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PREFACE

Technical Discussions take place each year at the same time at the World Health
Assembly, These Discussions do not form an offlecial part of the procecdings of the
Aggembly. All participants in the Aggembly = whether delagates, cbservers, or
rapresentatives of other organizations - mary take parc but they do se in a private capacity,
nok a% delegates of their governments or as officials of thelr organizations,

The subject of the Technical Discussions during the Thirty—-8ixth World Health Assembly
in 1983 was New Policies For Health Education foxr Primary Health Care. In preparation for
them, an outline document was developed in advanece and circulated, together with =
guestionnaire to all Member States, Associate Members and a2 aumber of aongovernmental
organizations in official relations with WHO, On the basis of the replies received, a
background document was prepared, and this was available to all the 305 participants at the
Discussions,

The general chairman and a panel of experts first addressed a plenary session. The
participants were then divided into eight discussion groups, Afrer a final session of all
the groups 1t was possible to draw up & joint report, The Chairman's address and some of the
panal presentations have already been published in Hygie: The International Journal of
Health Fducation, 1983.

This Public Health Paper is based upon the outline document, the background document,
the Chairman's address, and the report of the meeting as & whole, It has been compiled on
the assumption that a subject of such great importance te all countyies will be of interest
to all public health administrators and policy makers,

Thanks are due to Horace Qgden, formerly Chief, Informmtion and Public Affairs, WHO
Repginnal Officer for the Americas/Pan American Sanitary Bureau, for the final editing of this
dogument |
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CHAFTER 1

PRINCIFLES AND CONCEPTS OF PRIMARY HEALTH CARRE
REQUIRING NEW POLICIES FOR HEALTH EDUCATION

“"The main social target of Goveraments and WHO in the coming decades should be the
attainment by all the citizens of the world, by the year 2000, of a level of health thar will
permit them to lead a socially and economically productive life,”

World Health Assembly, 1977

"The people have the right and duty to participate individually and collectively in the
planning and implementation of their health care.”

Declaration of Alma-Ata, 1978

These two statements provide the background agaiast which new policies for health
education in primary health care need to be developed. The major issues invelved in the
transition from current policies to nmew policies which will better reflect the concepts of
the Alma-Ara Declaration are discussed in the four chapters of this paper,

In Chapter 1 policies are identified which are necessary for the reorientation of health
education functions, stemming from the primary health care approach. Chapter 2 analyses new
trends in policies rvelated te health education and primary health care, and vnderlines those
areas in which political will and commitment will be required to foster the development of
appropriate types of health education. Chapter 3 identifies specific manpower, nedia and
resesrch tresources which the new policies will need to develop. Finally, Chapter 4 outlines
a scenario of idealized steps in the process of commnalty involvement for primary health
care, showing how health education ¢can contribute to each step.

EVOLUTION OF THE HEALTH EDUCATION CONCEPT IN WHO

From its beginning, the Constitution of the World Health Organization anncunced that
"informed opinion and active cooperation on the part of the public are of the utmost
importance in the improvement ¢f the health of the people™ (47). The first Expert Committee
on Health Education of the Public reaffirmed this principle as early as 19533 (49)., A
declsive stage was reached in achieving this ambitlous goal when, at Alma—-Ara, USSR, the
International Conference on Primary Health Care, sponsored by UNICEF and WHO, identified
education as the first of eight essential components of primary health care (45). This was a
natural outcome of a decision taken by the World Health Assembly the year before to adopt
health for all by the year 2000 as a geal. Health educatfon was put first in the Declaration
of Alma-Ata because it was recognized as fundamental to the attainment of all health, social
and economic goals,

An evolution of policies for health education, as articulated by the World Health
Az gembly over the past 30 years, has shifted the emphasis:

- from central te local planning:
- from singular (specific disease) to diverse objectives:

- from bullding health literacy and skills in support of specific programmes to
premoting a holistic educaticonal approach to problems;

- frem focusing on individual behaviour change to a concern for otganizational, econonmic
and envirommental factors conducive to healthy lifestyles, self-reliance and political
action for health promotion (55,56).

The most recent document in the "Health for All" series published by headquarters, the
Seventh General Programme of Work of WHO, provides for a greater integration of health
education and public information activities (70), Thus, health education i1z now placed in a
broad perspective in which information and education are seen as elements of the sanme
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continuum, This continuum involves aetivities ranging from advocacy, =rousing health
conseliousness and reaching out to large numbers of the population through the media, to an
apptoach invelving interpersonal relarions in dealing with specific individual and community
aspirations and problems.

At WHO headquarters in 1982, public information and health educarion were brought
together in a new Division of Public Information and Education for Health. The
regrganization reflects a commitment to respond more effectively to the needs of Member
States with support from WHO in strengthening this aspect of their work and in supporting
their efforts to promote self-reliance and community involvement.,

OBSTACLES AND CONSTRAINTS

Three fundamental principles of primary health care - community involvement,
intersectoral cooperation and appropriate technology — were inherent concepts in the earliest
theories of health education and community development. Although sometimes not so labelled,
they have appeared in successful public health programmes and health education projects. Why
then are they not more widely and consistently practiced? One reasom is, quite simply, that
they have not been sufficiently supported by policy.

The reports sent by many countries in connection with the Technical Discussions show at
least three ways in which policy has failed health education and consequently the primary
health care approach,

First, most pollcies, including World Heath Assembly resolutiong in earlier times, have
limited health education to the role of a tool in the service of specific disease
programmes,. To be sure, that role of health education iz not to be denfed. Bur, it tends to
relegate health education to a subordinate role in such programmes, To be effective, health
education needs to be placed at the Intersection of all sectors,

The second way in which policy has failed primary health care s {in its fiscal support
for health education which has been too meagre to permir achievements to match the
expectations in primary health care,

Third, policies hava created conditions where the planning and decigion-making processes
requived for community participation and appropriate technolegy to bear fruit are reversed.
Typically, in mest countries that have initiasted community participarien strategies, planning
and evaluation have been centralized; only implementation has been left to the local level,
Therefore, the whole concept of community participation has been misunderstood. This policy
and ite application reveal the little credemce that health professionals give to the ablility
of people to decide on matters of health for themselves, despite rhatoric to the contrary,

These and other obstacles, constrazints and misdirected resourges for healrh aducarion
will be reviewed in the chapters that follow. In this chapter, the spacial features of the
primary health care approach calling for new policies for health education will be assessed.

THE CHALLENGE AND THE QPPORTUNITY

In accordance with the decision of the Executive Board at 1ts sixty-elghth session, the
subject of the Technical Discussions atr the Thirty-sixth Assembly was: "New Policies for
Health Education in Primary Health Care”, 1t is significant to note that it was not health
education methods that was selected, but rather health educarion policies,

As with other aspects of development, of public health and of education in general,
health education has tended to be slower in benefiting the less privileged or socially
igolated people who need 1t most, The challenge of the Global Strategy for Health for All by
the Year 2000 (53,68) is for Member States to engage all segments of the population in the
development of primary health care (45).

This need to involve people was clearly set forth at the Alma—Ata Conference which
stands out as a turning point in the history of policy support for health education., In
addition, the relationship of health education and involvement was stressed by a numbar of
reglonal technical discussions and deliberations (27,74-81) and by numerous international
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meetings of nongovernmental organizations, the larest being the XIIth World Conference of the
{International Union for Health Education.

Although international shifts in the concepts of health education have become evident,
this reorientation will serve little purpose if it is nor supported by political will and by
the will of the people to translate these concepts into reality at every level. This
fundamental issue was deliberated within the six working groups that were organized in
connection with the Technical Discussions,

S6Mt DEFINITIONS

The tople for the Thirty-sixzth World Health Assembly Technical Discussions reguired
definition of several basic terms, The following definitions were used:

Policies: "A national health policy is an expression of gozls for improving the health
situation, the priorities among these goalsz, and the main directions for attaining them (53,
p. 14).

Health Educatien; Any combination of learning experiences designed to lead to a
situation where people "know how to attaln health; do what they can individually and
callectively to maintain health, and seek help when needed” (46, p, 13). This definition
aims to promote conditioms that will help pecple to "acquire the power to make decisions that
have to do with theilr own health”™ (25).

"Health education"” is used in this paper to embody (a) advocacy and related information
directed both at policy—makers and at communities} (b) community organization;
{e) activities that assist individuals, families and communities to understand the health
consequences of particular lifestyles and to engage in the protection of their health (77);
and (d) other forms of acrion that predispose, enable and reinforce voluntary behaviour
conducive to health.

Too often in the past, policies have not taken sufficiently into account the fact that
people, in reaching health decisions, are influenced by factors often outside their contrel,
such as working conditions, the marketing of consumer products in certain countxies, the
general educational lavel of the community, other economic and environmental factors, znd
social norms and customs (4). The promotion components of health education policies must
therefore provide not only for the “adoption of beliefs, attitudes and behaviour likely to
further health” but must also advocate an envirenment that supports the develepment of such
atritudes and behaviour (78, p., 8), Such an environment is powerfully influenced by the mass
media and soecial institutions in which people live, work and play.

In fact, health must be vegarded as a shared responsibility. Although health education
is intended to help people assume greater responsibility for health, it should not lead to
the belief that people's behaviour alene 1s responsible for their state of health., This
would result in guilt - unfairly assigned to the victime of social and community health
problems.

Therafore, it should be stressed that health educationm is not merely a matter of
efficient transfer of information through institutionzl channels of communicatien (37).
Effective education for action is widely understood to include an element of personal and
social involvement and of commitment to the objectives which the educational effort zims to
promote, Indeed, this is what makes health education so essential to the family and
community participatfion goals of the Global Strategy of Health For A1l by the Year 2000,

Community involvement; Community participation has a wide range of applicatien in
health education and primary health care, extending from consulration to a majoer role in
decision—making. This involvement may be limited to the local elite or elders, or it may
extend to men and women more generally and to young people interested in changes within their
community. The level of decision—making with which pecple may be involved ranges from the
community setting, through the provincial departments to the national government, as well as
through the politlecal party or parties of the country (42, p. 9).
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There are many definitions and stated positions regarding the term "community”. In this
report, "community” is taken to mean a group of people who can be identified as living within
and having s sense of belonging to a zeographic area. Depending upon the settlement pattetrn
and population density, a community may conmsist of a village or a town, a part of a village
or town, or several non-contigucus settlements within a rural or urban area (42).

