa.i7ailable to all sectors of the population.40 It is necessary to raise 
a caution, however. Self-care education, to fit idealogically with the concept of 
"empowerment," must: develop from the interest and preferences of lay people who are self- 
motivated to seek self-care skills. They must determine the "curriculum" within the reasonable 
guidelines of the time and effect investments they wish to make and the utility of the skill 
itself (e.g., frequency with which the skill would be used). Where this has been the approach, 
it is found that people seek skills which are easily and quickly learned and which will be used 
a good deal. Clients also must decide on evaluation criteria. What do they propose as 
evidence that the educator's have met their (client'sj needs? These may overlap only 
partially with professional outcome criteria. Self-care education also must take care not to 
wash out existing health care practices or to be condescending toward them. The aim is to 
build confidence in competence by supplementing existing practices with new skills, allowing 
subititutions to take place as the clients decide on the relative merit of old and new prac- 
t i c c s .  

3. The non-professional or social construction of health and health care is not bound to 
believe in, much less adhere to, one dominant medical culture. In any given society one 
might expect to find several health belief and practice systems functioning, with people moving 
comfortably from one to the other as the circumstances of their health (and perceptions about 
it) warrant. Competition and conflirt between these health strategies occur primarily among 
professional practitioners whose status or economic welfare may be at stake. The almost con- 
stant tension occasionally breaks out in open warfare, the most recent examples being the 
importation of western allopathic medicine into African villages and the importation of 
"Eastern healing methods" into the United States and Europe. A resurgence of public interest 
in naturopathy, homeopathy, charismatic healing, and chiropractic medicine has mobilized 
resistance and counteractions by allopathic medicine. Xany diverse non-allopathic health care 
ideologies have been lumped together as the holistic health movement and are often characterized 
by "official medicine" as fads or actually a symptomatic response to pervasive social 
alienation, narcissistic and self-serving .l1 

Whatever else can be said about the present rise in the visibility of public attraction 
to "alternative" health methods, the message is clear: health is a complex whole and that 
efforts to intervene successfully also must be whole or integrated. World-wide, citizens 
also are becoming less interested in labels than in the right to access to alternatives and to 
move freely across professional borders xithout guilt. The contributions of different health 
care perspectives are all possible within a holistic view of health. 12 



*Implication for health education: 

Wealth education practice can no longer restrict its repertoire of values and beliefs to 
the dominant western allopathic culture of medicine. There should be an appreciation that 
all medical cultures are "alternatives." In this sense, the choice and mix of choices should - 
reflecr: the needs and preferences of the populations being served. The planning strategies and 
certainly the criteria and methods of evaluation also must reflect the special circumstances 
of both allopathic and non-allopathic interventions. 

With regard to the non-allopathic world of health, it is a legitimate concern of health 
education to assist in bridging the conceptual gaps between allopathic and "alternative" health 
care practitioners. This could involve work on a system for comparative analyses of practices; 
organizing a library of comparative health cultures; designing a patient medical record which 
accommodates differing perspectives on patient problems; and facilitating training exchanges 
among diverse practitioner groups. 

The preceding three aspects of the social construction of health (i.e., health is not 
the dominant value in life; self-reliance is an expression of growth and human dignityr 
there is more than one medical culture) suggest several themes for planning changes in health 
education practice. The need for placing health education in the framework of a social 
construction of health is apparent for both the developing and industrialized world. Both 
possess rich and pervasive non-professional health resources; in both worlds the benefits 
of scientific health skills can be demystified and made available to lay people; and in 
both situations, the professional system of health care has much to learn in how best to 
preserve the lay resource, how to incorporate some of its methods in professional care, and 
how to strengthen the lay care resource as a legitimate and powerful component of the total 
health system. As far as health care is concerned, the third world shares with the indus- 
trialized world the limitations and liabilities of a monolithic health development strategy 
which pins most of its hopes on the professional resource to achieve health care equity, 
"that will permit them to lead a socially and economically productive life." To arrive at 
a realistic and equitable distribution and use of scientific medical resources requires that 
all nations respond to their potential for self-reliance within the resource of the people - 
themselves. By enhancing the public competence in health we enhance the availability, reduce 
the danger of, and extend the benefits of our professional resources. 