PHC CONCEPTS AND HEALTH EDUCATION POLICIES

Effective individual and community invelvement and the development and application of
appropriate technology, two important elements of primary health care, require for their
effectiveness health education at the community and individual level, Community involvement
and health education are therefore inseparable. It is not a question of which comes first,
it 1= a ¢guestion of how can we shape policies that will allow us to mobilize both

simultaneously,

It was generally acknowledged in the Discussions that the emphasis on new policies for
health education did not necessarily mean that these were new concepts of health education.
The concepts of primary health care are highly congruent with the most rime—honoured concepts
of health education.

Some of these original purposes and functions of health education tended to be obscured
in the 19508 and 1960z when rhe "community development” movement made community participation
an end in jtgelf and many countyies created & separate cadre of community development
workers, At the same time, many health educators were placed under vertical programmes for
the control of spacific diseases, so that the function of health education came to be
identified as a tool to achieve specific changes in behaviour that would increase the
cooperation of the public ot their use of the =ervices of that programme. In this way, even
health education speclalists became increasingly oriented to the behavioural change
objectives of centrally planned programmes.

The Technical Discussion groups agreed that the renewed purpose in health education
should be on empowering peopla with knowledge and ability for self-care and active
involvement in health development. The scope for health education should be broad, ratherx
than 1imited just to health and disease, and should be linked with issues concerulng
lifestyle, development and quality of life,

While 1t was agreed that health education had important inputs to make in traditional
programmes stuch as prevention of disease, it was stressed that it should also focus on
problems of development which affect specific population groups such as workers and their
working envitronment, target populations such as migrant workers, vulnerable groups such as
women, children and the handicapped.

Health educatien ghould aim at enabling people ro make choices and should not take a
moralizing or sermonizing approach in making people feel guilty, should their efforts not
lead to the desired results,

It was agreed that health education should focus net only on individual and comunity
levels but also on the political, professional and policy-making levelz. In some countries,
efforts have been concentrated on the former and the need remains to Influence the political
and policy-making elements. It was also agreed that maximum use should be made of community
resources that have the greatest influence on individual behaviour such as religious groups,
teachers, women's groups, farmers, herbalists and so on. In this context, messages and
information provided by pecple from the community itself have a better chance of being
accepted and understood within the culture and mores of that community,

All of these factors need to be considered by each country as it exerclses its
responsibility of setting i1ts own policy priorities with regard to health educatioen.
Emphasis will vary widely in accordance with needs and avallable resources.

1. Fromoting community involvement and self-reliance

Of the several features of the Declaration of Alma-Ata which have implications for

health education, the onme that is central to its role is participation, Experience has sghown
that efforts to increase individual and community participation in the planning process have




WHO/HED/86.1
page 7

resulted in more successful programmes in both targeted disease prevention and more general
community development programmes (32,40,51,52,69,72,73).

The term “"community imvolvement” has been given preference today over "community
participation” because "it is not sufficient merely to participate, which may be simply a
passive response; there should be mechanisms and processes to enable people to become
actively invelved and to take responsibility for some decisions and activities jeintly with
health professionals™ (48, pp. 20-21).

Community involvement is essential in any development process. Some participants im the
Discuselons saw community involvement as being effectively implemented through stricrly
socialist types of political structure. To others, commeaity invelvement is more
spontansous. The support of leaders often must be sought in the introduction of health
education activities. The answer in one counttry, as an indicatien of highest success, was
that the queen served as chairperson of a committee on health,

Strengthening organized community groups for their active invelvement in health
development was considered necessary for developing community self-reliance in health. Tt
was felt that once communlties have been sensitized and become involved im thelr own
decision—making processes and in setting up theilr own priorities, they can proceed to
implement collectively their local health programmes using sll available rescurces. On the
other hand, it was also emphasized that communities should not be motivared or mobilized for
health action unless the required support is ensured by other levels, thus preventing the
communities from becoming disillusioned.

Health education should focus on such community actions whiech are feasible and practical
and can be carried out within local realities,

It was agreed that community participation and invelvement implies a sharing of power
and responsibilities - avolding the total abdication by the health sector on the one hand or
domination and exploitation of the people on the other. It ensures a full partnership
batween all concerned in which a total task relationship is developed.

Whether the health education process starts from the community or central level will
depend on the size, political structure, stage of development and other gocial and cultural
faetors., Various examples were given which i1llustrate this point. Nevertheless ir was
agreed rhat optimizing participation iz an important factor and that health policies should
be sensitive to opportunities for engaging ordinary people in determining health problems and
in being active in their solution.

Generating effective local participation involves a long-term effort where the results
might not be achieved quickly. However, the results may be more lasting and contribute more
profoundly to community health than would more dramatic external Inmterventions that might
have highly visible short—-term effects. Central authority can assist here in providing
coordination of efforts between communities as a way of strengthening individual community
efforts and disseminating successful approaches to other communities,

Whenever fromt line health care facilitles are available these should be made available
not only for health care but also used in support of community health education efforts.
imilarly existing educational facilities (one example of prolitical orientation centres was
given) can incorporate health education activities in an acceptable and economical manner.

Community imvolvement should not be merely a temporary activity. To achieve continuous
jnvolvement, structures are required, Several participants mentioned that in recent years im
their countries there had been considerable decentralization teo local communiry
organizations. In some countries there were village councils which were responsible not only
for health development but for all general development efforts, including those in educatiom,
agriculture, sanitation, ete,

Among the prerequisites, it was pointed out that such iavelvement must take place at all
stages. Several participants gave examples of involvement of the communicies themselves in
evaluation, which can be an important motivating factor and a catalyst of social action,

Such exsmples came both from developing countries and from industrialized countries. Anothet
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prerequisite is for the health prefessionals to engage in dialegue with the population on its
own terms, bearing in wmind the community's standarde and frame of reference. Lack of
effective two-way communication is undoubtedly the cauge of 2 number of failures.

Several participants questioned whether it was always possible to rely on the views
expressed by the population when making the necessary community diagnosis and planning
programmes. Some serlious health problems, such as schistosomiasis, may not be felt as
serious, Tt is therefore necessary to supplement the information and the opinions recelved
from the community with seienrific, soclodemographic, medical and economic data,

One participant noted that the priority needs expressed by individuals were not
necessarily the same as those of the community, and someone might have to arbitrate.

The importance of conceiving health education within a wide framework of efforts to
train knowledgeable and independent citizens, capable of deciding their future for
themselves, was also stressed. It iz within this overall framework that all lavels and all
sectors of the population need to be made more aware, in order to moblilize their energiles for
the common good., Thus local leaders (administrative and/or traditional), reachers,
agricultural extension workers, women's associatiouns, youth clubs, religious movements,
professicnal groups, trade unions, ete., will be involved according to the clrcumatances.

Several countrias are endeavouring to bring about collaboration with practitioners of
traditional medicine by engaging in dislogue with these practitioners and offering them
supplementary training. Among the practical difficulties encountered are the fear of
registration and bureauctatic supervision by the public authorities, the obligation to
divulge their methods, and the loss of thelr prestige and/or their clientele. Loeal
situations will need to be studied, bearing in mind the importance of these practitioners
within thelr communities.

In addition to health benefits, which are not always evident at first sight but only in
the medium- apd long-term, it is necessary to study, where appropriate, the possibility of
providing various incentives or additional motivating factors for the community.

Finally, it is clear that community involvement can only come about within a climate of
mutual respect, and with a great deal of attention to preserving the cultural and social
identity of the population concerned.

2.  Ephancing decision-making skills at the local level

Health education is a particularly effective approach for encouraging and enabling
communities to identify thedr health problems, select solutions, set targets, and translate
these into simple and reallstic goals that they can moniter,

In this respect, there {s a need to test new methods of client-oriented and
community-oriented education that emphasize the growth of skille in self-determinism (73,

pa 4},

The participants in the Discussions recognized the vital Importance of policles that
wandate the strangthening of decision-making skillg at the local level., Policies should be
announced and promulgated which will encourage skills development at all levels of the system

and particularly in the community.

Among the specific types of action which should be fostered by these policies, one group
identified the following:

(1) It is important that high officials and other programme personnel come in contact with
the people of the community as often as possible, This serves as an imcentive for the
compunity to participate in the process of developing skills and local leadership. It
algo helps to assure that these prominent leaderz are clearly associated with the
programme,

Special courses should be provided in the community for various groups, with special
attention being given to the convenlence of time and place. For working people, for
example, evening or weekend courses may be desirable, and schedules of health workers

should be made flexible to accommodate this.
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(3) It is not sufficient simply to establish a programme and to teach the skills needed to
implement it. Momitoring and evaluation are essential, and community people ¢an be
prepared to take an active part in thege aspects as well.

(4) Special attention should he given to the use of peer—group techniques, In one example
cited, these methods had been especially successful in dealing with the problem of
unwanted teenage pregnancies, and led to the development of other related programmes,

{5) Health programmes should build upon the skills already existent in the community. Full
use should be made of the knowledge which is there.

Some examples of communlty—level decision—making will be presented in Chapter 4.

3. Allowing for a diversity of objectives in formulating policy

Policies in health education have most often been adopted by national governments during
periods of mass campaigns against specific communicable diseases guch as malaria or the
ipmunizable diseases, or as a component of highly targeted programmes such as family planning
(27). In those instances, the objectives of health education and the indicators of success
could be clearly defimed, even in quantitative and behavicural terms, for whole nations and
for each copmunity.

The principles of primary health care, on the other hand, make it necessary for national
policies to deal with the more diverse objectives of communities so as to integrate the
varied priority needs identified ar the local level. One comunity, for example, mighr give
priority to imptoved water supply, while others are more concermed with the draining of a
swamp, the construction of a clinic, or tha control of teenage alcohol use.

The need for a broad diversity of objectives stems also from the much more comprehensive
definition of health now being employed in relation to primary health care, For this reasomn,
many of the important objectives in today's health programmes are outside the realm of
physicians and other members of the institutional health system.

It is necessary, therefore, that policies vecognize the need to invelve many other
sectors and disciplines in attaining rhese objectives, and that straregies designed to
rranslate these policies into effective actlon take thiz need into account. It is also
important to recognize that specific objectives of national programmes may differ from the
priorities or needs felt at the community level.

4, Harwonizing matlonal and local plans

The question that needs to be examined is this: What are the mechanisms to be developed
within a national policy for health educatien that will make possible efficient planning and
allow for the allocation of central resources without jeopardizing the principle of community
involvenent?

Community involvewment can wltimately ptovide continuous guidance to national policy from
the grass roots. Natiomal pelicy should im fact thrive on the input resulting from such
community invelvement. But initially, national governments often must take the lead in
setting policies that will legitimize, encourage and support local community invelvement In
health.

Tn recent years the importance of decemntralizing the managerial process for natiomal
health developuent has come to the fore. Many couatries have taken steps to strengthen
decision~making powers at provinecial, district, and community levels, This trend highlights
the need to facilitate community involvement in planning through health education, so that
local action blends with natiomal health policies (34),

Various participants in the Technical Discussions expressed strikingly different views
of the planning process. '

One country, for example, has developed health care teams at the distriet level,
composed of the local medical officer, nurses, community health aides, and other health
workers. Chairmanship of these distriet teams may reside in any member. This team is the
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basic planning unit, working in conjunction with lay members of the community. Plans then
proceed "upward” through the system to the parish and national levels.

In contrast, other participants indicated that community level planning and
participation should not be "spontaneous” but rather a part of a structured and centraljized
gystem. Some communities, It was reported, are not “cooperation-minded”,

One particlpant observed that central decisions do not change situations locally unless
local people are involved at every stage.

Once a national policy has been worked out in the light of the needs and wishes of the
communities concerned, and an institutional framework has been set up, programmes are planned
according to the objectives selected. The majority of groups felt that integrating the
opinions and contributions of local communities inte this process is an important task for
the central level.

Planpning 1s based on the ideutification of needs, which may of course differ from one
part of a country te another or even within the same district. One participant stressed the
need to establish a "geography of health”™.

5. Facilitating intersectoral actiom

Often, communities set priorities that mey not be attainable solely through the
communities' own actions: sometimes organizational and financial suppotrt is required;
sometimes these priorities can only be achleved through political, economic or environmental
change. As a result, many collective actions concerning health need to be taken in
cooperation with other sectors.

Promoting intersectoral action is not without problems, whether at the phase of
planning, wanagement or evaluation (3). ZLocal involvement may provide some of the solutions
needed because the very participation of communities in developing their own objectives and
priorities tends to blur the lines of demarcarion bhetween the secctors to which national

policy assigne health education funetions,

Several participants reported the successful formationm of intersectoral commissions or
councils at the natiomal level, with the widest pogsible participation in accordance with the
characteristics and possibilities of the country. It was recommended alse that such
committees be fostered at the community level, again In accordance with the clreumstances.

In fact, intersectoral cooperation 1s often more easily developed at the local level, An
example was cited in which agricultural concerns were of the highest priority in a given
communiry. By developing intersectoral collaboration to deal with these needs, a process wasg
initiated which was then used for health and other purposes. Thus cooperation in one area
becomes a point of enttry for a hroader programme of development.

The critical iwportance of intersectoral cooperation between health and aducation was
unanimougly stressed. Primary and secondary schools were viewed as major resoutces for
health education and community development, for numercus reasons, and teachers were therefore
identified as essentisl partners in these efforts. It was highly recommended that school

health education curricula be strengthened, and some participants urged that hygiene become a
required course. Children can frequently become change agents in their families and

communities.

The teaching staff, az well as the health workers who relate to the schools and the
parent-teachers associations, all have a part to play in ensuring that health instruction is
an Integral part of the school curriculum and that proper learning experiences im relation to
healthy livipg are presented to the childrven. This is too big and important a subject to be
lefr to chance or the whims and fancies or goodwill of individuals. There is an urgent peed
for policy decislon at the highest level. 1In some gasces this would be at cabinet level so
that the ministry of health and ministry of education know eclearly that they must geat
together. In some smaller countries the mechanism already exists as a ministry of health and
minigtey of education are under one and the same minister. However, unless there is a clear
pollcy given even within that situation, a dichotomy may exist, just as it has existed in
many minigtries of health where in some instances there has been a great gulf between
preventive gervices and pubklic health on the one side and curative and therapeutic services
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on the other. It must be remembered that health education is not only a part of health but
also a part of general education.

The Techmical Discussions emphasized the special rele of school health education as part
of the curriculum in primary and secondary schools and in teachers colleges, It was
contended that unless the child is educated for health during his gehoal years he is liable
to show relatively little concern for healrh when be becomes an adult. School health
education, therefore, was considered to be part and parcel of overall health educatiom. It
was considered necessaty to closely coordinate school health education and community health

education.

It appears that intersectoral cooperation is easler to implement at the local level
where health concerns are perceived as an integral part of development genarally. It is only
as we proceed up the ladder of administrative jurisdictions that health concerns become
disengaged from the overall development process. At these higher levels, individual szectors
often have fixed values, policies and administrative styles that put up barriers to
intersectoral cooperation. Sectoral isolatien at higher levels and lack of awareness of what
other ministries are doing can lead to confusion and faillure at the field level,

At the same time it was stressed that effective intersectoral cooperation cannot be
achieved unless and until the varlous components of the health sector itself interact
effectively.

]

It has to be recognized, in respect of intersectoral coopexatlion at the national level,
that sometimes there are framk conflicts of interest between different sectors, Health
education about smoking and the tobacco industry is & common example. BEven in the absence of
conflicts of interest, however, the inertia of complex systems make it difficulr to bring
together the many components of government and industry which need to cooperare, for example,
over such matters as food hyglene or traffic accidents.

Some of the areas in which adequate policies of intersectoral cooperation are not
available include policies that allow for the use of nongovernmental organizatiens,
traditional medical practitiomers, community leaders, women's organizations, trade unions,
business organizations, and the mass media. Although the concepts of primary health care
call for the involvement of these institutions, existing policles are seldom able to
accommodate them.

Primary health care is a mattex for everyone. All energies must be mobilized:; in the
family, at work, im social groups, at school, and in training centres of all kinds, to ensuTe
its promotion. Health education will enable everyone to recognize the importance for
himself, for his family, and for his community of taking part in collective activities such
as the construction of sanitation systems or simply helping to finance them,

6. Using appropriate technology

The "appropriate technology” primeciple of the primary health care approach requires
heslth workers to offer techmology that is responsive ro the needs and aspirations of the
people and that it should be compatible with local values, resources and abilities of the
community who use it. Health education is in itself an appropriate technolegy in the sense
that it enables community members to play am active role in planning, implementing and
evaluating health services, thereby achieving relatively high health benefits at low cost.

In general, the Technical Discussions agreed that health education has a major
responsibility in furthering a dialogue between professionals and non-professionals to
accelerate a two-way transfer of technology between the health system and the people., This
will provide a basis for real teamwork based on the needs felt by the community and these
epidemiologically assessed by the professionals.

The need was recognized to take advantage of modern communications technology wherever
it is gvailable. It was also stressed, however, that traditional folk methods of
communication, such as legends, songs, plays and drums, can be effectively used in health
communication. The choice of the appropriate educational technology for a gilven purpose
depends in very lavge measule on an understanding of the audience — their literacy levels,
traditions, accessibility of modetnu medla, and similar factors. It was also suggested that 2
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concept or term be coined for "appropriate or key health commumicatious” parallel to
appropriate technology.

Sometimes extensive and inappropriate equipment is used for health education purposes,
depleting the already scarce resources. Such equipment is also difficult to operate and
maintain, Breakdowns are frequent. This is unwarranted in terms of educational objectives,
Therefore, policies are required to ensure the use of appropriate technology in health
education,

7. Mesasuring community invelvement and the impact of health educatien

Az health education activities become more diverse and comprehensive, cutting across
sectors and agencies, they will be correspondingly more difficult to monitor and to
evaluate. Yet some way must be found to give sufficlent gpeclficity to the health education
component of primary health care, so that resources can he centrally managed, momitored and
their impact evaluated. This will sarjsfy decision-makers that aliocarions are accounted for
and that the new policies are vielding benefits.

More sensitive measures of health education outcomes are needed go that the results of
programmes can be detected within shorter time periods than is ofren the case in evaluations
currently conducted. Frogrammes requiring annual renewal of budpgetary support can rarely
walt a decade to prove their value.

In such evaluation, qualitative indicators are just a5 necessary as gquantitative
indicators {31,36,48,60). In this respect, the "short list of indicators” suggested for use
in monktoring and evaluaticn of the Global Strategy for Health for All by the Year 2000
provides one indicator relating directly to health education pelicies. It concerng the
degree to which "mechanisms for iavelving people in the implementation of strategies have
been formed or strengthened, and are actually functioning." These include active and
effective mechanisms for people to express demands and needs; the inpvolvement of
representatives of political parties and organized groups such as trade unions, women's
organizations, farmers' or other occupational groups; measures to ensure that
decision-making on health matters ies adequately decentralized te the varlous administrative
levels (54, p. 75).

As a first step in formulating more sensitive and specific eriteria in relation to this
and other lodicators, counrries might estimate the totals or percentages they would expect to
achieve in connection with varlous types of participation. They might alsoe outline short-
and leng-term plans of action with measures of progress indicated for each phase or year of
the plans,
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CHAPTER 2

POLICY TRENDS AND GAPS IN THE INFRASTRUCTURE
FOR HEALTH EDUCATION

The Member States are beginning to place greater emphasis on a broad type of health
education te foster involvement of individuals and communities and promote healthy lifestyles
{23y, Such progrsmmes and priorities are often established by the centralized agencles,
although local initlatives to create self-care groups and organizations are also becomlng
more and more common. Some countries have encouraged the further development and
coordination of these local organizations by offering them planaing functions, grants for
specific programses, educational materials or equipment as well as political suppert.

in most commumities, an infrastructure for health care 1= already in place, however
poorly suited it may be for primary health cara. Furthermore, in view of their scarce
resources, most countries have to make some budgetary plans at a central level, in advance of
iocal decisions. This means that by the time Tesources resch the local level, their
allocation may slready be fixed. The order of initiative, then, is most frequently from
central to local level, and it would be unraalistic to expect that health education alone can

ipitiate an overturning so that all planning initiates locally.

One policy optlon used by some countries has been to provide grants or incentives to
localities for health and development purposes. This represents a compromise between the
necessity of some central accountability for equitable distribution of pational resources on
the one hand, and the necessity for more local self-determination on the other. Grants or
incentives may be either restricted (e.g. for water of family planning) or cpen 1ln their use
{e.g. for community development) or they may specify appropriate services and facilicies to
be funded. In this process, communities are required to define thelr needs and priorities
and then to control the use of the allocations within a range of national or provimcial
priorities,

FOUR PREDOMINANT POLICY PATTERNS

The flow of information, actions and decisions between central and local or peripheral
levels are found teo fall in four predominant patterns among the Membex Statres.

One type of policy supports both central planning and central implementation, This
pattern predominates in small countries and in a few large countries where it has been found
convenient, for the sake of equity and efficiency, not only to plan ceptrally but alse to
implement programmes and services from the capital city.

Anothar type of policy mandates central planning with local implementation. This is a
praedominant pattern of large couptries, in which central implementation of programmes and
services is impractical, Central plans are passed on within sectors {health, agriculture,
sducation and so on) from central agencies to regional or local agencies to be adapted to
Jocal conditions. Implementation and evaluation of experiences are recorded at the local
ievel and assembled, then acted upon at the central level.