IV. Some Research and Programme Proposals for Health Education 

1. Research 

In contrast with our knowledge of the world of professional health care, very little is 
known about lay self-care, the contributions of family to health care, the social network as 
a health care resource, and specific social organizations in health such as the mutual aid 
group or "healing ministries" of religion. We know these resources exist (by definition of 
common experience), but we are not able to describe with any precision the nature of these 
activities, their origins, social/cultural determinants, or effectiveness (or the criteria 
of effectiveness applied by the users of these resources). Furthermore, there are serious 
deficiencies in methodology which severely limit the validity of data on lay health care 
behaviour, not the least being the virtual neglect of "pounded theory" or phenomenological 
approaches. 43,44 The shortcomings of health education research in this regard have been 
traced through WHO Expert Committee and Task Force reports since 1953. An excellent review 
of the "state of the art" in health education produced in 1978 makes explicit the need for 
a more focused commitment to cultural and social research in health. 45  This review also 
identifies examples of research in several regions, research which is going in a productive 
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should be assisted by short tern consultants with special knowledge of various aspects of 
the collection (e.g., family styles in monitoring members health status, differential health 
care functions of extended families and friends, forming mutual aid groups). This is another 
important activity for joint support of FHE and tMD with HED as the linking factor. 

I t  is not feasible here to l a v  out an elaborate research menu. The essential element of 
health education research is important to emphasize; namely, the scope, function, benefits, 
limitations, and potential of the lay health resource -- individual, family, social networks. 
This represents a major reorientation of research strategies, and new cooperative ventures 
within the ramily Health Division and between FHE and other Headquarters divisions. 

2. Training 

A recent Fm in-house discussion paper provides a cogent yet comprehensive agenda for 
research and training on the determinants and consequences of family health and on the role 
of the family in health care. A careful reading of this document reveals both the need for 
substantial technical reorientation of scholars given the changes in the concept of family, 
and its social significance; and the need to overcome implicit professional biases which 
tend to construct the research problems in a way which downgrade family self-care as secondary 
to pro£ essional interventions. 5O 

It is clear that training of health professionals including health education specialists 
in family health must start with the assumption that the family is the primary health and 
health care resource. This will require changes in ideological values at considerable vari- 
ance from those training institutions now committed to the orthodox perspective of health 
care as being synonymous with medical care; and health resources as being synonymous with 
professional resources. Thus, sensitization of trainers to their previous professional 
biases must be purposefully undertaken. A key item for an initial meeting of health 
education specialists would be to examine the limits and constraints imposed by their 
ideological biases. Closely linked to this would be a second concern: to identify necessary 
innovations in curriculum which would elucidate the family as a health and health care pro- 
ducing resource. 

Health education (and its supportive research) have followed a largely allopathic set of 
beliefs to the virtual exclusion of alternative health viewpoints on cause, prevention, cure, 
and care. This has severely restricted communication with a substantial proportion of the 
world community and also has limited public access to options in health development. Some 
compensation for shortcomings in the preparation of health education specialists, like other 
allopathically trained health peofessionals, must be encouraged. The aim is not to convert 
but to sensitize health workers in order (at the very least) that they may appreciate the 
complementary potential of allopathic and non-allopathic approaches. One of the problems 
which could be avoided is the tendency for allopathic practitioners to attempt to wash away 
established native beliefs and replace them with scientific ways of coping. Respect for 
endogenous health practices can earn respect for scientific practices. HED could play an 
important role in opening dialogue between disparate health belief systems through the 
mechanism of regional meetings leading toward an international "ecumenical" congress called 
to address liberalizing the curricula of health professions to include knowledge of the 
l'comuni ty ' s medicine. l' 

3. Practice 

New goals for health education practice have been both implicitly and explicitly put 
forward in this report. The central point is the shift from behaviour modification and 
victim-blaming approaches to education designed to enhance personal and social competence 
in health. Health education's role is to become more enabling and less controlling; more 
respectful of the powerful lay resource in health (self-reliance) and less medicalizing; and 

more f o c u i c d  on changes in counterproductive professional attitudes and practices and less 



fixated on client failures. And finally, health education practice ijill be giving nore 
attention to the control of complicit, environmental stressors -- physical, social, and 
economic. 