4 third type of policy promotes intersectoral development with central coordination.
Concern for cooperation in health among many sectors has prompted both large and small
countries to supplement their secteral system of planning and implementation with new
structures that are to act as & link snd facilitate a global approach to problems. These
consist of community development Iinstitutions or wmore pcomprehensive delivery systems set up
at central level, often without new resources. In practice, however, the seectors tend to
continue to plan, implement and evaluate their own programmes separately, although with
greater focus on secondary planning and implementation at the local level,

Finally, a fourth model is emerging as the concepts of primary health caxe are more
fully expressed in policy and practice, It would be easy for Member States to glaborate an
ideal model if there were no prior existence of sectoral programmes, no tradition of central
planning and Implementation, and no barriers to coordination to be overcome. However, far
from being negative, these traditions and apparent barriers can be used as starting poiats in
the reorientation of policies. Planning and implementation are increasingly a shared
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responsibility between central agencies and local groups., No longer are health services
expected to fllrer down through a number of layers to "reach the underserved”™, Rather, an
upward movement, starting from the people, has now been initiated.

This incressed local involvement in health planning does not become equated with total
regponslibility for financing and carrying out programmes. On the contrary, far from leading
central government agencies to abrogate their roles in supporting the implementation of
programmes, the new policies in citizen participation, community invelvement and self-care
tend towards a constructive partnership in which each party has a specific contribution to
make.

THREE CONDITIONS REQUIRED FOR ACTION

It 1= penerally agreed rthat information and education for health are ezsential
ingredients fn forging partnership ties between central agencies and local communities and
between sectors contributing te primary health care. But reports from Member States at the
Technical Discussions reflected their concern that the conditions and political will required
to achieve such partnerships are far from being sufficiently developed. Hence, new policies
need to provide for an infrastructure of organizational, legislative and financial support
necessary for the successful implementation of health education.

1. Organizational placement: The positioning of health education has an important impact
on ite capacity to act effectively and to influence the integration of information and
aducation with all aspects of health care as well as with other sectoras such as schools,
agriculture and communications.

Most countries have an office or division of health education withinm the health
ministry, staffed by at least one person professionally qualified in health education and
supported with some media and managerial workers. A few have additional health education
units in other ministries (edwcatlon, environment, agriculture, etc). Some place health
education centrally in the health ministry to give it more leverage in relation to the health
education resources of gpecific programmes, Sometimes these programmes have thelr own health
education staff, who may or may not report to a central office of health education, These
patterns 1llustrate the variety of configurarions that exlst.

The structure or entity respousible for health education will continue to vary from
country to country. The keypoint Is that, however placed and constituted, it must be capable
of assisting all the health services, preventive and curative alike, and the services of
other development sectors and communities, to plan, carry out and evaluate health education
projects and activities.

Participants stressed the need for health education units at local, state and central
levels of the health organization., Each of these units would be manned, where possible, by a
multidisciplinary team. The team would comprise workers specialized in health education,
mags communication, audiovisual techniques and behaviecural sciences, To the extent health
education units are well-organized, well-staffed and adequately financed, it 1s possible to
develop meaningful information and health education programmes in support of primary health
care.

Among the possible fumctions of such health education units would be: to muster
political will both for primary health care and health education as a part of 1t; to suppert
the planning, implementation and evaluation of health education at local, state and central
level; to harmonize health education activities at all levels; to promote collaboration
between health and mon-health sectors; to traln other health, policy makers and
administrators for health education aspects of thelr work; to stimulate individual, family
and community action; to involve, where possible, traditional healers in health education
activities; to initiate educarional activities that invelve the Iindividual families and
their commmity at the grass—roots level; and to undertake vesearch and to provide data
where necessary for various health education processes.

From the standpoint of orienting the existing health education resouxces towards primary
health care, the experience seems to be that a high placement in the ministry of health gives
health education greater flexibility and more respousivensss to diverse needs. When,
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however, it is subsumed under disease-specific or population—specific departments such as
communicable diseases or maternal and child health, the efflcacy of health education is
decreased in primary health care.

The ideal for health education is to be placed in a position (a) where it is accessible
to all programmes and services having informational and educational functioms; (b) where it
can develop a broad network of comtscts with ralared programmes inside and outside the
agency; and (¢) where it can ensure that effective educational and informational approaches
are adopted in policy and programme planning.

2. Legislative support: Sometimes, legislative measures follow health education and sexve
to legitimize actions conducive to health that have been promoted by health education;
sometimes, on the contrary, it is necessary to have recourse fo legislarion or regulations to
give backbone to the educational efforts themselves, TFour broad types of legislation can be
identified.

The first includes a broad spectrum of initiatives and measures conducive to health
development. This was proposed by the gGaventh Ceneral Programme of Work of WHO which Invites
Member States to consider the adoption of leglslation that supports healthy lifestyles, more
relevant technologies, and new types of health workers where necessary (70, p. 60).

The second is concerned with restrictimg or prohibiting the promotion of products that
can have a harmful impact on health. Many countries have taken ar least some policy action
against exaggerated claims of the health benefits of medicines, foods, medical appliances and
practices. Some have extended restrictions to the advertising of harmful or potentially
harmful products, in certain cases even prohibiting any advertising of baby foods, cigaretties
or alcohol in at least some of the media (see WHA27.43, WHA33.32 and WHA3S.26) (29,37,61,
62). Caution must be exercised, however, to avoid curtailing the advertisement and
dissemination of needed self-care products.

A third type of legislative measures is aimed at providing financial resources for
health education activities. Some policy optlons under considerable consideration include

the granting of tex exemptions on revenues that companies derive from specific setivities imn
support of healthy lifestyles or from the provislon of media time or space for the same
purpose, Measures alse are envigaged for setting up compensatory mechanisms (such as tax
ecredits) for insurance companies offering reduced premiums to non—smokers, safe drivers, and
others practising healthy lifestyles,

Finally, a fourth category of legiszlative measures deals with the "informed consent”
that physicians need to obtain from patients in certain countries before any procedure —
preventive or therapeutic — is performed. Such consent implies education. This requirement
{g an extension of a similar informed—consent provision in the World Medical Association's
Helsinkl Declaration as revised in 1965 in Tokyo (2). 1t ensures individual and family
jinvolvemant in health care decisions.

At the level of communities, "informed censeat” is just as useful with respect to such
1ssues as fluoridation of drinking-water, vaccinations, or various measules concernad with
the protection or improvement of the enviromment, and what to expect of health services,
Fanmily planning is an area where individual "informed comsent” takes on particular
importance. The importance of informed consent in the relation between health education and
legislation was reflected in the following observations and conclusions:

(a) health education, however well-conceived and implemented, has only a modest chance of
positively influencing lifestyles if it 1s daily counterbalanced by too many harmful
temptatious; legislation may therefore be neaded to reduce these harmful temptations;

most societies have traditiomally incorporated rules and social pressures discouraglng
lifestyles haraful to the community end individuals; these tradirions, however, can
rarely cope with the situation created by the steadily increasing speed of industrial
development, travel and communication;
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{¢c) from the village to world level, communities have therefore attempted ro cope with the
situation by enacting regulations and laws at the commwnal, provincial, national and
international levels; some of the best known examples are the laws and regulations
concerning the trade and uwse of narcotics, explosives and acutely toxic substances.

{d} each regulation or law may have drawbacks and side effects; development of protective
legimslation should therefore be placed within tha locsgl/national sccioeconomlec context
to reach a realistic balance between the impact of the lagislation and the aspirations
and needs of the people.

3. Finsncial support: While certain developed nations spend less than 0,1% of their health

budgets on health education activities, some developing countries may be spending up to 3%.
In both developing and developed countriae, over 907 of health expenditures are allocated to
hogpital care and personal health care,

Ir is difficult to determine what percentage of health expenditures should go to health
education without referring te & country's total budget and to the percentage attributed to
health wirthin that budger. If rhe budget of the ministry of health is very low, even

asslgning 3% to health education would still be inadequate to meet health education needs.
One goal, however, should be to allocate to health education an amount gimilar to the amount

allocated to health manpower. Any major shift of resources for health education in primary
health care is likely to come from the “"referral care” and manpower gectors (9).

THREE TYPES OF HEALTH EDUCATION REQUIRING SUPPORT

With the organizational, legal and financial support outlined in the foregoing
paragraphs, health education ¢an support the primary health care approach while comtinuing to
serve the educational teeds of communities in specific programmes. Three levels of health
education can be described as follows:

1. Predisposing health education, to initiate self-study of basic health needs and
involvement in planning for health by individuals, families and communities. This type
of health education establishes health literacy and evokes tha desire of people to
participate in decisions concerning their wellbeing. It is generic, independent of
speciflc disease control programmes, and should be gupported as a continuous functlon of
local institutioms such as echools, mass media, community development agencies and
pelitical or comsumer advecacy organizations. It awakens and arcuses the latent will of
peeple to control their owa health and wellbeing. It also advocates for change among
decision~makers.

2. Enabling health education to help achisve the pgoals of specific health programmes or
services by facilitating the necesgsary behaviour. This level of health education is
gpecific, dependent on the pricr determination of behavicural changes required within
particular disease preventlon, treatment or rehabilitation programmes, and should be
supported largely under the budgets of gpuch programmes as a centralized funetion,
allocated as appropriate to regional and loesl agencies, Policy should indicate that
enabling health education is a necessary component of each mandated programme, in
addition to the predisposing health education which is independent of such programmes,

3. Reinforcing health education to support the incorporation of health actlions into broader
lifestyle, self-care and communlty development. This type of health education is
oriented to the consolidation of health gains from basic and sectoral programmes, and
seeks to extend or replace these through intersectoral action (at the communfity level)
or gelf-care and lifestyle wodifications (at the individual level) by reinforcing
behaviour conducive to health. This level of policy should be developed in relation to
organizational, economic and environmental supports for positive health action as well
as in health education per se,

supporting policies in velation to health manpower development, health education
research and communications media are necessary to strengthen the capacity for individual
countries to undertake these three levels of health education. These additional resources
required for health education in primary heslth care are the subject of the next chapter.
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CHAPTER 3

RESOURCES TQ BE DEVELOFED OR TAPPED BY NEW POLICIES

The implications derived from the previous chapters are nov examined with reference to
five resources that need to be developed, redirected or used more affectively by new policies
for health education in primary heslth care:

(1) manpower development (personnel);

(2} communications (media);

(3) research and evaluation (knowledge);

(4) the nongovernmental and voluntary sector;

(5) the World Health Qrganization and other international organlzations.

MANPOWER DEVELOPMENT

Priority No. 1: skilled and motivated personnel

Without trained people to implement them, the best policies exist only on paper. The
first priority therefore is to develop gkilled manpewer, Here, technical competence 1s not
enough, The need is for personnel who will introduce the educational dimension in all
aspects of their work.

The word "manpower" is used in its broader sense, including all those men and women who
have & role in or affect health education pelicies and practices. This includes legislators
and policy-makers who must be educated with regard to the importance of health education as a
priority among local needs.

Education of other key persoumel besides health workers is extremely important, e.g. the
village school teacher, religious and other compunity leaders, youth leaders, ete, Special
emphasis is needed for the educatiom of women in order to help them to fulfil their role as
the principal health cate provider of the family and as a catalyst for community action. An
important role of mothers is to be able to influence the maternal and child health and othey
primary health care services so that they genuinely answer the family's needs.

Two of the main objectives of primary health care - involvement and self-reliance - will
only be achieved if health care providers have developed a new outlook, and are nor only
concerned with disease prevention and contrel hut are intent on using health techmology
focused on people's needs and aspirations (1) and on promoting 2 multisectoral approach to
health aectiom.

Thus, reorientation of health educarion policies entails pew roles in health education
for all health care providers, including lay volunteers and metual self-help groups. These
new roles, in turn, require new forms of training in line with new strategies for working
with communities, and a more comprehensive and realistic appreciation of the demands of
research and evaluation.

The need for reform

To develop or improve the qualificatioms of persomnel, tvaining programes should apply
the very methods that health care trsinees are later expected to use with rhe community {(3).
They should therefore enable trainees to take on more responsibility for their own training
ingtead of being passive learners, and provide opportunities for health and other workers "to
learn together, so that later they can work together without an excessive splrilt of
'professionalism' and appreciate their respective responsibilities” in the promotion of
health (50).

This requires, in many instances, & major shift In current training programmes. As
stressed in the WHO Seventh General Programme of Work, “manpower policies, where they exist,
ofren have lirtle relevance to the long-term snd changing needs of the health system and the
communities and individuals within it™ (70, p. 653).
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The Technical Discussions suggest, as a necesgary practical step for ensuring manpower
development, the introduction of policies to ensure that staff of adequate quality are
available in sufficient quantity for effective action. In order to train such staff it is
important to develep machinery for coordination with the education sector and ro obrain
technical and financial juputs from the international organizationsg.

Some participants stressed the appropriateness of achieving technical cooperation and
exchange of information betwean countries.

Lven if the curricula of health workers in training could be reformed in the near
future, countries cannot afford to wait until the present students become the majority.
Reorientation of manpower now in service 18 essential. It must be practical and take place
at the field level, and not merely be verbalized in the classroom,

It is to be expected that there will be resistance to attempts at nodifying curricula
and training programmes with a view to making learning less "academic” and creating greater
interaction between medical faculties, schools of nursing, public health, and institutions
where the liberal arts are taught. Such resistance iz likely to originate from
administrators as well as from the faculty and the students.

Reorientation of training programmes will only become a reality, therefore, if political
commitment to primary health care exists at the strategic points of policy-making and
implementation of manpower development. Such policy support needs to he based on a clear
understanding of the objectives involved in integrating education for health in basiec,

ln=gervice, continuing and postgraduate education for the varlous categories of health and
other workers concerned.

Recrientation of training programmes: the objectives requiting support

These objectives will be briefly enumerated for two cateporles of workers, in the light
of recommendations made by the Expert Committee on New Approaches to Health Education in
Primary Health Care (50) and the Technical Discusszions.

For health care providers, these ohjectives are:

(a) to fogter a concern for development as a global process, of which health is one aspect;
and

{b) to strengthen their capacity;

= to develop and apply a people—oriented health technology which respects people's
agpirations, felt needs, and self-care potemtial;

— to act as facilitators of action by the people rather than take action themselves and
expact "participation”;

~ o promote a ¢onstant transfer (in borh directionsz) of technology between the health
system and the peopls;

T to asgume an advocacy role for health vig-d-vis declision-nmakers;

~ to recognize the contribution other professionals can make to the promotion of health,
and to enhance and coordinate their efforts.

Medical students, student nurces and more gemerally all future members of the health
team should be trained by specialists in human relations to enable them to communicate health
education messages effectively. They should know how to use the various means of
communication available to the populations whom they serve.

For teachers, who 21s5¢ have a major responsibility in health maintenance and Promotion
(50,82) the objectives are to stremgthen their capacity:

= to provide school learning experiences that are conducive to self-care, healthy
lifestyles and a desire to participate in development efforts in the community, while
setting the example through their own behaviour;
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— to lipk the school health experiences with health iscues and programmes in the
community, and the concerns of families as expressed through parent associations and
other community groups;

to team wp with health workers in these efforts and inm a joint search for innovative
approaches such as, for instamce, experiments in preschool education te develop
"eritical viewing” skills that emable children to resist the influence of media
advertising (6,12,17) or new ways to implement the school medical checkup {44).

Outside the health and education sectors, there are other workers who ghould be
considered partners in the health education components of primary health eare, Journalists,
broadcasters and other mass media specialists head the list, and the next section of this
chapter deals with their particular training needs.

Other professionals concerned include agricultural extension agents, soclal welfare
workers, labour union organizers, imsurance agents, religious leaders, housing and water
resource authorities, inspectors in agricultural, manufacturing and packaging industries, and
the practitioners of traditiomal medicine. The list could be extended to include virtually
every occupation that entails contact with the publie, If such workers are routinely to
ijnelude health education functioms in theit work, then training activitles need polley
suppert.

Several countries are endeavouring to bring about a dislogue with practitieners of
traditional medicine by offering them supplementary training. Among the practiecal
difficulties encountered are the fear of registration and bureaucratic supervision by the
public authorities, the obligation to divulge their methods, and the loss of their prestige
and/or clientele, Local situations will need to be studied, with the importance of these
practitioners within their communities borne in nind.

The categories of workers who have a role in health education are indeed numerous, yet
“avery one's job" often turna out to be "no-one's responsibility.” Hence the need for
specialized staff in health education whose experience and gualifications are required at
central and provincial levels for the training of other workers in health education and for
the planning, implementation and evaluation of health programmes, ineluding the coordinatiom
of regources. In this respect, the reconmendations of the PABO/WHO interregional conference
on the postgraduate preparation of health workers for health education are still most
pertinent and need renewed policy support (33).

The lay resources in health

In respect of lay resources, an importsnt functiom of training should be to enhance the
capability of individuals and communities to apalyse health and health—related problems. For
if people have the skills to inquire systematically into their condirions and health problems
and to experiment with solutions, however simply, they will become less dependent on others
and will be able to decide for themselves what their needs are and how these needs should be
filled - including training to develop appropriate skills (18,20).

Women in the community deserve special attention in health education traininmg. The
influence that educated wives and mothers, alert to health problems and to self-care
possibilities, can have on health levelg in the family and the community is well documented
{83).

Workers in industry constitute another group with high potential. Exzperience in
training programmes undertaken jointly with labour unions and employers has yielded valuable
data on methods and approaches leading to self-reliance in health.

COMMUNTCATION (MEDIA)

A continuum of action

Promoting primary health care involves a continuum of action, from advocacy and
developing awareness to working with individuals and communlties in elaborating plans,
carrying out sctivities and monitorimg actloa. At one end, information with its array of
media spearheads the wovement towards health; at the other end, education focused on
parsonal decisions and actioms, complements the impact of information.
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In the history of education for health, attitudes towards mass media have varied from
unrealistic expectations to total dismissal of their value. Experience shows that nefither
communication media nor interpersonal communication, when used singly, can have the total
effect desired. They have different functions to perform, which mutually enhance each
other's effecriveness.

There is a consensus today regarding the main functions of information media. These are:

— to help strengthen political will by appealing to policy-makers;

~ to raise general health consciousness and to clarify options concerning actlons that
have a strong bearing on health levels;

= to inform decision-makers and the public about the latest developments and limitations
in health sciences, and to promote the replication of relevant experiencas;

= to help deliver technical messages;

= to foster community invelvement by reflecting public opinion, encouraging dialegue and
facilitating feedback from the community;

- to Inform the publie regavding their rights in health gare.

Promoting a dialogue between health and media personnel

The discussion, at the international level, on communication in support of development
has awakened in many media personnel, and reinforced in others, the sense of soclal
responsibilicy in their professional work. Instead of being merely observers and reporters
of events, many who work in the media bave come to appreciate the power of communication and
the need to participate more actively in rhe development process (21).

The obvious influance of the mass media in health communication was recognized in the

Technical Discussions. It wag noted that communications technolegy has made rapid progress
but not all health professionals have recognized its potential, One participant suggested
that schools may lose thelr prominent place as imstitutions of health learning and be
replaced by media,

3urveys show, furthermore, that health is high on the list of medla consumer interests,
Medla managers are therefore pleased to use health topics in radio/television or in princ.
lowever, if medis experts are to put into practice their willingness to develop health
messages, they need sound and accurate content, provided regularly and sustained.

Taking the foregoing into account, appropriate policies need to be formulated to ensure
proper and balanced use of media in health education. Used wisely, wedia presents a powerful
ally for health education. Production of material for use by the mediz must be undertaken,
utilizing the rescurces and skills of media professionals,

Health care providers and media personnsl often differ in their conceptual approach to
the use of media. New policies should foster difalogue between health and media personnel .
More specifically rhis implies policies that will:

(&) encoursge close and eontinuing cooperation between health and media professionals;
(b) develop mechanisms to ensure a constant and free flow of informatiown from the health
sector to the communication media sector including the production of health material for

use by the medla;

(c) otganize in-service training programmes and seminars where professional personnel gan
meet )

- to strengthen the sense of social responsibility of media professionals in their work
and the importance of featuring health in this perspective;
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to foster their awareness of the potential of health ss a source of prime material for
media econsumption, and thefr interest in transmitting technical messages;

to expose media professionals to validated health information and create awareness of
the risks involved in transmitting information on treatment and therapy, often biased
by its spectacular characterj should the informaticn not be totally correct or
complete, expectations of improvement may be unwisely raised;

to educate media professionals about the negative health impact of certain messages
carried by the media, especially advertisements of various commodities:

to enable health workers to understand the needs of media professionals — whose
respongibility it is to inform the public in ways that appeal — and how they can build
on these needs;

to traln health workers in effective communication techniques and make them perceive
the importance of using & language accessible to others,

A broad concept of communicaticon

The word media {s used currently to refer not only te priat media, radio and
television., It alse covers traditional means of communication such as puppet plays or folk
art. Combining as they do accepted channels of communication with interpersonal approaches,
these media are c¢ritical to the success of community self-studies and action phases
iliustrated in the following section on Research and Evaluation, Here, policy support could
take the form of subsidies to traditiomal communicators (actors, puppeteers, story tellers}
to encourage them to incorporate health messages in their activities.