While the venue of health education practice may be the home, school, comunity, or 
workplace, the perspective and approach remain to expower people in defining problems, makin& 
decisions in their own and cxnmunal interest, and in carrying out effective health actions. 
The methods appropriate to empowerment and the nurturance of self-reliance rely heavily on 
using the natural and available resources of community developnent i.e., Freirian education, 
diffusion processes, and social networking. Health education specialists should be 
(although still too few are) adept at (1) identifying the potential for apply inq these 
approaches in the general scheme of public health practice; ( 2 )  assisting health 
professionals orient their efforts in ways to reduce dependency and optimize self-reliance 
skills; and, (3) drawing out client determined criteria of effectiveness. To make any 
appreciable difference, health education specialists must work through others -- " contact 
point" health professionals and the lay community itself. In essence, health education is 
a consultive, advisory, facilitating, and advocacy practice. It is social activism without 
sacial control. 

Bringing healthedtcation into full compliance with the goals set forth at hlma-Ata 5 l 
will certainly force reconsideration of the usefulness of established procedures for 
influencing global practices. In the context of primary health care, nurturing the public's 
health competence and mobilizing the non-professional health care resources must become both 
the ideological and practical priority of health education. It is not a forced choice brought 
about by a shortage of health professionals, but rather, it is a preferred choice which carries 
benefits which exceed those of a professional alternative even if one were feasible. Given 
thzt this is agreed, health education must be seen as the core discipline, the ideological 

P 

and strategic centre of programme development in WO as it addresses its mission in primary 
health care as a vehicle to achieve health for all by the year 2000. 

Headquarters HED must be a useful, indeed indispensible, resource for information sharing, 
and a world reference bank on all aspects of the non-professional social rewiirce in health 
as noted in the body of this report. A corollary service of the reference bank would be 
the regular availability of annotated research and practice briefs. 

Headquarters' commitments to development of the lay health resources falls heavily on 
the health education unit as the nexus in the process, most immediately as this development 
relates to the Family Health Division. The present staff in health education, strongly 
supportive of reorientation of health education's role, must now be expanded to include 
specialists in lay self-care; mutual aid and self-help organization; community development 
from the standpoint of non-professional care giving resources and their networking; comunity 
organizing for social action regarding environmental stressors (physical and social); 
reference bank development and information services; and coordination of in-house advisory 
services in all aspects of enhancing the non-professional resource in health. 

Resolutions and declarations notwithstanding, little progress toward the goal can be 
expected without adapting some WHO operating protocols to accommodate new opportunities for 
extending the benefits of primary health care. Some examples may serve to illustrate this. 

l. If the expert committee mechanism is to be effective in the area of primary health 
care, it must include as "experts" those who are closest to the process; namely representa- 
tives of so-called "consumers" who are in point of fact "providers" -- self providers -- 
of primary health tare. While this is n declared principal for grass roots health planning, 
it must now be extended to include global health planning bodies as well. 

2 .  cooperative WHO relations wrth other world bodies have been larjielv wrth agenczes 
with professional and governmental constituents. WHO stinulation and encouragement of non- 
professional (ustlally non-go~remmental) networks in primarv health care r s  needed ( e . g .  mutual 
aid groups). A precedent was  set. for this approach at the 'r'r310/C'U'IEF meetrng on Infant 
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Feeding (Geneva, October, 1979) where consumer groups (non-governmental) were full voting 
participants. 

3. WHO in general must broaden its council of expertise to include non-allopathic health 
care scholars and practitioners. 

V. Conclusions 

I 
I One can most certainly anticipate broad debate and legitimate concern for the implica- 

tions of moving toward recognition and support of lay resources in health and health care, 
especially health care. Who structure, modus operandi, and theoretical and technical 
commitments represent a powerful tradition of important contributions to world health. This 
has been true as a result of WHO'S sensitivity to changing world priorities and the 
emergence of new options for intervention. Recent rediscovery of the importance of the lay 
health resource and, at the same time, awareness of the limited potential of "business as 
usual" centered on the medical model call once again for a reappraisal of WHO strategy. The 
Alma Ata conference was the harbinger of this reappraisal. There is little doubt now that 
world denand for equity in life above the minimum level of existence means moving away from 
elitist models with their limited access, costly maintenance, and weak cost-benefit and 
cost-effective ratios. The proposed change to a lay construction of health and health care is 
already in progress in both the developing and industrial world. It is the result of informal 
and pragmatic public experience. The appeal of moving with the flow of a broad based social 
movement in health will show in the growth of new service opportunities for WHO in general, 
and HED in particular, and in the satisfaction derived from their more focused contribution to 
world health. 