Despite all our efforts to create better educational tools, still the wmost effective
meang remains the personal contract, with its one—-to-one relatiounship where "teacher”™ and
"student” change roles continuously, each learning from the other. This is dynamie,
constructive communication., Hence, the importance for health service providers to recognize
the importance of two-way communication and be technically prepared to perform this function
as integral to their daily tasks (28),

What is necessary is that a balance should be struck between the mass media and other
systems that reach people directly. The media should be used to bring out important ifssues,
while at the same time rhelr efforts should be harmonized with actions taken by the health
sector that will affect health behaviour, thus leadiog to better results., In addition,
health education should be sensitive to critical issues which are the concern of people, and
collaborate with the mass media in arousing people's interest in these critical issues.

Any acfion going beyond interpersonal communication, using mediated communication and
reaching large numbers of pecple is part of medias work. It must also be stressed that media
work is not limited to journalism, Radio and television in particular are in large parts
channels of entertainment, and health education messages can be sffectively incorporated in
music or drama,

It was agreed that we are im 2an epoch of complementarity in which each gector has
special strengths that should be recognized and used. Properly used, the media can prepare
the ground for health education efforts and maintain the kind of community action that is
needed. The different forms of mass communication are therefore important for sensitiziag
and gustaining publie opinion, but they are wmost effective when supplemented by well-designed
community activicies,

In some of the developing countries, people have relatively little access fo mass media,
many of them not knowing how to read and having no radios and television. Yet, even in these
aregas, the access to media is growing fast. Moreover, the madia have much influence on the
small but important segment of the population that makes critical decisions, including
politicians and professionals. It was stressed that the media should be used in galning
support of politicians in the promotion of health,
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The potential usefulness of television in the developing world should not be minimized.
In many parts of the world radics are almost universally pregent, even in the farmer's field
and the homemaker's kitchen. Where television has succeeded in reaching communities and
families, its impact on attitudes is very strong. Moreover, in many countries, egpaclally in
developing areas, television is not commercial; therefore there is often a real opportunity
to make proper usgse of this medium at little cost.

RESEARCH AND EVALUATION

Evaluation of services, activities and programmes in health education is necegsary Lo
thelr eventual improvement, but evaluation is only one part of a continuum of research needed
to inform policy and plapning in health education.

Eby research?

1f the ultimate purpose of health education is to influence the behaviour of
individuals, families and communities in maintaining and developing their health, it Isg
important to understand which factors foster or hinder certain traita of bahaviour, and which
others might be used to influence the types of behavicur that promise more healthy ocutcomes.
As people's participation in their health care is more widely accepted as thelr “"right and
duty”, research needs to ideantify strategies that will make it possible to translate this
concept inte sustained practice.

Health education, as a bagic component of primary health care, must face up to the

challenge of examining basic assumptions upon which it has operated in the past, It may well
be rthat some of these assumptions are not compatible with enabling individuals and

commpunities to take logical decisions regarding their own health,

The Technical Discussions emphasized thar research in health educatios must be
Increasingly concerned with applicability, especially in the developing countries, and must
be planned within the broader perspective of health systems research.

Scope of research

What are the fields in which research is most needed? Seen in the perspective of health
education goals — i.e, encouraging people to want to be healthy, to know how to attain
health, to do what they can individually and collectively to maintain health, and to seek

help as needed - the issues inviting research become clear, They concern the values and
knowledge that encouvage personal fnitiative and effective communication between rhe lay

.public and health care workers,

The fact of wanting to be healthy has deep cultural, socicecomomic and political roots.
While governments aspire for a healthy nationm and individuals regard health as an asset, in
the hierarchy of both national and persomal values health rarely enjoys the peositlion it
merits. Desplte its recognized economic and social impact, by and large health tends to be
truly valued only whem it has been lost,

In regard to this important issue, regsearch is needed to determine how health can galn
the necessary recognition at the level of the nation as well as of the individual and the
community, as a value enhancing the social and political image of the country and the welfare
of individualg, 1If findings show that it is difficult to promote health as a value by
itaself, then health may have ro be associated with other values that the community
appreciates, such as happiness, affluence and comfort.

The values, customws and practices that may influence health are deeply rooted in the
social and cultural aspects of life. As these differ from country to country and even
between communities in the same country, extrapolating findings from a specific cultural and
pelitical context into general rules tends to yield disappointing results, Research,
thercfore, must move away from concentvating on specific behaviours and must address the
importance of "lifestyles™ in the prevention of disease and the promotion of health., Tt is
within the context of lifestyles that adherence to certain health practices beéomes truly

meaningful (77).
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While knowledge is not the sole basis for healthy behaviour — as evidenced by smoking ot
over—eating among some educated individuals - 1t is nevertheless the sine qua non of health
education. In the area of knowledge transfer, research is needed in communication,
educational psychology and educational sgelology. It should be designed to identify factors
facilitatring learning such as teaching methods, mass media techniques, conditions conducive
to learning, opportunities for education, the role of the modern media (radio, TV,
newspapers, films, posters} and of the traditional media {puppet shows, storytelling, dramas
and songs).

Research dealing with individual action emphasizes self-care and its limitatioens in
prevention, treatment and health prometion, while mutual-aid societies, self-help groups and
community partielpation are at the heart of collective action. Research in this area is
essentially foecused on processes that foster self-reliance and is therefore both culture- and
tisme=-bound. It is also concerned, at the level of community action, with the different
models developed to provide solutions (cognitive, behavioural, based on social interventions})
as well as with the supportive role of regulations and legislation,

Research into geeking help is fundamentally a study of relaticnships: relations between
the health care provider and the individual, which are influenced by the image of the health
care provider, the confidence people have in his or her competencies, and the degree to which
the community's felt needs are reflected in the services provided. This type of resgearch is
ugeful only if it is concerned with local eituations, because relationships differ from
community to community.

Applicability of research

In many countries, goveraments are now convinced of the aeed for greater emphasis on
primary health care and health education; they are awaiting clarificarion of the theories
which already exist before deciding on the appropriate strategies of health education to be
supported.,

It should be clearly recognized that any research carried out on processes of
information and education for health should have immediare practical relevance for health
improvement. As part of health systems research, its findings must serve to astablish a
better dialogue between health care providers and potential users, propose innovative or more
effective ways of providing information and educarion, and bring about more efficient
involvement of individuals and communities in the improvement and maintenance of their own
health,

When research is aimed primarily at seeking solutions to problems encountered in
programme implementation, simultanecus efforts must be made to develop adequate mechanisms to
ensure that findings can become operational az soon as possible,

Extending the research potential

The limited pool of highly trained manpower for rasearch im health education can be
extended through the multiplier principle of transferring fundamental skills te¢ practitioners
in the field, provided thar the expertise offered is focused on problems identifjed by the
practitioners themselves and can therefore be of value to them in solving these problems.

Furthermore, numerous simple research tasks and fact-finding endeavours could be
undertaken by non-professionals (63,67). Although some areas of research need rigorous,
controlled merthods, this is by no means universal, Much can be done -— and should be done -
by the community itself in terms of simple inquiries and ohservations, provided the people
receive some training (see Chapter 4), Moreover, community self-studies are more likely to
take into account values and social concerns,
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A multidisciplinary approach

To be socially relevant, research in health education must not be the sole domain of

“researchers”. The people, health staff, administrators, politiciams and the researchers
themselves must all participate in the various stages of the research, ranging from problem

definition, setting the hypotheses and deciding on methodology, to interpreting the findings
and their applicatiom,

The collaboration of governmental agencies, educatiomnal institutions and nongoveramental
organizations should always be planned frem the beginning.

Some key issues for consideratiom

These include:
- the barrlers to rapid implementation of research findings;

- the interplay of social, political and economic factors and their impacts at the level
of planning, implementation and evaluation of primary health care programmes including
health education as an integral component;

- the integratfion of health education in formal and informal community programmes at
thelr earliest stage; and last but not least,

= the role of the health worker in helping communiry members to identify thelr health
problems and design solutions, thus helping them to become their own agents for change,

NONGOVERNMENTAL AND VOLUNTARY ACTION

Fron the earliest stage of the formulation of the strategy of health for all, the World
Health Asgembly pointed to nongovernmental organizations as a key element In the
implementation of goals, It is well known that in many countries It was voluntary
organizations, such ag parents' groups or religious or charitable organizations, which
ploneered important aspects of intersectoral health educationm and care. Very oftem it is
only after such organizations have led the way that municipalities and government departments
begin to accept responsibility for these health activities.

Nongovernmental organizations provide a context that in many ways is ddeal for
involvement and for the growth and development of self-reliance in so far as they express the
wiil of the people to use their own initiative In improving the quallity of life, This will
may be translated into pilot projects — often taken over and given wilder scope by government
agencies at a later stage - ot activities to £ill certain gaps or to supplement government
action, The Seventh General Programme of Work specifically calls on nongovernmental
organizations to channel their resources for health at every level into suppoert of the
strategy of health for all, to develop joint action with governmental agencles through
technical cooperation, and to broaden their involvement in the implementation of health
programmes, ranging from accldent prevention, leprosy, cancer, sexually transmitted diseages

or cardiovascular diseases to research on human repreduction and drug policiles,

With regard to information and education for health, coordinaticn 1is no less important
in promoting acceptable self-care practices on the part of individuals and communities.

What policy measures would be of value to nongovernmental groups In meeting the
expectations of governments and acting as partners in promoting health for all?

Three major types of supports, usually provided by countries, need remewed commitment:
- formal recognition of veoluntary asgoclations through appropriate legislatlon;

- recognition of their key role through officisl iuvelvement in coordination bodies
concerned with planning, implementation and evaluation of programmes;
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— financial support through general subsidies or grants for specific programmes, whether
these funds fully finance the activities concerned or supplement the funds provided by
the voluntary organizations themselves,

Reports received from countries bring out ome point: the cencept of voluntary
organization should not be limited to structukfed groups such a# nongovernmental organizations
or professional associstions, service clubs, consumer assoclations, mutual-aid societies and
$0 on, which provide an effective platform for reaching the grass roots; it ahould also
embrace citizen groups or groups emerging spontaneously to cope with a pressing problem,

The important role of religions in health and health care permeates the history of
mankind. It is natural, thersfore, that professionals concexned with the improvement of
health should turn to religious leaders not only to promote more active support on their part
but alse to offer them assistance in meeting training needs, In this respect, valuable
experiences have been reported with regard teo the training in health of Buddhist priests,
Moslem leaders, and Christian clergy. '

Certain participants in the Discussions stressed the need for governments to coordinate
the work of mengovernmentsl organizations so that they supplement governmental action and do
not enter into competitiom with it, In some countries this coordination already exists: the
nongovernmental organizations act within specific areas and on gpecific tasks fixed by
agreement with the natrional authorities,

On the other hand, other participants underlined the fact that in order to maintain the
viability of the voluntary sector, officlal policy should be careful not to control it; the
government's role is to provide a platform for coordination to emcourage voluntary
organizations, through financisl or other forms of support, to encourage the community to
take an active interest.