The directions for redevelopment of healthedcation proposed in this report require both 
reallocation of existing resources and the encumbering of new funds. Since health education 
prevades virtually all Headquarters programmes, it is essential that a mechanism be established 
to identify health education aspects of all programmes in a systematic and continuous way. 
This could take the form of a mandatory "~ducational Impact Statement" attached to all 
planning memoranda, including Medium Term Programmes. The statement would specify programme 
implications for the public affected, particularly their roles in decision-making and self- 
care. Further, the flow of collaboration must move in the other direction as well. HED 
has specific needs for consultation from several Headquarters functions, particularly in 
epidemiology and health economics. All HED external programmes should have routine access 
to review by the appropriate in-house disciplines. To strengthen the HED contributions within 
Headquarters will require a new full time position in HED for the purpose of coordinating this 
in-house mutual service activity. In addition, a person in each Headquarters programme 
division should be designated as the liaison person with the HED in-house coordinator. 

1 

With regard to HED external programme responsibilities, following the viewpoint of this 
report, there is the requirement for two additional positions: one full time documentalist 
and one full time specialist in self-care, mutual aid, and networking non-professional commun- 
ity health resources. Supplementary funds for these posts may be sought from voluntary 
associations whose own programme interests lie squarely in those areas, e.g., voluntary 
associations of patients with chronic disease. These resources must not replace basic WHO 
support, but be supplementary for purposes of expanding HED services to member states. 

Health, health care, and health education are concepts undergoing radical revisions. 
Earlier assumptions anddefinitions no longer fit the present realities of global experience. 
It is increasingly clear that a social construction of health varies markedly from the dominant 

I professional construction. A social view of health reveals new opportunities for making 
progress toward the goal of health for all by the year 2000. The central new option in 
development is the lay resource in health, a resource which has always been there but has been 
overlooked in most organized public health efforts designed to "help" people through more 
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services, more technology, more aggressive professional intervention. Many practical circum- 
stances associated with accessibility, acceptability, productivity, and economy have 
encouraged health planners, administrators, and practitioners to take a fresh look at the lay 
health resource. We are now faced with the task of catching up with a social initiative and 
learning how the expert technical resources of health can be applied parsimoniously in 
facilitating the growth and effectiveness of the social resource. Beyond reorienting pro- 
fessional perspectives (no mean task), we must address major data deficits in our knowledge 
of the sources, processes, and problems of lay self-care and non-professional care-giving 
resources available at the local level. 

We must continue to discard health edwation methods which perpetuate public dependency 
and suppress the potential for people to become more self-reliant in primary health. The 
means of HED to further stimulate people-empowering health education must be expanded as 
noted. This could lead to more restricted emphasis on behaviour modification approaches and 
the acceleration of interest in the socially oriented methods of innovation diffusion and 
resource networking. HED can most certainly provide leadership in creating a new conscious- 
ness of, and respect for alternative beliefs and practices for health throughout WHO 
operations. 

WED must be the focal point for developing a new perspective on health education's 
potential throughout Headquarters. Health education in its contemporary framework of em- 
powering people should be viewed as an operating philosophy for all WHO undertakings. To 
achieve the stated goals of health education in terms of self-care and self-reliance and the 
values expressed in the Declaration of Alma Ata means pervasive change throughout WHO. No 
Division or Unit can escape the implications of that mandate. There is excitement and 
challenge in the undertaking that faces WHO. Birt there is little doubt that the contribu- 
tion of health education can be seminal. Revitalizing this key resource is an urgent priority. 

VI. Recommendations 

Please note the importance of interpreting these briefly stated recomaendations in the 
context of the report pages referenced. 

The impetus for this report was to look at health education concepts and practices from 
the standpoint of the layperson and family as a primary health care resource, and to draw off 
implications for the HED role. Recommendations are grouped as general to health education 
and specific to HED. 