The consensus was that nongovernmental organizationms should bear in mind government
programmes when carrying out their own functions, without involving controls which would
limit their initlarive,

In order te put inte practice the political will te involve the nongovernmental sector
more ¢losely in efforts to promote health, it was suggested that encouragement should be
given to the creation of councils or federations of related nongovermmental organizations,
wirh the zim of facilitating their participation and aveiding duplication of efforts,

THE ROLE OF WHO AND OTHER INTERNATIONAL AGENCIES

WHO as the international coordinating authority in health has the distinct role of
coordinating, promoting, informing and cooperating with Yember States, Iinternational sgencles
and nongovernmental organlzations in the field ¢f health education, especially as an
essential element of primary health care. The mandates given to WHO by its Assemblies since
1949 in the form of resolutions relating to health education have indicated the type of
acrivities with which it should be inveolved. These are mainly iw the four areas of service,
training, research and coordination,

In service, the role of WHO is to strengthen, upon request, health educatien gervices in
the ministries of health and im other governmental services having health education
functions. In tralning, the Orgsnizarion is requested to facilirate preparation in health
education of all categories of health workers and workers in other related areas who have
health education Functioms. Thise, in collaboration with Member States, might be accomplished
through such provisions as fellowships, study grants, seminars, training courses, and
in-service training programmes, Continuing education also could be in the form of
dissemination of knowledge and skills on a regular basis through provision of manuals, guides
and audio-visual material.

In research, collaboration is needed between Iinternatiomal institutions and
organizations embarking upon health education research activities as part of health services
research, Technical cooperation among developing countries needs streagthening to build a
more generalizable scientific base for health education in these parts of the world,
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In coordination, WHO has a leading role in collaborating with other United Nations
agencies and nongovernmental organizations in promoting the policies and activities needed to
attain the goal of health for all through primary heslth care. This necessitates the
strengthening of WHO's collaboration with the agencies having specific functions in health
education, Notable among these agencies are UNESCO, UNICEF, ILO, FAD, UNFFA and the World

Bank. Among nongovernmental organizations, special mention must be made of the League of Red
Cross Societles, the Internatiounal Union for Health Education, the International Council of
Nurses, International Council of Wowmen and the nongovernmental organizations concerned with
specific diseases or health conditions.
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CHAPTER 4

THE CONTRIBUTION OF HEALTH EDUCATICN TO THE STRATEGY OF
FRIMARY HEALTH CARE: A PROPOSED PROCESS

In this chapter an attempt is made to identify some of the critical stages at which
information and education for health of the three kinds identified in Chapter 2 can
facilitate and reinforce the involvement of communities in health care and promotion and,
through that involvement, help to ensure that the technology used is appropriate and the
intersectoral approach is strengthened.

The process proposed has been illustrated in a graphic rapresentation (see Figure 1}
which reflects a dynamic interaction between local and central structures leading to
increased community gelf-reliance and capacity for coordination of resources from all
sectors. The 12 steps entaliled in the process will be described in this sectien,

The new policies emanating from PHC concepts will encourage communities to go further
than "participation” at the planning stage. They imply that communities should take the
initiative by undertaking 2 self-study of their values and needs related to health,
documenting needs and barriers, and deciding to which needs they wish to give priority. The
encouragement and resources required for thaese first steps wmay come from within the
communities or from outside. In either case, policy backing is a must at both national and
local levels, A brief description of the initial four steps follows,

Step 1. The movement starts with the people: What are the problems they perceive?

The self-study process should address prevailing values and concerns for the quality of
life or soclal problems as much as specific health problems, These problems will not
necessarily correspond with formal epidemiological and socioeconomic analyses,

In the review of lessons learned from past experiences in comminity development and
participation, the report of the 1977 UNICEF-WHO Joint Commirtee on Health Folicy noted: "An
approach based entirely on the idenrification of felt needs by the community overlooked the
fact that the villagers' perceptions of needs did not necessarily correspond to the steps to
be taken to satisfy those needs, Healthy children are commonly a felt need in all
communities); but sanitary latrines, fly reduction and other environmental control steps that
lead to healthy children usually are not seen as felt needs" (42, p, 13).

It is useful to understand this point from the start and to expect that the initial
diagnosis by the community will focus on needs rather than on solutions. Sometimes the needs
fdentified will be expressed as health problems, such as "sick children”, but more often as
gquality of life or social concerns. Health workers should be able to link the gquality of
life concerns or needs to the health issues underlying them, resulring from them or relating
to them.

Step 2. Do the needs identified in the self-study truly reflect the major issues felt by the
community as a whole?

Felt needs should be verified and documented for the purpose, ar a later date, of
setting priovities. In smaller communities, this process can take the form of an opinion
survey or a consultation by a village health committee, In larger towns and ¢ities it may he
usaful to resort to sampling techniques to verify the distribution of the problems identified
in the community and their relative perceived importance to the community's development or
quality of life,

Step 3. What are the priorities?

With information in hand on perceived needs, communities are able to make pteliminavy
decisions on prioricies. Their cholces will generally be among broadly defined classes of
social or health problems such as infant deaths, teenage drinking, traffic accidents,
zponoges, malaria, diarrhoea and other such concerns., Sowmetimes the priorities may even be
expressed in terms of symptoms (e.g. fever) rather than diagnoses {e.g. malaria).
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At this point the process enters into a new stage: the dialogue with the professionals
gtarts. How much do the felt needs of the community correspond to the epidemiologically
assessed needs? Are they related to national priorities and programmes? What are the
regources avallable for implementation: locally? from other sectors thanm health? from
nongovernmental sources?

For the health professional this dialogue involves a number of challenges. WNot the
least {s a willingness to recoguize that locally identified priorities have validity and need
to be accommodated In broad national schemes. Two-way communication skills are of special
value in these dialogues which require negotiation rather than arblirary imposition of
objectives.

Step 4. Central support comes into play

Based on the community's expression of priovities, the responsible centxal ox provincial
agencies can, at this poiut, allocate resources and formulate & technical plan to help the

community. Programmes ot services delivered to the same community by other agenclea of

course need to be taken into conslderatiom, New policies should not allow government ’
agencies to interpret community invelvement as an excuse to withdraw their support for local

hezlth services, or to pasgs on to the community their responsibility for the technical

aspecte of planning and delivery of gervices.

Funcrionsg of healrh education in thig initiasl phase of process

(1) Vis-3-vis the community: Health education has esgentially a consciousness=-ralising
role, Its major objectives are to facilitate access to health and related information;

to develop community capabilities in problem i{dentification; teo help people zet
priorities amoug the different categories of problems they have detected, taking into
consideration such factors as the magnitude of a problem and {ts susceptibility to
treatment; and to promote a social partnership between lay and profassional resources
based on the recognitlom that both are essential and complement each other,

Vis—3-vis the decision-makers: Health education has an advocacy role in ensuring that
programmes are built on the pecple’s perception of needs, with priority given to goals
which reflect both the felt needs of the people and the needs as defined by health
profesglonals,

These various functions alm at predisposing communities for health action and are
designed to crystallize the latent will of people to participate In improving their own
haealth.

The next phase is concerned with implementatiom, Menitering, evaluation, training and
intersectoral action are its main features.

Step 5. Implementation starts; other sectors are involved; Tesources are coordinated

One objective, from the start, is to associate all potential rescurces and to achieve
cocordination. Fot countries In which programmes and services for health are more
centralized, implementation needs to be coordinated among the various sectors which have a
responsibility for primary health care, There is alsc the additionsl task of taking inte
consideratien the activities of numereus nongovermmental agencies, For example, in one
country it has been estimated that 950 organizations are Involved in carrying out health
education functions (40),

The mechaniszms of coordination vary from formal coordinating bodies to informal meetings
for sharing information. The initiative to establish and regularly use different
coordinating mechanisms mostly lies with the official agencies at central, reglonal or local
levela, but may also be the responsibility of a nongovernmental organization. Experience
from some countries suggests that multisectoral coordination Iis more readily accouplished at
the community rather than the central level, especially when there 15 a mixture of government
and private resources for health being developed at the local level,
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In any eveant, ir is useful if the mechanisms set up for coordination of health education
regources, channels of communication and delivery of services, follow the same pattern at the
national and at .the community level.

aAlthough ccordination is esseatial, it should be realized that overlapping is far from
being always harmful. Sometimes, it may act as & veinforcement. Many voices transmittisg
the same message may be more convincing than one, Furthermore, coordinatlion sheould not be

equated with control.

Step 6. Action develops. Bub is the‘technology used deemed appropriate by the community?

Farly in the implementation of plans, questions come up: do the services and programmes
tieet the goals and priorities set by the community? Is the technology suited to its
circumstances? The people themselves can best answer, This first level of evaluation sheould
therefore reflect the community's views,

This position represents a depatture from conventlonal policies, but experience suggests
that participation in evaluation is & catalyst for social action, even more powerful than
participation im the administrative or management functions of implementation (30, 42),

Another advantage of community-level evaluation lies in the rapldity of the feedback.
Those who are in charge are immediately informed of problems, such as inappropriate hours or
location for the delivery of a service, readability problems with selected educational
materials, the assigning of a male physicilan to a family planning clinic when a female
physiclan would be preferred, a language problem, or a series of offensive questions in am
interview schedule,

The ability to detect such problems lies within the capacity of most communities, with
little or no outside assistance; and the ability to quickly make corrections lies within the
administrative capacity of most organizations. This leads to a visible improvement which
makes this level of evaluation highly rewarding for a2ll concerned, and which therefore has
astrong reinforcing value az an educational process. Even if the changes are trivial in terms
of health outcomes, they tend to be powerful from the standpoint of community attitudes and
behaviour and, ultimately, of the successful implementation of programmes.

Step 7. How effective arve the programmes? What are the changes cccuxting im the communiry?

Although this type of evaluation requires techpical know-how, it is nevertheless
important that it be placed under the control of the community concerned. Thexe are three
reasons for this. One is awareness of the benefits, which result from partieipation in
evaluation, and the reinforcement this provides for continued invelvement; a second reason
is more effective communicarion berween the people and the health personmel (49). A third
reagon is that the criteria selected have a hetter chance of being relevant to the
recipients' goals and needs, as they perceive them, This more than compensates for the
disadvantage of using methods that may be less rigorous,

On the matter of criceria, the 1977 report to the UNICEF-WHO Joint Committee onr Health
Policy (42, p. 1&) noted thar qualiry—of-life criteria "are of far greater concern to
planners and developers than they were a decade ago". HNevertheless, until new policies for
health education in ptimary health care gain full implementation, the danger remains to focus
on "marerial improvements, which produce visible and quantifiable results”, rather than
concentrating on the development of "educated, self-reliant citizens, able to make decisions
about their future, & notiom that does not easily lend itself to quantification” (42,

p. 12y, Involving the community in assessing progress is very likely to focus attentlon on
the quality-of-life criteria where it belongs,

Step 8, As progress is monitored, new needs emerpge, unuged resources arve identified

The community now starts to perceive ¢learly the positive and negative aspects of the
process, what needs are unmet, what barriers remain and what resources are still untapped.
This takeg the community to a new stage in the continuum of planning, action and evaluation,
New ways are to be found to draw in other sectors that are not yet inveolved and to develop
additional community skills to cope with the problems. In this process of learning, the
people's gsense of accomplishment grows, ag does thelr self-confidence, their awareness of
unused resources and their appreciation of intersectoral relatienships (10),
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Functions of health education at this stage

Vig=3-vig the community: The objective here iz to build up the skills of the people and
develop thelr self-reliance. More specifically, health educationm should help people set
targets, offer alternatives to reach these targets, then assist the community in
translating these targets into "simple, understandable, realistic and acceptable goals
which the community can monitor™ (50); health education should idemtify local cultural
practices which lend themselves to certain modificarions and build on these rather than
promote alien practices (71); it should develop educational material relevaut to the
local gculture apd ag practical as posgible; finally, it should determine in which areas
lay people need to develop their skillis and to plan appropriate training activities.

Vig=8=vis the decision-makers: Health education has rhe responsibility, on the one
hand, to interpret and document the short- and long-term benefits to be derived from
community invelvement in menitoring and evaluation processes; on the other hand, It
should propose mechanisms to facilitate communication between the various sectors,

Thege functions aim at ¢nabling action through a process of information and education
involving various combinations of training, technical cooperation and community organization
that led to a productive association of lay and professicnal resources. ‘

Steps 9-12. The community studies barriers and resovurces and takes acrion; programme
evaluation followed by intersectoral response

With fts growing experience, the compunity is now able te move on to & more
sophisticated level of community development, invelving a mew cycle of planning and action.
As jllustrated in Steps 9-12 in the graphic representation of the process (Figure 1), the
community reviews accomplishments, detetmines unmet needs, identifies barriers and proceeds
with sction to achieve greater involvement from all eeetors to help fill gaps (34,65,74).

The model guidelines make Steps 9 and 10 a process of identifylng unuged or undeveloped
resources in the community, and increasing community self-reliance and capacity for
coordination of multisectoral resources. Finally, in Step 11, the community needs policy
support for its involvement inm the more comprehensive evaluation of the multiple local and
central programmes developing f{n the community, This will make it possible for central
agencles (Step 12) to bhe advised by the communities in the gaps and limitations in the total
package of services and programmes.

Such evaluation should not only take into account the differences between healrh
criteria and sogial eriteria, but should also give comsiderstion to the technical criteria of
agencies whose ultimate objectives for community development may be similar, but which use
different means to accomplish these common ends.

Role of health education in this cycle

Vis—d-vis the communiry: It should strengthen the process leading to increased
self-reliance and healthy lifestyles by providing continuwal feedback on progress
achieved; focus on the social supports to health, ineluding organizational, ecomomic
and environmental factorsi help coordinate and harmonize the health communications
emanating from the various sectors so as to reinforce their total impact; provide
training in health education to workers from other disciplines; encourage communities
to develop funding schemes for healrh development (14,41); while at the level of
individuals and families, it should encourage & similar process of analysis, priority
setting, development of self-reliance and evaluation of progress,

Vis-3-vis the decision-makers: It should aim at the integration of education for health
with suitable developmental activities in other sectors such as education, agriculture,
industry, women and youth organirzariens and so on} it should provide evidence of
progress so as to reinforce political commitment to primary health care concepts and
support to the principles of community self-reliance and involvement; 1t should
stimulate policy support for the type of research, training and media development that
will enable health education to perform effectively.

This type of health education iz essentially concerned with reinforcing the will of
communities and of decision—makers to move toward a social partnership in planning and action
tor health,
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RECOMMENDATIONS QF THE

TECHNICAL DISCUSSTIONS
OF THE

THIRTY-SIXTH WORLD HEALTH ASSEMBLY

New policies for health education im primary health care must include clesr, unequivocal
recognition of the need for the active lnvolvement of the community in health planning, and
the implementation and evaluation of appropriate services and technology. Of the many
recommendations suggested by individual participants, the following are the ones most
generally applicable to policy everywhere, regardless of the stage of development. Even
thegse few may need further adaptation to fit specific circumstances. To fulfil its task
effectively, health education should receive a strong mandate from natiomal policles which:

1. faeilitare that type of institutlonal framework and the economic and legislativa
supports that will bring about an enviropment in which people can exercise theix "right
and duty to participate individually and collectively in the planning and implementation
of their health cara™;

2, reflect a commitment to the equitable distribution of health and related resources;

3. recognize that health is not strictly a medical issue, but environmental, cultural,
bilological, social and economic as well, and provide therefore for the research,
training and intersectoral cooperation necessary to develop health education and
self-reliance in all aspects of development;

4, assure that there is a central unit within the framework of health services, staffed by
specialists in health education with resources required to carry out its function, and
placed on the same administrative level as other essemtial hcalth setrvices to permit
access to all other units concerned with health education;

5. provide for the integration of health educatiom, including the effective utilizatien of
communication media, at those stages of the health care process - from planning to
monitoring and evaluation - where the effective imvolvement of people and their
increased self-reliance requires additional understanding and skills;

6. gilve full importance to the coordination of public information and education for health
with education in general, recognizing that these must be mutually supportive;

q. asgure that health education reasponsibilities ate incorporated In the functiens of all
health workers, teachers and media persomnel as well as related personnel in other
sectors;

8. specify without ambiguity that the fundamental objective of inforwation and education

for health and of community involvement is to help each individual, each family, each
community to exercise their right to achieve the harmonious development of their
physiecal, mental and social potential;

9. recognize that this and other objectives of health for all by the year 2000 and primary
health care, and consequently of health education, will not be achleved unlesgs specific
attention is given to the role of women in the promotion of health, and te thelr need
for health education to perform this function.

For WHO, the recommendations made by the Techmical Discussions reflect an endorsement of
the new emphasis on information and educatiom for health in primary health care by continuing
and further strengthening activities in which WHO will:

10, collaborate with Member States in developing information and media that will heighten
the sensitivity of declslon-makers to the needs for health education and community
involvement In primary health care, and help to strengthen the politiecal will to support
new policles on these matters; '
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cooperate with Member States in strengthening the health education services so that they
will be able to assist all other services in their health education functions,
recognizing that this will require the allocation of more resources within WHO staff;

facilitate community involvement in planning and evaluating primary health care
programmes by developing guidelines, manuals and training materials disseminated to
countries for adaptation;

strengthen intersectoral cooperation through continuing collaboration with UNESCO,
UNICEF and the World Bank, FAQ, ILO, UNFPA and other international organizations in
further supporting health education in primary health care in all its aspects;

and regularly organize seminars, training programmes, workshops and meetingsz on health
education on global, regiomnal and national hases,

Some additlonal observations from the Technical Discussions

To implement the political will to support health education, several key issues need to

be taken into consideration, in particular:

— the allocation of the budgetary and human resources is essential for the
implementation gf health education programmes;

- the support of political parties and of organizations connected with them at the
natiomal, provincial and outlying levels iz conducive to the mobilization of potential
resources and to coordination within and between sectors;

— the setting-up/or strengthening of an Institutional framework at the natiemal level,
responsible for coordinating the planning, implewmentation and evaluation of national
health education programmes, is essential}

- health education should not be used as a substitute for services that must be provided
to the people, nor should health services be regarded as complete without an
integrated health education component]

= peorly planned and non—integrated health education carries inherent risks of which
health workers must be aware;

= health education should avoid promoting in people an obsession with health; nor
ghould it attempt to say what "normal"” health behaviours are and thus make people feel
“deviant” or guilty;

- intersectoral cooperation can only be successful when good Intrasectoral organization
axists;

- our responsibility is to advance with the people and to provide them with information
so thar they themselves can protect their health;

=~ health care providers need to recognize that times are changing, people's attitudes
are changing, our work and responsibilities are changing;

=~ research in industrial countries cannot be generalized to developing countries, so
wore research 1s needed in developing countries;

— the breoadest possible involvement of traditional mediecal practitioners, community
leaders, women's organizations, nongovernmental organizations, trade unions, business
organizations, and the like 1s needed; although primary health care calls for the
involvement of these institutions, existing policles are not always able to
accommodate them}

— there is a need to develop, through an interdisciplinary approach, a global ¢onceptual
framework which would facilitate implementing, evaluating and taileoring peolicy and
programmes of health education to local needs;
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healrh education must develop using criterla different from those that have prevailed
for a leng time - ones based on moralizing approach of “don'ts”; rather than attempt
to understand the needs of individuals and communities and helping them reach goals of

their own choosing, health care providers have tended to encourage people to want what
they themselves felt they should want;

an objective of health education 1s to promote an exchange between two cultures, that
of the professionals, and that of the lay people, baaring Iin mind two things:
firstly, that this exchange occurs with people as they are and not as the health
profeasionals would like them to be, and gecondly that any progress in the fileld of
health is relative;

a new Image of health education must prevail, thanks to new approaches and new
technologies involving both professionals and lay groups;

health education is an interdisciplinary and intersectoral process that has as its
final goal the prometion of health in fts broadest context, i,e, not merely 25 a
health phencomenon but as a aocial amd cultural, an economic and technical, and finally
a political phencmenon;

health education ghould not promise more than 1t can attain; that said, 1t must be
realized that the WHQ Seventh General Programme of Work covering the period 1984-89
indicated that the role of informatlion and aducation for health would be more
prominent than ever before,
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