A. Regarding health education in general: 

1. Health education must turn its attention to strengthening the natural resource 
of laypeople as the basic resource in primary health care. This means adding a third 
dimension to traditional health education goals of health promotion and disease prevention. 
The third dimension is supportive health education: education designed to strengthen the 
care-giving role of individuals, families, and other non-professional health care resources 
in the community. In effect, this is the developmental counterpart to programmes aimed at 
strengthening professional primary care resources. (pp. 8 - 10). 

2. The task of health education in strengthening the lay primary care role is of 
equal importance for developing and industrialized countries. In both situations, lay 
practices in health care are under appreciated and often ignored (or even opposed) in 
planning for primary health care development. As developing countries move toward greater 
reliance on professional services, there is a need for immediate help in preserving the 
benefits of endogenous health practices while adding new skills. (pp. 6 & 7). 
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3. Health education methods, consistent with the aim of increasing self-reliance in 
health and strengthening the non-professional health resource in general, must give more 
attention to social development strategies and those methods which maximize the role of lay- 
people in defining the problems, determining priorities, and actively participating in solu- 
tions- Such methods would include, for example, applications of diffusion and adoption 
theory, and social networking, and Frierian educational concepts. (pp. 8 & 25). 

4 .  Health education practice must expand its content venue to include an appreciation 
of non-allopathic health beliefs and procedures. A "holistic" sensitivity in health education 
would broaden its cultural relevance and incorporate innovations beyond the present repertoire 
of the medical constructions of health. (pp. 11 & 12). 

5. People-empowering health education requires valid information on the social (in 
contrast to professional) definitions of health, health deviance, and health care. To work 
with the lay resource in health means studying what it is and how it works, unbiased by 
professional criteria. Phenomenological sociology (so-called "grounded theory") can help 
improve the validity of data on lay health functions by deriving definitions of health 
functions from the population itself. (p. 15, 16 - 18). 

6. Wealth education can no longer ignore its part in the control of iatrogenic 
disease. Cast in more positive terms, health education can contribute to strengthening 
people's ability to use professional health care when most appropriate and to relate to the 
care giver in an effective, self-protecting way. It is in the best interest of both patient 
and care-giver to maximize patient understanding and participation in health decisions and 
in the healing process. (p.9). 

B. Regarding HED role in health education: 

1. HED requires additional staff to fulfil1 its mission in strengthening the lay 
resource in primary health care. An initial increase in staff should give high-priority to 
a documentalist with responsibility for building an information system for the collection, 
storage, and efficient distribution of information on the lay resource in health, charac- 
teristics of progrmes designed to enhance the lay resource, and research findings relevant 
to our understanding of the interaction of lay and professional care. A second, high 
priority need is for a staff person with special competence in self-care and self-help 
theory and practice and the strategy of community resource networking. And, finally, the 
first phase of HED expansion must include a person with special responsibility for in-house 
(Headquarters) collaboration on health education aspects of all relevant divisional 
programmes. (pp. 17, 21). 

2 .  HED, through appropriate devices such as expert committees, working groups, and 
commissioned publications, can help clarify and disseminate health education concepts and 
practices as these relate to self-care, self-help, and the nurturing of the lay primary health 
resource generally. The substantial (and growing) interest in health empowerment of people, 
particularly in their primary care role, needs global forums to examine questions of social, 
legislative, economics, and professional factors as they effect, and are effected by, the lay 
primary health role, (full report). 
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3 .  HED should stimulate greater attention to the implications of the lay health care 
resource for professional training of health workers. The task here is to promote the devel- 
opment of curriculum modules, teaching methods, and materials feasible for use in professional 
training situations and to encourage demonstrations in diverse settings. (pp. 18-19). 

4 .  In order to facilitate HED contributions to other Headquarters divisions, it is 
essential that a routine mechanism be established to mutually inform HED and other divisions 
of their programmes' potential vis-8 vis enhancing the lay health care resource. To this end, 
"Education Impact Statement" should be made available as a regular attachment to all 
divisional planning memoranda and PEP'S. (p.23). 

In addition to the above recommendations, it is clear that the magnitude of the 
philosophic shift from a professionally dominated construction of health to a socially 
dominated one will require more pervasive changes in WHO strategies well beyond HED. 
Several of these are indicated on p. 22 .  
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